
Volume 41
Number 17

September 1, 2006
P

E
R

IO
D

IC
A

L
S

: 
T
IM

E
-S

E
N

S
IT

IV
E

 M
A

T
E

R
IA

L
S

Number, Complexity of Services
Blamed for Medicare Fee Cuts 
CMS says Medicare expenditures for physician services have increased 
10 percent over 2004.

BY MARK MORAN 

please see Lessons on page 19

Patrick Anderson of Michigan points at a picture of the World 
Trade Center to indicate his location when the towers collapsed 
on September 11, 2001. He returned to the site in 2004 to honor 
three fi refi ghters who had saved his life.

Overall physician payment under the 
Medicare program will drop by 5.1 
percent, according to a proposed 

rule released by the federal Centers for 
Medicare and Medicaid Services (CMS) 
last month.

At the same time, payment for cer-
tain services—specifi cally, evaluation and 
management services—will be substan-
tially increased, a change that could ben-
efi t psychiatrists who use these “E&M” 
codes for coordinating care of patients.

APA’s Offi ce of Healthcare Systems 
and Financing is studying the changes to 
the formula for paying for evaluation and 
management to determine their impact 
on psychiatrists. Updates will appear in 
future issues of Psychiatric News. 

In a statement announcing the new fee 
schedule, CMS said it will pay roughly 
$61.5 billion to 875,000 physicians next 
year. The physician fee schedule specifi es 
payment for thousands of health care pro-
cedures and services, ranging from simple 
offi ce visits to complex surgery.

CMS is required to adjust the fee sched-
ule up or down depending on how actual 
expenditures of the last completed fi scal 
year compare with a target rate, known as 
the sustainable growth rate (SGR). The 
SGR is based on medical infl ation, pro-
jected growth in the domestic economy, 
projected growth in the number of ben-
efi ciaries in the Medicare fee-for-service 
program, and changes in law or regulation. 

please see Fee Cuts on page 36
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Psychiatrists Glean
Unexpected Lessons 
From 9/11 Disaster
Emerging from the recollections of psychiatrists is not the 
memory of shock, fear, and immobilization, but resilience. 
Trauma did not trump people’s willingness and ability to do 
the right thing.

BY MARK MORAN 

F ive years ago on the morning of 
Tuesday, September 11, child psy-
chiatrist Clarice Kestenbaum, M.D., 

was at her home on the upper west side of 
Manhattan when she heard the news of 
the attacks on the World Trade Center.

Later that day, and for many hours, Kes-
tenbaum was at the studio of a local net-
work affi liate counseling millions of New 
Yorkers—and the newscasters and staff at 
the broadcast station—on how to deal with 
the shock of an event no one could have 
imagined or prepared for.

“I was on the air for hours, and what was 
memorable was that everyone in the studio 
itself was very worried,” she recalled. “The 
newscasters and staff at the station them-
selves wanted to know how to talk to their 
children about what had happened. I sat 
at the table and talked to them and to the 
people who called in, and it was like doing 
a live on-air consultation.”

Kestenbaum is a professor of clinical 
psychiatry and has been the director of 
training in the division of child and ado-
lescent psychiatry at Columbia University 
College of Physicians and Surgeons for 20 
years. 

Like psychiatrists throughout the city 
and in many other parts of the country, 
Kestenbaum treated and counseled people 
for the aftereffects of the most deadly ter-
rorist attacks on American soil: the New 
York Council of the American Academy of 
Child and Adolescent Psychiatry (of which 
Kestenbaum had been president) agreed to 
offer free or low-cost therapy to children 
and parents affected by the attacks in the 
days after 9/11.

But what emerges from her recollec-
tions, and from those of other clinicians 
who spoke to Psychiatric News, is not the 
memory of shock, fear, and immobiliza-
tion, but resilience. “Trauma”—heralded 
and in some ways perpetuated by the 
media in its continual replay of the collid-
ing planes—evidently did not trump peo-
ple’s willingness and ability to do the next 
right thing: volunteers showed up every-
where, work teams formed, and every hos-
pital in New York mobilized to meet the 
calamity head on.

“People are very resilient, and chil-
dren are much more resilient than is typ-

ically thought,” she said. 
“When you are in the 
middle of something like 
that, you just do what you 
have to do. People use 
their own resources and 
carry on.”

The shock waves and 
aftereffects of 9/11 are 
still being felt by psychi-
atrists in the city. 

“September 11 wasn’t 
an event; it was a process 
that is still going on,” said 
Spencer Eth, M.D., med-
ical director of behavioral 
health services at St. Vincent Catholic 
Medical Center, located just blocks from 
ground zero. 

As the closest hospital to the World 
Trade Center, St. Vincent’s became a hub 
of activity following the attack. In the 
weeks and months afterward, the hospital 
developed a number of programs, some of 

which are still in place, to meet the needs 
of community members and rescue and 
recovery workers. 

In October 2005 the Child and Ado-
lescent Services Program of the World 
Trade Center Healing Services at St. Vin-
cent’s received an APA Silver Achieve-
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New Data Add to Puzzle About
Antidepressant, Youth-Suicide Link
With new research pointing to a link between antidepressants and suicidal 
actions in youth, clinicians struggle to fi nd signifi cance in the fi ndings.

A new report suggests that 
child and adolescent Medic-
aid patients who have been 
treated for major depres-
sion in an inpatient setting 

and are prescribed antidepressants may be 
at a signifi cantly increased risk of a seri-
ous suicide attempt or death in the 60 days 
following discharge, compared with simi-
lar patients who are not prescribed antide-
pressant medications.

The relevance of the study is, how-
ever, open to interpretation in part due to 
limitations of the study design, which did 
not rule out the possibility that those tak-
ing antidepressant medication were more 
severely ill than those not receiving medi-
cation.

“These fi ndings,” said the report’s lead 
author, Mark Olfson, M.D., M.P.H., a 
professor of psychiatry at Columbia Uni-
versity College of Physicians and Sur-
geons and a researcher at the New York 
State Psychiatric Institute, “serve to rein-
force some of the concerns that have been 
raised [regarding an association between 
antidepressants and suicidality] and really 
emphasize the importance of paying close 
attention to changes in mood and actions 
of severely depressed young people as they 
start antidepressant medication.”

For several years now, researchers have 
been striving to answer the question of 
whether the possible association between 
antidepressant medications and increased 
risk of suicidality in children and adoles-
cents extends beyond less-severe expressions 
of suicidal thoughts or behaviors to serious 
suicide attempts requiring medical interven-
tion—or ultimately to suicide deaths.

Numerous reports have postulated that 
the expression of suicidal thoughts and/or 
behaviors—such as those now addressed 
by the labeling mandated by the Food and 
Drug Administration (FDA) accompany-
ing all antidepressant prescriptions—is a 
different phenomenon than serious suicide 
attempt and completed suicide. Yet, it is 
still not clear whether the reported associ-
ation of the medications with FDA-defi ned 
suicidality crosses the hypothesized divide 
between the two phenomena.

National Case-Control Sample
The study, which appeared in the August 

Archives of General Psychiatry, analyzed data 
from the Centers for Medicare and Med-
icaid Services’ (CMS) national Medic-
aid Analytic Extract Files (MAEF). The 
MAEF includes comprehensive claims data 
for Medicaid benefi ciaries in all 50 states.

The work was funded by grants from 
the National Alliance for Research on 
Schizophrenia and Depression, the Agency 
for Healthcare Research and Quality, and 

a private foundation, the Carmel Hill 
Fund.

“This was a case-control study of chil-
dren and adults in Medicaid in which we 
completed four different analyses. We 
looked at two outcomes each, in both adults 
and kids, using the same criteria for both 
groups,” Olfson told Psychiatric News.

Using the Medicaid claims data, Olf-
son and his colleagues started with a study 
population of all patients aged 6 to 64 who 
had one or more hospitalizations for the 
treatment of a depressive disorder between 
January 1, 1999, and December 31, 2000. 
They then narrowed the sample by exclud-
ing patients who were pregnant, had bipolar 
disorder, schizophrenia, other psychoses, 
mental retardation, or dementia/delirium. 
Finally, they refi ned the cohort further to 
those benefi ciaries who fi lled at least one 
prescription for any medication during the 
two-year study period.

Suicide Attempts Defi ned
Cases were defi ned by a diagnostic claim 

for a suicide attempt that occurred within 
60 days following discharge from a hospi-
tal for the treatment of major depression. 
The suicide attempt was further defi ned 
as a self-infl icted injury or intentional 
overdose of medication serious enough to 
result in treatment in either an emergency 
department or inpatient setting.

A total of 784 cases with suicide attempts 
were then matched to 3,635 controls. Each 
case was matched to up to fi ve control sub-

BY JIM ROSACK

Do You Prefer 
To Vote Online?
If so, here’s one way you can reduce your 
snail-mail load. APA voting members may 
now opt to receive an online ballot instead 
of the traditional paper ballot for voting 
in APA elections. Those who choose the 
online ballot option by November 6 will be 
sent an e-mail on December 22 with their 
ballot control number and online voting 
instructions for the 2007 election. Those 
who do not choose the online ballot option 
will continue to be sent a paper ballot, and 
those with an e-mail address will receive 
the December 22 e-mail. Both groups still 
have the option to vote online.

To select the online ballot option, go 
to the homepage of APA’s Web site at 
<www.psych.org> and click on “APA 
Election Online Ballot Preference” in the 
Spotlight section.
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BY PEDRO RUIZ, M.D.

from the president
Join AMA and Increase
The Power of Your Voice

Many of our col-
leagues ask why 
should they belong 

to the AMA? Why is it 
worth joining a second 
organization when APA 
already does so much to 
further the interests of 
psychiatrists? 

The answer resides in 
simple democracy. A sin-
gle voice is more powerful 
when echoed. Like APA, 
the AMA has respect and 
clout on Capitol Hill. 
APA has the Assem-
bly to bring forth members’ issues. The 
AMA has a House of Delegates (HOD). 
Delegates from many specialty societies, 
including APA, and 50 states across the 
nation participate in the AMA’s HOD.

Each specialty has a unique voice within 
the HOD. Once AMA policy is adopted by 
the HOD, the AMA becomes an advocate 
on that issue. For psychiatry, the AMA has 
been a strong advocate for nondiscrimina-
tory health insurance and has partnered 
with APA and others in coalitions working 
to achieve insurance “parity.” In addition, 
the AMA has organized the scope-of-prac-
tice partnership to oppose nonphysician 
scope-of-practice initiatives in legislatures 
throughout the country. 

APA has gained strength and presence 
in the HOD through the combined forces 
of several groups of psychiatrists. 

APA’s Section Council on Psychiatry, 
chaired by John McIntyre, M.D., APA’s 
senior AMA delegate, and with David 
Fassler, M.D., serving as vice chair, cre-
ates an impressive presence. The sec-
tion council comprises psychiatrists from 
APA’s 14-member delegation, Young Phy-
sician Section (YPS), and Resident-Fellow 
Section (RFS). Other members of the Sec-
tion Council are representatives from the 
Academy of Child and Adolescent Psychia-
try (AACAP) and the American Academy 
of Psychiatry and the Law (AAPL). 

Current members of APA’s delegation 
are Drs. Jeffrey Akaka, Don Brada, Ken-
neth Certa, Joseph English, Patrice Har-
ris, Saul Levin, John McIntyre, Rodrigo 
Muñoz, Constance Powell, Carolyn Rob-
inowitz, Nada Stotland, John Wernert III, 
and Paul Wick.

Members of APA’s YPS are Drs. Karen 
Gennaro and Jerry Halverson. APA’s RFS 
members are Daniel Chrzanowski and 
Nakia Scott. AACAP’s delegation is com-
posed of Drs. David Fassler, Louis Kraus, 
Jeremy Veenstra-Vander Weele (RFS), 
Tanya Anderson (YPS), and Shiraz Butt 
(YPS). AAPL delegates are Drs. Robert 
Phillips and Howard Zonana. 

Some APA delegates have dual roles as 
chairs or members of various AMA coun-
cils or components that develop policy, 
conduct studies, and advise the AMA on 
actions to benefi t physicians and patients. 
For example, APA President-elect and 
AMA delegate Dr. Carolyn Robinowitz 
is on the Council on Science and Public 
Health, Dr. Saul Levin is on the Council 
on Long-Range Planning and Develop-
ment, Dr. Patrice Harris is on the Council 
on Legislation, and Dr. Joseph English is 
the AMA commissioner to the Joint Com-

mission on Accreditation 
of Healthcare Organiza-
tions. 

APA members who 
are not part of APA’s 
delegation also serve 
the HOD. These mem-
bers include Dr. Jeremy 
Lazarus, vice speaker 
of the HOD; Dr. Jo-
Ellen Ryall, immediate 
past chair of the Coun-
cil on Constitution and 
Bylaws; Dr. Priscilla 
Ray, immediate past 
chair of the Council on 

Ethical and Judicial Affairs; and Dr. Dud-
ley Stewart Jr., a member of the Council 
on Ethical and Judicial Affairs. Altogether, 
there are approximately 60 psychiatrists in 
the HOD.

Our delegation comes from a wide vari-
ety of states and is diverse. Working as a 
team on the Section Council on Psychiatry, 
our delegates can accomplish a great deal. 
For example, the section council members 
worked with the AMA’s Council on Ethi-
cal and Judicial Affairs and Section Coun-
cil on Federal and Military Medicine to 
help shape a fi nal report on the issue of 
physicians’ participation in the interroga-
tion of detainees. As APA president, I was 
very impressed to see this teamwork, which 
resulted in a mutually acceptable report that 
was ultimately adopted by the house. 

Your delegation, in coordination with 
AACAP and AAPL, regularly submits res-
olutions and cosponsors others on a wide 
range of topics relevant to psychiatrists and 
their patients. Recent examples are Medi-
care Part D drug access, buprenorphine 
scheduling, treatment of eating disorders, 
and the use of SSRIs during pregnancy. 

APA members’ participation in AMA 
advocacy, especially in the HOD, clearly 
sends the message to hundreds of other 
physicians that psychiatric issues are rel-
evant and important to everyone. APA’s 
agendas intersect largely with the AMA’s, 
including access to Medicare benefi ts, 
electronic health records, reimburse-
ment, scope of practice, and health insur-
ance coverage. 

I found my experience as an alternate 
delegate to the HOD extremely reward-
ing. Other prominent APA members, too, 
have found AMA advocacy to be educa-
tional. 

I also want to recognize the excel-
lent staff support provided to our delega-
tion and the section council by our medi-
cal director, Dr. Jay Scully; our advocacy 
director, Gene Cassel; and staff members 
Lisa Fields, Angela Foehl, Jessica Mikul-
ski, and Becky Yowell. I also want to thank 
Psychiatric News for providing consistently 
thorough coverage of the AMA’s HOD 
meetings. 

I am confi dent that psychiatry’s efforts 
with the AMA are positive and help link 
our specialty even closer with all other 
branches of medicine. APA will continue 
lobbying efforts with the AMA on a host 
of issues. 

You have the opportunity to make a dif-
ference by joining the AMA and adding 
your voice to our important mutual advo-
cacy endeavors. ■
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BY JAMES H. SCULLY JR., M.D.

APPI: Where Psychiatry’s Past, 
Present, and Future Meet

Senator Honored for MH Efforts
Nicholas Meyers, director of APA’s Department of Government Relations (left), and APA 
Medical Director James H. Scully Jr., M.D. (right) present Sen. Gordon Smith (R-Ore.) 
with APA’s Jacob K. Javits Public Service Award in his Capitol Hill offi ce on July 27.

The annual award from APA’s Committee on Government Relations is the Association’s 
highest recognition of a public offi cial who has made a signifi cant contribution to improving 
the lot of those who are mentally ill.

Smith was recognized for his efforts as chair of the Special Committee on Aging, where he 
has held hearings on the new Medicare Part D drug benefi t in which he focused on ensuring 
that people with mental illness would have continued access to their medications.

In the last Congress, Smith led efforts to pass legislation, the Garret Lee Smith Act, to 
establish a new youth suicide prevention and early intervention initiative. The initiative pro-
vides over $31 million in grants that support screening, assessment, and early intervention 
programs in school systems, institutions of higher learning, juvenile justice systems, foster 
care programs, and youth support organizations. The legislation was named after Smith’s 
son, who was diagnosed with bipolar disorder and eventually committed suicide.

APA established the Javits award in 1986 to honor the legacy of a U.S. senator from 
New York who achieved multiple successes on behalf of the mentally ill and on substance 
abuse issues. Past recipients include New York Attorney General Eliot Spitzer (D), Sen. Pete 
Domenici (R-N.M.), and Sen. Paul Wellstone (D-Minn.).

A s you know, APA’s 
publishing arm, 
American Psychiat-

ric Publishing Inc. (APPI), 
is at the leading edge of 
our profession, publish-
ing ground-breaking and 
clinically useful psychiat-
ric research. But APPI is 
a treasure trove of history 
as well. Recently, APPI 
offered a wonderful gift to 
history lovers: the Psychi-
atry Legacy Collection, 
which makes over a century and a half of 
psychiatric research and clinical informa-
tion easily accessible online. The project 
includes a collection of 162 years’ worth 
of the American Journal of Psychiatry, which 

from 1844 to 1921 was 
published as the Ameri-
can Journal of Insanity. 

This rich collection 
can be accessed at <www.
journa ls .psych iat r y
online.org/>, psychia-
try’s equivalent of the 
great Library of Alexan-
dria. By virtue of being 
online, our collection is 
widely available around 
the clock and around the 
world. APPI CEO Ron 

McMillen and his team have done a terrifi c 
job at putting this resource—some 20,000 
articles—at our fi ngertips. 

In addition, the collection includes 
fi ve other peer-reviewed journals from 
APA and APPI: Academic Psychiatry, 
Journal of Neuropsychiatry and Clinical 
Neurosciences, Journal of Psychotherapy 

James H. Scully Jr., M.D., is medical director 
and CEO of APA.

A PA’s Committee on Medical Student 
Education has announced the recipi-
ents of the 13th Annual Nancy C.A. 

Roeske, M.D., Certifi cate of Recognition for 
Excellence in Medical Student Education.

This certifi cate is awarded to APA 
members who have made outstanding and 
sustaining contributions to medical educa-
tion, in both salaried and volunteer posi-
tions. Qualifi ed nominees must have made 
signifi cant contributions to the advance-
ment of medical student education, includ-
ing lectures, small-group teaching, super-
vision, and course design.

Voluntary
Kathleen S. Banks, M.D., University of 

Texas Southwestern Medical School
Harpriya A. Bhagar, M.B.B.S., Indiana 

University School of Medicine
Tal Burt, M.D., Columbia University
Kelly L. Cozza, M.D., Uniformed Services 

University of the Health Sciences
Timothy Florence, M.D., University of 

Michigan
Robert Grossman, M.D., Mount Sinai 

School of Medicine
Kimberly Ann Johnson, M.D., East Caro-

lina University School of Medicine
Dennis Kozel, M.D., Medical College of 

Wisconsin
Elliott E. Levy, M.D., Medical University 

of South Carolina
Louis Micheels, M.D., Yale University 

School of Medicine
James Morrison, M.D., Oregon Health 

and Science University
Gerald P. Perman, M.D., George Wash-

ington University
Luther D. Robinson, M.D., Howard Uni-

versity College of Medicine
Lee Stevens, M.D., Louisiana State Univer-

sity Health Sciences Center-Shreveport
Judith Wolfberg, M.D., Tufts University 

School of Medicine 

Salaried
Subhash C. Bhatia, M.D., Creighton Uni-

versity 
James G. Bouknight, M.D., Ph.D., University 

of South Carolina School of Medicine 
Eric J. Brewer, M.D., University of Roch-

ester Medical Center 
Mark Broadhead, M.D., University of 

Nevada 
E. Cabrina Campbell, M.D., University of 

Pennsylvania 
Daniel Carl Dahl, M.D., University of 

Alabama School of Medicine 
Jay D. Draoua, M.D., New York Medical 

College 
Marian Fireman, M.D., Oregon Health 

and Science University 
Juliana Fort, M.D., Louisiana State Univer-

sity Health Sciences Center-Shreveport 
Maria Fernanda Gomez, M.D., Albert 

Einstein College of Medicine 
Mary Jo Hanigan, M.D., University of 

Nebraska Medical Center 
Karen Hochman, M.D., Emory Univer-

sity School of Medicine 
Susan M. Maixner, M.D., University of 

Michigan 
Andrés Martin, M.D., M.P.H., Yale Uni-

versity School of Medicine 
Gabrielle Rose Marzani-Nissen, M.D., Uni-

versity of Virginia School of Medicine 
Scot G. McAfee, M.D., New York Medi-

cal College 
Stephen A. McLeod-Bryant, M.D., Medi-

cal University of South Carolina 
Erik B. Nelson, M.D., University of Cin-

cinnati College of Medicine 
Thomas Newmark, M.D., Robert Wood 

Johnson Medical School 
Guy K. Palmes, M.D., Wake Forst Uni-

versity 
Richard Renka, M.D., University of South 

Dakota 
Helen Schleimer, M.D., Columbia Uni-

versity College of Physicians and Sur-
geons

Steven C. Schlozman, M.D., Harvard 
Medical School 

Robert Schweitzer, M.D., Indiana Univer-
sity School of Medicine 

Darin D. Signorelli, M.D., University of 
Southern California 

Daphne Simeon, M.D., Mt. Sinai School 
of Medicine 

the medical director’s desk
Practice and Research, Psychiatric Services, 
and Psychosomatics.For the most part, the 
journals in the collection go back to their 
fi rst issue.

Most APA members and subscribers 
have free access to the collection once they 
have activated the online portion of their 
subscription. 

Other Publishing News
The APA annual meeting adds life and 

depth to our fi eld: research papers are pre-
sented by investigators, journal readers 
are there to engage and ask questions, the 
APPI bookstore moves beyond its usual 
online realm—you can pick up and peruse 
the latest titles and meet some of the 
authors. APPI always draws a big crowd 
to “publishers row” in the exhibit hall. 

You might be interested to know that the 
fi ve best-selling books sold at APA’s 2006 
annual meeting in Toronto were these: 

• Quick Reference to the American Psychi-
atric Association Practice Guidelines for the 
Treatment of Psychiatric Disorders
• Learning Cognitive-Behavior Therapy: 
An Illustrated Guide, by Jesse H. Wright, 
M.D., Ph.D., Monica R. Basco, Ph.D., 

and Michael E. Thase, M.D., with Glen 
O. Gabbard, M.D., as series editor
• Bipolar Depression: A Comprehensive 
Guide, edited by Rif S. El-Mallakh, M.D., 
and S. Nassir Ghaemi, M.D.
• Essentials of Clinical Psychopharmacology, 
edited by Alan F. Schatzberg, M.D., and 
Charles B. Nemeroff, M.D., Ph.D.
• The American Psychiatric Publishing Text-
book of Schizophrenia, edited by Jeffrey A. 
Lieberman, M.D., and T. Scott Stroup, 
M.D. 

These are superb books, each contrib-
uting substantially to our knowledge base 
and practice. You can explore these and 
other offerings at <www.appi.org/>. 

Also on the Web is PsychiatryOnline—
the portal from APPI that unifi es access to 
journals, DSM-IV-TR, and other key texts. 
Despite its newness, it has more than 1,000 
subscribers, including more than 700 APA 
members. Are you one of them? This is a 
great and growing resource that now has a 
new feature—“Book of the Month,” which 
provides free electronic access (via PDF) 
to a new APPI book each month.

I hope you enjoy the many ways that 
APPI brings knowledge to us all. ■

Roeske Winners Announced Kathleen Stanley, M.D., Texas Tech Uni-
versity (Lubbock) 

John A. Talbott, M.D., University of 
Maryland School of Medicine 

Hendry Ton, M.D., M.S., University of 
California, Davis 

Carol Tsao, M.D., Medical College of 
Wisconsin 

Meenakshi Vemuri, M.D., University of 
Massachusetts Medical School 

Jeffrey Wahl, M.D., Medical University 
of Ohio 

Christopher Wallace, M.D., University of 
Texas Health Science Center, San Antonio 

G. Scott Waterman, M.D., University of 
Vermont 

Henry Weissman, M.D., Temple Univer-
sity 

Christina Weston, M.D., Wright State 
University School of Medicine

More information about the Roeske 
award is posted at <www.psych.org/edu/
nrc-cofemse.cfm>. ■
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legal news
Prison MH Care Ruling
Could Push Salaries Higher
Low salaries have made public health psychiatrists—especially child 
psychiatrists—a rare breed. A court order may change that situation in 
one large state.

BY RICH DALY

A court-ordered expansion of 
California’s mental health 
system for prisoners could 
help close a long-running 
defi cit of psychiatrists in 

the system and affect funds earmarked to 
pay psychiatrists in public health systems 
throughout the state.

The state has scrambled to improve 
mental health care for inmates since U.S. 

District Judge Lawrence Karlton in Sac-
ramento ruled in 1995 that prison offi -
cials showed deliberate indifference to the 
needs of mentally ill prisoners. Soon after 
the ruling, the judge appointed Michael 
Keating as special master of mental health 
for the state prison system. In April, still 
unhappy with mental health care in Cali-
fornia prisons, Karlton ordered the state to 
spend more than $600 million to improve 

mental health services, including building 
new hospitals with space for 695 inmates.

Karlton’s latest order, which came in 
July, required Gov. Arnold Schwarzeneg-
ger (R) to ask state lawmakers for the money 
to hire 552 additional mental health staff, 
ranging from psychiatrists to therapists and 
nurses. Although the governor had not pro-
posed a breakdown of how many employees 
would be hired in any mental health staff 
category as of press time, state offi cials esti-
mated the new hires could cost more than 
$30 million annually.

The increased focus on fi lling new 
and existing mental health staff positions 
would be a drastic change from the state’s 
standard hiring practices and incentives, 
which resulted in a 23 percent vacancy 
rate among prison psychiatrists. The sys-
tem has about 300 full-time psychiatrists 
and about 90 vacancies, according to the 
Union of American Physicians and Den-

tists (UAPD), which represents public psy-
chiatrists in the state.

Gary Robinson, executive director of 
UAPD, said the state was unlikely to fi ll the 
open positions or new psychiatrist positions 
had salaries not been increased in July. At that 
time, the prison psychiatrists got a 13.5 per-
cent court-mandated salary increase—the 
fi rst since 2003—which raised the starting 
salary from $160,000 to about $175,000 a year. 
Psychiatrists are slated to get another 5 per-
cent boost January 1, 2007. 

“Salary has been a big barrier; that’s 
why [judges and state offi cials] had to go 
for this 13.5 percent raise,” Robinson said. 
“There is not a lot of psychiatrists who 
want to work in a prison. It’s a tough job.”

Robinson said it is “entirely possible” 
for an increase in prison psychiatry salaries 
to lead to an increase in psychiatrist sala-
ries across the public health care system so 
that other care settings remain competi-
tive. The Department of Mental Health 
(DMH) has since requested a 10 percent 
increase for DMH psychiatrists.

“For many years there haven’t been 
psychiatrist salary increases, and they fell 
behind,” he said. “This is catch up now,” 
Robinson said about the prison system to 
Psychiatric News.

 During the August special legisla-
tive session—called to address a variety 
of prison health care issues raised by law-
suits—UAPD opposed the construction 
of new prisons, preferring that the money 
be invested in more rehabilitation pro-
grams and halfway houses and an expan-
sion of the parole system. If new facilities 
are funded, UAPD urged the construction 
of new prison hospitals so that the number 
of prisoners who can be treated for mental 
illness and other chronic health conditions 
can be increased. The union also pushed 
for full funding of previously approved 
mental health staff positions.

Schwarzenegger proposed building or 
contracting for community correctional 
and “re-entry” facilities that would pro-
vide mental health care and other services. 
An estimated 4,500 female inmates would 
be moved to similar facilities, which would 
free a women’s prison for use by male 
inmates at a cost of $2 billion.

Phil Angelides, Democratic candidate 
for governor, promised to boost educa-
tion, training, and treatment programs for 
inmates if he wins in November.

Schwarzenegger previously announced 
plans to build two prisons and new units in 
existing prisons to relieve extreme inmate 
overcrowding, estimated to cost $6 billion, 
according to Acting Corrections Secretary 
James Tilton.

In a July report, Keating, the court-
appointed master, criticized the state 
prison system’s mental health effort, say-
ing that the state’s Department of Finance 
had not sought the necessary resources to 
bring prison mental health staffi ng in com-
pliance with the judge’s requirements.

The special master’s report did not 
delineate what positions would be needed 
or how much they would cost. It did state 
that the number of suicides in the prison 
system is “soaring.” Prisoner advocates said 
40 inmates committed suicide last year, 
and the number increased to 25 inmates 
in the fi rst six months of 2006. The num-
ber of suicides in 2005 exceeded the previ-
ous record of 36 in 2003. 

Many of the suicides occurred in the 
prisons’ “administrative segregation units” 
or solitary-confi nement cells, where those 

please see Prison on page 8  

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)

In these trials, the mean change in body weight among EMSAM-treated patients was -1.2 lbs compared to 
+0.3 lbs 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 III 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: GI
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 MAO-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:

MANUFACTURED FOR:
Somerset Pharmaceuticals, Inc.
Tampa, FL 33607 USA

Issued February 2006
EM-B0001A-02-06 EMSAM:PIR2

Tampa, FL  33607 USA

Weight Change EMSAM Placebo
(N=757) (N=614)

Gained � 5% 2.1% 2.4%
Lost � 5% 5.0% 2.8%
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BY EVE BENDER

legal news
Most States Say Mental Illness
Reason to Bar Gun Ownership
Over the past fi ve years, a growing number of states have enacted legisla-
tion to restrict people with mental illness from gaining access to guns.

please see Gun Ownership on page 36

State laws that restrict people 
with mental illness, including 
substance use problems, from 
gaining access to fi rearms dif-
fer widely across the nation, 

according to a review of these laws in the 
August American Journal of Psychiatry. 

The laws differ in their defi nition of 
mental illness, type and duration of gun 
restriction, and reporting practices on the 
part of physicians caring for these patients, 
according to the report. 

This diversity is why psychiatrists must 
familiarize themselves with the laws gov-
erning the state in which they practice 
regarding the licensure, purchase, pos-
session, and carrying of fi rearms, lead 
author Donna Norris, M.D., told Psychi-
atric News.

“We as psychiatrists should be pre-
pared to deal with these issues, whether 
we practice in rural or inner-city areas,” 
said Norris, APA’s secretary-treasurer and 
an assistant professor of psychiatry at Har-
vard Medical School.

When Norris and her colleagues began 
to review the state laws in 2000, only 19 
states had legislation restricting gun own-
ership for people with mental illness, she 
noted. But by the end of the review in 2005, 
43 states, Washington, D.C., and Puerto 
Rico had laws prohibiting people with men-
tal illness from obtaining fi rearm licen-
sure, 36 states and Puerto Rico had similar 
prohibitions for those with substance use 
problems, and 31 states, Washington D.C., 
and Puerto Rico had similar prohibitions 
for those with alcohol problems.

Twenty states and Washington, D.C., 
have databases containing information 
submitted by courts or mental health treat-
ment facilities on people with mental ill-
ness. In California, for instance, people 
who have been admitted to a psychiatric 
hospital and ruled a danger to themselves 
or others must be reported to the local law 
enforcement agency by an attending health 
care professional, according to the report. 

“In most jurisdictions, law enforce-
ment authorities have access to these men-
tal health data and can use them to deter-
mine legal access to fi rearms,” the report 
stated. 

The fl urry of legislation may be related 
to isolated incidents of violence perpe-
trated by people with mental illness using 
guns and the fi restorm of publicity often 
generated as a result, noted Norris. 

She found that many of the variations 
between state laws prohibiting people with 
mental illness from legally obtaining or 
carrying fi rearms depended on each state’s 
defi nition of restricted individuals.

According to the report, individu-
als who are restricted from gun owner-
ship include those who currently receive 
outpatient psychiatric treatment, those 
who have been civilly committed to treat-
ment, and those who have been declared 
not guilty by reason of insanity. Some are 
prohibited because they have a history of 
alcohol or substance abuse.

The laws vary in their range of restric-
tiveness. In Pennsylvania, for example, 
prohibitions extend to those who have 
been “adjucated as an incompetent,” been 
committed to receive psychiatric care on 
an inpatient unit, or been convicted of 
driving under the infl uence of alcohol or 
a controlled substance on three or more 
occasions within a fi ve-year period.

Texas law prohibits the ownership and 
carrying of guns by those with certain psy-
chiatric diagnoses, including schizophre-
nia, delusional disorder, bipolar disorder, 
chronic dementia, dissociative identity 
disorder, intermittent explosive disorder, 
and antisocial personality disorder. In 
addition, gun restrictions are in place for 
fi ve years following an involuntary psychi-
atric hospitalization, inpatient or residen-
tial treatment for substance abuse, diag-
nosis of alcohol or drug dependence, or 
diagnosis of mental illness by a licensed 
physician. 

Source: Donna Norris, M.D., et al., American Journal of Psychiatry, August 2006

Gun Laws All Over the Map on Mental Illness
While their statutes differ, all but seven states have gun law restrictions for people with mental illness. 
Many states also keep databases containing information submitted by courts or mental health 
treatment facilities on people with mental illness.

Mental illness restriction
Mental illness restriction and mental health database

Possession of a handgun is 
prohibited by any person who 
suffers from a mental disorder 
and has been confined for 
more than 30 consecutive 
days to a mental facility 
unless the person possesses 
a physician’s certificate 
stating that the person is 
capable of possessing a pistol 
or revolver without undue 
danger to the person or 
others. 

It is unlawful to sell, give, 
lend, or deliver a handgun to 
any person whom the seller 
has reasonable cause to 
believe is of “unsound mind.”

It is unlawful for anyone who is a current 
or former mental patient, was ever 
committed for mental observations, or 
was aquitted by reason of insanity to own 
or possess a firearm.
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SCHIZOPHRENIA
The Bearded Lady Disease

By J. Michael Mahoney

Mankind has long searched

for the cause and meaning of

madness.The 639 quotations

contained in this book, each

followed by an explanatory

comment, point inexorably

to the factor of unconscious

bisexual conflict/gender con-

fusion as forming the basic

etiological role in all func-

tional mental illness, includ-

ing schizophrenia.
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VNS Therapy…

Sustained
efficacy to help
her reconnect

Adding VNS Therapy has been
shown to provide sustained efficacy
and clinical benefits that improve 
over time1

● A unique mechanism 
of action2

● Efficacy that improves 
over time and is sustained 
long term1,3

– 70% of patients who responded maintained
their response at 24 months3

● Safety and tolerability, with side effects 
that typically decrease over time1,3

● High continuation and adherence rates3

Adding VNS Therapy has been shown to succeed where other 
treatments have failed1,3,4

For more information, visit www.VNSTherapy.com.

PLEASE REFER TO THE BRIEF SUMMARY ON THE FOLLOWING PAGE FOR INDICATION, PRESCRIBING, AND SAFETY INFORMATION.

©2006 Cyberonics, Inc. All Rights Reserved. JA06-21-1000

For your patients with treatment-resistant depression 

Lauri,
VNS Therapy 

since 1999



legal news

Vermont rules in favor of visitation rights after a lesbian couple’s civil union 
is dissolved.

BY AARON LEVIN

One year ago, Psychiatric News 
reported on a most con-
temporary child custody 
case, pitting two halves 
of a fractured lesbian civil 

union—and two states—against each other. 
Now the Vermont Supreme Court has ruled 
that Vermont and not Virginia holds exclu-
sive jurisdiction in the case. 

The custodial and biological mother, 
Lisa Miller-Jenkins, now lives in Vir-

ginia, while her former partner, Janet 
Miller-Jenkins, lives in Vermont, where 
civil unions are legal. They joined there 
in a civil union in 2000, and Lisa fi led in 
Vermont to dissolve the union in Novem-
ber 2003. Vermont recognizes the parental 
rights of Janet Miller-Jenkins to the child, 
Isabella, now 4 years old, and its Supreme 
Court has ruled in favor of her right to 
see the girl. It also reaffi rmed a Vermont 
Family Court contempt order against Lisa 

Miller-Jenkins for failing to comply with 
its visitation order. The Vermont Psychi-
atric Association fi led an amicus brief in 
the case, supporting Janet Miller-Jenkins’s 
right to parental visitation.

Action in the case is expected to move to 
a three-judge panel of the Virginia Court of 
Appeals, which stayed an earlier ruling in the 
case pending the Vermont court’s ruling. If 
Lisa Miller-Jenkins fi les an appeal, which is 
highly likely, the Virginia court will have to 
uphold or reject a lower court’s decision that 
Virginia’s Marriage Affi rmation Act super-
sedes Vermont law. Lisa Miller-Jenkins’s 
attorneys also cited the federal Defense of 
Marriage Act on their client’s behalf.

Were this a case of battling heterosex-
ual parents, there would be little to argue 
about, said Cheryl Lynn Hepfer, J.D., of 
Rockville, Md., president of the Ameri-
can Academy of Matrimonial Lawyers. 
Federal laws in place for two decades say 

that the state where parties fi rst fi le holds 
jurisdiction, she said.

“Anything else would be truly contrary 
to general law in custody cases,” she said. 
“Today lawyers advise parents not to take 
the child to another state in the hopes of 
fi nding a more favorable court. The con-
sequence is substantial and not in the best 
interests of the child.”

A reversal of such general law would 
have the effect of overturning standards 
for all custody proceedings, not just those 
involving same-sex couples, said Hepfer.

Janet Miller-Jenkins’s legal argument 
would appear to also have the backing of 
other legal precedents, said attorney Joseph 
Price, J.D., her pro bono Virginia lawyer. 
“The rule is to apply the most specifi c 
and most recent legislation, and since the 
Parental Kidnapping Protection Act was 
amended more recently than the federal 
Defense of Marriage Act, I would expect a 
favorable outcome.”

However, with an appeal in Virginia 
by Lisa Miller-Jenkins likely, said Price, 
a fi nal ruling may not come soon. Delays 
may have more than legal ramifi cations 
if Janet Miller-Jenkins cannot see her 
child for several years, he added. He cited 
another case in which so much time went 
by during appeals that the second parent 
was barred from seeing the child on the 
grounds that she was now a stranger.

Letting that happen, he said, “would 
amount to allowing Lisa to get away with 
kidnapping.”

The Vermont Supreme Court decision in 
Miller-Jenkins v. Miller-Jenkins [2006 VT 
78, Nos. 2004-443 & 2005-030] is posted at 
<http://dol.state.vt.us/gopher_root3/supct/
current/2004-443.op>. ■

Court Treads New Ground
In Child-Custody Fight

with mental illness are often kept.
Randall Hagar, the California Psychi-

atric Association’s director of government 
affairs, told Psychiatric News that “obviously 
the state’s efforts to recruit and retain psy-
chiatrists have failed.”

Hagar said the psychiatrist salary 
increases and additional positions will 
likely “create a squeeze elsewhere” in the 
state public health system, such as in hos-
pitals and community health centers.

“We expect a domino effect on salaries 
throughout the health care system,” Hagar 
said. “We already fi nd vacancy rates through-
out the public health sector that are fairly high 
and limit access to mental health care.”

Some prisoner-rights advocates have 
called for creation of a new department 
for prisoners with mental illness, or as 
an alternative that the state move them 
to DMH facilities. The only prisoners 
now treated by DMH are those who have 
completed their sentences but are deemed 
a continuing threat and are civilly com-
mitted. Almost all of the roughly 5,000 
patients in state mental hospitals are foren-
sic patients, said Hagar.

“We feel that mentally ill prisoners 
ought to be afforded special facilities to 
accommodate them,” Hagar said. “It’s bad 
enough they are incarcerated, but at least 
they need to be cared for adequately.”

Information on Schwarzenegger’s 
proposed prison system health care fund-
ing increases is posted at <www.ebudget.
ca .gov/Revi s ed/BudgetSummary/
CLE/8875412.html>. ■

Prison
continued from page 5

www.VNSTherapy.com
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Health Technology Bill
Raises Privacy Concerns

government news

Concerned about proposals 
that could weaken patient-
privacy protections, APA 
and other advocacy groups 
helped win an amendment 

to a health technology bill to prevent it 
from overriding strong state privacy 
rules with a weaker federal version.

The bill (HR 4157), passed by the 
House of Representatives in July, would 
codify the duties and responsibilities of 
the Offi ce of the National Coordinator for 
Health Information Technology (HIT) 
and promote an interoperable, secure, 
national health information system. It 
would authorize $20 million a year in Fis-
cal 2007 and 2008 for grants—including 
funding demonstration projects in small 
practices—to facilitate implementation of 
a national HIT system.

Earlier versions of the bill included a pre-
emption of state privacy laws that provide 
a higher degree of protection than HIPAA 
or other federal laws in favor of a weaker 
federal standard. As the measure advanced 
through the chamber’s committees, APA 
and other mental health advocacy groups 
suggested alternative language to remove 
the weaker federal privacy standard.

“This was a huge improvement on a bill 
that may still face signifi cant changes,” 
said Nicholas Meyers, director of APA’s 
Department of Government Relations.

The bill would require the secretary 
of the Department of Health and Human 
Services (HHS) to conduct a compre-
hensive medical records privacy study to 
determine whether greater commonality 
in privacy laws is needed “to better pro-
tect, strengthen, or otherwise improve the 
secure, confi dential, and timely exchange 
of information.” 

The HHS secretary would also recom-
mend, in the form of legislation, methods 
to implement such changes. APA strongly 
approves of a measure that would require 
congressional review, amendment, and 
approval of the secretary’s privacy recom-
mendations.

Privacy advocates and others—includ-
ing many Democrats—have attacked 
the legislation for not strengthening the 
patient privacy protections covered under 
the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA) and 
for failing to enforce sanctions against 
offenders. These provisions were designed 
to protect the use and disclosure of indi-
vidually identifi able health information.

“It does not provide privacy protec-
tions which will ensure that patients can 
control access to their own sensitive elec-
tronic health information,” Rep. Carolyn 
Maloney (D-N.Y.) said during fl oor debate 
in the House. “In fact, the Congressional 
Budget Offi ce has stated that ‘enacting this 
would not signifi cantly affect either the 
rate at which the use of health technology 
will grow or how well that technology will 
be designed and implemented.’ ”

Privacy advocates also were critical of 
a provision granting an exemption to an 

Psychiatrists may benefi t from provisions in the bill that would encour-
age the use of “telehealth” or other technology to treat those in remote 
locations.

BY RICH DALY

antikickback law, written by Rep. Pete 
Stark (D-Calif.), that prohibits physicians 
from referring Medicare patients for cer-
tain designated services to entities, such 
as hospitals, with which the physician has 
a fi nancial relationship. Such practices 
could be seen as illegally inducing refer-
rals of patients or recruitment of enroll-
ees, but supporters of the legislation said 
it is needed to let physicians help hospitals 
adopt the new, expensive technology.

The legislation stemmed from research 
indicating that increased use of electronic 
medical records can improve patient safety 
and reduce costs. The RAND Corpora-
tion recently estimated that by imple-
menting health information technology, 
the federal government could save up to 
$162 billion annually. Critics point out, 
however, that wide adoption of electronic 

records could also endanger patient pri-
vacy by making them more accessible, so 
strong protections are needed.

The legislation also would update the 
federal government’s use for coding pur-
poses of the International Classifi cation of 
Diseases (ICD) from the ninth edition to the 
10th edition by October 1, 2010. DSM-IV-
TR can be used in tandem with ICD-10.

The House bill would promote the use 
of telehealth services, which could help 
psychiatrists reach patients in remote or 
rural areas. Among other efforts, the bill 
would “facilitate the adoption of State reci-
procity agreements for practitioner licen-
sure in order to expedite the provision 
across State lines of telehealth services.”

Senate Version Varies Widely
Among the many differences between 

the House bill and a version (S 1418) passed 
by the Senate last November, those con-
cerning funding may be the greatest. As 
an incentive to adopt HIT, the Senate bill 
provides grants to providers to invest in 
HIT systems: $116 million in Fiscal 2006 
and $141 million in Fiscal 2007, and such 
sums as may be necessary in Fiscal 2008 
through 2010 for grants to facilitate the 
widespread adoption of interoperable 
health information technology.

please see Technology on page 38

The federal government has issued reg-
ulations designed to make electronic 
health care records and electronic 

prescribing more attractive to physicians.
The regulations are spelled out in two 

rules issued separately in August by the 
Centers for Medicare and Medicaid Ser-
vices (CMS) and the Offi ce of the Inspec-
tor General (OIG). They were required by 
the Medicare Prescription Drug, Improve-
ment, and Modernization Act of 2003. 

The new rules, which will become 
effective on October 7, create new excep-
tions and “safe harbors” to existing federal 
fraud and abuse laws governing the provi-
sion of electronic health information tech-
nology and services by health plans and 
other entities to physicians and hospitals 
for handling electronic health records and 
electronic prescribing (e-prescribing).

In some respects the CMS and IOG 
rules mirror each other, but they are deal-
ing with separate sections of the Social 
Security Act. The CMS rule deals with 
prohibitions on physician self-referral, 
while the OIG rule addresses prohibitions 
on kickbacks.

Specifi cally, the CMS rule creates two 
exceptions to the federal prohibition on 
physician self-referral that will protect 
doctors from violating that law when they 
accept compensation in the form of com-
puter products and services. One excep-
tion allows physicians to accept items and 
services used solely to facilitate electronic 
prescribing; the other exception allows 
them to accept information technology, 
software, and training services used pre-

dominantly to handle electronic health 
records.

The scope of donors and recipients 
included in the fi nal rule is considerably 
broader than originally proposed by CMS 
last year. 

The OIG rule is similar, establishing 
two “safe harbors” from the federal anti-
kickback statute to protect arrangements 
in which certain health care organizations 
provide specifi ed recipients with remuner-
ation in the form of technology and ser-
vices used for electronic prescribing and 
electronic health records systems.

A buzzword in the fi eld of health infor-
mation technology  is “interoperability,” 
the ability of information systems to “talk” 
to each other to allow seamless transfer of 
information across the health care land-
scape—a concept that presupposes wide-
spread adoption of computerization. Yet 
one of the barriers to widespread adoption 
is the reluctance of physician groups to 
invest in technology that may not be com-
patible, and hence will have to be replaced 
at some point.

Consequently, some health plans and 
other entities may offer physicians hard-
ware and software for e-prescribing as 
well as reimbursement for fi rst-year sub-
scription fees; such transactions could be 
interpreted as violating federal laws, hence 
the importance of the new rules providing 
exceptions and safe harbors.

“These important regulations will help 
promote the adoption of essential health 
information technology while protecting 

Govt. Makes It Easier for M.D.s
To Adopt E-Prescribing Systems
E-prescribing requirements should not force psychiatrists to either pay 
the entire cost of an e-prescribing system or accept assistance from ex-
ternal entities but risk being subject to federal sanctions.

BY MARK MORAN 

Beginning October 1, psychiatrists 
and other physicians participating 
in Medicare will have the option to 

identify themselves on claims by using only 
their National Provider Identifi er (NPI).

Until that date, however, the Cen-
ters for Medicare and Medicaid Services 
(CMS) asks physicians to use their current 
Uniform Provider Identifi cation Number 
(UPIN) and their new NPI on the claims 
they fi le. 

The NPI system was federally man-
dated by the Health Insurance Portability 
and Accountability Act of 1996 (HIPAA). 
The NPI, which replaces the UPIN, func-
tions much like a Social Security num-
ber—each is assigned for life and never 
expires.

All HIPAA “covered entities” are 
required to obtain an identifi er. “Covered 
entities” are defi ned as providers, health 
plans, hospitals, insurers, and health care 
clearinghouses that conduct certain fi nan-
cial and administrative functions elec-
tronically, such as claims, coordination of 
benefi ts transactions, and enrollment in 
health-plan networks.

The NPI is the only identifi er that most 
health plans, both public and private, can 
use after May 23, 2007, to identify phy-
sicians. Smaller health entities have until 
May 23, 2008, to comply.

NPIs are issued through the National 
Plan and Provider Enumeration System 
(NPPES), which accepts applications fi led 
online or through the mail.

As of mid-August, NPIs had been issued 
to about 850,000 of the nearly 2.5 million 
physicians and other providers that CMS 
believes needs them, according to a CMS 
spokesperson.

As the transition to the NPI system pro-
gresses, however, concerns remain over the 
security of the personal information that 
physicians must submit as part of their NPI 
application. In a May 26 letter to CMS, the 
AMA said it wanted to limit access to the 
CMS database of physician information 
and prohibit the use of NPIs for any com-
mercial purposes. CMS is now developing 
a “data-dissemination policy” that will pro-
vide guidelines to control access to the NPI 
database.

“Until CMS publishes the data-dis-
semination policy, however, little is known 
about who will have access to the” to the 
NPI database, wrote Michael Maves, M.D., 
executive vice president of AMA.

In a CMS-sponsored panel discussion 
on NPIs in July, a CMS representative said 
that the data-dissemination policy had 
undergone many drafts, but no date has 
been set for its release.

More information on the NPI and 
applications forms can be accessed at 
<https://nppes.cms.hhs.gov/NPPES/
Stat icForward.do?forward=s tat i c .
npistart>. ■

Confi dentiality of
NPI Information
Worries Physicians
As physicians obtain their new 
HIPAA identifi cation code, many 
question whether the information 
they must provide on the applica-
tion will remain private.

BY RICH DALY

please see E-Prescribing on page 38  
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BY RICH DALY

Patient Limit Keeping Many
From Buprenorphine Treatment
APA and other physician groups are pushing for removal of the federal-
ly mandated 30-patient limit on buprenorphine treatment and encourage 
broader physician use of the opioid treatment.

government news

The cost of buprenor-
phine treatment and the 
30-patient limit on phy-
sicians who offer the in-
offi ce opioid addiction 

treatment were identifi ed as the leading 
barriers to broader physician use of this 
intervention, a recent study found.

The study was required by the Drug 
Addiction Treatment Act of 2000, the 
legislation that legalized the offi ce-based 
treatment for addiction to heroin and opi-
oid painkillers.

The fi ndings also undercut concerns 
that led to the inclusion of the law’s 
requirement that physicians can provide 
buprenorphine treatment to no more than 
30 patients at a time. Despite concerns by 
federal drug offi cials, little evidence has 
emerged that the only available offi ce-
based treatment for opioid addiction has 
spurred further illegal drug use.

In 2005 the law was amended to elimi-
nate the 30-patient limit on group prac-
tices and entire clinics. 

The study reported on the results of 
surveys conducted by the Substance Abuse 
and Mental Health Services Administra-
tion’s (SAMHSA) Center for Substance 
Abuse Treatment. About 1,800 physi-
cians who have received waivers to pre-
scribe the drug were interviewed, as were 
nearly 400 drug abusers under treatment 
with buprenorphine. The data represented 
responses received through May. 

The surveys found consistently high 
treatment continuation or treatment com-
pletion rates among all treatment groups, 
and 74 percent of prescribing physicians 
reported the drug was effective by one 
month into treatment.

The study found evidence that the 30-
patient limit has, however, had a major 

impact. More than 25 percent of physi-
cians reported that the limit led to reduced 
prescribing of buprenorphine.

A separate postmarketing survey 
required by the Food and Drug Admin-
istration and conducted by researchers at 
Wayne State University similarly found 
that in the fi rst quarter of 2006, among sur-
veyed physicians who prescribe buprenor-
phine, 29 percent had turned away at least 
one patient because of the limit. On aver-
age, physicians turned away 9.3 patients, 
with a total of 2,009 patients turned away 
by the survey respondents.

“I was surprised how high this num-
ber was, and it speaks to the need to raise 
the limit and increase the number of phy-
sicians who provide this service,” said 
Charles Schuster, Ph.D., the postmarket-

ing study author and director of the Clini-
cal Research Division on Substance Abuse 
at Wayne State University. Schuster made 
his remarks during a Senate symposium on 
buprenorphine in August.

The postmarketing study, which 
included surveys of physicians and drug 
abusers and Internet searches to gauge the 
level of abuse of the drug, found little ille-
gal diversion. The three-year study found 
buprenorphine treatment is clinically 
effective and well accepted by patients 

and has increased the availability of medi-
cation-assisted treatment well beyond the 
estimated 240,000 methadone treatment 
slots available.

Although federal drug-enforcement 
offi cials expressed fears that buprenor-
phine would work its way onto the illicit 
drug market, the postmarketing study was 
unable to identify a single case of a drug-
addicted patient who began his or her drug 
“career” with buprenorphine.

Herbert Kleber, M.D., director of 
the Division on Substance Abuse at the 
New York State Psychiatric Institute and 
a former deputy director in the Offi ce 
of National Drug Control Policy, said 
at the Senate forum that offi ce-based 
buprenorphine treatment has brought 
into treatment many patients who were 
reluctant to seek care when the only 
option was frequent attendance at a 
methadone clinic. The treatment of an 
estimated 200,000 patients by more than 
7,800 physicians authorized to prescribe 
buprenorphine has not had the negative 
outcomes feared by some drug enforce-
ment offi cials.

Kleber and others at the symposium 
said that blame for the lack of access to 
treatment for the estimated 1 million her-
oin addicts and 4.4 million nonmedical 
users of prescription opioid analgesics also 
lies with insurance programs that do not 

Nonaddiction specialty
(56%)

Addiction
medicine

(25%)

Addiction
psychiatry

(14%)

Addiction psychiatry &
addiction medicine

(5%)

n=1,560

Who Gives Treatment?
Most physicians who prescribe buprenorphine for 
opioid addiction are not addiction specialists.

Source: SAMHSA/CSAT evaluation of the buprenorphine waivers

please see Buprenorphine on page 38

Psych Oral Board Tutorials

When you positively must pass

Now, 3-day practice orals
course limited to 20 students

Opening sessions teach oral examination skills

Fees include doing two practice oral exams

One live-patient and one video taped interviewt

Each exam is 1¼ hours – time enough for an hour 
interview and exam followed by faculty evaluation

Senior faculty include former board examiners

Weekend 4 to 10 weeks before your oral boards

Dec 9-11, 2006 – San Francisco
In board exam city just before your oral boards

Sept 5-7, 2006 – Pittsburgh
Jan 16-18, 2007 – San Diego

You may buy extra private and public oral-practice 
exams based on a patient interview or a videotape

www.psychtutor.net/m69b 800-285-3283

“This study confi rms our hopes 
about the effectiveness of 

buprenorphine and also helps 
to illuminate the things that 

need to be done to help more 
patients reach this powerful 

medicine.” 

THIS FREE SYMPOSIUM will bring together
noted scientists to explore the ideas that are
emerging at the interface of neuroscience,
developmental science, evolutionary theory, and
psychopathology.

For more information and to RSVP, please visit

www.cha.harvard.edu/symposium

Sponsored by the Cambridge Health Alliance Department of Psychiatry
in conjunction with Tavistock Clinic, London

Social Relatedness
Symposium

Shared Subjectivities in Brain,
Mind, and Psychopathology

CAMBRIDGE HEALTH ALLIANCE is a nationally recognized, award-winning healthcare 
system that serves the residents of Cambridge, Somerville and Boston’s metro-north region.

October 14, 2006
Harvard University Science Center

GR06_317
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KNOWTHEFACTS

41% of all patients had the metabolic
syndrome at baseline in the landmark 
CATIE schizophrenia study.1

Be aware.
Screen and monitor your patients.

Make a difference.

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 III. Schizophr Res. 2005;80:19-32.

GZ274682T © 2006 Pfizer Inc.  All rights reserved. Printed in USA/May 2006



Good health starts with 
good information.

We want to hear from you.

To learn more about DTC advertising and see the complete Guiding Principles, please visit www.phrma.org/dtc.

Comments or concerns
about DTC? 
We want to hear from you.
Commenting on DTC advertising under the
Guiding Principles is easy:

• Please submit your comment in writing 
and mail it to the PhRMA Office of
Accountability, 950 F Street, NW, Suite 300,
Washington, DC 20004.

• You can also fax your comment to 
202-775-0258.

• Please give us as much information as you can
about the specific ad about which you are con-
cerned so we can forward your comment to the
relevant company.

• Please be sure to include a return address so
the Office of Accountability can acknowledge
receipt of your comment.

The Office of Accountability will forward your
comment to the relevant company for considera-
tion and make a summary of comments available
to the public, an Independent Review Panel and
the Food and Drug Administration.

Other commitments from signatories of the 
Guiding Principles include:

• Submitting all new DTC television advertisements to the FDA
before broadcasting.

• Educating health professionals about new medicines before the
first DTC advertising campaign.

• Presenting information on the benefits and risks associated with
the medicine in clear, understandable language.

• Including information on other treatment options, such as diet
and exercise.

• Providing information on programs that can assist the uninsured
or underinsured.

We understand that accurate information about disease and treatment
options makes patients and physicians better partners. And getting that infor-
mation to patients and physicians is the goal of direct-to-consumer (DTC)
advertising of prescription medicines. Studies show DTC advertising brings
patients into their physician’s office and starts important patient-physician
conversations about health that otherwise might not have happened.

Still, some physicians have raised concerns about DTC advertising. To address
many of these concerns, the Pharmaceutical Research and Manufacturers of
America (PhRMA) developed a set of principles to guide DTC advertising of
prescription medicines. The Guiding Principles call on PhRMA to set up an
Office of Accountability to accept comments from the public on DTC adver-
tising under the new Principles. These comments, which the Office of
Accountability will forward to the appropriate member company, will help to
inform signatories of the Principles of opinions about their advertisements.







APA OFFICE OF HEALTHCARE SYSTEMS AND FINANCING

Nine-Day Hold on 
Medicare Claims 

The Defi cit Reduction Act of 2006 man-
dates a one-time hold on Medicare pay-

ments during the last nine days of the 2006 
fi scal year, September 22 to September 30. 
Claims that would have been paid during 
this period will be held until the fi rst busi-
ness day of October (October 2). No inter-
est or penalty will be paid because of the 
delay. 

While the hold on Medicare payments 
is not expected to have a major impact on 
individual practices, it’s helpful to be aware 
of the policy so that you’ll know why pay-
ment of your claims is taking more time 
than usual in late September. ■

Remember
To Renew
Opt-Out Status 

Since 1998, physicians have been able 
to opt out of Medicare and instead 
care for Medicare patients under pri-

vate contracts. Opting out requires physi-
cians to fi le an opt-out affi davit with their 
local Medicare Part B carrier and to sign 
a private contract with each Medicare 
patient. Templates of both types of docu-
ments can be accessed on APA’s Web site 
with a full explanation of the process at 
<www.psych.org/members/practpsych/
optingoutofmedicare112701.cfm>.

 The opt-out period is two years. Dur-
ing this time, neither the physician nor 
the benefi ciary is permitted to fi le claims 
with Medicare for the physician’s services.  
Some patients, however, may be asked to 
submit claims to Medicare by their second-
ary payers before they will pay their share. 
The Centers for Medicare and Medicaid 
Services (CMS) suggests that when a sec-
ondary payer has this requirement, patients 
should provide that payer with copies of 
the doctor’s opt-out affi davit and the pri-
vate contract they signed. If the insurer 
still demands that a claim be submitted to 
Medicare, CMS says that patients may sub-
mit the claim but note on it that their phy-
sician has opted out and that they under-
stand that Medicare will not pay the claim. 
Even though the contract expressly states 
such claims should not be fi led, says CMS, 
patients can do so without worry because 
CMS has no sanctions in place against 
patients who fi le a claim for care from a 
physician who has opted out.

The Managed Care Help Line has 
recently received a number of calls from 
APA members that make it clear that 
some secondary payers and Medicare car-
riers are tracking physicians’ opt-out sta-
tus. These APA members had opted out of 
Medicare but failed to renew their opt-out 
status when the two-year period expired. 

Failure to renew opt-out status can cre-
ate an administrative snarl. In one case, 
an APA member was told by the Medi-
care carrier’s customer service represen-
tative that since he was not in the Medicare 
provider database, he did not have to take 
any action to continue his opt-out status, 
except for submitting an enrollment appli-
cation for reinstatement. 

This information was incorrect. If you 
wish to retain your opt-out status after 
two years, you must renew it by fi ling 
another affi davit with the appropriate 
Medicare carrier and by updating your 
private contracts with your Medicare 
patients. Otherwise, you are obligated to 
fi le claims for your patients with Medicare 
and to charge only the Medicare-allowed 
amount for the treatment you provide. ■

Don’t Take ‘No’ 
For Answer

If you are a solo practitioner or work in a 
group practice with fewer than 10 full-
time employees, you are defi ned as a 

“small provider” and are not required to 
fi le Medicare claims electronically. 

This reminder was prompted by a 
recent call to APA’s Managed Care Help 
Line from a psychiatrist in New Jersey. 
The psychiatrist had received a notice 
from his Medicare carrier, Empire, that 
as of July 31 he would no longer be per-
mitted to submit paper claims—and that 
the decision could not be appealed. The 
notice stated that the doctor had failed 
to respond to a letter he had been sent 
earlier in the year requesting justifica-
tion that he qualified for the exemption 
allowing him to submit paper claims 
to Medicare. As far as the psychiatrist 
knew, he had never received such a let-
ter. 

Ellen Jaffe, the Medicare specialist 
in APA’s Offi ce of Healthcare Systems 
and Financing, contacted the offi ce of 
Empire’s medical director, Dr. Kathleen 
Moynihan, to fi nd out what the psychia-
trist could do. He was a solo practitioner 
with no employees. Dr. Moynihan’s assis-
tant implied that the letter referred to in 
the notice may never have gone out and 
that he should write a letter to the contact 
identifi ed in the notice stating that he was 
a physician with fewer than 10 full-time-
equivalent employees and therefore could 
continue to fi le paper claims. 

The Administrative Simplifi cation Com-
pliance Act mandated that as of October 16, 
2003, all claims for Medicare reimburse-
ment were to be submitted electronically, 
with limited exceptions. Apparently an audit 
is under way to ensure that those currently 
fi ling paper claims are, in fact, entitled to do 
so. If you receive a letter from your Medicare 
carrier asking you to justify your right to con-
tinue fi ling paper claims or stating that you 
can no longer fi le paper claims, respond by 
explaining that you are a small provider with 
fewer than 10 full-time employees.

If you have any questions about this is-
sue, please contact the Managed Care Help 
Line at (800) 343-4671. ■

According to Irvin L. “Sam” 
Muszynski, J.D., director 
of APA’s Offi ce of Health-
care Systems and Financing 
(OHSF), the jury is still out 

on whether most of the problems encoun-
tered with the launch of Medicare’s new 
Part D prescription drug benefi t have been 
resolved. Are benefi ciaries now getting 
access to the medications they need? Or 
have physicians and patients simply given 
up the quest to obtain them? 

 “All we know at this point,” said 
Muszynski, “is that we’ve had some suc-
cess in making the Centers for Medicare 
and Medicaid Services [CMS] aware of 
the problems facing psychiatrists who 
are trying to maintain their Medicare 
and dual-eligible Medicaid patients on 
the drugs they were taking before they 
entered Part D. We’ve been able to get a 
number of concessions from CMS when 
we’ve explained the kind of problems 
that are arising. 

“However, we need to keep hearing 
from APA members about the prob-
lems they’re encountering if we are to 
continue making progress with CMS. 
What we’ve found is that CMS is will-

A report from the Center for 
Studying Health System 
Change (HSC) released in 
May notes that the percentage 
of physicians who do not have 

contracts with any managed care plans has 
taken its fi rst jump after remaining stable for 
a number of years—from 9.2 percent in 2000-
2001 to 11.5 percent in 2004-05. Although 
the increase doesn’t seem large, HSC 
believes it signals a signifi cant trend.

HSC is a nonprofi t research organiza-
tion that studies the U.S. health care sys-
tem and is funded primarily by the Rob-
ert Wood Johnson Foundation. A survey 
group of 12,000 practicing physicians pro-

Psychiatry Leads Specialties in 
Opting Out of Managed Care

vides HSC with information about how 
health care delivery is changing.

Despite complaints, most physicians 
continue to contract with managed care 
organizations (MCOs). However, accord-
ing to the HSC survey, 34.6 percent of psy-
chiatrists have chosen to opt out of man-
aged care. This contrasts with 9.4 percent 
of primary care physicians and 10.5 per-
cent of all medical specialists. 

The HSC report notes that physicians 
in solo or two-physician practices are less 
likely to contract with MCOs, possibly 
because of the administrative burden. It 
also notes that physicians who have been 
in practice for more than 20 years are less 

likely to have managed 
care contracts than 
those who have been 
in practice for 10 years 
or less, suggesting that 
more experienced prac-
titioners may have a 
patient base and repu-
tation enabling them to 
bypass managed care plans. 

According to the HSC, psychiatry is 
the medical specialty that has always had 
the largest number of physicians with-
out managed care contracts. The reasons 
include low reimbursements and the uti-
lization management imposed on psychi-
atry by MCOs and managed behavioral 
health companies. HSC also suggests that 
the high percentage of nonparticipating 
psychiatrists may refl ect the shortage of 
psychiatrists in many areas. ■

ing to solve problems on a case-by-case 
basis and to intervene with plans when 
complaints can be documented.”

One important change that has resulted 
from OHSF advocacy is that CMS issued 
a clarifi cation explaining that coverage of 
medications cannot be denied because the 
prescribed dose exceeds the dose approved 
by the FDA (Psychiatric News, July 21). Part 
D prescription drug plans (PDPs) had 
been routinely denying access to brand-
name medications that were prescribed at 
doses higher than those approved by the 
FDA. Although the reason given for these 
denials was often “patient safety,” the same 
kind of edits were rarely being used for 
generic drugs. 

An issue that OHSF is now explor-
ing with CMS is how physicians can be 
compensated for the extra time they are 
putting in so that their patients can have  
access to needed medications under 
Part D. Although CMS reports quick 
responses to physician requests, OHSF 
is hearing from APA members that they 
are still experiencing long waits on the 
telephone for prior authorizations. Such 
extensive expenditure of physician time 
had not been anticipated in the CPT 
coding system that forms the basis for 
determining Medicare payments. 

As the fi rst year of Part D nears its close 
(open season for Medicare benefi ciaries 
to switch drug plans for 2007 is Novem-
ber 15 to December 31, 2006), Muszyn-
ski reminds APA members that any excep-
tions for drug coverage obtained in 2006 
will probably have to be requested again 
for coverage in 2007. Although PDPs 
have the option of continuing exceptions 
beyond the plan year, it seems unlikely 
that many of them will do so. 

Please inform OHSF about any prob-
lems you’re having with Part D so staff can 
continue having a dialog with CMS based 
on actual problems and work toward their 
resolution. 

Send e-mails to partd@psych.org or 
call (866) 882-6227. For the latest Part 
D information for psychiatrists, go to 
<www.mentalhealthpartd.org>. ■

Is Part D Working Better? 
Share Your Experience

Psychiatric Practice & Managed Care (PP&MC) pro-
vides news and updates on practice management issues to 
APA members. PP&MC is printed bimonthly in Psychiatric 
News and is posted in PDF format under “Psychiatric Prac-
tice” on APA’s Web site.
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professional news
NIDA Head Wants Closer
Collaboration With APA
The psychiatrist who heads the federal government’s substance abuse 
research efforts says it is time that substance abuse stops playing second 
fi ddle to other mental illnesses.

BY JIM ROSACK

National Institute on Drug 
Abuse (NIDA) Director 
Nora Volkow, M.D., told 
APA’s Board of Trustees 
that she would like the 

Association’s help in attaining three high-
priority goals: “changing the culture of 
psychiatric practice, changing residency 
education, and changing reimbursement 
policies.” 

Volkow addressed the Board at its 
July meeting. She was the first of three 
directors of the National Institutes of 
Health’s mental illness agencies invited 
to address the Board by APA President 
Pedro Ruiz, M.D. 

In addition to Volkow, Ruiz has 
invited National Institute of Men-
tal Health (NIMH) Director Thomas 
Insel, M.D., and National Institute 
on Alcohol Abuse and Alcoholism 
(NIAAA) Director Ting-Kai Li, M.D. 
The NIMH and NIAAA directors are 
expected to address the Board later this 
year.

“One of my objectives during my pres-
idential year is to try to build very close 
relationships—on the institutional level—
between APA and the three institutes,” 
Ruiz told the Board. 

He asked Volkow to provide the Trust-
ees with an update on NIDA’s current 
research priorities and future research 
goals. He then asked Volkow to tell the 
Board “whether there are any areas in 
which APA and [NIDA] can work a bit 
closer in order to help each other achieve 
their goals.”

Volkow began by describing her con-
cern over a long-running problem, one she 
fi rst became aware of “during the very fi rst 
days of my training as a psychiatrist, and 
that was being told that I could not admit 
an addicted patient to a psychiatric unit. 
The problem then was that many psychia-
trists were not—and many still are not—
recognizing that substance abuse is a men-
tal disease.”

The problem persists today, according 
to APA’s immediate past president, Ste-
ven Sharfstein, M.D., who noted that for 
about the last 10 years the care of patients 
admitted to a hospital with a diagnosis 
of substance abuse alone is not covered; 
patients are eligible for coverage only 
if they have a co-occurring psychiatric 
diagnosis.

Substance abuse has long played “sec-
ond fi ddle” to other mental illnesses, 
Volkow noted, always being separated, 
sounding like an afterthought when peo-
ple discuss “mental illness and substance 
abuse.” The separation, she said, “helps 
no one.”

“Most patients—the overwhelming 
majority—have problems with substance 
abuse and another mental illness,” Volkow 
said. “We must work both actively and 
proactively to end this separation of the 
two.”

Volkow recounted signifi cant advances 
in research showing that substance-abuse 

disorders appear to have signifi cant genetic 
infl uences that seem to be most impor-
tant during adolescent development and 
are subject to environmental infl uences 
as well.

NIDA, Volkow said, currently has 
three primary research priorities. “First, 
how do we generate science that will 
help us prevent drug abuse and addic-
tion? Second, how do we develop bet-
ter treatments? And the third relates to 
HIV/AIDS. Drug abuse and addiction is 
a signifi cant contributor to HIV/AIDS 
in this country and worldwide. We must 
address this.”

Following her presentation of recent 
research advances and future research 
goals, Volkow was asked by APA Pres-
ident-elect Carolyn Robinowitz, M.D., 
“How do you see [APA] partnering with, 
or assisting with, the institute in such 
areas as public policy, appropriations, 

Nora Volkow, M.D.: “Most patients—the overwhelming 
majority—have problems with substance abuse and another 
mental illness. We must work both actively and proactively to 
end this separation of the two.”

and public informa-
tion?”

“I think APA plays 
an extraordinary role,” 
Volkow replied, “and 
that’s why I’m interested 
in solidifying our part-
nership. First of all, rec-
ognition that substance 
abuse is a primary men-
tal disorder is a must.”

Noting that she was 
being candid, Volkow 
added that “two recent 
APA presidential presen-
tations that I attended 
were very good, very 
eloquent. Yet there was 
not a single word about 
drug abuse or addiction.” That “silence” 
on drug abuse, she said, “is a form of 
stigmatization.”

For those already in practice, “the 
notion of education, of changing the 
culture of psychiatry, is extraordinarily 
important,” she emphasized, and APA can 
play a vital role in that change.

For those in medical school and resi-
dency, more information must be included 
on substance abuse. Too little attention is 
currently being paid to this important 
topic, she noted. 

Finally, Volkow said, on the policy 

front, “I cannot lobby, but I can tell you 
what the roadblocks are. It does not help 
us at all that we do not have parity for sub-
stance abuse.”

After Volkow concluded her presen-
tation, Ruiz said that he “will be fol-
lowing up on those challenges” and will 
offer to hold a meeting between NIDA 
officials and members of APA staff and 
components to explore the issues she 
raised.

More information on NIDA’s research 
priorities is posted at <www.nida.nih.
gov>. ■

Disparities in access to mental health 
services should be addressed at the 
public-policy, community, and pro-

vider-to-patient levels.
So said Margarita Alegria, Ph.D., a pro-

fessor of psychology in the Department of 
Psychiatry at Harvard Medical School, in 
a presentation on mental health dispari-
ties to the APA Board of Trustees in July 
at a retreat preceding its regular summer 
meeting (Psychiatric News, August 18). She 
was invited by APA President Pedro Ruiz, 
M.D.

Alegria presented data from the pooled 
National Co-Morbidity Survey Replica-
tion (NCS-R) and the National Latino 
and Asian American Study (NLAAS). 
The latter is a national psychiatric epi-
demiologic survey conducted to measure 
prevalence of psychiatric disorders and 
mental health service usage in a nation-
ally representative sample of Latinos and 
Asian Americans. 

She also discussed interventions to rem-
edy disparities, including national public-
policy reforms, changes at the community 
level focusing on the differential pathways 
to specialty care affecting minorities, and 
interventions to improve clinician-patient 
communication.

Resolving the problem will require 
working at all three levels. “One level is 
the failure of health care markets and how 
they affect both the low-quality options 
and the choices of providers that people 
might have,” she said. “The second level 

is the differential pathway to care that 
might happen, leaving people with lim-
ited access, particularly to specialty treat-
ments. The third level is patient-provider 
interaction and how that affects differen-
tial treatment outcomes that lead to lower 
functioning, greater burden of illness, and 
lower quality of life.”

A fundamental problem, Alegria said, is 
entry into the health care system and the 
widespread lack of insurance.

“If we really want to change things in 
terms of access to care and delivery of ser-
vices to our populations, it’s very impor-
tant to think about health policy and mar-
ket interventions that could really bring 
the whole population into a better state of 
care,” Alegria said.

Disparities in access to services are 
largely related to lack of insurance, Alegria 
said. In 2004, 45.8 million people were 
without health insurance coverage, up 
from 45 million people in 2003, with no 
change in the percentage of people with-
out health insurance coverage (15.7 per-
cent) between 2003 and 2004. This lack 
of insurance especially affects Latino and 
Asian-American communities. Forty per-
cent of Latinos have no health insurance, 
and for Latinos who have been in the 
United States less than fi ve years—and for 
that reason are eligible for Medicaid—the 
rate is 58.6 percent.

One solution to this problem is to revise 
the Personal Responsibility and Work 
Opportunity Reconciliation Act of 1996, 

also known as the welfare reform law. 
That law, Alegria pointed out, restricts 
states from using federal funds to provide 
Medicaid and SCHIP coverage for cer-
tain groups, shifts health care costs from 
the federal to state level, and differentially 
affects ethnic groups depending on citi-
zenship or refugee status.

At the community level, Alegria said 
addressing differential pathways into care 
is another target to explore. Such inter-
ventions might facilitate access to specialty 
services through social marketing cam-
paigns and incentives for successful refer-
ral and engagement. 

Alegria told the Board that the NLAAS 
found that only one-quarter of the respon-
dents reported ever having been asked by a 
clinician about alcohol or drug use. More-
over, less than 20 percent reported ever 
having been asked about emotions, nerves, 
or mental health problems, she said. 

Of those unable to communicate with a 
primary care provider in their language of 
choice, fewer than 4 in 10 had interpreter 
services available, she said. 

Finally, a third avenue of intervention 
might be efforts to improve clinician-
patient communication, such as “patient 
activation” and provider communication 
trainings. Patient activation refers to the 
enhancement of involvement of patients 
in their own health care through teaching 
health management techniques and prob-
lem-solving skills.

Alegria said that about 20 percent of 
the NLAAS respondents indicated hav-
ing had a negative experience with service 
providers. Only 50 percent rated psychiat-
ric treatment as being helpful, and just 57 
percent said they completed treatment.

“The question is how we can help 
patients ask for what they want and get 
what they need out of mental health care 
and how we can train providers to be more 
facilitating and attentive to what patients 
want,” Alegria said. ■

Eliminating Minority MH Disparities
Requires Multilevel Strategy
Interventions include national public policy reforms, changes at the com-
munity level focusing on differential pathways to specialty care, and 
interventions to improve clinician-patient communication.

BY MARK MORAN
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Important Safety Information
Patients with pre-existing structural cardiac abnormalities or other serious heart problems should generally not be treated with CNS stimulants, including Adderall XR. Physicians should take a
careful patient history, including family history, and physical exam, to assess the presence of cardiac disease. Patients who report symptoms of cardiac disease such as exertional chest pain and
unexplained syncope should be promptly evaluated. Use with caution in patients whose underlying medical condition might be affected by increases in blood pressure or heart rate.
The most common adverse events in clinical studies of Adderall XR included: pediatric–loss of appetite, insomnia, abdominal pain, and emotional lability; adolescent–loss of appetite, insomnia,
abdominal pain, and weight loss; adult–dry mouth, loss of appetite, insomnia, headache, and weight loss.
The effectiveness of Adderall XR for long-term use has not been systematically evaluated in controlled trials.Abuse of amphetamines may lead to dependence. Misuse of amphetamine may
cause sudden death and serious cardiovascular adverse events.These events have also been reported rarely with amphetamine use.Adderall XR is contraindicated in patients with marked
agitation, glaucoma, hyperthyroidism, tics, diagnosis or a family history of Tourette’s syndrome, history of drug abuse, or current/recent use of monoamine oxidase inhibitors (MAOIs). New
psychosis, mania, aggression, growth suppression, and visual disturbances have been associated with the use of stimulants and discontinuation of treatment may be appropriate. Use with caution
in patients with a history of psychosis, seizures/EEG abnormalities, bipolar disorder or depression. Growth monitoring is advised during prolonged treatment. Adderall XR should be prescribed
with close physician supervision.
References: 1. Ambrosini PJ, Sallee FR,Lopez FA,et al, on behalf of the LADD.CAT Study Group. A community assessment,open-label study of the safety, tolerability, and effectiveness of mixed amphetamine salts extended release in school-
age children with ADHD. Curr Med Res Opin. 2006;22:427-440. 2. Ambrosini PJ, Lopez FA, Chandler MC, et al. An open-label community assessment trial of ADDERALL XR® in pediatric ADHD. Poster presented at: 155th Annual Meeting 
of the American Psychiatric Association; May 22, 2002; Philadelphia, Pa. 3. Conners CK. Conners’ Rating Scales-Revised:Technical Manual. North Tonawanda, NY: Multi-Health Systems, Inc; 2001:97-103. 4. Biederman J, Lopez FA, Boellner SW,
Chandler MC. A randomized, double-blind, placebo-controlled, parallel-group study of SLI381 (Adderall XR) in children with attention-deficit/hyperactivity disorder. Pediatrics. 2002;110:258-266. 5. McCracken JT, Biederman J,
Greenhill LL, et al. Analog classroom assessment of a once-daily mixed amphetamine formulation, SLI381 (ADDERALL XR), in children with ADHD. J Am Acad Child Adolesc Psychiatry. 2003;42:673-683. 6. Lopez FA, Ambrosini PJ,
Chandler MC, et al. ADDERALL XR in pediatric ADHD: quality of life measures from an open-label community assessment trial. Poster presented at: 14th Annual CHADD International Conference; October 17, 2002; Miami Beach, Fla.

ADDERALL XR® Provides 
Efficacy That May Help Pediatric
Patients Realize Their Potential
• Demonstrated improvement in attention and

behavior to a level comparable to that of 
non-ADHD peers*1-3

• Works quickly (1.5 hours) with up to 12-hour 
efficacy† for day-long improvement in both
academic and social settings†4-6

• 6 dosage strengths for maximum flexibility

• Generally well tolerated—low discontinuation 
rates due to adverse events in placebo-
controlled trials4,5
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professional news

Federal offi cials announced 
the availability of grants in 
late July to help states make 
“innovative” reforms to their 
Medicaid programs, prompt-

ing concerns about the impact of some of 
those reforms on people with mental ill-
ness.

The grants, and the changes they aim 

to spur, are part of ongoing efforts to 
rein in Medicaid spending growth while 
enabling states to adopt innovative meth-
ods to improve service effectiveness and 
effi ciency and do “more to help people get 
the kind of care they prefer,” according to a 
statement by the Centers for Medicare and 
Medicaid Services (CMS). The funds were 
authorized by the Defi cit Reduction Act of 

2005 (DRA) under the Medicaid Transfor-
mation Grant program.

Two states—West Virginia and Ken-
tucky—have already implemented reforms 
approved by CMS that exemplify the goals 
of the new grant program, although those 
states did not receive additional funds to 
implement the changes.

West Virginia’s Medicaid redesign 
included a choice of two benefi t packages: 
a basic plan based on the current Medic-
aid service package and an enhanced plan 
for those who sign and adhere to a com-
pliance agreement, which includes benefi ts 
not traditionally offered under Medicaid. 
In a major change from the previous Med-
icaid program, the new  plan limits access 
for most adults to chemical dependency 
and mental health services to those who 
choose the enhanced package. Access to 
those services is based on compliance fac-

tors such as taking medication as directed 
and keeping all medical appointments.

Selby Jacobs, M.D., chair of the APA 
Committee on Funding for Psychiatric 
Services, said the program raises concerns 
because the illnesses of many people with 
mental disorders may cause them to refuse 
to agree to such a plan, or they are too dis-
organized to comply with it.

The Kentucky-redesigned Medic-
aid program, called Ky-Health Choices, 
offered various benefi t packages aimed at 
meeting the needs of the general Med-
icaid population, as well as populations 
such as children, the elderly, and people 
with disabilities who need institutional 
care.

Sheila Schuster, Ph.D., executive 
director of the Kentucky Mental Health 
Coalition, said Medicaid participants 
with mental illness will be most impacted 
by the program’s institution of medica-
tion copayments. She noted, however, 
that the copayments of up to $3 are sig-
nifi cantly less than the $15 copayments 
that state offi cials initially proposed and 
allowed by the DRA.

Federal offi cials said that the grants will 
give states the fl exibility to try out changes 
to their plans that may have higher short-
term implementation costs than their 
current Medicaid programs. But they 
emphasized that the changes are meant 
to “streamline and modernize their sys-
tems, stabilize the growth of the program, 
and protect it into the future,” according 
to Mark McClellan, M.D., Ph.D., CMS 
administrator.

The changes are meant to use funds 
in states’ Medicaid programs more effi -
ciently. Medicaid budgets have grown pre-
cipitously in recent years and threatened to 
consume state budgets. Kentucky’s Med-
icaid defi cit reached $675 million by July 
1, 2005, and the new plan should save the 
state about $120 million in the fi rst year 
and $1 billion over seven years, according 
to Kentucky health offi cials.

CMS offi cials reported that changes in 
recent years had already lowered Medic-
aid’s spending projections nationwide for 
2006 through 2015 by $224 billion, or 8 
percent, from earlier estimates.

As part of the grant program, federal 
health offi cials have encouraged states to 
consider particular areas “for improved 
effi ciency,” including increased use of 
health care information technology, 
stepped up fraud-fi ghting efforts, and 
reduced Medicaid expenditures for cov-
ered outpatient medications.

The last category raised concerns 
for Jacobs because Medicaid patients 
with severe and persistent mental ill-
ness are among the biggest users of 
outpatient medications. No states have 
yet announced plans to limit patient 
access or choices for psychiatric med-
ications, but Jacobs is concerned that 
future Medicaid overhaul proposals 
may include such a measure.

Ten more states have applied for CMS 
approval of Medicaid program changes 
that would also mandate cost sharing or 
allow benefi t cutting, according to the 
National Health Law Program (NHLP), 
a nonprofi t patient advocacy group.

No state matching funds are required 
for the grants. The deadline for applica-
tions is September 15.

More information on the grants 
is posted at <www.cms.hhs.gov/
MedicaidTransGrants>. ■

Medicaid Innovations May Make
MH Care Less Accessible
The cost-containment impetus that has driven changes to state Medicaid 
programs has raised concerns about what future measures might take 
aim at psychiatric care.

BY RICH DALY

BRIEF SUMMARY: Consult the Full Prescribing Information for complete product information.
ADDERALL XR® CAPSULES CII Rx Only 

INDICATIONS
ADDERALL XR® is indicated for the treatment of Attention Deficit Hyperactivity Disorder (ADHD).
The efficacy of ADDERALL XR® in the treatment of ADHD was established on the basis of two controlled trials in children aged
6 to 12, one controlled trial in adolescents aged 13 to 17, and one controlled trial in adults who met DSM-IV® criteria for ADHD,
along with extrapolation from the known efficacy of ADDERALL®, the immediate-release formulation of this substance. 
CONTRAINDICATIONS
Advanced arteriosclerosis, symptomatic cardiovascular disease, moderate to severe hypertension, hyperthyroidism, known
hypersensitivity or idiosyncrasy to the sympathomimetic amines, glaucoma. Agitated states. Patients with a history of drug
abuse. During or within 14 days following the administration of monoamine oxidase inhibitors (hypertensive crises may result).
WARNINGS
Serious Cardiovascular Events
Sudden Death and Pre-existing Structural Cardiac Abnormalities or Other Serious Heart Problems
Children and Adolescents
Sudden death has been reported in association with CNS stimulant treatment at usual doses in children and adolescents with
structural cardiac abnormalities or other serious heart problems. Although some serious heart problems alone carry an increased
risk of sudden death, stimulant products generally should not be used in children or adolescents with known serious structural
cardiac abnormalities, cardiomyopathy, serious heart rhythm abnormalities, or other serious cardiac problems that may place
them at increased vulnerability to the sympathomimetic effects of a stimulant drug (see CONTRAINDICATIONS).
Adults
Sudden deaths, stroke, and myocardial infarction have been reported in adults taking stimulant drugs at usual doses for ADHD.
Although the role of stimulants in these adult cases is also unknown, adults have a greater likelihood than children of having serious
structural cardiac abnormalities, cardiomyopathy, serious heart rhythm abnormalities, coronary artery disease, or other serious car-
diac problems.  Adults with such abnormalities should also generally not be treated with stimulant drugs (see CONTRAINDICATIONS).
Hypertension and other Cardiovascular Conditions
Stimulant medications cause a modest increase in average blood pressure (about 2-4 mmHg) and average heart rate (about
3-6 bpm) [see ADVERSE EVENTS], and individuals may have larger increases.  While the mean changes alone would not be
expected to have short-term consequences, all patients should be monitored for larger changes in heart rate and blood 
pressure. Caution is indicated in treating patients whose underlying medical conditions might be compromised by 
increases in blood pressure or heart rate, e.g., those with pre-existing hypertension, heart failure, recent myocardial 
infarction, or ventricular arrhythmia (see CONTRAINDICATIONS).
Assessing Cardiovascular Status in Patients being Treated with Stimulant Medications
Children, adolescents, or adults who are being considered for treatment with stimulant medications should have a careful 
history (including assessment for a family history of sudden death or ventricular arrhythmia) and physical exam to assess for
the presence of cardiac disease, and should receive further cardiac evaluation if findings suggest such disease, and should
receive further cardiac evaluation if findings suggest such disease (e.g. electrocardiogram and echocardiogram).  Patients who
develop symptoms such as exertional chest pain, unexplained syncope, or other symptoms suggestive of cardiac disease 
during stimulant treatment should undergo a prompt cardiac evaluation.
Psychiatric Adverse Events
Pre-Existing Psychosis
Administration of stimulants may exacerbate symptoms of behavior disturbance and thought disorder in patients with 
pre-existing psychotic disorder.
Bipolar Illness
Particular care should be taken in using stimulants to treat ADHD patients with comorbid bipolar disorder because of concern for
possible induction of mixed/manic episode in such patients.  Prior to initiating treatment with a stimulant, patients with 
comorbid 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.
Emergence of New Psychotic or Manic Symptoms
Treatment emergent psychotic or manic symptoms, e.g., hallucinations, delusional thinking, or mania in children and 
adolescents without prior history of psychotic illness or mania can be caused by stimulants at usual doses.  If such 
symptoms occur, consideration should be given to a possible causal role of the stimulant, and discontinuation of treatment
may be appropriate.  In a pooled analysis of multiple short-term, placebo-controlled studies, such symptoms occurred in
about 0.1% (4 patients with events out of 3482 exposed to methylphenidate or amphetamine for several weeks at usual doses)
of stimulant-treated patients compared to 0 in placebo-treated patients.
Aggression
Aggressive behavior or hostility is often observed in children and adolescents with ADHD, and has been reported in clinical 
trials and the postmarketing experience of some medications indicated for the treatment of ADHD.  Although there is no 
systematic evidence that stimulants cause aggressive behavior or hostility, patients beginning treatment for ADHD should be
monitored for the appearance of or worsening of aggressive behavior or hostility.
Long-Term Suppression of Growth 
Careful follow-up of weight and height in children ages 7 to 10 years who were randomized to either methylphenidate or 
non-medication treatment groups over 14 months, as well as in naturalistic subgroups of newly methylphenidate-treated and
non-medication treated children over 36 months (to the ages of 10 to 13 years), suggests that consistently medicated children
(i.e., treatment for 7 days per week throughout the year) have a temporary slowing in growth rate (on average, a total of about
2 cm less growth in height and 2.7 kg less growth in weight over 3 years), without evidence of growth rebound during this 
period of development.  In a controlled trial of ADDERALL XR® in adolescents, mean weight change from baseline within the
initial 4 weeks of therapy was –1.1 lbs. And –2.8 lbs., respectively, for patients receiving 10 mg and 20 mg ADDERALL XR®.
Higher doses were associated with greater weight loss within the initial 4 weeks of treatment.  Published data are inadequate to
determine whether chronic use of amphetamines may cause a similar suppression of growth, however, it is anticipated that they
will likely have this effect as well.  Therefore, growth should be monitored during treatment with stimulants, and patients who
are not growing or gaining weight as expected may need to have their treatment interrupted.
Seizures
There is some clinical evidence that stimulants may lower the convulsive threshold in patients with prior history of seizure, in
patients with prior EEG abnormalities in absence of seizures, and very rarely, in patients without a history of seizures and no
prior EEG evidence of seizures.  In the presence of seizures, the drug should be discontinued.
Visual Disturbance
Difficulties with accommodation and blurring of vision have been reported with stimulant treatment.
PRECAUTIONS
General: The least amount of amphetamine feasible should be prescribed or dispensed at one time in order to minimize the
possibility of overdosage. ADDERALL XR® should be used with caution in patients who use other sympathomimetic drugs. 
Tics: Amphetamines have been reported to exacerbate motor and phonic tics and Tourette’s syndrome. Therefore, clinical eval-
uation for tics and Tourette’s syndrome in children and their families should precede use of stimulant medications.
Information for Patients: Amphetamines may impair the ability of the patient to engage in potentially hazardous activities such
as operating machinery or vehicles; the patient should therefore be cautioned accordingly. 
Drug Interactions: Acidifying agents—Gastrointestinal acidifying agents (guanethidine, reserpine, glutamic acid HCI,
ascorbic acid, etc.) lower absorption of amphetamines. Urinary acidifying agents—These agents (ammonium chloride, sodium
acid phosphate, etc.) increase the concentration of the ionized species of the amphetamine molecule, thereby increasing urinary
excretion. Both groups of agents lower blood levels and efficacy of amphetamines. Adrenergic blockers—Adrenergic blockers are
inhibited by amphetamines. Alkalinizing agents—Gastrointestinal alkalinizing agents (sodium bicarbonate, etc.) increase absorp-
tion of amphetamines. Co-administration of ADDERALL XR® and gastrointestinal alkalinizing agents, such as antacids, should be
avoided. Urinary alkalinizing agents (acetazolamide, some thiazides) increase the concentration of the non-ionized species of the
amphetamine molecule, thereby decreasing urinary excretion. Both groups of agents increase blood levels and therefore poten-
tiate the actions of amphetamines. Antidepressants, tricyclic—Amphetamines may enhance the activity of 
tricyclic antidepressants or sympathomimetic agents; d-amphetamine with desipramine or protriptyline and possibly other 
tricyclics cause striking and sustained increases in the concentration of d-amphetamine in the brain; cardiovascular effects can
be potentiated. MAO inhibitors—MAOI antidepressants, as well as a metabolite of furazolidone, slow amphetamine metabolism.
This slowing potentiates amphetamines, increasing their effect on the release of norepinephrine and other monoamines from
adrenergic nerve endings; this can cause headaches and other signs of hypertensive crisis. A variety of toxic neurological effects
and malignant hyperpyrexia can occur, sometimes with fatal results. Antihistamines—Amphetamines may counteract the seda-
tive effect of antihistamines. Antihypertensives—Amphetamines may antagonize the hypotensive effects of antihypertensives.
Chlorpromazine—Chlorpromazine blocks dopamine and norepinephrine receptors, thus inhibiting the central stimulant effects of
amphetamines, and can be used to treat amphetamine poisoning. Ethosuximide—Amphetamines may delay intestinal 
absorption of ethosuximide. Haloperidol—Haloperidol blocks dopamine receptors, thus inhibiting the central stimulant effects of
amphetamines. Lithium carbonate—The anorectic and stimulatory effects of amphetamines may be inhibited by lithium 
carbonate. Meperidine—Amphetamines potentiate the analgesic effect of meperidine. Methenamine therapy—Urinary excretion
of amphetamines is increased, and efficacy is reduced, by acidifying agents used in methenamine therapy. Norepinephrine—
Amphetamines enhance the adrenergic effect of norepinephrine. Phenobarbital—Amphetamines may delay intestinal absorption
of phenobarbital; co-administration of phenobarbital may produce a synergistic anticonvulsant action. Phenytoin—
Amphetamines may delay intestinal absorption of phenytoin; co-administration of phenytoin may produce a synergistic anticon-
vulsant action. Propoxyphene—In cases of propoxyphene overdosage, amphetamine CNS stimulation is potentiated and fatal
convulsions can occur. Veratrum alkaloids—Amphetamines inhibit the hypotensive effect of veratrum alkaloids.
Drug/Laboratory Test Interactions: Amphetamines can cause a significant elevation in plasma corticosteroid levels. This
increase is greatest in the evening. Amphetamines may interfere with urinary steroid determinations.
Carcinogenesis/Mutagenesis and Impairment of Fertility: No evidence of carcinogenicity was found in studies in which 
d,l-amphetamine (enantiomer ratio of 1:1) was administered to mice and rats in the diet for 2 years at doses of up to
30 mg/kg/day in male mice, 19 mg/kg/day in female mice, and 5 mg/kg/day in male and female rats. These doses are
approximately 2.4, 1.5, and 0.8 times, respectively, the maximum recommended human dose of 30 mg/day [child] on a mg/m2

body surface area basis.
Amphetamine, in the enantiomer ratio present in ADDERALL® (immediate-release)(d- to l- ratio of 3:1), was not clastogenic in
the mouse bone marrow micronucleus test in vivo and was negative when tested in the E. coli component of the Ames test in
vitro. d,l-Amphetamine (1:1 enantiomer ratio) has been reported to produce a positive response in the mouse bone 
marrow micronucleus test, an equivocal response in the Ames test, and negative responses in the in vitro sister chromatid
exchange and chromosomal aberration assays.
Amphetamine, in the enantiomer ratio present in ADDERALL® (immediate-release) (d- to l- ratio of 3:1), did not adversely affect
fertility or early embryonic development in the rat at doses of up to 20 mg/kg/day (approximately 5 times the maximum
recommended human dose of 30 mg/day on a mg/m2 body surface area basis).
Pregnancy: Pregnancy Category C. Amphetamine, in the enantiomer ratio present in ADDERALL® (d- to l- ratio of 3:1), had no
apparent effects on embryofetal morphological development or survival when orally administered to pregnant rats and rabbits
throughout the period of organogenesis at doses of up to 6 and 16 mg/kg/day, respectively. These doses are approximately 1.5
and 8 times, respectively, the maximum recommended human dose of 30 mg/day [child] on a mg/m2 body surface area basis.
Fetal malformations and death have been reported in mice following parenteral administration of d-amphetamine doses of 50
mg/kg/day (approximately 6 times that of a human dose of 30 mg/day [child] on a mg/m2 basis) or greater to pregnant 
animals. Administration of these doses was also associated with severe maternal toxicity.
A number of studies in rodents indicate that prenatal or early postnatal exposure to amphetamine (d- or d,l-), at doses similar to
those used clinically, can result in long-term neurochemical and behavioral alterations. Reported behavioral effects include 
learning and memory deficits, altered locomotor activity, and changes in sexual function. 

There are no adequate and well-controlled studies in pregnant women. There has been one report of severe congenital bony
deformity, tracheo-esophageal fistula, and anal atresia (vater association) in a baby born to a woman who took dextroamphet-
amine sulfate with lovastatin during the first trimester of pregnancy. Amphetamines should be used during pregnancy only if
the potential benefit justifies the potential risk to the fetus.
Nonteratogenic Effects: Infants born to mothers dependent on amphetamines have an increased risk of premature delivery and
low birth weight. Also, these infants may experience symptoms of withdrawal as demonstrated by dysphoria, including 
agitation, and significant lassitude.
Usage in Nursing Mothers: Amphetamines are excreted in human milk. Mothers taking amphetamines should be advised to
refrain from nursing.
Pediatric Use: ADDERALL XR® is indicated for use in children 6 years of age and older. 
Use in Children Under Six Years of Age: Effects of ADDERALL XR® in 3-5 year olds have not been studied. Long-term effects
of amphetamines in children have not been well established. Amphetamines are not recommended for use in children under
3 years of age.
Geriatric Use: ADDERALL XR® has not been studied in the geriatric population.
ADVERSE EVENTS
Hypertension: [See WARNINGS section] In a controlled 4-week outpatient clinical study of adolescents with ADHD, isolated systolic
blood pressure elevations ≥15 mmHg were observed in 7/64 (11%) placebo-treated patients and 7/100 (7%) patients receiving
ADDERALL XR® 10 or  20 mg.  Isolated elevations in diastolic blood pressure ≥ 8 mmHg were observed in 16/64 (25%) placebo-
treated patients and 22/100 (22%) ADDERALL XR®-treated patients.  Similar results were observed at higher doses.
In a single-dose pharmacokinetic study in 23 adolescents, isolated increases in systolic blood pressure (above the upper 95%
CI for age, gender and stature) were observed in 2/17 (12%) and  8/23 (35%), subjects administered 10 mg and 20 mg 
ADDERALL XR®, respectively.  Higher single doses were associated with a greater increase in systolic blood pressure. All
increases were transient, appeared maximal at 2 to 4 hours post dose and not associated with symptoms.
The premarketing development program for ADDERALL XR® included exposures in a total of 1315 participants in clinical trials
(635 pediatric patients, 350 adolescent patients, 248 adult patients, 82 healthy adult subjects). Of these, 635 patients (ages 6
to 12) were evaluated in two controlled clinical studies, one open-label clinical study, and two single-dose clinical
pharmacology studies (N=40). Safety data on all patients are included in the discussion that follows. Adverse reactions were

assessed by collecting adverse events, results of physical examinations, vital signs, weights, laboratory analyses, and ECGs.
Adverse events during exposure were obtained primarily by general inquiry and recorded by clinical investigators using 
terminology of their own choosing. Consequently, 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 standardized event
categories. In the tables and listings that follow, COSTART terminology has been 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.
Adverse events associated with discontinuation of treatment: In two placebo-controlled studies of up to 5 weeks duration
among children with ADHD, 2.4% (10/425) of ADDERALL XR® treated patients discontinued due to adverse events 
(including 3 patients with loss of appetite, one of whom also reported insomnia) compared to 2.7% (7/259) receiving 
placebo. The most frequent adverse events associated with discontinuation of ADDERALL XR® in controlled and uncontrolled,
multiple-dose clinical trials of pediatric patients (N=595) are presented below. Over half of these patients were exposed to
ADDERALL XR® for 12 months or more.

In a separate placebo-controlled 4-week study in adolescents with
ADHD, eight patients (3.4%) discontinued treatment due to adverse
events among ADDERALL XR®-treated patients (N=233). Three
patients discontinued due to insomnia and one patient each for
depression, motor tics, headaches, light-headedness, and anxiety.
In one placebo-controlled 4-week study among adults with ADHD,
patients who discontinued treatment due to adverse events among
ADDERALL XR®-treated patients (N=191) were 3.1% (n=6) for 
nervousness including anxiety and irritability, 2.6% (n=5) for 

insomnia, 1% (n=2) each for headache, palpitation, and somnolence; and, 0.5% (n=1) each for ALT increase, agitation, chest
pain, cocaine craving, elevated blood pressure, and weight loss.
Adverse events occurring in a controlled trial: Adverse events reported in a 3-week clinical trial of pediatric patients and a 4-week
clinical trial in adolescents and adults, respectively, treated with ADDERALL XR® or placebo are presented in the tables below.
The prescriber should be aware that 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 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 the adverse event incidence rate in the population studied. 
The following adverse reactions have been associated with the use of amphetamine, ADDERALL XR®, or ADDERALL®:
Cardiovascular: Palpitations, tachycardia, elevation of blood pressure, sudden death, myocardial infarction. There have been 
isolated reports of cardiomyopathy associated with chronic amphetamine use. 
Central Nervous System: Psychotic episodes at recommended doses, overstimulation, restlessness, dizziness, insomnia,
euphoria, dyskinesia, dysphoria, depression, tremor, headache, exacerbation of motor and phonic tics and Tourette's 
syndrome, seizures, stroke.
Gastrointestinal: Dryness of the mouth, unpleasant taste, diarrhea, constipation, other gastrointestinal disturbances. Anorexia and
weight loss may occur as undesirable effects. 

Allergic: Urticaria, rash, hypersensitivity reactions
including angioedema and anaphylaxis. Serious
skin rashes, including Stevens Johnson
Syndrome and toxic epidermal necrolysis have
been reported.
Endocrine: Impotence, changes in libido.  
DRUG ABUSE AND DEPENDENCE
ADDERALL XR® is a Schedule II controlled 
substance.
Amphetamines have been extensively abused.
Tolerance, extreme psychological dependence,
and severe social disability have occurred. There
are reports of patients who have increased the
dosage to levels many times higher than 
recommended. Abrupt cessation following 
prolonged high dosage administration results in
extreme fatigue and mental depression; changes
are also noted on the sleep EEG. Manifestations
of chronic intoxication with amphetamines may
include severe dermatoses, marked insomnia,
irritability, hyperactivity, and personality changes.
The most severe manifestation of chronic 
intoxication is psychosis, often clinically 
indistinguishable from schizophrenia. 
OVERDOSAGE
Individual patient response to amphetamines
varies widely. Toxic symptoms may occur 
idiosyncratically at low doses. 
Symptoms: Manifestations of acute overdosage
with amphetamines include restlessness, tremor,
hyperreflexia, rapid respiration, confusion,
assaultiveness, hallucinations, panic states,
hyperpyrexia and rhabdomyolysis. Fatigue and
depression usually follow the central nervous 
system stimulation. Cardiovascular effects include
arrhythmias, hypertension or hypotension and 
circulatory collapse. Gastrointestinal symptoms
include nausea, vomiting, diarrhea, and abdominal
cramps. Fatal poisoning is usually preceded by
convulsions and coma.
Treatment: Consult with a Certified Poison
Control Center for up to date guidance and
advice. Management of acute amphetamine
intoxication is largely symptomatic and
includes gastric lavage, administration of 
activated charcoal, administration of a cathartic
and sedation. Experience with hemodialysis or
peritoneal dialysis is inadequate to permit 
recommendation in this regard. Acidification of
the urine increases amphetamine excretion, but
is believed to increase risk of acute renal failure
if myoglobinuria is present. If acute severe
hypertension complicates amphetamine 
overdosage, administration of intravenous
phentolamine has been suggested. However, a
gradual drop in blood pressure will usually
result when sufficient sedation has been
achieved. Chlorpromazine antagonizes the 
central stimulant effects of amphetamines and
can be used to treat amphetamine intoxication.
The prolonged release of mixed amphetamine salts
from ADDERALL XR® should be considered when
treating patients with overdose.
Dispense in a tight, light-resistant container as
defined in the USP. Store at 25° C (77° F).
Excursions permitted to 15-30° C (59-86° F)
[see USP Controlled Room Temperature].
Manufactured for: Shire US Inc., Wayne, PA
19087 Made in USA For more information call 
1-800-828-2088, or visit www.adderallxr.com.
ADDERALL® and ADDERALL XR® are registered
in the US Patent and Trademark Office.
Copyright ©2006 Shire US Inc.
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AMPHETAMINES HAVE A HIGH POTENTIAL FOR ABUSE. ADMINISTRATION OF AMPHETAMINES FOR PROLONGED 
PERIODS OF TIME MAY LEAD TO DRUG DEPENDENCE. PARTICULAR ATTENTION SHOULD BE PAID TO THE POSSIBILITY
OF SUBJECTS OBTAINING AMPHETAMINES FOR NON-THERAPEUTIC USE OR DISTRIBUTION TO OTHERS AND THE DRUGS
SHOULD BE PRESCRIBED OR DISPENSED SPARINGLY.
MISUSE OF AMPHETAMINE MAY CAUSE SUDDEN DEATH AND SERIOUS CARDIOVASCULAR ADVERSE EVENTS.

Adverse event % of pediatric patients 
discontinuing (n=595)

Anorexia (loss of appetite) 2.9
Insomnia 1.5
Weight loss 1.2
Emotional lability 1.0
Depression 0.7

Table 1  Adverse Events Reported by More Than 1% of Pediatric Patients
Receiving ADDERALL XR® with Higher Incidence Than on Placebo in a 
584 Patient Clinical Study
Body System Preferred Term ADDERALL XR® Placebo 

(n=374) (n=210)
General Abdominal Pain 14% 10%

(stomachache)
Accidental Injury 3% 2%
Asthenia (fatigue) 2% 0%
Fever 5% 2%
Infection 4% 2%
Viral Infection 2% 0%

Digestive Loss of Appetite 22% 2%
System Diarrhea 2% 1%

Dyspepsia 2% 1%
Nausea 5% 3%
Vomiting 7% 4%

Nervous System Dizziness 2% 0%
Emotional Lability 9% 2%
Insomnia 17% 2%
Nervousness 6% 2%

Metabolic/Nutritional Weight Loss 4% 0%

Table 2  Adverse Events Reported by 5% or more of Adolescents Weighing
≤ 75 kg/165 lbs Receiving ADDERALL XR® with Higher Incidence Than
Placebo in a 287 Patient Clinical Forced Weekly-Dose Titration Study*
Body System Preferred Term ADDERALL XR® Placebo

(n=233) (n=54)

General Abdominal Pain 11% 2%
(stomachache)

Digestive System Loss of Appetite b 36% 2%

Nervous System Insomnia b 12% 4%
Nervousness 6% 6%a

Metabolic/Nutritional Weight Loss b 9% 0%
a Appears the same due to rounding 
b Dose-related adverse events
Note:  The following events did not meet the criterion for inclusion in Table 2 but were
reported by 2% to 4% of adolescent patients receiving ADDERALL XR® with a higher
incidence than patients receiving placebo in this study: accidental injury, asthenia
(fatigue), dry mouth, dyspepsia, emotional lability, nausea, somnolence, and vomiting.
*Included doses up to 40 mg

Table 3  Adverse Events Reported by 5% or More of Adults Receiving
ADDERALL XR® with Higher Incidence Than on Placebo in a 255
Patient Clinical Forced Weekly-Dose Titration Study*
Body System Preferred Term ADDERALL XR® Placebo

(n=191) (n=64)

General Asthenia 6% 5%
Headache 26% 13%

Digestive System Loss of Appetite 33% 3%
Diarrhea 6% 0%
Dry Mouth 35% 5%
Nausea 8% 3%

Nervous System Agitation 8% 5%
Anxiety 8% 5%
Dizziness 7% 0%
Insomnia 27% 13%

Cardiovascular System Tachycardia 6% 3%

Metabolic/Nutritional Weight Loss 11% 0%

Urogenital System Urinary Tract Infection 5% 0%
Note: The following events did not meet the criterion for inclusion in Table 3 but were
reported by 2% to 4% of adult patients receiving ADDERALL XR® with a higher inci-
dence than patients receiving placebo in this study: infection, photosensitivity reaction,
constipation, tooth disorder, emotional lability, libido decreased, somnolence, speech
disorder, palpitation,  twitching, dyspnea, sweating, dysmenorrhea, and impotence.
*Included doses up to 60 mg.
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Women Psychiatrists Mentor
APA’s Future Leaders

professional news

Women psychiatrists who have excelled in leadership positions at the dis-
trict branch and national levels of APA and other medical associations 
share valuable tips on how they moved ahead.

BY EVE BENDER

Even in the 21st century, women 
psychiatrists encounter glass 
ceilings and brick walls in 
their quest to assume leader-
ship positions in organized 

psychiatry. 
Certain skills and attitudes can go a 

long way in helping them to get ahead, 
according to seasoned psychiatrists who 
have distinguished themselves with many 
career fi rsts.

To help women members-in-train-
ing (MITs) and early career psychiatrists 
(ECPs) break through those walls and ceil-
ings, Roslyn Seligman, M.D., the Assem-
bly’s Women’s Caucus representative, con-
vened a professional development seminar 
focusing on women in leadership in Kan-
sas City in July. 

Seligman told Psychiatric News that 
“women aren’t given the opportunity to 
assume leadership positions” on the scale 
that men are, and that by convening the 
meeting, she hoped to provide Area 4 MITs 
and ECPs with the ability to network with 
one another and discuss strategies to assume 
leadership roles in their district branches 
and professional medical associations. 

Attending meetings and asking ques-
tions, volunteering to take on new tasks, 
learning how to negotiate, and getting 
a basic understanding of fi nances were 
among the suggestions shared by faculty 
at the seminar.

Being a Mother and a Leader 
One topic that provoked discussion at 

the meeting was balancing leadership and 
family responsibilities.

By the time APA President-elect Car-
olyn Robinowitz, M.D., graduated from 
medical school at Washington University 
in St. Louis, she was one of six women in 
her class. “We were seen as a bit of an odd-
ity” by the male students, she noted. 

When during medical school it was dis-
covered that she was getting married, she 

was the object of any number of salacious 
jokes from male students, she recalled.

While a psychiatry resident at Albert Ein-
stein College of Medicine/Bronx Municipal 
Hospital Center, she had two children. Rob-
inowitz volunteered to be chief resident to 
ensure that she could coordinate her sched-
ule with that of her husband’s so that one of 
them was always home with their children. 
“I tried to be fair, and none of the residents 
complained,” she remarked. “I learned to be 
a nurturing leader.”

Robinowitz joined APA as a deputy med-
ical director and director of the Depart-
ment of Education in 1976 and was one of 
two women psychiatrists on staff (Jeanne 
Spurlock, M.D., joined APA as deputy 
medical director and head of APA’s Offi ce 
of Minority/National Affairs in 1974). In 
addition, Robinowitz was the fi rst woman 
elected to the American Board of Psychia-
try and Neurology. She also went on to be 
one of the few women to serve as a dean at 
a medical school: from 1995-2000, she was 
associate dean and then academic dean at 
Georgetown University. 

In the early days especially, being a 
woman leader was often lonely, she said, 
because there were few other women lead-
ers with whom she could talk. “What I 
learned is that you really need a support 
system—like-minded people with whom 
you can communicate.”

Robinowitz advised women psychiatrists 
poised to assume leadership positions to look 
to the business literature for helpful informa-
tion regarding leadership and gender roles. A 
good dose of humor, she observed, can be an 
effective tool for bringing people together 
and diffusing uncomfortable or diffi cult sit-
uations. She also suggested that women ally 
themselves not only with other women, but 
with male colleagues and leaders as well.

Seligman seconded this last advice, not-
ing that “it is important to formally rec-
ognize those men who support women” 
in their careers. Putting that belief into 

The World Federation for Mental 
Health (WFMH) will turn the global 
spotlight on suicide next month to 

increase public awareness of the problem 
and reduce the incidence of suicide around 
the world.

World Mental Health Day falls on 
October 10 and the theme is “Building 
Awareness—Reducing Risk: Mental Ill-
ness and Suicide.” 

“The devastation that suicide can cause 
should be a major concern both in the 
United States and across the globe. We 
know the facts—that left untreated, men-
tal illnesses can be as lethal as untreated 
cancer,” said James H. Scully Jr., M.D., 
medical director of APA. “Bringing 
attention to mental illnesses and suicide 
during World Mental Health Day 2006 
is both timely and essential. The more 
information psychiatrists and other men-
tal health professionals can provide to the 
public through public-awareness events, 
educational tools, and one-to-one out-
reach, the more lives we can save.”

Scully is a member of the World Mental 
Health Day 2006 Scientifi c Advisory Panel.

According to the WFMH, there are 1 
million suicide deaths each year around 
the world, representing 1.4 percent of the 
total global burden of disease. 

At least 90 percent of those who die by 
suicide have at least one undiagnosed men-
tal illness, which includes drug or alcohol 
use disorders.

“These facts should motivate govern-
mental bodies and offi cials to pay greater 
attention to the negative social and eco-
nomic consequences that result from failure 

World Mental Health Day Shines
Global Spotlight on Suicide Concerns
This year’s World Mental Health Day, to be held October 10, focuses on a 
widespread public health problem that ends 1 million lives per year, yet is 
preventable.

BY EVE BENDER

to implement progressive national policies 
and strategies to address the unmet needs of 
people with mental illness and at risk for sui-
cide,” according to the WFMH. 

This year, the WFMH has collaborated 
with the International Association for Suicide 
Prevention to promote World Suicide Pre-
vention Day, which falls on September 10.  

Each year since 1992, local, regional, 
and national mental health agencies across 
the world have commemorated World 
Mental Health Day by planning activities 
to educate the public about the prevalence, 
prevention, and treatment of certain men-
tal illnesses. 

This summer the WFMH distrib-
uted thousands of informational pack-
ets to mental health agencies and clinics, 
governmental organizations, and medical 
associations  thousands of packets. Infor-
mation covered suicide prevention and the 
responsible reporting of incidents of sui-
cide by the media.

Also included were tips on how to com-
memorate the day, such as connecting 
with local suicide-prevention programs 
and support groups, planning walks or 
marches to raise awareness of suicide, 
and scheduling media conferences. Other 
materials expose prevalent myths about 
suicide—that people who talk about sui-
cide won’t really act on it; that if a person 
is determined to commit suicide, noth-
ing can stop him or her; and that talking 
about suicide may give others the idea to 
commit suicide. 

More information about World Men-
tal Health Day 2006 is posted at <www.
wfmh.org/wmhday2006.htm>. ■ 

action, she presented Ronald Burd, M.D., 
with the Good Guy Award for suggesting 
the leadership seminar. Burd was recently 
elected recorder of the APA Assembly 

Never Sell Yourself Short
Judith Kashtan, M.D., the Minnesota 

Psychiatric Society representative to the 
Assembly and a member of APA’s Finance 
and Budget Committee, began to be aware 
of women’s issues by participating in what 
were known as “consciousness-raising” 
groups as an undergraduate at Brown Uni-
versity in the 1960s.

“This was my fi rst experience of bond-
ing with women and understanding them 
as strong, capable people,” she noted. 

She joined a women medical student’s  
group at Wayne State University as one of 
about 30 women in a class of 256. During 
medical school, Kashtan joined the medical 
school’s admissions committee and learned 
a great deal from that experience, she said. 

One of the valuable lessons she learned 
during residency training was that women 
physicians should not shy away from 
demanding the same salaries as their male 
colleagues. Women physicians and other 
women professionals, she found, tend to 
ask for less pay at the start of their careers, 
which keeps them on a lower salary track 

From left: Ann Genovese, M.D., Jo-Ellyn Ryall, M.D., Carolyn Robinowitz, M.D., Jeanne Lackamp, 
M.D., Cheryl Jennifer Buda, M.D., Judith Kashtan, M.D., Roslyn Seligman, M.D., Juliette Petersen, 
M.D., DeLaney Smith, M.D., Laura Hirshbein, M.D., and Kelly Rogalski, M.D., pose after a 
professional-development seminar in which women leaders in psychiatry helped younger 
colleagues prepare to become the next generation of leaders.

despite periodic raises.
“Never be afraid to discuss money” 

with potential employers, Kashtan said. 
“Don’t treat money as a dirty topic—learn 
about what others in the community earn 
and make sure that you get paid a compa-
rable amount.”

In the experience of Area 4 Assembly 
Representative Jo-Ellyn Ryall, M.D., “if 
you volunteer to take the lead and do a 
good job, you’ll be asked [to take the lead 
role] again.” Ryall, who also serves as chair 
of the Assembly Procedures Committee, 
has held many leadership positions within 
APA and other medical organizations both 
locally and nationally. 

Ryall served as the fi rst speaker of the 
American Medical Women’s Association 
from 1993 to 1995. She has also been a 
Missouri delegate to the AMA since 1995 
and an alternate delegate since 1989. 

“We need to show others that it is possi-
ble for women to take the lead and to excel 
even as they continue to balance responsi-
bilities in other areas that remain impor-
tant to them—such as family and commu-
nity,” said Ryall. “Women need to make 
choices and prioritize at all times since it is 
impossible to do everything and be every-
thing. Being able to choose what is impor-
tant is a sign of leadership.” ■
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community news

In the early days and weeks following 
any disaster, according to researcher 
Susan Essock, Ph.D., “there has 

always been a notion that conducting 
research involving disaster response 
and following victims’ responses to 
trauma along with long-term out-
comes are just unconscionable.” 

In the early days and weeks fol-
lowing September 11, 2001, this dic-
tum was little challenged, with one 
notable exception—Project Liberty, 
which became the largest federal 
disaster mental health program 
in history. It was funded through 
grants totaling $155 million from 
the Federal Emergency Manage-
ment Agency (FEMA) and led 
by the New York State Offi ce of 
Mental Health (OMH) in col-
laboration with nearly 200 local 
agencies. To Susan Essock’s 
way of thinking, a good chunk 
of scarce public funds were 
being fed into the effort, so “it 
seemed to me to be uncon-
scionable to not learn some-

thing from the effort.”

The attack on the World 
Trade Center the morning 
of September 11, 2001, was 
the deadliest terrorist act 
ever committed on U.S. 

soil. Arriving at a fi nal tally of the dead—
about 2,800—stretched out agonizingly 
for months, and confi rming victims’ iden-
tities seemed like a never-ending puzzle. 
But if it is possible that something good 
can come out of something almost too hor-
rible to imagine, it is this: offi cials of the 
New York State Offi ce of Mental Health 
(OMH) knew that many people would be 
severely traumatized by the attack and real-
ized the importance of providing mental 
health assistance quickly. They also real-
ized they had an unprecedented oppor-
tunity to learn lessons that could inform 
future disaster-response plans.

“Disasters present terrible opportu-
nities to learn about how to get people 
needed mental health services,” said Susan 
Essock, Ph.D., a professor of psychiatry 
and director of the Division of Health Ser-
vices Research at Mount Sinai School of 
Medicine in New York City.

Essock collaborated with OMH staff 
on the development and implementation 
of Project Liberty, New York state’s crisis 
counseling program.

Project Liberty, funded by grants total-
ing $155 million from the Federal Emer-
gency Management Agency (FEMA), 
quickly became the largest federal govern-
ment-funded disaster mental health pro-
gram in history. New York’s OMH took 
the lead in implementing the program in 
collaboration with approximately 200 local 
agencies.

The Project Liberty program was 
implemented to “provide free and anon-
ymous community-based mental health 
services to help individuals recover from 
their psychological distress and regain 
their predisaster level of 

functioning,” according to project litera-
ture. The services offered were based on 
the assumption that most people’s stress 
reactions, although signifi cantly disturb-
ing to them personally, constituted nor-
mal responses to a traumatic event, and 
that the reactions would dissipate over the 
short term. 

As such, the range of interventions 
offered under Project Liberty was aimed 
at helping people identify their trauma 
responses, understand that those responses 
were normal, and reconnect with previ-
ously existing social support networks.

“One of the fundamental things we 
learned,” said Chip Felton, M.S.W., an 
OMH senior deputy commissioner and 
chief information offi cer for OMH’s Cen-
ter for Information Technology and Eval-
uation Research, “was that it proved pos-
sible to set up and run a very large crisis 
counseling and emergency mental health 
program and that, in fact, it seemed to be 
something that really resonated with a 
large number of people.”

The September issue of the APA jour-
nal Psychiatric Services presents a special 
section containing a series of 15 reports 
detailing data on numerous aspects of the 

Post-9/11 MH Intervention
Evaluates Its Performance
A quick and simple metric provided valuable feedback that revealed which 
Project Liberty counselors faithfully adhered to the fundamentals of the 
program’s enhanced therapy services.

BY JIM ROSACK
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Project Liberty’s Reach Unprecedented
The graph tracks the number of first and follow-up crisis-counseling sessions with individuals seeking 
Project Liberty services from the project’s start after 9/11 till its end in December 2003.
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* From fee-for-service to cost-based system based on anticipated service volume

Huge Demand Didn’t Thwart
Groundbreaking MH Project
As the nation pauses to note the fi fth anniversary of the September 
11, 2001, terrorist attacks, one project stands as a shining example 
of how to deliver mental health services after a disaster and measure 
their effectiveness.

BY JIM ROSACK

project, from demographic characteristics 
of those who used Project Liberty services 
to data on outcomes of interventions and 
quality assurance/quality improvement 
metrics. 

According to those reports, between the 
time of Project Liberty’s launch in the weeks 
following September 11 and the point when 
its services ceased on December 31, 2003, 
Project Liberty provided face-to-face coun-
seling and educational and outreach sesrvices 
to an estimated 1.2 million individuals in the 
New York City metropolitan area. About 
465,000 individuals received nearly 690,000 
individual crisis counseling sessions. Almost 
550,000 individuals were provided public 
education on trauma. 

Just under 700 counseling and educa-
tional sessions were provided in Septem-
ber 2001, and the number of sessions each 

month almost doubled through April 2002. 
The project reached its peak during May 
2002, during which 41,000 sessions were 
provided to individuals by Project Liberty 
counselors. Service utilization remained 
near that level through August 2003, when 
the project began its phase-down in prep-
aration for its cessation at the end of 2003 
(see chart).

For those with mild to moderate  symp-
toms, “crisis counseling” under Project 
Liberty ranged from informal sessions 
with counselors that included simply dis-
cussing and validating a patient’s feelings 
to more structured sessions focusing on 
recovery skills, coping mechanisms, and 
reliance on social-support networks.

By early summer 2002, it became appar-
ent to Project Liberty staff that there was 

Essock is a professor of psychiatry and 
director of the Division of Health Services 
Research at Mount Sinai School of Medi-
cine in New York City.

OMH offi cials in New York were success-
ful in requesting that FEMA designate part 
of the total Project Liberty funding for qual-
ity assurance/quality improvement activi-
ties. As a result, in addition to numerous 
other metrics tied to recipients of the pro-
gram’s services, such as demographic vari-
ables, symptom clusters, variables predictive 
of further need versus recovery, and long-
term outcome measures, Project Liberty 
included monitoring mechanisms to gauge 
how well the services rendered adhered to 
treatment manuals and guidelines.

In a report in the September Psychiatric 
Services, Essock and her Project Liberty col-
leagues highlighted one of the monitoring 
mechanisms by describing outcomes associ-
ated with how faithfully clinicians adhered 
to the key elements of the cognitive-behav-
ioral treatment intervention developed for 
Project Liberty’s enhanced services coun-
seling program (see story above). All recip-
ients of enhanced services were invited to 
participate in a telephone interview involv-

ing only six questions. Five questions rated 
how often their clinician (counseling was 
largely provided by nondoctoral licensed 
counselors and social workers) provided 
each of fi ve components of the intervention, 
using Likert scales ranging from 0 (not at 
all) to 3 (a lot). A sixth question asked how 
often the clinician gave homework, also a 
required component of the intervention.

In an effort to tie performance directly 
to training on the Project Liberty model 
of CBT for posttraumatic stress reac-
tions, the researchers looked at responses 
for those clinicians at sites where all cli-
nicians received training, compared with 
those clinicians at sites where only some 
clinicians received training. Essock and 
her colleagues were not surprised to fi nd 
that interviewees who received services at 
the partial-training sites were less likely 
to report that their clinician adhered to 
all fi ve techniques considered central to 
the intervention. Similarly, homework 
was given less frequently by counselors 
at sites where only some clinicians were 
trained.

“In fi ve short questions, we were able—
with good confi dence—to identify the 
people who got their intervention at a 
site where all clinicians were trained ver-
sus a site where only some clinicians were 
trained,” Essock told Psychiatric News. “So, 
through an easy, inexpensive means, we 
were able to be quite confi dent that our 
training program was effective. OMH 
contracted with these providers to do a 
specifi c intervention. This measure asked, 
‘Did they do it?’ Purchasers of health care 
services all over the country are interested 
in answering that question.” ■

please see Project on facing page
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community news
went on to have per-
sistent symptoms, and 
a small minority has 
gone on to be chroni-
cally and severely ill,” 
Eth said. “For these 
people, PTSD can be 
as disabling as schizo-
phrenia and bipolar 
illness. Something we 
knew from working 
with Vietnam vets and 
relearned after 9/11 
was that our best treat-
ments are not effective 
for everyone. I con-
tinue to see people who 
are severely affected.” 

Eth cited the case 
of a fi refi ghter who was 

rescuing people from the towers and got 
out just before they collapsed. “He never 
leaves his apartment now,” he said. “Even 
treatment is not effective.”

Speaking to Psychiatric News just a week 
prior to the news that British authorities 
had arrested individuals believed to be 
plotting an attack that might have rivaled 
or surpassed 9/11 in bloodshed, Eth said 
New Yorkers—and Americans every-
where—will have to live with a constant 
threat of terror. 

“We are entering an 
era in which more and 
more people will have to 
be aware of threats and 
danger,” he said. “This is 
going to become a factor 
in our lives. Growing up 
during the cold war, [I 
was always aware of the] 
threat of world war and 
the use of atomic weap-
ons. But it didn’t seem 
as real as suicide bomb-
ers. In New York City 
there are people who are 
quite anxious and vigi-
lant going over a bridge 
or through the Lincoln 
Tunnel, knowing that at 
any moment something 
dreadful could happen.

“The statement is often made that 9/11 
changed everything,” he continued. “One 
of the things it changed is that the gen-
eral feeling of safety and security we had 
all taken for granted in America has been 
lost. For large numbers of people in New 
York, it’s not an issue for which they seek 
treatment, but it has become a baseline 
source of anxiety.” ■

Chihuahua El Duque was one of the tools used in therapy sessions at the St. Vincent’s World 
Trade Center Healing Services for the loved ones of 9/11 victims. 

Clarice Kestenbaum, M.D.: “People 
are very resilient, and children 
are much more resilient than is 
typically thought.”

Spencer Eth, M.D.: “The natural 
process [in reaction to trauma] 
appears to be symptom formation 
followed by healing.”

Joseph T. English, M.D.: The 9/11 
performance of St. Vincent’s staff 
“is the fi nest demonstration I have 
ever seen of selfl ess, professional 
commitment.” 
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ment Award. The program has expanded 
throughout lower Manhattan to encom-
pass 16 elementary, middle, and high 
schools, where thera-
pists have provided eval-
uations and treatment to 
students with anxiety, 
depression, and stress-
related conditions (Psy-
chiatric Services, October 
2005).

Today, the WTC 
Healing Services main-
tains an offi ce overlook-
ing ground zero and has 
served nearly 50,000 
people.

“St. Vincent’s has a 
long history of help-
ing in disasters,” said 
Joseph T. English, 
M.D., chair of the 

was the countless people 
seeking loved ones. “By 
2 o’clock that afternoon, 
people had started put-
ting fl yers up everywhere 
with a face and a name,” 
recalls Camille Archer, 
M.D., a psychiatry resi-
dent at the time. “People 
were everywhere crying in 
the streets; the whole place 
seemed very different.” 

English recalled that 
former Nebraska Sen. Bob 
Kerry, now president of 
New York’s New School, 
called to ask how he could 
help, and the hospital set 
up a family relief center in 
the school’s atrium across 
the street from St. Vincent’s.

For two weeks after 9/11, the center 
served those families. “It is not an exag-
geration to say it was the fi nest hour for 
our attending staff and house staff, who 
in addition to their regular duties worked 
around the clock,” English said. “It was the 
fi nest demonstration I have ever seen of 
selfl ess, professional commitment.”

Normative Response Is Symptom Formation
Prior to coming to St. Vincent’s, Eth 

had worked in Los 
Angeles in a VA hospital 
treating Vietnam veter-
ans and been involved 
in treating people fol-
lowing the riots in Los 
Angeles. “I went into 
this experience primed 
to help organize the St. 
Vincent’s response to 
9/11,” he said. 

“One of the lessons I 
have learned is that the 
vast majority of peo-
ple who were in lower 
Manhattan on that day 
and had direct expo-
sure to this catastrophe 
became symptomatic,” 
Eth told Psychiatric 
News. “There have been 
a number of telephone surveys confi rm-
ing the fact that the normative response 
was symptom formation. However, most 
of the people who became symptom-
atic had their symptoms subside. They 
recovered. The natural process appears 
to be symptom formation followed by 
healing. 

“There were a minority of people who 

Department of Psychiatry at the hospi-
tal and past president of APA, but it had 
never faced a disaster of this magnitude 
before. Because of the close proximity 
of the hospital to ground zero, however, 

staff knew the hospi-
tal’s emergency room 
was a logical destina-
tion for the injured, 
and they quickly geared 
up to handle what they 
expected to be an inun-
dation of survivors. 
But that didn’t happen. 
Few people showed up 
there—an artifact of 
the devastating nature 
of the attack: many-
people were killed, 
while others escaped 
unharmed or with 
minor injuries. 

What St. Vincent’s 
did become a magnet for 

Lessons
continued from page 1

a group of individuals who were repeat-
edly showing up, looking for help. Felton 
and his colleagues decided to seek per-
mission from federal regulators to expand 
the scope of Project Liberty to offer more 
intensive crisis counseling. Regulators 
approved offering enhanced services, 
which included a cognitive-behavioral 
intervention that was specifi cally devel-
oped to treat posttraumatic stress (see arti-
cle on facing page).

In total, 753,015 counseling and edu-
cational sessions were provided between 
September 2001 and December 2003.

Disaster Response Matures, Evolves
“We found that as part of putting 

together this large, overall infrastruc-
ture supporting a very-large-scale pub-
lic health initiative, it was in fact feasible 
to collect anonymous but key pivotal data 
from thousands of people who served as 
crisis counselors,” Felton told Psychiat-
ric News. “Those data were important to 
us in many different ways as we tried to 
manage the ongoing program, and hope-
fully in the longer term, [we will all be] 
more prepared for disaster response in the 
future.”

In a “Taking Issue” column in the Sep-
tember Psychiatric Services, Betty Pfeffer-
baum, M.D., J.D.,  a professor of psychia-
try at the University of Oklahoma Health 
Sciences Center, and Bradley Stein, M.D., 
Ph.D., a visiting associate professor of 
psychiatry at the University of Pittsburgh 
School of Medicine and Western Psychi-
atric Institute and Clinic, wrote, “The 
reports from Project Liberty in this issue 
of Psychiatric Services attest to the wealth of 
experience and the explosion of knowledge 
and understanding gained in work associ-
ated with the September 11, 2001, terror-
ist attacks.

“Disaster mental health care has 
evolved, and its growth is refl ected in the 
ability to respond to succeeding disasters 
of increased dimensions in the context of 
more complex and devastated environ-
ments. Research is also advancing.”

“The reports from Project Liberty show 
us how far we’ve come,” Stein told Psychi-
atric News. The fi eld of disaster response 

has signifi cantly improved compared with 
where the fi eld of disaster response was 10 
years ago, he said.

“In particular, the federal response has 
matured,” Stein explained. “When you get 
federal regulators, researchers, state offi -
cials, and counseling providers together, it 
is indeed possible to build quality indica-
tors into a disaster response program.”

Tracking Quality in Disaster Response
Project Liberty was the fi rst FEMA-

funded disaster response program to 
include quality assurance/quality improve-
ment measures.

Felton, Essock, and their colleagues 
requested that the federal Substance Abuse 
and Mental Health Services Administra-
tion (SAMHSA) specifi cally allocate funds 
for program evaluation.

“The data analysis was as close to real 
time as we could get with a paper-based 
reporting system,” Felton explained. 
Every two weeks, Project Liberty lead-
ers got a new feed of data from the service 
encounters. 

“We were able to use that information, 
not just centrally as the state mental health 
authority administering the program,” 
added Sheila Donahue, M.A., who served 
as the director of Project Liberty, “but also 
to provide the data to the counties and at 
the individual provider level on an ongoing 
basis.”

The federal investment in the eval-
uation structure needed to collect this 
information and use it in proactive ways 
was absolutely vital and led to a signifi-
cant pay off, said Donahue, who is cur-
rently the director of data analysis and 
performance measures at the New York 
OMH.

“Of course, we were pleased with how 
the quality assurance measures in Proj-
ect Liberty worked,” Felton noted. “But 
one of the things that is not mentioned 
in any of the Psychiatric Services articles is 
that today, if you look at SAMHSA’s Cen-
ter for Mental Health Services toolkit for 
crisis counseling programs, you will see 
that some of the Project Liberty assess-
ment tools are now included as recom-
mended tools.”

The Psychiatric Services special sec-
tion on Project Liberty is posted at <www.
ps.psychiatryonline.org>. ■
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If you think the impact of
schizophrenia is powerful…
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community news

A peer-counseling program succeeds in helping New York City police deal 
with stress and mental health problems by providing easy access to con-
fi dential and supportive assistance.

When Stress Gets Severe,
Police Turn to POPPA

BY EVE BENDER

Each day, about 40,000 men 
and women working for the 
New York Police Depart-
ment (NYPD) help save 
countless lives. 

Sometimes, however, they are the ones 
who need to be saved.

While in the line of duty, they may be 
called to the scene of a fatal car accident or 
a grisly crime or fi nd themselves dodging 
an assailant’s bullets. 

When New York City’s fi nest are over-
whelmed by the stress associated with 
their work or are experiencing personal 
problems, they can turn to POPPA.

The Police Organization Providing 
Peer Assistance (POPPA) is an indepen-
dent agency that works in conjunction 
with the NYPD to help police cope with 
their distress and fi nd mental health treat-
ment when necessary.

The program uses a cadre of volunteer 
offi cers who are trained to counsel their 
peers and guide them to a panel of mental 
health professionals who are also trained 
to work with police. 

POPPA founder and director Bill Genet 
created the program in 1996 in response to 
26 NYPD suicides that occurred in 1995 
and 1996. It is a 501(c)3 organization and 
relies largely on funding from donations 
and corporate support.

POPPA’s headquarters is located at 26 
Broadway in lower Manhattan in space 
donated by Koeppel Companies L.L.C., 
a real estate investment and management 
fi rm. There, POPPA staff administer its 
programs, train volunteers, and coordi-
nate client services.

Genet worked for 33 years as a police 
offi cer with the NYPD, but it was his long-
standing position as trustee of the Patrol-
men’s Benevolent Association that opened 
his eyes to the emotional diffi culties expe-
rienced by his fellow offi cers and the need 
for an independent organization through 
which offi cers could fi nd support without 
worrying about whether they were jeopar-
dizing their careers by doing so. 

He also recognized that many police are 
reluctant to seek professional help and so 
contracted with a counseling and psycho-
therapy group to train 25 police to become 
peer support offi cers (PSOs).

The nerve center of the POPPA pro-
gram is the 24-hour helpline, which can be 
reached by dialing (888) COPS-COP.

The thrust of the program is preven-
tative, Genet told Psychiatric News. “The 
idea from the beginning was to aid these 
offi cers before they reached crisis and 
destroyed their jobs, families, and other 
aspects of their lives.”

Call volume has increased since the pro-
gram began, and in recent years, about 800 
offi cers have called the help line annually. 

Police Linked to Professional Help
When an offi cer in distress calls, he or 

she is asked to leave a name and number 
on a digital answering service. Two PSOs, 
one primary and one secondary, receive a 
page with this information, and the pri-
mary PSO returns the call. In case the pri-
mary PSO is unable to return the call, the 
secondary PSO assumes this duty. 

The PSO speaks to the caller and tries 
to determine the nature of his or her prob-

Peer Program a Life Saver
Sgt. Lisa Pomerance has been with the New York Police Department (NYPD) for 17 years and 
is one of the original group of peer-support offi cers who began training and working with the 
Police Organization Providing Peer Assistance (POPPA) when the program started in 1995.

Peer-support offi cers are assigned to the POPPA help line for 24-hour shifts about three 
or four times a year, Pomerance told Psychiatric News.

Over the years, Pomerance has counseled peers dealing with marital or relationship prob-
lems, depression, anxiety, and alcohol problems and successfully urged many to seek profes-
sional help. One of the most frustrating aspects of her volunteer work is an offi cer’s refusal to 
get help after he or she has been identifi ed as needing it, Pomerance noted. But the rewards 
far outweigh the challenges for her. Pomerance is part of an outreach effort to educate NYPD 
employees about the program and its services and to dispel stigma surrounding mental 
health problems. 

Before speaking about the program at roll call in one precinct recently, she received a 
moving introduction by a fellow offi cer: “A long time ago, I reached out to POPPA because I 
was having major diffi culties in my life. The person who saved my life is standing right here,” 
he said, pointing to Pomerance.

“That felt absolutely wonderful,” she noted. “POPPA works, and it saves lives.”

lem. Within a day, the PSO meets with 
the offi cer in a public place—usually a car, 
coffee shop, or diner—to listen support-
ively and screen the offi cer for major safety 
risks, including suicidal or homicidal ide-
ation, alcohol abuse, or risk of violence.

The 150 or so PSOs working with 
POPPA have received training on spot-
ting signs and symptoms of mental health 
problems, such as depression, anxiety, and 
posttraumatic stress disorder, and know-
ing when to refer their peers to a trained 
mental health professional. 

The PSOs refer about 40 percent of the 
callers to a panel of mental health profes-
sionals who have been trained by POPPA 
staff. Many callers do not need profes-
sional help, while others may be identi-
fi ed as needing professional help but are 
not given a referral because they’ve made 
it clear they will not follow up.

The training of clinicians “is more of 
an indoctrination into police culture,” 
Genet said. 

Less than 5 percent of the calls are what 
Genet refers to as “critical cases”—offi cers 
who pose a risk to themselves or others. These 
offi cers are usually hospitalized until they are 
more stable.

Interactive Style Best
Psychiatrist and POPPA medical 

adviser Frank Dowling, 
M.D., grew up in a family 
of police offi cers, fi refi ght-
ers, and bricklayers in what 
he described to Psychiatric 
News as “a typical Brooklyn 
Irish and Italian family.”

As medical adviser, 
Dowling helps to train 
PSOs about mental health 
issues and POPPA clini-
cians about how to work 
effectively with the police 
offi cers. Sometimes he 
sees the offi cers in distress 
if a POPPA clinician can’t 
see them soon enough “to 
bridge the gap,” he said. 

Educating POPPA 
clinicians involves giving 
them the dos and don’ts of 
working with police. 

“Police will be more 
receptive to clinicians who 
are expressive or inter-
active” he noted, which 
indicates to offi cers that 
they are being heard and 
understood. He advises 

them to speak to their police clients “intel-
ligently but in plain English” and to avoid 
using mental health jargon. 

When Dowling informs clinicians 
that “police are the most psychologically 
minded individuals you will ever meet,” he 
is sometimes met by blank stares, he said.

“What do police do all day long?” 
Dowling asks them. “They are listening 
and watching,” whether observing the 
community or reading the body language 
of a crime suspect.

Police clients need only to turn that 
acute level of observation inward—though 
not always an easy task, he acknowledged—
and they make great strides in the thera-
peutic setting. 

‘Psychological Battering Ram’
The average police offi cer is exposed 

to some type of traumatic event multiple 
times over the course of his or her career, 
Dowling noted, including “injuries and 
deaths from drive-by shootings, pulling 
bodies out of cars mangled in collisions, 
and dealing with victims of rape, child 
abuse, and assault.”

“This job is like a psychological batter-
ing ram,” he declared.

Each traumatic event can have a cumu-
lative effect on offi cers’ mental health, he 

Frank Dowling, M.D.: “Police are the most psychologically 
minded individuals you will ever meet.”

As television viewers watched the sec-
ond terrorist attack on the World 
Trade Center complex and the sub-

sequent collapse of its two towers on Sep-
tember 11, 2001, members of the New York 
Police Department risked their lives to pull 
survivors from the rubble and witnessed 
scenes of carnage too horrible to describe.

Between 1,500 and 2,000 offi cers 
arrived at ground zero before the second 
plane struck. Twenty-three offi cers were 
killed as a result of the attacks.

By mid-2002, an estimated 20,000 to 
25,000 police offi cers had worked at ground 
zero, the city morgues, or the retrieval 
operation at the Staten Island landfi ll. 

During this time, the Police Organiza-
tion Providing Peer Assistance (POPPA) 
was in full swing, according to director 
Bill Genet.

Nearly 200 peer support volunteers 
working with POPPA had been trained 
in critical-incident response before the 
attacks occurred.

The program sent outreach teams to 
ground zero to talk with rescue workers 

about posttraumatic stress disorder and 
the services available at POPPA’s crisis 
centers at the Federal Reserve Bank and at 
the Staten Island retrieval operation. They 
reached an estimated 8,000 rescue workers 
and distributed 100,000 information bro-
chures to emergency personnel and police 
commands across the city.

In addition, POPPA volunteers urged 
their fellow offi cers to join small groups 
of offi cers in “debriefi ng” or “diffusing” 
sessions to discuss their feelings associated 
with their activities at ground zero.

By September 11, 2002, POPPA volun-
teers, together with a number of mental health 
outreach teams from around the country, had 
counseled more than 5,000 offi cers.

Genet believes that for the largest pro-
portion of offi cers who developed post-
traumatic stress disorder after 9/11, the 
terrorist attacks were only partly to blame 
for their symptoms. For these individuals, 
“the attacks merely triggered the accu-
mulated trauma from years past associ-
ated with shootings and other incidents,” 
he said. ■

When Disaster Struck on 9/11,
POPPA Was Prepared

please see POPPA on page 35

St
ev

e 
De

ll/
De

ll 
Gr

ap
hi

cs

21PSYCHIATRIC NEWS / September 1, 2006



100% of  the psychiatry residents at Bergen Regional Medical Center have joined the 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 
www.psychiatryonline.org for a preview.

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 member today.

Call (888) 35-PSYCH for membership information.   

Bergen Regional Medical Center
Residency Director: Javed Iqbal, M.D.

The psychiatry residency 
training program at 
Bergen Regional Med-

ical Center in Paramus, N.J., 
is the latest residency pro-
gram to have all of its psy-
chiatry residents become 
members of APA. 

It joins the ranks of 
an exclusive organization 
within APA:  the 100% 
Club. This club was estab-
lished to encourage res-
idents throughout the 
United States and Canada to 
join APA and to do so with 
other trainees in their pro-
grams, according to Debo-
rah Hales, M.D., director of 
APA’s Division of Education 
and Career Development. 

A photo of each program 
that joins the 100% Club 
is 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 Amer-
ican Psychiatric Publish-
ing Inc. and a free online subscription to 
Focus: The Journal of Lifelong Learning for 
each year that all of their residents are APA 
members. 

M. Javed Iqbal, M.D., the program’s 
training director, said, “Our psychiatry 
residency training program is designed 
to give residents clinical experience in 

all areas of adult and child psychiatry, 
to provide sound theoretical and clinical 
training, and to establish a foundation for 
future specialization. The residents, under 
the guidance and supervision of an experi-

enced faculty, gain a broad clinical exper-
tise in care and treatment of a diversifi ed 
patient population.” 

More information about the 100% 
Club is available from Nancy Delanoche 

of APA’s Division of Education and Ca-
reer Development at (703) 907-8635. 
Programs that are interested in signing 
up all their residents should also contact 
Delanoche. ■

Another Residency Program Joins APA’s 100% Club

Top row, from left: Drs. Mohammad Mallick, Seokkon Cho, Oxana Matsenko, Felix Sterling, Sreenivas Katragadda, Mohammad Niazi, Imran Shafi , 
Syed Ali, Praveen Madadi, Alfred Sorrentino. Middle row, from left: Drs. Helene Miller, Cecilia Wang, Karine Airepetian, Olga Tchikindas, Marina 
Cozort, Pubdini Muthukuda, Judie Kwolek, Parool Patel, Maria Saiz, Masood Jilani. Bottom row, from left: Drs. Saima Shafi q, Sajjad Khan, Nahla 
Mahgoub, Daniela Ganescu, M. Javed Iqbal (program director), Aijaz Nanjiani, Amel Badr, Lynda Mandell, Syed Rasheed.

Make it simple. 
Professional Liability Insurance Designed for Behavioral Healthcare Groups...
Make it simple! Psychiatrists, psychologists, social workers, and independent contractors practicing in a group can all be covered
under one policy with The Psychiatrists’ Program. Reduce your paperwork and eliminate the hassle of working with multiple 
carriers.  All the same bene  ts of The Psychiatrists’ Program are extended to everyone associated in the group practice. Be 
con  dent with top-notch legal representation and minimize risk through the Risk Management Consultation Service – a real-time 
toll-free helpline.

Partner with the malpractice insurance program that is dedicated to serving the  eld of psychiatry and behavioral 
healthcare! Contact us to get your personalized quote and receive a complimentary copy of “Retaining and Discarding 
Psychiatric Records.”

Managed by: Professional Risk Management Services, Inc. (In California, d/b/a Cal-Psych Insurance Agency, Inc.)

(800) 245-3333, ext. 314            www.psychprogram.com/groups            groups@prms.com
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Control acute agitation with

In schizophrenia…

Rapid improvement with low EPS1,2

• Significant control achieved between 15 and 30 minutes* after injection1,3

• Proven advantages over haloperidol IM
– twice the improvement as measured on the BPRS4†

– significantly lower incidence of movement disorders2‡

• Smooth transition, with continued improvement, from IM to oral therapy2,4

• May be used concomitantly with benzodiazepines

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 QTc 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.
In fixed-dose, pivotal studies, the most commonly observed adverse events associated with the use of GEODON for Injection (incidence ≥5%) 
and observed at a rate in the higher GEODON dose groups (10 mg, 20 mg) of at least twice that of the lowest GEODON dose group (2 mg control) were
somnolence (20%), headache (13%), and nausea (12%).

Please see brief summary of prescribing information on adjacent page.

* In 2 pivotal studies vs control, significance was achieved at 15 minutes (with 10 mg dose) and 30 minutes (with 20 mg dose), respectively.
† In a 7-day, open-label IM-to-oral transition study.
‡ In a 6-week, open-label IM-to-oral transition study.



clinical & research news
Brain Changes May Explain
Long-Term Antisocial Behavior
Abnormalities in the amygdala-orbitofrontal system may be the neurologi-
cal basis of persistent, impulsive antisocial and violent behavior.

BY MARK MORAN

Men with schizophrenia 
and a history of vio-
lence may have neu-
robiological signs that 
distinguish them from 

schizophrenia patients with no such his-
tory.

A review of studies comparing neuro-
biological correlates among persons with 
schizophrenia who do and do not have a 

history of violence found inconsistent 
and contradictory evidence—largely due 
to varying defi nitions of violence, differ-
ences in sample characteristics, and use of 
different measures to tap neurobiological 
correlates of violent behavior. 

The fi ndings suggest, however, that 
men with schizophrenia who have dis-
played a stable pattern of antisocial and 
aggressive behavior since childhood have 

some distinct signs compared with patients 
with no such history.

Those signs include reductions in 
amygdala volume, more structural abnor-
malities of the orbitofrontal system, more 
abnormalities of white matter in the amyg-
dala-orbitofrontal system, and smaller 
reductions of volume in the hippocam-
pus. Those men also appeared to per-
form better on neuropsychological tests 
tapping specifi c executive functions and 
more poorly on assessment of orbitofron-
tal functions. 

The authors suggested that abnor-
malities in the amygdala-orbitofrontal 
system may be the neurological basis of 
persistent, impulsive antisocial and vio-
lent behavior. 

“Persons with schizophrenia and a his-
tory of violence may present abnormalities 
in the amygdalae from early life that are 
associated with reduced abilities to experi-

ence emotions and to recognize emotions 
in others,” wrote Kris Naudts, M.D., and 
Sheilagh Hodgins, M.D., of the Depart-
ment of Forensic Mental Health Science 
at the Institute of Psychiatry, King’s Col-
lege London, in the July Schizophrenia Bul-
letin. “As the individual matures, the con-
nections with the orbitofrontal cortex do 
not develop. . . . In addition, abnormalities 
of the orbitofrontal cortext may be associ-
ated with diffi culty in inhibiting impulsive 
decision making and behavior.”

They used Medline, PsycINFO, and 
Embase to identify studies of neuropsy-
chological test performance, neurological 
soft signs, and structural and functional 
brain imaging of persons with schizophre-
nia and a history of violence. 

Seventeen studies were identifi ed. 
Because of differences in the defi nition of 
violence, sample characteristics, and mea-
sures used to identify neurobiological cor-
relates, some of the fi ndings are inconsis-
tent and contradictory. But some fi ndings 
do emerge from the review.

Six of nine studies looking at perfor-
mance on neuropsychological tests indi-
cate that patients with a history of vio-
lence perform better on these tests than 
patients without a similar history, suggest-
ing fewer abnormalities of the prefrontal 
cortex. “This is refl ected in better execu-
tive function and verbal skills, particularly 
in samples of outpatients with a history of 
violence,” the authors observed. 

But impulsivity may stem from abnor-

malities in the orbitofrontal cortex, which 
Naudts and Hodgins said is necessary for 
inhibiting impulsive decision making and 
behavior and for anticipation of punish-
ment or negative consequences.

In four studies that examined struc-
tural brain scans among men with schizo-
phrenia who did and did not have a his-
tory of violence, the violent patients were 
distinguished by volume reductions in the 
amygdala and abnormalities in the orbito-
frontal cortex-amygdala.

Two functional brain imaging studies 
also suggest differences among patients 
with a history of violence. Positron emis-
sion tomography brain scans of 17 patients 
who had a history of repetitive violent 
offending and 14 patients who had com-
mitted only one offense showed reduced 
activity in the anterior inferior temporal 
cortex of the left hemisphere in the repeti-
tive-violent group. 

A study using single photon emis-
sion tomography to assess the relation-
ship between prefrontal function and 
aggression in 12 nonviolent patients 
and three violent patients found signifi -
cantly reduced prefrontal cerebral blood 
fl ow during completion of the Wiscon-
sin Card Sorting Test in the violent 
patients. 

“Neurobiological Correlates of Violent 
Behavior Among Persons With Schizo-
phrenia” is posted at <http://schizophrenia
bulletin.oxfordjournals.org/cgi/content/
abstract/32/3/562>. ■

BRIEF SUMMARY. See package insert for full prescribing information.

INDICATIONS—GEODON Capsules is indicated for the treatment of schizophrenia and acute manic or mixed episodes associated with
bipolar disorder with or without psychotic features. GEODON® (ziprasidone mesylate) for Injection is indicated for acute agitation in
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 Ia and III anti-arrhythmics, mesoridazine, thioridazine, chlorpromazine, droperidol,
pimozide, sparfloxacin, gatifloxacin, moxifloxacin, halofantrine, mefloquine, pentamidine, arsenic trioxide, levomethadyl acetate, dolasetron
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 as a contraindication or a boxed 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
be avoided in combination with other drugs that are known to prolong the QTc interval. Additionally, clinicians should be alert to the
identification of other drugs that have been consistently observed to prolong the QTc interval. Such drugs should not be prescribed with
GEODON. A study directly comparing the QT/QTc-prolonging effect of GEODON with several other drugs effective in the treatment of
schizophrenia was conducted in patient volunteers. The mean increase in QTc from baseline for GEODON ranged from approximately
9 to 14 msec greater than for four of the comparator drugs (risperidone, olanzapine, quetiapine, and haloperidol), but was
approximately 14msec less than the prolongation observed for thioridazine. In this study, the effect of GEODON on QTc length was not
augmented by the presence of a metabolic inhibitor (ketoconazole 200 mg bid). In placebo-controlled trials, GEODON increased the
QTc interval compared to placebo 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%) placebo patients revealed QTc intervals exceeding the
potentially clinically relevant threshold of 500 msec. In the GEODON patients, neither case suggested a role of GEODON. Some drugs
that prolong the QT/QTc interval have been associated with the occurrence of torsade de pointes and with 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/QTc 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
at recommended doses in premarketing studies, experience is too limited to rule out an increased risk. A study evaluating the QT/QTc
prolonging effect of intramuscular GEODON, with intramuscular haloperidol as a control, was conducted in patient volunteers. In the
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 10 mg) given four hours apart. Note that a 30 mg dose of intramuscular GEODON is 50% higher than the
recommended therapeutic dose. The mean change in QTc from baseline was calculated for each drug using a sample-based correction
that removes the effect of heart rate on the QT interval. The mean increase in QTc from baseline for GEODON was 4.6 msec following
the first injection and 12.8 msec following the second injection. The mean increase in QTc 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 QTc 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 QTc length compared to several other antipsychotic drugs raises the possibility that
the risk of sudden death may be greater for GEODON than for other available drugs for treating schizophrenia. This possibility needs
to be considered in deciding among alternative drug 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 QTc interval, including (1) bradycardia; (2)
hypokalemia or hypomagnesemia; (3) concomitant use of other drugs that prolong the QTc interval; 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 baseline serum potassium and magnesium measurements. Hypokalemia (and/or hypomagnesemia) may increase the risk of
QT prolongation and arrhythmia. Hypokalemia may result from diuretic therapy, diarrhea, and other causes. Patients with low serum
potassium and/or magnesium should be repleted with those electrolytes before proceeding with treatment. It is essential to periodically
monitor serum electrolytes in patients for whom diuretic therapy is introduced during GEODON treatment. Persistently prolonged QTc
intervals may also increase the risk of further prolongation and arrhythmia, but it is not clear that routine screening ECG measures are
effective in detecting such patients. Rather, GEODON should be avoided in patients with histories of significant cardiovascular illness,
eg, QT prolongation, recent acute myocardial infarction, uncompensated heart failure, or cardiac arrhythmia. GEODON should be
discontinued in patients who are found to have persistent QTc measurements >500 msec. Neuroleptic Malignant Syndrome (NMS): A
potentially fatal symptom complex sometimes referred to as Neuroleptic Malignant Syndrome (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 undergoing treatment with antipsychotic drugs. Although the prevalence of TD appears to be highest
among the elderly, especially elderly women, it is impossible to rely upon prevalence estimates to predict, at the inception of antipsychotic
treatment, which patients are likely to develop TD. If signs and symptoms of TD appear in 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 it is 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 in higher-dose patients. Several patients with rash had signs and symptoms of associated
systemic illness, e.g., elevated WBCs. Most patients improved promptly upon treatment with antihistamines or steroids and/or upon
discontinuation of GEODON, and all patients were reported to recover completely. Upon appearance of rash for which an alternative etiology
cannot be identified, 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 α1-
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 (history of myocardial infarction or ischemic heart disease, heart failure or conduction
abnormalities), cerebrovascular disease or conditions that would predispose patients to hypotension (dehydration, hypovolemia, and
treatment with antihypertensive medications). Seizures: In clinical trials, seizures occurred in 0.4% of GEODON patients. There were
confounding factors that may have contributed to seizures in many of these cases. As with 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 prevalent in a population of 65 years or older. Dysphagia: Esophageal dysmotility
and aspiration have been associated with antipsychotic drug use. Aspiration pneumonia is a common 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 D2 receptors, GEODON elevates
prolactin levels in humans. Tissue culture experiments indicate that approximately one third of human breast cancers are prolactin dependent
in vitro, a factor of potential importance if the prescription of these drugs is contemplated in a patient with previously detected breast cancer.
Neither clinical studies nor epidemiologic studies conducted to date have shown an association between chronic administration of this class
of drugs and tumorigenesis in humans; the available evidence is considered too limited to be conclusive at this time. Potential for Cognitive
and Motor Impairment:Somnolence was a commonly reported adverse event in GEODON patients. In the 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 a motor vehicle (including automobiles) or operating
hazardous machinery until they are reasonably certain that GEODON therapy does not affect them adversely. Priapism:One case of priapism
was reported in the premarketing database. Body Temperature Regulation: Although 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 Illness:Clinical experience with GEODON in patients with certain concomitant systemic illnesses is limited.
GEODON has not been evaluated or used to any appreciable extent in patients with a recent history of myocardial infarction or unstable heart
disease. Patients with these diagnoses were excluded from premarketing clinical studies. Because of the risk of QTc prolongation and
orthostatic hypotension with GEODON, caution should be observed in cardiac patients (see QT Prolongation and Risk of Sudden Death in
WARNINGS and Orthostatic Hypotension in PRECAUTIONS). Information for Patients: To ensure safe and effective use of GEODON, the

information and instructions in the Patient Information Section should be discussed 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
measurements. Low serum potassium and magnesium should be repleted before treatment. Patients who are started on diuretics during
GEODON therapy need periodic monitoring of serum potassium and magnesium. Discontinue GEODON in patients who are found to have
persistent QTcmeasurements >500msec (see WARNINGS). Drug Interactions:(1) GEODON should not be used with any drug that prolongs
the QT interval. (2) Given the primary CNS effects of GEODON, caution should be used when it is 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 GEODON: 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 Cmax of GEODON by about 35%-40%. Cimetidine, 800 mg qd for 2 days, did not affect GEODON
pharmacokinetics. Coadministration of 30 mL of Maalox did not affect GEODON pharmacokinetics. Population pharmacokinetic analysis
of schizophrenic patients in controlled clinical trials has not revealed any clinically significant pharmacokinetic interactions 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 lithium450 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 in a 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. typhimurium 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 Fertility: GEODON increased
time to copulation in Sprague-Dawley rats in two fertility and early embryonic development studies at doses of 10 to 160 mg/kg/day (0.5 to
8 times the MRHD of 200 mg/day on a mg/m2 basis). Fertility rate was reduced at 160 mg/kg/day (8 times the MRHD on a mg/m2 basis).
There was no effect on fertility at 40mg/kg/day (2 times the MRHD on a mg/m2 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 if the 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.
It is recommended that women receiving GEODON should not breast feed. Pediatric Use: The safety and effectiveness of GEODON in
pediatric patients have not been established. Geriatric Use: Of the approximately 4500 patients treated with GEODON in clinical studies,
2.4% (109) were 65 years of age 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,
slower titration, and careful monitoring during the initial 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 (a pool of two 6-week, and two 4-week fixed-dose trials) and bipolar mania (a pool of two 3-week flexible-dose trials)
in which 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 dropout in 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 dystonia and 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 schizophrenia trials were somnolence (14%) and respiratory tract infection (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 list 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 pain. Cardiovascular—tachycardia.
Digestive—nausea, constipation, dyspepsia, diarrhea, dry mouth, anorexia. Nervous—extrapyramidal symptoms, somnolence, akathisia,
dizziness. Respiratory—respiratory tract infection, rhinitis, cough increased. Skin and Appendages—rash, fungal dermatitis. Special
Senses— abnormal vision. Bipolar Mania: Body as a Whole—headache, asthenia, accidental injury. Cardiovascular—hypertension.
Digestive—nausea, diarrhea, dry mouth, vomiting, increased salivation, tongue edema, dysphagia. Musculoskeletal—myalgia. Nervous—
somnolence, extrapyramidal symptoms, dizziness, akathisia, anxiety, hypesthesia, 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, increased salivation, arthralgia, anxiety, dizziness, dystonia, hypertonia, somnolence, tremor, rhinitis, rash, and abnormal vision.
Extrapyramidal Symptoms (EPS): The incidence of reported EPS for GEODON patients in the short-term, placebo-controlled schizophrenia
trials was 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 (see 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 statistically significantly 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 a low 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 QTc interval (see
WARNINGS). In schizophrenia trials, GEODON was associated with a mean increase in heart rate of 1.4 beats per minute compared to a 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
thrombophlebitis, myocarditis, thrombophlebitis. Digestive System—Frequent: anorexia, vomiting; Infrequent: rectal hemorrhage,
dysphagia, tongue edema; Rare: gum hemorrhage, jaundice, fecal impaction, gamma glutamyl transpeptidase increased, hematemesis,
cholestatic jaundice, hepatitis, hepatomegaly, leukoplakia of mouth, fatty liver deposit, melena. Endocrine—Rare: hypothyroidism,
hyperthyroidism, thyroiditis. Hemic and Lymphatic System—Infrequent: anemia, ecchymosis, leukocytosis, leukopenia, eosinophilia,
lymphadenopathy; Rare: thrombocytopenia, hypochromic anemia, lymphocytosis, monocytosis, basophilia, lymphedema, polycythemia,
thrombocythemia. Metabolic and Nutritional Disorders—Infrequent: thirst, transaminase increased, peripheral edema, hyperglycemia,
creatine phosphokinase increased, alkaline phosphatase increased, hypercholesteremia, dehydration, lactic dehydrogenase increased,
albuminuria, hypokalemia; Rare: BUN increased, creatinine increased, hyperlipemia, hypocholesteremia, hyperkalemia, hypochloremia,
hypoglycemia, hyponatremia, hypoproteinemia, glucose tolerance decreased, gout, hyperchloremia, hyperuricemia, hypocalcemia,
hypoglycemic reaction, hypomagnesemia, ketosis, respiratory alkalosis. Musculoskeletal System —Frequent: myalgia;
Infrequent: tenosynovitis;Rare:myopathy. Nervous System—Frequent:agitation, extrapyramidal syndrome, tremor, dystonia, hypertonia,
dyskinesia, hostility, twitching, paresthesia, confusion, vertigo, hypokinesia, hyperkinesia, abnormal gait, oculogyric crisis, hypesthesia,
ataxia, amnesia, cogwheel rigidity, delirium, hypotonia, akinesia, dysarthria, withdrawal syndrome, buccoglossal syndrome, choreoathetosis,
diplopia, incoordination, neuropathy; Infrequent:paralysis; Rare:myoclonus, nystagmus, torticollis, circumoral paresthesia, opisthotonos,
reflexes increased, trismus. Respiratory System—Frequent: dyspnea; Infrequent: pneumonia, epistaxis; Rare:hemoptysis, laryngismus.
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—Infrequent: 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 a rate on intramuscular GEODON ( in the 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.
Body as a Whole—headache, injection site pain, asthenia, abdominal pain, flu syndrome, back pain. Cardiovascular—postural hypotension,
hypertension, bradycardia, vasodilation. Digestive—nausea, rectal hemorrhage, diarrhea, vomiting, dyspepsia, anorexia, constipation,
tooth disorder, dry mouth. Nervous—dizziness, anxiety, insomnia, somnolence, akathisia, agitation, extrapyramidal syndrome, hypertonia,
cogwheel rigidity, paresthesia, personality disorder, psychosis, speech disorder. Respiratory—rhinitis. Skin and Appendages—
furunculosis, sweating. Urogenital—dysmenorrhea, priapism. DRUG ABUSE AND DEPENDENCE—Controlled Substance Class:
GEODON is not a 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).

GZ270749T © 2006 Pfizer Inc.   All rights reserved. March 2006
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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. 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 1.6 to 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 about
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.g., heart failure, sudden death) or infectious (e.g., pneumonia) in nature. GEODON (ziprasidone) is not
approved for the treatment of patients with Dementia-Related Psychosis.

References: 1. Daniel DG, Potkin SG, Reeves KR, Swift RH, Harrigan EP. Intramuscular (IM) ziprasidone 20 mg is effective in reducing acute agitation associated with psychosis: a double-blind, randomized trial.
Psychopharmacology. 2001;155:128-134. 2. Brook S, Walden J, Benattia I, Siu CO, Romano SJ. Ziprasidone and haloperidol in the treatment of acute exacerbation of schizophrenia and schizoaffective disorder: comparison
of intramuscular and oral formulations in a 6-week, randomized, blinded-assessment study. Psychopharmacology. 2005;178:514-523. 3. Lesem MD, Zajecka JM, Swift RH, Reeves KR, Harrigan EP. Intramuscular ziprasidone,
2 mg versus 10 mg, in the short-term management of agitated psychotic patients. J Clin Psychiatry. 2001;62:12-18. 4. Brook S, Lucey JV, Gunn KP, for the Ziprasidone IM Study Group. Intramuscular ziprasidone compared
with intramuscular haloperidol in the treatment of acute psychosis. J Clin Psychiatry. 2000;61:933-941.

“Persons with schizophrenia 
and a history of violence may 
present abnormalities in the 

amygdalae from early life that 
are associated with reduced 

abilities to experience 
emotions and to recognize 

emotions in others.”
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Are Violent Patients More Often
Subject to ‘Leveraged Treatment’?
Leveraged treatment encompasses a range of strategies to induce pa-
tients to comply with treatment, such as making access to subsidized 
housing or disability income dependent on treatment adherence.

BY MARK MORAN

A pproximately three-quarters 
of subjects with psychiatric 
illness who report commit-
ting serious violent crimes 
also report experiencing 

some form of “leveraged treatment.”
A number of demographic and clini-

cal factors are associated with the experi-
ence of leveraged treatment. These include 
younger age, male gender, poorer clini-
cal functioning, more years in treatment, 
more frequent hospitalizations, higher fre-
quency of outpatient visits, and negative 
attitudes toward medication adherence. 

Those fi ndings suggest that a combina-
tion of concerns about safety and treatment 
nonadherence may infl uence decisions by 
clinicians and judges to apply legal lever-
age, wrote Jeffrey Swanson, Ph.D., and 
colleagues in the August American Jour-
nal of Psychiatry. 

Leveraged treatment refers to any of a 
wide range of strategies to induce patients to 
comply with treatment. These may include 
mandated community treatment whereby 
incarceration or placement in subsidized 
housing can be made contingent on com-
pliance, appointment of a money manager 
to make a patient’s access to funds contin-
gent on treatment adherence, and lenient 
sentencing by judges on the condition that 
a person participate in treatment. 

“The fi ndings suggests that a history 
of violence per se is not considered a suffi -
cient rationale for applying legal leverage to
psychiatric outpatients, assuming the patient 
is willing to accept treatment voluntarily,”  
Swanson told Psychiatric News. “They also 
suggest that a patient’s unwillingness to take 
medication is not, in and of itself, suffi cient to 
warrant legally mandating treatment in the 
community, as long as the patient poses no 
risk of violence. However, if a potentially vio-
lent patient is unwilling to take medication, 
psychiatrists are more likely to resort to legal 
leverage, partly out of concern for their own 
professional liability in an adverse event.  Sim-
ilarly in the criminal-justice system, a judge 
may order a defendant with mental illness to 
participate in treatment as a condition of liv-
ing in the community, especially if the person 
isn’t likely to accept treatment voluntarily and 
may become violent without it.”

Swanson is an associate professor of 
psychiatry at Duke University School of 
Medicine. 

In the study, approximately 200 out-
patients were recruited at publicly funded 
mental health treatment programs in each 
of fi ve cities: Chicago, Durham, N.C., San 
Francisco, Tampa, Fla., and Worcester, 
Mass. A single structured interview last-
ing about 90 minutes was administered in 
person by a trained lay interviewer. Partic-
ipants were paid $25 for the interview.

The researchers assessed whether 
respondents had experienced no lever-
age, social leverage only (such as leverage 
involving money or housing), legal lever-
age only (outpatient commitment or lever-
age applied through the criminal justice 
system), or both types of leverage.

They used the MacArthur Community 
Violence Interview to assess study partici-
pants for violent and aggressive behavior 
during the previous six months. 

Across study sites, 18 percent to 21 per-
cent of participants reported having com-
mitted violent acts in the prior six months. 
Those who reported having used or made 
threats with a lethal weapon, committed 

sexual assault, or caused injury ranged 
from 3 percent to 9 percent. 

About three-quarters of subjects 
who reported such serious violence also 
reported having experienced some form 
of leveraged treatment, compared with 
about one-half of subjects who did not 
report serious violence.

Across the fi ve sites, the proportion of 
respondents reporting social welfare lever-
age alone ranged from 15.7 percent to 26.3 
percent of respondents. Legal leverage 
alone was reported by 11.2 percent to 17.0 
percent. 

The proportion of respondents who 
experienced both types ranged from 12.8 
percent to 18.5 percent.

People who reported any physically 

assaultive behavior and also did not take 
medication voluntarily were more than 
twice as likely to have experienced legal 
leverage (see chart).

“Treating clinicians should understand 
that the use of leveraged community treat-
ment is now a common part of the landscape 
of mental health services for adults in the 
United States,” Swanson told Psychiatric News. 
“Violence risk is sometimes cited as the rea-
son for this, but clearly leverage is not all about 
preventing violence. In fact, the use of lever-
age is far more common than violence itself is 
among public psychiatric outpatients.”

Is leverage being applied appropriately?  
“We don’t know enough about that,” Swan-
son said. “It’s likely that the use of leverage 
to ensure adherence does prevent violence 
to some extent. That’s probably why about 
three-quarters of patients with serious vio-
lent behavior have received some type of 
legally leveraged mental health treatment. 
But the main goal in the application of 
leverage should be to improve the effective-
ness of treatment in the community—that 
is, to help meet the complex needs of people 
with severe mental illness and not to focus 
only on reducing serious violence, which is 
actually quite a rare phenomenon among 
these patients.  Otherwise it’s going to be a 
misapplied policy in most cases.”

Paul Appelbaum, M.D., chair of APA’s 
Council on Psychiatry and Law, said the 
study brings to light for the fi rst time the 
frequency with which various forms of 
leverage are used. 

Appelbaum was in charge of the study 
site at Worcester, Mass., and was involved 
in planning the study and analyzing the 
data.

“Until the study from which these data 
were drawn, we had no idea of the fre-
quency of these forms of leverage,” he said. 
“So a major effect of the underlying study, 
as well as this analysis, has been to sur-

face these behaviors and enable discussion 
about their legitimacy to begin.

“It can be concluded that people who 
are subject to leverage are at higher risk for 
reporting violence, but it’s not clear that 
violence was the reason that they were sub-
jected to leverage,” Appelbaum told Psychi-
atric News. “As an alternative hypothesis, it 
could be that violent patients are also more 
symptomatic, and it was their higher levels of 
symptomatology that led to leverage use.”

In an editorial accompanying the arti-
cle, Appelbaum noted that “it remains an 
open question” whether leveraged treat-
ment is effective in reducing violence. 

“Among the variables likely to deter-
mine effectiveness in a given population 
are the extent to which violence is linked 
to psychiatric symptoms, the effi cacy of 

treatment in reducing 
those symptoms, the 
availability of treatment, 
the degree of compliance 
with treatment (which 
may relate to how aggres-
sively the mandates are 
enforced), and the degree 
to which positive effects 
carry over after the ter-
mination of the man-
date,” he wrote.

In his comments to 
Psychiatric News, Appel-
baum drew a distinction 
between mandated out-
patient treatment and the 
forms of leverage expe-
rienced by most of the 
patients in the study.

“Only a minority of subjects in this 
study were exposed to outpatient commit-
ment,” he said. “The other forms of lever-
age that were used tend to be much less 
visible, though they may—ironically—
be more coercive. Most outpatient com-
mitment statutes lack real enforcement 
provisions. But treatment requirements 
imposed by the criminal justice system are 
ignored only at the risk of being incarcer-
ated, and leverage using housing or control 
of money has real consequences as well.”

“Violence and Leveraged Community 
Treatment for Persons with Mental Dis-
orders” is posted at <http://ajp.psychiatry
online.org/cgi/content/full/163/8/1404>. 
Appelbaum’s editorial is posted at <http://
ajp.psychiatryonline.org/cgi/content/full/
163/8/1319>. ■

Small Percentage of Violent Crime
Attributable to Mental Illness
Women who commit a violent crime may be more likely to have severe 
mental illness than men who commit a violent crime.

BY MARK MORAN

Patients with severe mental illness 
commit approximately 1 in 20 vio-
lent crimes, according to a study of 

mental illness and violence in Sweden. 
Researchers using Swedish national 

registry data determined that the overall 
contribution of patients with severe mental 
illness to violent crime in Sweden between 
1988 and 2000 was about 5 percent. 

“Although Sweden is average for Western 
Europe in terms of violent crime per head of 
population, it has lower rates of homicides 
than countries with more liberal gun-owner-
ship laws,” wrote study authors Seena Fazel, 
M.B.Ch.B., and Martin Grann, C.Psych.
Ph.D., in the August American Journal of 
Psychiatry. “This will alter the attributable 
risk for homicide, which is likely to be lower 
in countries such as the United States, but it 
is unlikely to substantially modify the over-
all attributable risk for violent crime, which 
is mostly accounted for by much more com-
mon crimes, such as assault.”

They linked 98,082 individuals dis-
charged with an ICD diagnosis of schizo-
phrenia to a national crime registry to deter-
mine the population-attributable risk of 
patients with severe mental illness to violent 
crime. Population-attributable risk is an epi-
demiologic term referring to the proportion 
of any disease or phenomenon (in this case, 
violence) that is attributable to a risk factor (in 

this case, severe mental illness).
Though the measure does not estimate 

the dangerousness of any one individual with 
mental illness, it does provide a population 
perspective on the extent to which mental 
illness contributes to violent crime.

The researchers found that over a 13-
year period, there were 45 violent crimes 
committed per 1,000 inhabitants. Of these, 
2.4 were attributable to patients with severe 
mental illness, corresponding to a popula-
tion-attributable risk of 5.2 percent. 

The attributable risk was higher in 
women than men across all ages: in women 
aged 25 to 39 it was 14 percent, and in 
women over age 40 it was 19 percent. It was 
lowest in the 15 to 24 age group—2.3 per-
cent for men and 2.9 percent for women. 

“This population study demonstrated 
that the overall contribution of patients 
with severe mental illness to such crime 
was about 5 percent in Sweden between 
1988 and 2000,” wrote Fazel and Grann. 
“Although this contribution varied by gen-
der, age, and type of violent crime, this 
fi nding should generate a more informed 
debate on the contribution of persons with 
severe mental illness to societal violence.”

“The Population Impact of Severe 
Mental Illness on Violent Crime” is post-
ed at <http://ajp.psychiatryonline.org/
cgi/content/full/163/8/1397>. ■

% experiencing leveraged treatment

Dangerous Combination
These data are from a survey of 1,011 persons with psychiatric disorders 
being treated in public mental health service systems in five U.S. cities. 
Data collection ran from October 2002 through December 2003.

Any physically assaultive behavior
No physically assaultive behavior

Source: Jeffrey Swanson Ph.D., et al., American Journal of Psychiatry, August 2006
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Takes medication 
voluntarily

Does not take 
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voluntarily
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please see Melatonin on page 28

BY LYNNE LAMBERG 

Melatonin corrects circadian-rhythm disturbances that often lead to se-
vere and persistent insomnia in individuals who are totally blind.

Totally blind people—
those who cannot per-
ceive light—often report 
diffi culty falling asleep 
and staying asleep, as well 

as fatigue, poor concentration, and irrita-
bility while awake.

More than half of these individuals, an 
estimated 50,000 to 100,000 people in the 
United States alone, may have a potentially 
correctable circadian-rhythm sleep disor-
der, sleep specialists say.

Exogenous melatonin is the treatment 
of choice for blind people with non-24-
hour sleep-wake disorder,” said Robert 
Sack, M.D., a professor of psychiatry at 
Oregon Health and Science University 
(OHSU) in Portland.

Sack chaired a symposium on using mel-
atonin in the blind at the annual meeting of 
the Associated Professional Sleep Societies 
(APSS) in Salt Lake City, Utah, in June. He 
and other speakers recently discussed their 
research with Psychiatric News. 

The high prevalence of sleep problems 
in the blind underscores the importance 
of light in regulating circadian rhythms 
in the sighted, Sack said. In sighted peo-
ple, sunlight signals travel from the eyes 
to the body’s master biological clock in 
the hypothalamus over a pathway distinct 
from that for vision. Shifting levels of light 
across the day entrain, or synchronize, the 
sleep-wake cycle, endogenous melatonin 
release, and other biological rhythms with 
the earth’s day/night cycle. 

Most people, sighted and blind, have 
innate daily cycles of 24-25 hours, noted 
Alfred Lewy, M.D., professor and senior 
vice chair of psychiatry at OHSU.

In sighted people, daily exposure to sun-
light automatically resets cycle length to 
the world’s 24-hour day. More than half of 
totally blind people have a 24.5-hour circa-
dian cycle, Lewy said. They commonly drift 
later and later around the real time clock, a 
phenomenon known as “free-running.” 

Even if they try to sleep at regular times, 
they typically sleep well only a few days a 
month, when their internal clocks fall in 

Melatonin Effective
In Totally Blind People

sync with preferred schedules. At other 
times, they sleep poorly and feel drowsy 
while awake. Some experience depressive 
symptoms. 

Daily oral doses of melatonin can 
entrain these blind free-runners, research-
ers at the University of Surrey in the United 
Kingdom reported in January 2000 in the 
Journal of Endocrinology. 

Lewy’s group suggests doses of about 
0.02-0.3 mg/day, approximating physio-
logical secretion, usually taken in the late 
afternoon or early evening, may be most 
effective. They published a dose-response 
curve for use of exogenous melatonin in 
the physiological range in totally blind 
people in Chronobiology International in 
December 2005. 

Jonathan Emens, M.D., an assistant 
professor of psychiatry at OHSU, work-
ing with Lewy and others, reported at the 
APSS meeting that his group had shown 
for the fi rst time that exogenous melatonin 
also can entrain blind free-runners with 
periods less than 24 hours. The research-
ers helped a blind 41-year-old woman and 
a blind 9-year-old girl stop drifting earlier 
around the clock. (The long-term safety of 
giving melatonin to prepubertal children 
has not been established.) 

Melatonin also may help blind people 
with 24-hour rhythms that persistently 
run early or late, disrupting work and 
social life, Emens said. Melatonin shifts 
biological rhythms earlier or later depend-
ing on when it is taken. 

Findings from research in the blind, he 
suggested, may be applicable to shift work, jet 
travel, and other circadian sleep disorders. 

Determining the optimal dose and 
timing of melatonin administration for 
the individual user is a key focus of ongo-
ing research, said Debra Skene, Ph.D., a 
professor of neuroendocrinology at the 
School of Biomedical and Molecular Sci-
ences, University of Surrey in Guildford, 
Surrey, United Kingdom. An individual’s 
response to melatonin depends on both 
clock time and circadian time, she said, 
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Position Available:
Director, Department of Quality
Improvement and Psychiatric Services

Th e American Psychiatric Association, Arlington, Virginia, seeks 
a Director for the Department of Quality Improvement and 
Psychiatric Services.  Th e director develops, implements, or over-
sees the association’s quality care programs that focus on clinical 
standards, practice guidelines, clinical performance measurement, 
and electronic health records, as well as the association’s activities 
concerning substance abuse and children’s aff airs.  Th e director 
leads/supervises the department staff ; represents the department’s 
activities with other organizations; and ensures staff  support for 
relevant components of the association.  With appropriate train-
ing and experience, applicant may also collaborate with the APIRE 
supported Practice Research Network (PRN) research on the 
application of practice guidelines, indicators, and electronic health 
records in routine clinical practice.  Applicants must have an M.D., 
Ph.D., or M.S. with equivalent experience.  Qualifi cations required: 
Seven years of management experience, plus fi ve years of experience 
in the mental health fi eld or three years of experience in the medi-
cal performance measurement fi eld.  Compensation commensurate 
with education and experience. 

For a complete position description, contact Human Resources (HRAPPS@psych.org).
Expressions of interest will be received in confi dence.  

2006 Annual Meeting Online
Your One-Stop Educational Resource Library

Presenting Slides, Audio and Selected Video of the 
2006 Top Annual Meeting Sessions Captured Online.

• FREE access to all sessions for 2006 APA Annual Meeting attendees
• Review presentations from world leaders in the fi eld
• Earn CME credit online
• FREE admission for everyone to selected Industry-Supported Symposia and these 
 select sessions:
 • Spanish Language Update on Assessment Management of Depression
 • Screening, Diagnosis and Management of Alcohol Use Disorders
 • Frontiers of Science Lecture: Human Sexuality in the Time of AIDS

2006 programs include:
• Advances in Mood Disorders
• Advances in Schizophrenia
• Identifying subtypes in OCD
• Treatment of Personality Disorders: Preview of DSM IV
• Clinician’s Guide to the New Pharmacotherapies for Alcoholism
• Advances in Cognitive Therapy - Aaron Beck
• FOCUS LIVE! Personality Disorders -  Glen Gabbard

Use your meeting badge number for free access to the site.
APA Members (non-attendees) $65, Non-Members $125

Visit the APA Annual Meeting Online www.psych.org/amlibrary
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KNOWTHEFACTS

13% of patients had diabetes in the
landmark CATIE schizophrenia study
at baseline—4 times more common
than in the general population.1

Be aware.
Screen and monitor your patients.

Make a difference.

Reference: 1. Goff DC, Sullivan LM, McEvoy JP, et al. A comparison of ten-year cardiac risk estimates in schizophrenia
patients from the CATIE study and matched controls. Schizophr Res. 2005;80:45-53.
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BY AARON LEVIN

Physicians Urged to Warn
Of SSRIs’ Bleeding Risk
Combining SSRIs with NSAIDs may create an increased—but manage-
able—risk for patients taking both drugs.

Physicians prescribing selective 
serotonin-reuptake inhibitors 
(SSRIs) should make patients 
aware of the possibility of gas-
trointestinal bleeding, espe-

cially if they have pre-existing risk factors or 
are taking other drugs that increase risk, said 
a University of Pennsylvania psychiatrist.

“The research shows that this is not a 
frequent event, but it is an event,” said Rob-
ert Weinrieb, M.D., an associate professor 
of psychiatry at the University of Penn-
sylvania School of Medicine and Philadel-
phia Veterans Affairs Medical Center and 

director of medical and consultative psy-
chiatry at the Hospital of the University of 
Pennsylvania in Philadelphia. The risk to 
patients is about the same as that for ibu-
profen, he said in an interview.

Weinrieb is a substance abuse specialist 
and backed into his interest in the relation 
between SSRIs and bleeding.

“People had been using SSRIs to pre-
vent psychiatric side effects when inter-
feron was used to treat patients with hepa-

titis C,” he said. These side effects included 
depression, irritability, and insomnia. 

He wondered if these drugs would also 
work with patients on methadone, many of 
whom were infected with hepatitis C. How-
ever, conventional wisdom among doctors 
said that using interferon in methadone-using 
patients would cause them to relapse or send 
them into depression or psychosis, although 
there were no prospective placebo-controlled 
trials on the subject. He set up a pilot experi-
ment at the Philadelphia Veterans Affairs hos-
pital to see if the SSRI paroxetine would pre-
vent psychiatric side effects from developing 
in patients taking interferon. 

After data gathering was completed in 
that study, a patient died of gastrointesti-
nal bleeding. The patient had several risk 
factors for bleeding, but Weinrieb never-
theless did a full MEDLINE search dating 
back to 1966, looking for any association of 
SSRIs and gastrointestinal bleeding.

In a paper published last year, Wein-
rieb and three colleagues found seven ret-
rospective analytic studies supporting an 
association between SSRI use and upper 
gastrointestinal and perioperative bleed-
ing. Other literature reviews have come to 
the same conclusion.

U.S. Food and Drug Administration 
labeling requirements for some SSRIs say 
that “concurrent use of an NSAID or aspi-
rin potentiated the risk of bleeding.”

 Combining aspirin or nonsteroidal 
anti-infl ammatory drugs (NSAIDs) with 
SSRIs appeared to increase the risk, as 
did concurrent use of warfarin or low-
molecular-weight heparin. The research-
ers estimated that SSRI use increases risk 
of bleeding by 3.6 times, compared with 
the risk in the general population for those 
who don’t use SSRIs, but that there is a 
12-fold risk increase when NSAIDs and 
SSRIs are combined. He noted that these 

and on how long the person takes it. 
Individual circadian cycle length also 

may affect treatment outcome, Skene 
said. People with an innate period longer 
than 24.5 hours seem to have more trou-
ble entraining than those with shorter 
cycles. Different formulations of mela-
tonin, including fast release, sustained 
release, and controlled release, may have 
different effects. 

Before treatment starts, every patient 
needs a correct diagnosis, said Steven 
Lockley, Ph.D., an assistant professor of 
medicine at Harvard Medical School. 

“I know of blind people with non-24-
hour sleep-wake disorder who have been 
given hypnotics to use at night and stimu-
lants to use in the day because their phy-
sicians did not recognize the cyclic nature 
of their disorder,” he said. 

An estimated 1 in 4 totally blind peo-
ple can entrain to 24-hour rhythms using 
nonphotic time cues in their environment, 
Lockley noted. These cues include regular 
times for sleep, meals, exercise, work, social 
relationships, caffeine, and medications. 
Some blind people with no conscious light 
perception still may have light-sensitive cells 
in the retina that enable entrainment. 

Blind people able to perceive any light 
are unlikely to have a circadian rhythm 
sleep disorder, he said. However, visually 
impaired people overall have higher rates 
of sleep disorders than people with nor-
mal vision. 

Asking a patient to keep a sleep diary 
or wear a wrist activity monitor for at least 
two months probably will reveal a cyclic 
sleep-wake disorder if one exists, he said. 
Collection of urine samples every four to 
eight hours for 48 hours every two weeks 
for two months to assess melatonin or corti-
sol rhythms can help make a defi nitive diag-
nosis and aid a decision about appropriate 
treatment timing. These noninvasive, rel-
atively inexpensive measures, he said, are 
practical in primary care practice. 

Melatonin may improve sleep regard-
less of circadian entrainment, he added, 
but correcting an underlying circadian 
disorder, if one is present, can improve 
daytime performance, alertness, and over-
all quality of life. ■

Melatonin
continued from page 26
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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.

Please see adjacent Brief Summary of Prescribing Information.
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clinical & research news
estimates were drawn from retrospective 
studies and thus refl ect some uncertainty.

“We don’t know if SSRIs cause muco-
sal injury but they can cause bleeding from 
existing lesions in the stomach,” said study 
co-author James Lewis, M.D., an assistant 
professor of medicine in the Department 
of Gastroenterology at the University of 
Pennsylvania. SSRIs have a broad anti-
platelet effect, he said, but SSRI-related 
bleeding occurs mainly in the gastroin-
testinal system. There’s no indication that 
SSRIs increase risk of bleeding strokes in 
the brain, for instance.

Cardiologists have hypothesized that the 
antiplatelet effects of SSRIs might actually 
benefi t patients with occlusive heart dis-
ease, even if its use were offset by bleeding 
risks. At least one manufacturer also noted 
the effect. The makers of one SSRI once 
applied to market its drug to treat coronary 
artery disease because of its platelet-inhi-

bition ability, said Weinrieb, although the 
application was turned down. 

Physicians prescribing SSRIs should be 
aware of their potential to cause bleeding, 
but should not exaggerate the risk, Lewis 
told Psychiatric News.

“The relative risk is similar to that of 
NSAIDs, but remember that NSAIDs are 
sold over the counter,” said Lewis. “It’s 
important to balance potential benefi ts 
and harms. Usually, if there is a legitimate 
indication for treatment with an SSRI, the 
benefi ts outweigh the harms.”

Physicians prescribing SSRIs should be 
aware of any added risk factors for gastroin-
testinal bleeding, such as stomach ulcers or 
a history of bleeding. They should counsel 
patients about the risk and tell them to call 
their doctor if they have any of the signs or 
symptoms of bleeding, said Weinrieb. The 
effects of SSRIs on bleeding are not predicted 
by standard blood tests but are revealed by a 

platelet-aggregation test, he noted.
It is not necessary to stop the SSRIs 

when elevated bleeding risk is present, 
said Lewis. Alternative steps are avail-
able. Patients taking aspirin or NSAIDs 
for noncardiac reasons could be directed 
to acetaminophen to relieve pain. Aspi-
rin users with a history of ulcer bleeding 
have done well in randomized clinical tri-
als with a combination of aspirin and a pro-
ton pump inhibitor to suppress stomach-
acid production, said Lewis.

Weinrieb suggested that physicians cau-
tion patients who have two or more risk fac-
tors and consider switching them to dopami-
nergic antidepressants (such as bupropion) 
or drugs with less serotonin reuptake inhibi-
tion (such as mirtazapine), if needed.

“Selective Serotonin Re-Uptake In-
hibitors and the Risk of Bleeding” is 
posted  at <www.expertopin.com/doi/abs/
10.1517/14740338.4.2.337>. ■

• First and only—nonscheduled prescription insomnia medication...
not a controlled substance and approved for long-term use1

• First and only—prescription insomnia medication that targets the 
normal sleep-wake cycle1

• First and only—prescription insomnia medication with no evidence 
of abuse potential in clinical studies1

• First and only—prescription insomnia medication that does not 
promote sleep by CNS depression1

• Promote sleep with Rozerem—patients who took Rozerem fell 
asleep faster than those who took placebo1

• One simple 8-mg dose1

*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).1,2

Please visit www.rozerem.com

Clinical studies show no evidence 
of potential abuse, dependence, or withdrawal*

Start and stay with 
nonscheduled Rozerem—

ZERO evidence 
of abuse or dependence

Rozerem™ is a trademark of Takeda Pharmaceutical Company Limited and used under license by Takeda Pharmaceuticals North America, Inc.

Free Subscription
U.S. and Canadian APA members can 
receive a free subscription to Psychiat-
ric Services as a benefi t of their mem-
bership. To subscribe, go to APA’s Web 
site at <www.psych.org/ps>, download 
the one-page form, sign it, and fax it as 
instructed on the form. The fi rst issue of 
your subscription will be mailed in four to 
six weeks.

As a subscriber, you can activate 
a free online subscription by going to 
<www.psychiatryonline.org>, click-
ing on “Subscriptions,” and entering 
your customer number (it appears on 
the mailing label above your name and 
address). 
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Placebo-Based Brain Changes
Affect Depression Outcome
Because of treatment expectations, the therapeutic alliance, or other fac-
tors, patients’ brain activity can change even before they get psychotropic 
medications. These changes in turn can infl uence how they respond to 
the drugs.

a new study has found.
The placebo lead-in phase is common 

to many effi cacy studies of antidepressant 
medications. Typically, subjects receive a 
placebo from three to 14 days before being 
randomly assigned to a placebo or med-
ication. This initial drug-free interval 
allows the effects of the study drug to be 
evaluated without being compromised by 

The power of a placebo is 
nothing new to psychia-
trists, but documenting a 
placebo’s punch inside the 
brain is more novel.

More specifi cally, changes in a 
depressed person’s brain before treatment 
can predict, to a sizable extent, whether 
the individual will respond to treatment, 

pre-existing medications. Aimee Hunter, 
Ph.D., a research psychologist at the 
UCLA Semel Institute for Neuroscience 
and Human Behavior, and her coworkers 
decided to capitalize on the placebo lead-
in phase of an antidepressant trial to learn 
more about a placebo’s impact on the brain 
and the possible infl uence of this impact on 
treatment outcome.

Fifty-one subjects diagnosed with major 
depression and participating in a double-
blind, placebo-controlled antidepressant 
trial with a placebo lead-in phase were 
included in this experiment. Brain electri-
cal activity was measured both before and 
after the one-week placebo lead-in phase 
with a technique developed at UCLA 
called quantitative EEG cordance. The 
technique involves placing electrodes on a 
subject’s scalp to pick up electrical signals, 
which are then fed into a computer. The 
computer then measures the electrical sig-

Researchers measured brain changes during 
the placebo lead-in period in 25 subjects 
who later got an antidepressant. They found 
signifi cant differences between the brain 
changes in the 13 who responded to an 
antidepressant and the 12 who did not. The 
brain changes predicted, at least to some 
degree, subjects’ clinical outcomes.

nals coming from the subject’s brain and 
processes them into colorful patterns.

The subjects’ level of depression was 
then assessed using the Hamilton Rat-
ing Scale for Depression (HAM-D). Sub-
jects were randomized to receive either 
an antidepressant or a placebo for eight 
weeks; at the end of that time, depression 
levels were measured once more with the 
HAM-D. Finally, the scientists looked to 
see whether there were changes in sub-
jects’ brain electrical activity during the 
placebo lead-in period, and if so, whether 
the changes could be linked with their 
clinical outcome.

The answer was yes on both counts, 
and not just for those subjects getting an 
antidepressant, but also for those getting 
a placebo, the researchers reported in the 
August American Journal of Psychiatry.

In the subjects given an antidepressant, 
decreases in prefrontal cortex electrical 
activity during the placebo lead-in period 
were signifi cantly associated with lower 
depression scores at the end of the eight-
week treatment period. Nineteen percent 
of the variance in depression scores, in 
fact, could be explained by brain electri-
cal activity that occurred during the lead-
in period.

In the case of the subjects given a pla-
cebo, increases in right temporal lobe elec-
trical activity during the placebo lead-in 
period were signifi cantly linked with lower 
depression scores at the end of the eight-
week treatment period. Twenty percent of 
the variance in depression scores could be 
explained by brain electrical activity that 
occurred during the lead-in period.

“We were surprised that 19 percent of 
the variance in fi nal HAM-D scores was 
predicted by brain changes occurring 
before start of drug,” Hunter told Psychi-
atric News. “That’s a fairly large propor-
tion, especially considering that the pla-
cebo lead-in period was only one week 

please see Placebo on page 36
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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
association with the use of hypnotics. In primarily depressed 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 
ROZEREM.
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 Cmax 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 fluvoxamine, the AUC0-inf for ramelteon increased
approximately 190-fold, and the Cmax 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-II, (both
AUC0-inf and Cmax) 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 AUC0-inf and Cmax of ramelteon
increased by approximately 84% and 36%, respectively, when a single 16 mg
dose of ROZEREM was administered on the fourth day of ketoconazole 
200 mg twice daily administration, compared to administration of ROZEREM
alone. Similar increases were seen in M-II pharmacokinetic variables.
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
(AUC0-inf and Cmax) 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-II 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-II metabolite.
Effects of ROZEREM on Metabolism of Other Drugs
Concomitant administration of ROZEREM with omeprazole (CYP2C19 sub-
strate), dextromethorphan (CYP2D6 substrate), midazolam (CYP3A4
substrate), theophylline (CYP1A2 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 co-administration of ROZEREM 32 mg
and alcohol (0.6 g/kg), there were no clinically meaningful or statistically 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.
Carcinogenesis, Mutagenesis, and Impairment of Fertility
Carcinogenesis
In a two-year carcinogenicity study, B6C3F1 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
hepatoblastoma. Female mice developed 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 ramelteon and the active metabolite M-II, respectively, 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-II, 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-II,
respectively, at the MRHD based on AUC). The no-effect level for hepatic
tumors in female rats was 15 mg/kg/day (472-times and 16-times the
therapeutic exposure to ramelteon and M-II, respectively, 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. Leydig cell tumor development following treatment with non-
genotoxic compounds in rodents has been linked to reductions in circulating
testosterone levels with compensatory increases in luteinizing 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-II 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 vitro 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-II 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-II 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/m2 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 
600 mg/kg/day dose level. Administration of ramelteon 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
dose [MRHD] on a mg/m2 basis. There are no adequate and well-controlled
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 decreased spontaneous 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 malformations including
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-II, 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 
teratogenicity was, therefore, 300 mg/kg/day (11,862-times and 99-times 

higher than the therapeutic exposure to ramelteon and M-II, respectively, at 
the MRHD based on AUC).
The effects of ramelteon on pre- and post-natal development 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
offspring of the groups given 100 mg/kg/day and higher. Offspring in the 
300 mg/kg/day group demonstrated physical and developmental delays
including 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/m2 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 Reactions Resulting in Discontinuation of Treatment
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 symptomatic and supportive measures 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 supportive measures employed.
Hemodialysis does not effectively reduce exposure to ROZEREM. Therefore,
the use of dialysis in 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
Marketed 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. PI02-0002-1
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Important Safety Information for ZYPREXA® (olanzapine)

Cerebrovascular adverse events (CVAE), including stroke, in 
elderly patients with dementia—Cerebrovascular adverse events 
(eg, stroke, transient ischemic attack), including fatalities, were reported 
in trials of ZYPREXA in elderly patients with dementia-related psychosis. 
In placebo-controlled trials, there was a significantly higher incidence 
of CVAE in patients treated with ZYPREXA compared to patients treated 
with placebo. ZYPREXA is not approved for the treatment of elderly 
patients with dementia-related psychosis.

Hyperglycemia and diabetes mellitus—Hyperglycemia, in some 
cases associated with ketoacidosis, coma, or death, has been reported 
in patients treated with atypical antipsychotics including ZYPREXA. 
All patients taking atypicals should be monitored for symptoms of 
hyperglycemia. Persons with diabetes who are started on atypicals 
should be monitored regularly for worsening of glucose control; those 
with risk factors for diabetes should undergo baseline and periodic 
fasting blood glucose testing. Patients who develop symptoms of 
hyperglycemia during treatment should undergo fasting blood 
glucose testing.

Neuroleptic malignant syndrome (NMS)—As with all antipsychotic 
medications, a rare and potentially fatal condition known as NMS 
has been reported with olanzapine. If signs and symptoms appear, 
immediate discontinuation is recommended.

Tardive dyskinesia (TD)—As with all antipsychotic medications, 
prescribing should be consistent with the need to minimize the 
risk of TD. If its signs and symptoms appear, discontinuation should 
be considered.

Orthostatic hypotension—In premarketing schizophrenia trials, some 
patients taking ZYPREXA may have experienced orthostatic hypotension 
associated with dizziness, tachycardia, and, in some cases, syncope 
(15/2500, 0.6%).

Seizures—Occurred infrequently in premarketing clinical trials 
(22/2500, 0.9%). ZYPREXA should be used cautiously in patients 
with a history of seizures or with conditions that lower the 
seizure threshold. 

Effect on prolactin—Modest elevations of prolactin were seen with 
ZYPREXA in acute-phase schizophrenia trials (incidence 34% vs 13% 
with placebo), although mean changes from baseline to endpoint were 
not statistically significantly different between olanzapine and placebo. 
Some patients may have persisting modest prolactin elevations.

Transient, asymptomatic elevations of hepatic transaminase—
In placebo-controlled schizophrenia trials, clinically significant ALT 
(SGPT) elevations ( 3 times the upper limit of the normal range) were 
observed in 2% (6/243) of patients exposed to ZYPREXA compared 
to none (0/115) of the placebo patients. None of these patients 
developed jaundice. Rare postmarketing reports of hepatitis have been 
received. Very rare cases of cholestatic or mixed liver injury have also 
been reported in the postmarketing period. Periodic assessment of 
transaminases is recommended in patients with significant hepatic 
disease.

Special populations, elderly—Esophageal dysmotility and aspiration 
have been associated with antipsychotic drug use. Olanzapine should 
be used with caution in patients at risk for aspiration pneumonia. In 
5 studies in elderly patients with dementia-related psychosis, adverse 
events reported more commonly with olanzapine than with placebo 
were falls, somnolence, peripheral edema, abnormal gait, urinary 
incontinence, lethargy, increased weight, asthenia, pyrexia, pneumonia, 
dry mouth, and visual hallucinations. Olanzapine should be used with 
caution in elderly patients with dementia. Olanzapine is not approved 
for treatment of patients with dementia-related psychosis.

Drug interactions—Coadministration of diazepam or ethanol with 
ZYPREXA may potentiate orthostatic hypotension. Lower doses of 
ZYPREXA should be considered in patients receiving concomitant 
therapy with fluvoxamine.

Medication dispensing and prescribing errors have occurred 
between ZYPREXA® (olanzapine) and Zyrtec® (cetirizine HCl). These 
errors could result in unnecessary adverse events or potential relapse 
in patients suffering from schizophrenia or bipolar disorder. To reduce 
the potential for dispensing errors, please write ZYPREXA clearly.

The most common treatment-emergent adverse events
associated with ZYPREXA (vs placebo) in 6-week acute-phase 
schizophrenia trials were somnolence (26% vs 15%), dizziness 
(11% vs 4%), weight gain (6% vs 1%), personality disorder 
(COSTART term for nonaggressive objectionable behavior; 8% vs 
4%), constipation (9% vs 3%), akathisia (5% vs 1%), and postural 
hypotension (5% vs 2%). 

The most common treatment-emergent adverse events
associated with ZYPREXA (vs placebo) in 3- and 4-week bipolar 
mania trials were somnolence (35% vs 13%), dry mouth (22% vs 
7%), dizziness (18% vs 6%), asthenia (15% vs 6%), constipation 
(11% vs 5%), dyspepsia (11% vs 5%), increased appetite (6% vs 
3%), and tremor (6% vs 3%).

ZYPREXA is a registered trademark of Eli Lilly and Company.

Zyrtec is a registered trademark of UCB, SA.

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. 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 1.6 to 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 about 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 (eg, heart failure, sudden death) or 
infectious (eg, pneumonia) in nature. ZYPREXA is not 
approved for the treatment of elderly patients with 
dementia-related psychosis.



One moment it was uncontrollable tears.
The next euphoria.

I was on the edge—in danger of losing everything 
that was important to me.

But with the support of my loved ones, and a doctor who 
knows how to help, that brink seems farther away.

I’m making progress.
But the fight continues.
One day at a time.

OL40448 0506 ©2006, ELI LILLY AND COMPANY. ALL RIGHTS RESERVED. 
ZYPREXA is a registered trademark of Eli Lilly and Company.

ZYPREXA is approved for the treatment of schizophrenia, acute 
bipolar mania, and maintenance treatment in bipolar disorder.

See Important Safety Information, including boxed warning,
and Brief Summary of Prescribing Information on adjacent pages.

www.ToolsForTheFight.com



ZYPREXA� Olanzapine Tablets
ZYPREXA� ZYDIS� Olanzapine Orally Disintegrating Tablets
ZYPREXA� IntraMuscular Olanzapine for Injection
Brief Summary: Please consult package insert for complete prescribing information.

INDICATIONS AND USAGE: ZYPREXA and ZYPREXA Zydis are indicated for short- and long-term treatment of schizophrenia, for acute
manic and mixed episodes of bipolar I disorder, and for maintenance treatment in bipolar disorder. The use of ZYPREXA for extended
periods should be periodically re-evaluated as to the long-term usefulness of the drug for the individual patient. ZYPREXA IntraMuscular
is indicated for treatment of agitation associated with schizophrenia and bipolar I mania.
CONTRAINDICATIONS: Known hypersensitivity to olanzapine.
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. ZYPREXA is not
approved for the treatment of patients with dementia-related psychosis (see BOX WARNING).

In placebo-controlled clinical trials of elderly patients with dementia-related psychosis, the incidence of death in olanzapine-treated
patients (3.5%) was significantly greater than placebo-treated patients (1.5%).

Cerebrovascular Adverse Events, Including Stroke, in Elderly Patients with Dementia—Cerebrovascular adverse events (eg, stroke, transient
ischemic attack), including fatalities, were reported in patients in trials of olanzapine in elderly patients with dementia-related psychosis.
In placebo-controlled trials, there was a significantly higher incidence of cerebrovascular adverse events in patients treated with olanzapine
compared to patients treated with placebo. Olanzapine is not approved for the treatment of patients with dementia-related psychosis.

Hyperglycemia and Diabetes Mellitus—Hyperglycemia, in some cases associated with ketoacidosis, coma, or death, has been reported
in patients treated with atypical antipsychotics including olanzapine. Assessment of the relationship between atypical antipsychotic use
and glucose abnormalities is complicated by the possibility of an increased background risk of diabetes in patients with schizophrenia
and the increasing incidence of diabetes mellitus in the general population. Patients diagnosed with diabetes who are started on
atypical antipsychotics should be monitored regularly for worsening of glucose control. Patients with risk factors for diabetes who are
starting treatment with atypicals should have fasting blood glucose (FBG) testing at baseline and periodically during treatment. Any
patient treated with atypicals should be monitored for symptoms of hyperglycemia. Patients who develop symptoms of hyperglycemia
during treatment with atypicals should undergo FBG testing.

Neuroleptic Malignant Syndrome (NMS)—Potentially fatal NMS has been reported in association with administration of antipsychotic
drugs, including olanzapine. See complete prescribing information for information on management of NMS. Patients requiring antipsy-
chotic drug treatment after recovery from NMS should be carefully monitored since recurrences have been reported.

Tardive Dyskinesia (TD)—Potentially irreversible TD may develop in patients treated with antipsychotic drugs. Although the preva-
lence of TD appears to be highest among the elderly, especially elderly women, it is impossible to predict which patients are more
likely to develop the syndrome. If signs and symptoms of TD appear, consider drug discontinuation.
PRECAUTIONS: Hemodynamic Effects—Olanzapine may induce orthostatic hypotension associated with dizziness; tachycardia; and in
some patients, syncope. Hypotension, bradycardia with/without hypotension, tachycardia, and syncope were also reported during the
clinical trials with intramuscular olanzapine for injection. Incidence of syncope was 0.6%, 15/2500 with oral olanzapine in phase 2-3 trials
and 0.3%, 2/722 with intramuscular olanzapine for injection in clinical trials. Three normal volunteers in phase 1 studies with intramus-
cular olanzapine experienced hypotension, bradycardia, and sinus pauses of up to 6 seconds that spontaneously resolved (in 2 cases
the events occurred on intramuscular olanzapine, and in 1 case, on oral olanzapine). The risk for this sequence of events may be greater
in nonpsychiatric patients compared to psychiatric patients who are possibly more adapted to certain effects of psychotropic drugs.
Patients should remain recumbent if drowsy or dizzy after injection with intramuscular olanzapine for injection until examination
has indicated they are not experiencing postural hypotension, bradycardia, and/or hypoventilation. Olanzapine should be used with
particular caution in patients with known cardiovascular disease (history of myocardial infarction or ischemia, heart failure, or conduction
abnormalities), cerebrovascular disease, and conditions which would predispose patients to hypotension (dehydration, hypovolemia,
and treatment with antihypertensive medications) where the occurrence of syncope, or hypotension and/or bradycardia might put them
at increased medical risk. Caution is necessary in patients receiving treatment with other drugs having effects that can induce hypotension,
bradycardia, respiratory or CNS depression (see Drug Interactions). Concomitant administration of intramuscular olanzapine and 
parenteral benzodiazepine has not been studied and is not recommended. If such combination treatment is considered, careful evaluation
of clinical status for excessive sedation and cardiorespiratory depression is recommended.

Seizures—During premarketing testing, seizures occurred in 0.9% (22/2500) of olanzapine-treated patients, regardless of causality.
Use cautiously in patients with a history of seizures or with conditions that potentially lower the seizure threshold.

Hyperprolactinemia—Like other drugs that antagonize dopamine D2 receptors, olanzapine elevates prolactin levels; a modest elevation
persists during chronic administration. Tissue culture experiments indicate that approximately one third of human breast cancers
are prolactin dependent in vitro. However, neither clinical nor epidemiologic studies have shown an association between chronic admin-
istration of this class of drugs and tumorigenesis in humans; the available evidence is inconclusive.

Transaminase Elevations—In placebo-controlled studies, clinically significant ALT (SGPT) elevations ( 3 times the upper limit of 
normal) were observed in 2% (6/243) of patients exposed to olanzapine compared to no (0/115) placebo patients. None of these
patients experienced jaundice. Among about 2400 patients with baseline SGPT 90 IU/L, 2% (50/2381) had asymptomatic SGPT 
elevations to >200 IU/L. Most were transient changes that tended to normalize while olanzapine treatment was continued. Among 
2500 patients in oral olanzapine trials, about 1% (23/2500) discontinued treatment due to transaminase increases. Rare postmarketing
reports of hepatitis have been received. Very rare cases of cholestatic or mixed liver injury have also been reported in the postmarketing
period. Exercise caution in patients who have signs and symptoms of hepatic impairment; preexisting conditions associated with limited
hepatic functional reserve; or concomitant treatment with potentially hepatotoxic drugs (see Laboratory Tests, below).

Potential for Cognitive and Motor Impairment—Somnolence was a commonly reported, dose-related adverse event in premarketing
trials (olanzapine 26% vs placebo 15%). Somnolence led to discontinuation in 0.4% (9/2500) of patients in the oral premarketing database.

Body Temperature Regulation—Use appropriate care when prescribing olanzapine for patients who will be experiencing conditions
that may contribute to an elevation in core body temperature.

Dysphagia—Esophageal dysmotility and aspiration have been associated with antipsychotic drug use. Aspiration pneumonia is a
common cause of morbidity and mortality in patients with advanced Alzheimer's disease. Olanzapine and other antipsychotic drugs
should be used cautiously in patients at risk for aspiration pneumonia.

Suicide—The possibility of a suicide attempt is inherent in schizophrenia and in bipolar disorder, and close supervision of high-risk
patients should accompany drug therapy. Prescriptions for olanzapine should be written for the smallest quantity of tablets consistent
with good patient management.

Use in Patients with Concomitant Illnesses—Olanzapine should be used with caution in patients with clinically significant prostatic
hypertrophy, narrow angle glaucoma, or a history of paralytic ileus. 

In 5 placebo-controlled studies in elderly patients with dementia-related psychosis (n=1184), these treatment-emergent adverse
events were reported with olanzapine at an incidence of 2% and significantly greater than with placebo: falls, somnolence, peripheral
edema, abnormal gait, urinary incontinence, lethargy, increased weight, asthenia, pyrexia, pneumonia, dry mouth, visual hallucinations.
Discontinuation due to adverse events was significantly greater with olanzapine than placebo (13% vs 7%). Elderly patients with dementia-
related psychosis treated with olanzapine are at an increased risk of death compared to placebo. Olanzapine is not approved for treatment
of patients with dementia-related psychosis. If the prescriber elects to treat this patient population, vigilance should be exercised (see
BOX WARNING and WARNINGS).

Because of the risk of orthostatic hypotension with olanzapine, use caution in cardiac patients (see Hemodynamic Effects).
Information for Patients—See full prescribing information for information to discuss with patients taking olanzapine.
Laboratory Tests—Periodic assessment of transaminases is recommended in patients with significant hepatic disease.
Drug Interactions—Use caution when olanzapine is taken in combination with other centrally acting drugs and alcohol. Olanzapine

may enhance the effects of certain antihypertensive agents. Olanzapine may antagonize the effects of levodopa and dopamine agonists.
Agents that induce CYP1A2 or glucuronyl transferase enzymes (e.g., omeprazole, rifampin) may cause an increase in olanzapine 
clearance. Inhibitors of CYP1A2 could potentially inhibit olanzapine clearance. Although olanzapine is metabolized by multiple enzyme
systems, induction or inhibition of a single enzyme may appreciably alter olanzapine clearance. A dosage adjustment may need to be
considered with specific drugs. 

Activated charcoal (1 g) reduced the Cmax and AUC of oral olanzapine by about 60%. Single doses of cimetidine (800 mg) or 
aluminum- and magnesium-containing antacids did not affect the oral bioavailability of olanzapine. Carbamazepine (200 mg bid) 
causes an approximately 50% increase in the clearance of olanzapine. Higher daily doses of carbamazepine may cause an even greater
increase in olanzapine clearance. Neither ethanol (45 mg/70 kg single dose) nor warfarin (20 mg single dose) had an effect on olanzapine
pharmacokinetics. Fluoxetine at 60 mg (single or multiple doses) causes a small increase in the Cmax of olanzapine and a small decrease
in olanzapine clearance; however, the impact of this factor is small in comparison to the overall variability between individuals, and dose
modification is not routinely recommended. Fluvoxamine decreases the clearance of olanzapine; lower doses of olanzapine should 
be considered in patients receiving fluvoxamine concomitantly. In vitro data suggest that a clinically significant pharmacokinetic
interaction between olanzapine and valproate is unlikely.

Olanzapine is unlikely to cause clinically important drug interactions mediated by the enzymes CYP1A2, CYP2C9, CYP2C19, CYP2D6,
and CYP3A. Single doses of olanzapine did not affect the pharmacokinetics of imipramine/desipramine or warfarin. Multiple doses of
olanzapine did not influence the kinetics of diazepam/N-desmethyldiazepam, lithium, ethanol, or biperiden. However, coadministration
of either diazepam or ethanol potentiated the orthostatic hypotension observed with olanzapine. Multiple doses of olanzapine did not
affect the pharmacokinetics of theophylline or its metabolites. Co-administration of intramuscular lorazepam and intramuscular olanzapine
for injection added to the somnolence observed with either drug alone (see Hemodynamic Effects).

Carcinogenesis, Mutagenesis, Impairment of Fertility—The incidence of liver hemangiomas and hemangiosarcomas in female mice
was significantly increased in one carcinogenicity study at 2 times the maximum human daily oral dose (MHDOD) but not in another
study at 2-5 times the MHDOD (mg/m2 basis). In this study there was a high incidence of early mortalities in males in the 30/20 mg/kg/d
group. The incidence of mammary gland adenomas and adenocarcinomas was significantly increased in female mice and rats given
olanzapine at 0.5 and 2 times the MHDOD respectively (mg/m2 basis). In other studies, serum prolactin measurements of olanzapine
showed elevations up to 4-fold in rats at the same doses used in the carcinogenicity studies. The relevance for human risk of the finding of
prolactin mediated endocrine tumors in rodents is unknown. No evidence of mutagenic potential for olanzapine has been found.

In rats, fertility (females) and mating performance (males and females) were affected at doses 1.5-11 times the MHDOD (mg/m2

basis). Diestrous was prolonged and estrous delayed at 0.6 times the MHDOD (mg/m2 basis); therefore, olanzapine may produce a delay
in ovulation.

Pregnancy Category C—There are no adequate and well-controlled studies in pregnant women. Olanzapine should be used in pregnancy
only if the potential benefit justifies the potential risk to the fetus.

Labor and Delivery, Nursing Mothers—Parturition in rats was not affected by olanzapine; its effect on labor and delivery in humans
is unknown. In a study in lactating, healthy women, olanzapine was excreted in breast milk. Mean infant dose at steady state was
estimated to be 1.8% of the maternal dose. It is recommended that women receiving olanzapine should not breast-feed.

Use in Pediatric and Geriatric Patients—Safety and effectiveness in pediatric patients have not been established. In premarketing 
clinical trials in patients with schizophrenia, there was no indication of any different tolerability of olanzapine in the elderly compared 

to younger patients. Studies in elderly patients with dementia-related psychosis have suggested there may be a different tolerability
profile in these patients. Elderly patients with dementia-related psychosis treated with olanzapine are at an increased risk of death 
compared to placebo. Olanzapine is not approved for treatment of patients with dementia-related psychosis. If the prescriber elects to
treat these patients, vigilance should be exercised. Consider a lower starting dose for any geriatric patient in the presence of factors that
might decrease pharmacokinetic clearance or increase the pharmacodynamic response to olanzapine (see BOX WARNING, WARNINGS,
and PRECAUTIONS).
ADVERSE REACTIONS: The following findings are based on a clinical trial database consisting of 8661 patients with approximately 
4165 patient-years of exposure to oral olanzapine and 722 patients with exposure to intramuscular olanzapine for injection, including
patients with schizophrenia, bipolar mania, or Alzheimer's disease (oral olanzapine trials) and patients with agitation associated with
schizophrenia, bipolar I disorder (manic or mixed episodes), or dementia (intramuscular olanzapine for injection trials). See the full 
prescribing information for details on these trials. Certain portions of the discussion below relating to dose-dependent adverse events,
vital sign changes, weight gain, laboratory changes, and ECG changes are derived from studies in patients with schizophrenia and have
not been duplicated for bipolar mania or agitation; however, this information is also generally applicable to bipolar mania and agitation.

Associated with Discontinuation—Overall there was no difference in discontinuations due to adverse events in placebo-controlled oral
olanzapine trials (olanzapine vs placebo: schizophrenia, 5% vs 6%; bipolar mania monotherapy, 2% vs 2%; bipolar mania cotherapy,
11% [olanzapine plus lithium or valproate] vs 2% [lithium or valproate alone]); or in placebo-controlled intramuscular olanzapine for
injection trials (olanzapine for injection, 0.4%; placebo 0%). Discontinuations in oral schizophrenia trials due to increases in SGPT were
considered to be drug related (olanzapine 2% vs placebo 0%; see PRECAUTIONS).

Commonly Observed Adverse Events—In 6-week, placebo-controlled, premarketing schizophrenia trials, the most common 
treatment-emergent adverse events associated with oral olanzapine (incidence 5% and olanzapine incidence at least twice that for
placebo) were: postural hypotension, constipation, weight gain, dizziness, personality disorder (COSTART term for nonaggressive
objectionable behavior), and akathisia. In 3- and 4-week placebo-controlled bipolar mania monotherapy trials, the most common 
treatment-emergent adverse events associated with oral olanzapine were: asthenia, dry mouth, constipation, dyspepsia, increased
appetite, somnolence, dizziness, and tremor. In short-term bipolar mania combination therapy trials, the most common treatment-
emergent adverse events observed with olanzapine plus lithium or valproate were dry mouth, weight gain, increased appetite, dizziness,
back pain, constipation, speech disorder, increased salivation, amnesia, and paresthesia. In 24-hour placebo-controlled trials of
intramuscular olanzapine for injection for agitation associated with schizophrenia or bipolar mania, somnolence was the one adverse
event observed at an incidence of 5% and at least twice that for placebo (olanzapine for injection 6%, placebo 3%).

Adverse Events with an Incidence 2% in Oral Monotherapy Trials—The following treatment-emergent events were reported at an
incidence of 2% with oral olanzapine (doses 2.5 mg/d), and at a greater incidence with olanzapine than with placebo in short-term
placebo-controlled trials (olanzapine N=532, placebo N=294): Body as a Whole—accidental injury, asthenia, fever, back pain, chest
pain; Cardiovascular—postural hypotension, tachycardia, hypertension; Digestive—dry mouth, constipation, dyspepsia, vomiting,
increased appetite; Hemic and Lymphatic—ecchymosis; Metabolic and Nutritional—weight gain, peripheral edema;
Musculoskeletal—extremity pain (other than joint), joint pain; Nervous System—somnolence, insomnia, dizziness, abnormal gait,
tremor, akathisia, hypertonia, articulation impairment; Respiratory—rhinitis, cough increased, pharyngitis; Special Senses—amblyopia;
Urogenital—urinary incontinence, urinary tract infection.

Adverse Events with an Incidence 2% in Oral Combination Therapy Trials—The following treatment-emergent events were reported
at an incidence of 2% with oral olanzapine (doses 5 mg/d) plus lithium or valproate (N=229), and at a greater incidence than with
placebo plus lithium or valproate (N=115) in short-term placebo-controlled trials: Body as a Whole—asthenia, back pain, accidental
injury, chest pain; Cardiovascular—hypertension; Digestive—dry mouth, increased appetite, thirst, constipation, increased salivation;
Metabolic and Nutritional—weight gain, peripheral edema, edema; Nervous System—somnolence, tremor, depression, dizziness,
speech disorder, amnesia, paresthesia, apathy, confusion, euphoria, incoordination; Respiratory—pharyngitis, dyspnea; Skin and
Appendages—sweating, acne, dry skin; Special Senses—amblyopia, abnormal vision; Urogenital—dysmenorrhea, vaginitis.

Adverse Events with an Incidence 1% in Intramuscular Trials—The following treatment-emergent adverse events were reported at
an incidence of 1% with intramuscular olanzapine for injection (2.5 -10 mg/injection) and at incidence greater than placebo in short-
term, placebo-controlled trials in agitated patients with schizophrenia or bipolar mania: Body as a Whole—asthenia; Cardiovascular—
hypotension, postural hypotension; Nervous System—somnolence, dizziness, tremor.

Dose Dependency of Adverse Events in Short-Term, Placebo-Controlled Trials—Extrapyramidal Symptoms—In an acute-phase 
controlled clinical trial in schizophrenia, there was no significant difference in ratings scales incidence between any dose of oral 
olanzapine (5+2.5, 10+2.5, or 15+2.5 mg/d) and placebo for parkinsonism (Simpson-Angus Scale total score >3) or akathisia (Barnes
Akathisia global score 2). In the same trial, only akathisia events (spontaneously reported COSTART terms akathisia and hyperkinesia)
showed a statistically significantly greater adverse events incidence with the 2 higher doses of olanzapine than with placebo. The
incidence of patients reporting any extrapyramidal event was significantly greater than placebo only with the highest dose of oral
olanzapine (15+2.5 mg/d). In controlled clinical trials of intramuscular olanzapine for injection, there were no statistically significant
differences from placebo in occurrence of any treatment-emergent extrapyramidal symptoms, assessed by either rating scales 
incidence or spontaneously reported adverse events.

Other Adverse Events—Dose-relatedness of adverse events was assessed using data from a clinical trial involving 3 fixed oral dosage
ranges compared with placebo. The following treatment-emergent events showed a statistically significant trend: asthenia, dry mouth,
nausea, somnolence, tremor.

Vital Sign Changes—Oral olanzapine was associated with orthostatic hypotension and tachycardia in clinical trials. Intramuscular
olanzapine for injection was associated with bradycardia, hypotension, and tachycardia in clinical trials (see PRECAUTIONS).

Weight Gain—In placebo-controlled 6-week schizophrenia studies, weight gain was reported in 5.6% of oral olanzapine patients
(average 2.8-kg gain) compared to 0.8% of placebo patients (average 0.4-kg loss); 29% of olanzapine patients gained >7% of their
baseline weight, compared to 3% of placebo patients. During continuation therapy (238 median days of exposure), 56% of patients met
the criterion for having gained >7% of their baseline weight. Average gain during long-term therapy was 5.4 kg.

Laboratory Changes—Olanzapine is associated with asymptomatic increases in SGPT, SGOT, and GGT and with increases in serum
prolactin and CPK (see PRECAUTIONS). Asymptomatic elevation of eosinophils was reported in 0.3% of olanzapine patients 
in premarketing trials. There was no indication of a risk of clinically significant neutropenia associated with olanzapine in the
premarketing database.

In clinical trials among olanzapine-treated patients with baseline random triglyceride levels of <150 mg/dL (N=659), 0.5% 
experienced triglyceride levels of 500 mg/dL anytime during the trials. In these same trials, olanzapine-treated patients (N=1185) had
a mean triglyceride increase of 20 mg/dL from a mean baseline of 175 mg/dL. In placebo-controlled trials, olanzapine-treated patients
with baseline random cholesterol levels of <200 mg/dL (N=1034) experienced cholesterol levels of 240 mg/dL anytime during the 
trials more often than placebo-treated patients (N=602; 3.6% vs 2.2% respectively). In these same trials, olanzapine-treated patients
(N=2528) had a mean increase of 0.4 mg/dL in cholesterol from a mean baseline of 203 mg/dL, which was significantly different 
compared to placebo-treated patients (N=1415) with a mean decrease of 4.6 mg/dL from a mean baseline of 203 mg/dL.

ECG Changes—Analyses of pooled placebo-controlled trials revealed no statistically significant olanzapine/placebo differences in
incidence of potentially important changes in ECG parameters, including QT, QTc, and PR intervals. Olanzapine was associated with a
mean increase in heart rate of 2.4 BPM compared to no change among placebo patients.

Other Adverse Events Observed During Clinical Trials—The following treatment-emergent events were reported with oral olanzapine
at multiple doses 1 mg/d in clinical trials (8661patients, 4165 patient-years of exposure). This list may not include events previously
listed elsewhere in labeling, those events for which a drug cause was remote, those terms which were so general as to be uninformative,
and those events reported only once or twice which did not have a substantial probability of being acutely life-threatening. Frequent
events occurred in 1/100 patients; infrequent events occurred in 1/100 to 1/1000 patients; rare events occurred in <1/1000 patients.
Body as a Whole—Frequent: dental pain, flu syndrome; Infrequent: abdomen enlarged, chills, face edema, intentional injury, malaise,
moniliasis, neck pain, neck rigidity, pelvic pain, photosensitivity reaction, suicide attempt; Rare: chills and fever, hangover effect, sudden
death. Cardiovascular—Frequent: hypotension; Infrequent: atrial fibrillation, bradycardia, cerebrovascular accident, congestive heart
failure, heart arrest, hemorrhage, migraine, pallor, palpitation, vasodilatation, ventricular extrasystoles; Rare: arteritis, heart failure,
pulmonary embolus. Digestive—Frequent: flatulence, increased salivation, thirst; Infrequent: dysphagia, esophagitis, fecal impaction,
fecal incontinence, gastritis, gastroenteritis, gingivitis, hepatitis, melena, mouth ulceration, nausea and vomiting, oral moniliasis,
periodontal abscess, rectal hemorrhage, stomatitis, tongue edema, tooth caries; Rare: aphthous stomatitis, enteritis, eructation,
esophageal ulcer, glossitis, ileus, intestinal obstruction, liver fatty deposit, tongue discoloration. Endocrine—Infrequent: diabetes
mellitus; Rare: diabetic acidosis, goiter. Hemic and Lymphatic—Infrequent: anemia, cyanosis, leukocytosis, leukopenia,
lymphadenopathy, thrombocytopenia; Rare: normocytic anemia, thrombocythemia. Metabolic and Nutritional—Infrequent: acidosis,
alkaline phosphatase increased, bilirubinemia, dehydration, hypercholesteremia, hyperglycemia, hyperlipemia, hyperuricemia,
hypoglycemia, hypokalemia, hyponatremia, lower extremity edema, upper extremity edema; Rare: gout, hyperkalemia, hypernatremia,
hypoproteinemia, ketosis, water intoxication. Musculoskeletal—Frequent: joint stiffness, twitching; Infrequent: arthritis, arthrosis, leg
cramps, myasthenia; Rare: bone pain, bursitis, myopathy, osteoporosis, rheumatoid arthritis. Nervous System—Frequent: abnormal
dreams, amnesia, delusions, emotional lability, euphoria, manic reaction, paresthesia, schizophrenic reaction; Infrequent: akinesia,
alcohol misuse, antisocial reaction, ataxia, CNS stimulation, cogwheel rigidity, delirium, dementia, depersonalization, dysarthria, facial
paralysis, hypesthesia, hypokinesia, hypotonia, incoordination, libido decreased, libido increased, obsessive compulsive symptoms,
phobias, somatization, stimulant misuse, stupor, stuttering, tardive dyskinesia, vertigo, withdrawal syndrome; Rare: circumoral
paresthesia, coma, encephalopathy, neuralgia, neuropathy, nystagmus, paralysis, subarachnoid hemorrhage, tobacco misuse.
Respiratory—Frequent: dyspnea; Infrequent: apnea, asthma, epistaxis, hemoptysis, hyperventilation, hypoxia, laryngitis, voice
alteration; Rare: atelectasis, hiccup, hypoventilation, lung edema, stridor. Skin and Appendages—Frequent: sweating; Infrequent:
alopecia, contact dermatitis, dry skin, eczema, maculopapular rash, pruritus, seborrhea, skin discoloration, skin ulcer, urticaria,
vesiculobullous rash; Rare: hirsutism, pustular rash. Special Senses—Frequent: conjunctivitis; Infrequent: abnormality of
accommodation, blepharitis, cataract, deafness, diplopia, dry eyes, ear pain, eye hemorrhage, eye inflammation, eye pain, ocular muscle
abnormality, taste perversion, tinnitus; Rare: corneal lesion, glaucoma, keratoconjunctivitis, macular hypopigmentation, miosis,
mydriasis, pigment deposits lens. Urogenital—Frequent: vaginitis*; Infrequent: abnormal ejaculation,* amenorrhea,* breast pain,
cystitis, decreased menstruation,* dysuria, female lactation,* glycosuria, gynecomastia, hematuria, impotence,* increased
menstruation,* menorrhagia,* metrorrhagia,* polyuria, premenstrual syndrome,* pyuria, urinary frequency, urinary retention, urinary
urgency, urination impaired, uterine fibroids enlarged,* vaginal hemorrhage*; Rare: albuminuria, breast enlargement, mastitis, oliguria.
(*Adjusted for gender.) 

The following treatment-emergent events were reported with intramuscular olanzapine for injection at one or more doses 2.5 mg/
injection in clinical trials (722 patients). This list may not include events previously listed elsewhere in labeling, those events for which
a drug cause was remote, those terms which were so general as to be uninformative, and those events reported only once or twice
which did not have a substantial probability of being acutely life-threatening. Body as a Whole—Frequent: injection site pain;
Infrequent: abdominal pain, fever. Cardiovascular—Infrequent: AV block, heart block, syncope. Digestive—Infrequent: diarrhea,
nausea. Hemic and Lymphatic—Infrequent: anemia. Metabolic and Nutritional—Infrequent: creatine phosphokinase increased, 
dehydration, hyperkalemia. Musculoskeletal—Infrequent: twitching. Nervous System—Infrequent: abnormal gait, akathisia, articulation
impairment, confusion, emotional lability. Skin and Appendages—Infrequent: sweating.

Postintroduction Reports—Reported since market introduction and temporally (not necessarily causally) related to olanzapine
therapy: allergic reaction (eg, anaphylactoid reaction, angioedema, pruritus or urticaria), diabetic coma, jaundice, pancreatitis, priapism,
rhabdomyolysis, and venous thromboembolic events (including pulmonary embolism and deep venous thrombosis). Random
cholesterol levels of 240 mg/dL and random triglyceride levels of 1000 mg/dL have been rarely reported.
DRUG ABUSE AND DEPENDENCE: Olanzapine is not a controlled substance. 

ZYPREXA is a registered trademark of Eli Lilly and Company. ZYDIS is a registered trademark of Cardinal Health, Inc. or one of its
subsidiaries.

Literature revised March 20, 2006

PV 5195 AMP

Eli Lilly and Company
Indianapolis, IN 46285, USA

www.ZYPREXA.com

ZYPREXA� Olanzapine Tablets
ZYPREXA� ZYDIS� Olanzapine Orally Disintegrating Tablets

ZYPREXA� IntraMuscular Olanzapine for Injection

ZYPREXA� Olanzapine Tablets
ZYPREXA� ZYDIS� Olanzapine Orally Disintegrating Tablets

ZYPREXA� IntraMuscular Olanzapine for InjectionPV 5195 AMP PV 5195 AMP

WARNING: 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. 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 1.6 to
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 about 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 (eg, heart failure, sudden death) or infectious (eg, pneumonia) in nature. ZYPREXA is
not approved for the treatment of patients with dementia-related psychosis.
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apa institute
Tradition, Innovation
Starring on Broadway
In most people’s minds, Broadway is synonymous with musical theater, 
and the APA Institute on Psychiatric Services provides a perfect opportu-
nity to indulge. Here is just a taste.

BY KEN HAUSMAN

A t the core of the Big Apple is 
its astounding array of the-
ater offerings from com-
edies to drama, from clas-
sical to cutting edge, and 

from intimate to spectacular. 
But what many visitors can’t wait to sam-

ple is New York’s unmatched contribution 
to theater around the world—the Broad-
way musical. Visitors to New York during 
the Institute on Psychiatric Services, which 
meets from October 5 to 8 at the Marri-
ott Marquis, will be able to select from an 

eclectic mix of long-running blockbusters 
and newer shows that will probably not play 
in their hometowns for years.

Among the shows that have generated con-
siderable buzz—and multiple Tony awards—
in the last few years is “Avenue Q,” a funny 
and often touching musical about accept-
ing and embracing people’s differences. The 
show is sung by a collection of puppet-like 
“monsters” and real-life actors, all of whom 
are in their 20s and live in a downscale Brook-
lyn apartment building where each is trying 
to fi nd his or her purpose in life. The defi -
nitely for-adults-only show received Tony 
awards in 2004 for best musical, best score, 
and best book of a musical.

The clever and inventive comedy “The 
Drowsy Chaperone” opened earlier this 
year. It’s actually a musical, a fantasized 
one, inside a musical. The male lead plays a 
recording of his favorite musical, the epon-
ymous, old-fashioned one that opened in 
1928 about an up-and-coming Broad-
way starlet who prefers marriage to star-
dom and the Machiavellian producer who 
plots to keep her nuptials from occurring. 
In best Broadway tradition, the old musi-
cal that the modern-day fan is listening to 
miraculously begins to unfold in his living 
room, which is of course our stage.

Great and not-so-great Hollywood 
fi lms have also presented considerable 
fodder for hit musicals in recent years, 
probably because the audience is already 
familiar with them. Among the endur-
ing ones that will likely still be playing in 
October are “Spamalot,” based on “Monty 

Python and the Holy Grail”; “Dirty Rot-
ten Scoundrels”; “Hairspray”; and “The 
Lion King.” Joining the roster this year 
was “The Color Purple,” based on Steven 
Spielberg’s 1985 fi lm, which was in turn 
based on a story by Alice Walker.

Many Broadway afi cionados are eagerly 
anticipating the revival of one of Broad-
way’s groundbreaking musicals, “A Cho-
rus Line,” scheduled to open on October 
5. The show, in which more than a dozen 
dancers at an audition use song, and of 
course, dance, to reveal the pain and joy 
they have endured in their lives, held the 
record for the longest-running Broadway 
show until the era of blockbuster specta-
cles in the 1980s.

Also to be revived by fall is that musical 
war horse “Les Misérables.”

“The Times They Are a-Changin’,” 
a dance musical based on songs by Bob 
Dylan and choreographed by Twyla 
Tharp, begins previews on September 25, 
though its formal opening is October 26. 
Tharp had a major success a few years ago 
when she choreographed “Movin’ Out,” a 
show based on songs by Billy Joel.

And by the way, that famous chandelier 
is still plummeting to the stage in “Phantom 
of the Opera,” the producers of “Springtime 
for Hitler” are still hoping for a tax-dodging 
fl op, it’s still hard to be green in “Wicked,” 
and mama mia, that collection of good-
timey ABBA songs just won’t go away.

Tickets to all of the shows noted above 
can be ordered online at <www.ticket
master.com/broadway/showlistings?tm_
link=tm_bdwy_moreshowslink1>. ■

“A Chorus Line” will  make its way to the Great White Way this fall. 

How to Register
It’s not too late to register and reserve a 
hotel room for APA’s 2006 Institute on Psy-
chiatric Services, being held in New York 
from October 5 to 8. With the meeting only 
weeks away, hotel rooms at the meeting’s 
headquarters, the Marriott Marquis, are 
already booked, but arrangements for pre-
ferred rates for registrants have been made 
at the nearby Sheraton New York Hotel. To 
reserve a room there, go to <www.psych.
org/edu/ann_mtgs/ips/06/preliminary
program/index.cfm> and click on “Over-
fl ow Hotel Manhattan Sheraton.”

To register online for the institute, go to 
<www.psych.org/edu/ann_mtgs/ips/06/
index.cfm>.

More information is available by calling 
(888) 357-7924.

Readers are invited to submit letters not 
more than 500 words long for possible 
publication. Psychiatric News reserves the 
right to edit letters and to publish them in 
all editions, print, electronic, or other media. 
Receipt of letters is not acknowledged. 
Letters should be sent by mail to Psychiatric 
News, APA, Suite 1825, 1000 Wilson 
Boulevard, Arlington, Va. 22209 or by e-mail 
to pnews@psych.org. Clinical opinions 
are not peer reviewed and thus should be 
independently verifi ed.

letters to the editor

This letter is in response to the arti-
cle “Participation in Death Penalty: 

Where Should Line Be Drawn?” in the 
May 5 issue. A majority of the American 
population believes that abortion is mor-
ally right. It is legal. Doctors are allowed 
and even encouraged to take part in it. 
A majority of the American population 
believes that the death penalty is morally 
right. It is legal. So doctors are being told 
not to take part in it? 

People who want doctors not to take 
part in the death penalty on “medical 
ethics” grounds are simply using a ploy 
to force their moral beliefs on the major-
ity. 

JOHN BEZIRGANIAN, M.D.
Ithaca, N.Y.

Death Penalty

As I read the words of APA President 
Steven Sharfstein, M.D., in the June 16 

issue— “. . .we must be there as advocates 
for our patients”—the hairs on the back of 
my neck stood up. His message was in the 
speech he delivered at APA’s 2006 annual 

meeting in which he urged APA members 
to advocate for a single-payer, universal 

health care system.
This is exactly the attitude and the 

moral space that this issue must have from 
all health care professionals if we are to 
overcome the profi t power of the private 
insurance/pharmaceutical industrial com-
plex.

GEORGE SAVAGE
Los Angeles, Calif.

Savage is the Los Angeles chapter director of 
the OneCareNow.org campaign for universal 
health insurance in California.

APA Leader Has It Right

community news

noted, and one incident may be “the prover-
bial straw that broke the camel’s back.” 

Dowling also observed that police are 
typically extremely resilient people but tend 
to cope with traumatic issues in solitude. 

“In police culture, the thinking is, 
‘We’re strong and our job is to protect oth-
ers. We take care of everyone else.’ ” They 
tend to view their mental health problems 
as weaknesses or even “a betrayal of other 
police offi cers,” Dowling said. 

Genet noted, “It’s their job to make the 
public feel safe. So if they break, they feel 
as if they are not doing their jobs.” 

In addition, offi cers may be reluctant 
to seek help for mental health problems 
because of their experiences on the job. 

Dowling said, “Many have brought psy-
chotic and agitated people to the psychi-
atric emergency room and think, ‘This is 
not my world.’ ”

One of POPPA’s long-term goals is to 
persuade offi cers that seeking help for men-
tal health problems is not a defi ciency and 
that recognizing such problems and reach-
ing out to others are signs of strength. 

One of the reasons POPPA works, 
Genet said, is because the PSOs assure the 
offi cers who contact POPPA that disclo-
sures about mental health problems will 
not get back to their supervisors or jeop-
ardize their careers. The assurance of con-
fi dentiality is of utmost importance to the 
offi cers, Genet observed.

The vast majority of offi cers who are 
referred to a mental health professional 
stay on the job, Genet said.

About 10 percent of the offi cers require 
time off to deal with their mental health 
problems. This is known as “blue-line 

sick” time, and no one at the NYPD is told 
the reason for the absence other than they 
are out sick with POPPA.

Almost all of the offi cers who take blue-
line sick leave return to their full-time 
duties, noted Dowling. Returning offi cers 
to work is a goal of the program. 

According to POPPA Clinical Direc-
tor Gene Moynihan, L.C.S.W., nearly 
70 offi cers have told him they would 
have committed suicide if it were not for 
POPPA—they remembered seeing one of 
the POPPA posters or hearing PSOs and 
mental health professionals talk about the 
program at their precincts. 

The program has gained recogni-
tion through POPPA’s outreach efforts, 
Moynihan said. For about fi ve years, out-
reach teams composed of two PSOs and a 
mental health clinician have been traveling 
to different precincts to talk to the offi cers 
about POPPA after roll call. 

“They talk about the confi dentiality of the 
program and how it works,” he said. Actors 
Michael Douglas and Danny Aiello have also 
appeared in PSAs for the program.

Moynihan served as a police offi cer 
for 20 years. He was involved in a num-
ber of shooting incidents that left him with 
symptoms of PTSD, but he didn’t seek 
help until he had retired from the force 
and entered a social work program.

“Even though being a cop was my job and 
I functioned well, I didn’t understand what 
was going on inside me,” he said. This is not 
uncommon, he added. “There are walking 
wounded all over the NYPD right now.”

POPPA won APA’s Silver Achieve-
ment Award in 2005 in recognition of 
its success in encouraging NYPD offi cers 
to seek help for mental health problems. 
More information about POPPA is posted 
at <www.poppainc.com>. ■

POPPA
continued from page 21
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Fee Cuts
continued from page 1

If actual spending exceeds the SGR, then 
CMS must reduce the update and most 
reimbursement levels.

In its statement, CMS said the nega-
tive update is projected for 2007 because 
spending on physicians’ services has been 
growing at a much faster rate than target 
spending. “Expenditures for physicians’ 
services in 2005 increased 10 percent over 
2004, even faster than had been previously 
projected, mainly due to an increase in the 
number and complexity of services fur-
nished to Medicare benefi ciaries, includ-
ing more frequent and intensive offi ce vis-
its and rapid growth in the use of imaging 
techniques, laboratory services, and phy-
sician-administered drugs,” the agency 
stated.  

The update formula would have 
imposed payment cuts every year begin-
ning in 2002, except that Congress inter-
vened and temporarily suspended the 
requirements in favor of updates it set leg-
islatively through 2006.

But in passing these measures, Con-
gress did not adjust the target, further 
increasing the gap between actual spend-
ing and the targets, according to CMS. 

“We need to get out of the vicious circle 
of rapid growth in utilization and spending 
and falling real payment rates,” said CMS 
Administrator Mark McClellan, M.D., 
M.P.H. “Physician groups have been work-
ing hard to identify better ways to pay—

ways that help them provide higher-qual-
ity care without increasing overall health 
care costs. We will continue to work with 
Congress and with physician groups to 
provide more effi cient and higher quality 
care for benefi ciaries without increasing 
Medicare spending.”

APA, the AMA, and other specialty 
medical groups have insisted that the SGR 
be scrapped and a new formula for pay-
ing physicians be devised (Psychiatric News, 
August 18). 

Cecil Wilson, M.D., chair of the AMA’s 
Board of Trustees, said in a statement that 
the new payment rule again highlights the 
need to fi x the “fatally fl awed” physician 
payment system.

“Medicare has expanded the treat-
ments it covers more than 90 times since 
1999, yet under the current Medicare 
payment system physicians are penal-
ized with lower payments per service 
the more care they provide,” he said. “In 
fact, Medicare currently reimburses phy-
sicians about the same in 2006 as it did 
in 2001. Without congressional interven-
tion, Medicare physician payments will 
be slashed 37 percent over the next nine 
years, as practice costs increase 22 per-
cent.”

At press time the fee schedule was 
expected to be published in the Federal 
Register on August 22. Comments are 
being accepted until October 10, and a 
fi nal rule will be published later in the 
fall. The new payment rates and policies 
included in the fi nal rule will be effective 
January 1, 2007. ■

jects based on date of discharge from an 
inpatient stay for the treatment of major 
depression. Matching was also based on 
age, sex, race/ethnicity, and state provid-
ing their Medicaid services.

For suicide deaths, cases were defi ned as 
a death within 60 days of discharge from a 
hospitalization for major depression. Date 
and cause of death were cross-referenced 
between the Medicaid database and death 
certifi cate data from the National Center 
for Health Statistics National Death Index. 
A total of 94 cases with completed suicide 
were matched, using the same matching 
criteria as used for suicide attempts, with 
435 controls.

Finally, the study population of 4,948 
cases and controls was divided into two 
groups: those aged 18 and younger, and 
those aged 19 to 64.

Similar but Unexpected Findings
Within the defi ned cases and controls, 

Olfson and his colleagues—including 
noted suicide expert David Shaffer, M.D., 
chief of the Division of Child Psychiatry 
at Columbia University Medical Center, 
New York State Psychiatric Institute, and 
New York Presbyterian Hospital—fi rst 
looked for any association between suicide 
attempt and whether the patient had been 
prescribed and dispensed an antidepres-
sant medication. Then they repeated the 
analysis for those who died by suicide.

In the adult group, Olfson’s team found 
no signifi cant association between the 
medications and suicide attempts or sui-
cide deaths. However, in the child and 
adolescent group, antidepressants were 
signifi cantly associated with both suicide 
attempts and completed suicide.

Olfson and his colleagues found that 
patients in their study population who 
fi lled prescriptions for antidepressant 

medications following an inpatient stay 
for major depression were 1.52 times more 
likely to make a serious attempt at suicide 
(263 cases matched with 1,241 controls) 
than similar patients who were not pre-
scribed antidepressants.

Patients who fi lled antidepressant pre-
scriptions following an inpatient stay were 
15.62 times more likely to die by suicide (8 
cases matched with 39 controls) than simi-
lar patients not prescribed antidepressant 
medications.

While the study’s fi ndings are similar 
to those found by other researchers, Olfson 
said, he expected to fi nd no real association 
between the medications and suicide attempts 
or deaths in either children or adults.

Finding Meaning Is Diffi cult
Olfson is quick to note that case-con-

trol, observational studies have signifi cant 
limitations, often making it diffi cult to 
determine what the fi ndings really mean.

“There’s always the nagging doubt with 
studies like this,” he said, “that even within 
this defi ned population of patients follow-
ing hospitalization for depressive disor-
der, those receiving antidepressant med-
ications may well have simply been more 
severely ill.”

Olfson and his team did not have any 
data indicating the severity of individual 
patients’ symptoms, he noted. Severity 
was inferred by the necessity for inpatient 
treatment for major depression. By limit-
ing the analysis to events within the fi rst 
60 days following discharge, Olfson added, 
“in theory, all of the patients were in the 
same period of their recovery from that 
index hospitalization.”

David Fassler, M.D., an APA trustee 
and child and adolescent psychiatrist, said 
the study “should be interpreted with cau-
tion. The methodology doesn’t allow us to 
draw defi nitive conclusions in either direc-
tion from the results.” 

There are many intervening variables, 

Fassler told Psychiatric News, that could 
explain the results, including the possibil-
ity that patients with more severe symp-
toms were more likely to receive antide-
pressant medications.

While numerous studies have found 
associations between antidepressants and 
suicidality, Olfson noted there is no clear 
indication of what factors might help cli-
nicians predict which patients prescribed 
the medications might be at increased risk 
versus which patients aren’t at risk.

“There is a feeling among clinicians that 
a personal history or family history of suicide 
attempt, or bipolar disorder, can increase 
risk of future suicidal thoughts, behaviors, 

and actions,” Olfson said. Also helpful, and 
possibly predictive, is the patient’s or family 
members’ response to antidepressant medi-
cations, especially in the fi rst few weeks and 
months of treatment.

“But, bottom line, I don’t think at this 
point the research has done much to give 
us clear a priori risk factors,” Olfson con-
cluded. “Clearly, more research needs to 
be done to establish these or other indica-
tors as true risk factors.”

“Antidepressant Drug Therapy and 
Suicide in Severely Depressed Children 
and Adults” is posted at <http://archpsyc.
ama-assn.org/cgi/content/abstract/63/8/
865>. ■

Youth Suicide
continued from page 2

legal news

Patients in certain states who wish to 
apply for permission to purchase, pos-
sess, or transfer a handgun must present 
with their application a written affi davit 
from their psychiatrist or physician. In 
Massachusetts, for instance, this affi davit 
must state that the physician is aware of 
the patient’s mental illness and the patient 
is not disabled by the illness “in a man-
ner that should prevent the applicant from 
possessing a fi rearm, rifl e, or shotgun. . . .” 
The statute goes on to specify that if the 
applicant has been treated for drug or alco-
hol addiction, he or she must have been 
“cured” of the addiction by a licensed phy-
sician to own a fi rearm.

“There is some risk attached to this 
responsibility,” Norris noted. “Can you 
really testify that the patient is ‘cured,’ and 
what does this really mean?” she asked. 

In Rhode Island, a restricted person 
must be pronounced “cured” by a physi-
cian for at least fi ve years to be considered 
a “mentally stable person and a proper 
person to possess fi rearms.” For handgun 
licensure in Oklahoma, individuals who 
have been treated for mental illness must 
have their physician testify that they have 
been mentally stable for at least 10 years.

Psychiatrists may also have other duties. 
In California and Colorado, psychiatrists 
treating inpatients must report gun pos-
session to local law enforcement or judi-
cial authorities. 

In states with no specifi ed restrictions, 

Gun Ownership
continued from page 6

federal law takes effect. The Federal Gun 
Control Act “prohibits the transfer of any 
fi rearm to any person who. . . is an unlaw-
ful user of or addicted to any controlled 
substance [or] has been adjucated as a 
mental defective or committed to a men-
tal institution.” 

In an editorial appearing in that same 
issue of American Journal of Psychiatry, Paul 
Appelbaum, M.D., chair of APA’s Coun-
cil on Psychiatry and Law, noted that the 
variability in statutes across the United 
States poses “a dilemma for advocates for 
persons with mental disorders, including 
psychiatrists and their national organiza-
tions. . . . But given that only a tiny frac-
tion of violence, including gun violence, is 
perpetrated by persons with mental disor-
ders, efforts that center disproportionately 
on restricting their access refl ect a deeply 
irrational public policy.” 

Appelbaum also expressed concern 
about the creation of databases that accu-
mulate information about people with 
mental illness and can be assessed by states 
before the sale of a fi rearm.  Such access 
may threaten the confi dentiality of psychi-
atric treatment.

“Whether singling out persons with 
mental disorders, including substance 
abuse problems, for restrictions with 
regard to gun purchases is an effective 
means of protecting the public cries out 
for careful assessment,” he said. 

“Firearm Laws, Patients, and the 
Roles of Psychiatrists” is posted at 
<http://ajp.psychiatryonline.org/cgi/
content/full/163/8/1392>. ■

clinical & research news

long compared to eight weeks of treat-
ment with medication. We also were sur-
prised to fi nd different brain changes [that 
is, increases in right temporal electrical 
activity] during placebo lead-in that were 
associated with eventual response in the 
placebo group.”

However, when asked why decreased 
prefrontal activity predicted less depres-
sion in subjects getting an antidepressant, 
and why increased right temporal activity 
predicted less depression in subjects get-
ting a placebo, Hunter said that she and 
her team do not know. Nor do they have 
an answer for why brain electrical activ-
ity changes at all during a placebo lead-in 
period. But as Ian Cook, M.D., an associ-
ate professor of psychiatry at UCLA and 
senior author of the study, told Psychiat-
ric News, “We are now conducting a study, 
with NIH support, to examine some can-

didate factors—for example, prior experi-
ence with treatment, beliefs about treat-
ment, and empathic alliance with care 
providers.”

Meanwhile, he said, a practical implica-
tion of their study results for clinical psychi-
atrists “is that the ‘treatment’ to which our 
patients respond extends beyond the mole-
cules in our pills and capsules, and that many 
other features of the overall treatment sys-
tem count.”

The study was funded by the National 
Alliance for Research in Schizophrenia 
and Depression, the National Center for 
Complementary and Alternative Medi-
cine, the National Institute of Mental 
Health, Lilly Research Laboratories, and 
Wyeth Pharmaceuticals. 

“Changes in Brain Function (Quan-
titative EEG Cordance) During Placebo 
Lead-In and Treatment Outcomes in 
Clinical Trials for Major Depression” 
is posted at <http://ajp.psychiatryonline.
org/cgi/content/full/163/8/1426>. ■

Placebo
continued from page 30
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Introductory Textbook of
Psychiatry, Fourth Edition
Nancy C. Andreasen, M.D., Ph.D., and Donald W. Black, M.D.

A
n established resource, the Introductory Textbook of Psychiatry has been 

thoroughly revised to make it an even more effective text. This edition is

more practical and easier to use. The authors continue to interweave

recent advances in psychiatry with the core knowledge that students new to the

field need—from grasping the neurobiology and genetics of mental illness to

understanding the DSM system to assessing patients.

Hailed as a “classic text,” this user-friendly volume is written in an accessible,

conversational style for introductory psychiatry courses or psychiatry clerkships—  or as an authoritative introduction

to abnormal psychology for students of psychology, social work, or nursing.

■ It introduces students to a wide range of psychiatric diagnoses—covering epidemiology, clinical features,

and treatment

■ Provides additional coverage of special topics such as violence and suicide, legal issues that affect psychiatry,

childhood disorders, sleep disorders, and both psychosocial and somatic therapies

As a teaching resource, it boasts several benefits:

■ Tools that enhance learning, such as compelling case vignettes and “clinical pearls”—even more numerous

in this edition—plus self-assessment questions

■ A detailed introduction to the interview process, including specific questions that the clinician might 

ask patients

■ A critical review of DSM-IV-TR covering all disorders, arranged by diagnostic class

■ Eleven chapters devoted to specific conditions, from cognitive disorders to personality disorders to 

impulse-control disorders, with handy tables of DSM-IV-TR diagnostic criteria, practical assessment 

tips, and other key points

■ A single-chapter introduction to the basics of child psychiatry, covering mental retardation, autism,

ADHD, and more

■ Up-to-date information on drugs—including newer antidepressants—and guidelines for 

electroconvulsive therapy

■ A glossary of key psychiatric terms, new to this edition

2006 • 688 pages • ISBN 1-58562-223-0 • Hardcover • $78.00 | 2006 • 688 pages • ISBN 1-58562-272-9 • Paperback • $58.00

NEW!

The First and Last Word in Psychiatry

Toll-Free: 1-800-368-5777  ■ Order online: www.appi.org
Please reference priority code AH637 when ordering.
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The Senate bill would clarify that Health 
Information Technology Resource Center 
privacy rules apply to any health informa-
tion stored or transmitted electronically. 
The measure also specifi es that it would 
not affect privacy-related provisions in the 
Social Security Act or HIPAA.

The legislation is likely to undergo 
extensive changes during conference com-
mittee negotiations over a variety of issues, 
including privacy.

“Our work is not done,” Meyers said. 
“Rest assured that APA will continue to 

Technology
continued from page 9

promote and seek the strongest possible 
patient privacy rights within a HIT infra-
structure and beyond.”

Health and Human Services Secretary 
Michael Leavitt also is expected to push for 
the addition of HIT interoperability require-
ments, which he said are vital to the success 
of health information technology. Mandat-
ing such requirements now is more cost-
effective and effi cient than doing so later so 
that incompatible systems aren’t created.

Information on the House bill is 
posted at <http://thomas.loc.gov/cgi-bin/
query/D?c109:3:./temp/~c1095Ui416> 
and the Senate bill at <http://thomas.
loc.gov/cgi-bin/query/D?c109:4:./temp/
~c109EiZDbI::>.■

the federal health care programs and bene-
fi ciaries from fraud and abuse,” said Health 
and Human Services Inspector General 
Daniel Levinson in a statement.

In comments submitted to CMS last 
year, APA Medical Director James H. 
Scully Jr., M.D., said APA generally sup-
ports the movement toward e-prescrib-
ing and electronic health records. But he 
expressed a range of concerns including 
the potential for federal sanction of phy-
sicians who receive in-kind donations of 
computer technology and services related 
to e-prescribing.

Until adequate exceptions and safe 
harbors are provided under existing fed-
eral laws, “any physician dealing with 
Medicare patients who accepts value in-
kind such as software, hardware, Web 
access, training, educational materials, 

discounts, rebates, or other assistance 
related to e-prescribing infrastructures 
may be subject to federal sanctions,” he 
wrote.

“Managed care entities, software, 
computer hardware, and Web services 
companies will make various offers to 
physicians to make their products com-
petitive and otherwise induce them to 
adopt e-prescribing practices,” Scully 
wrote. “E-prescribing requirements 
should not force psychiatrists to either 
pay the entire cost of an e-prescribing 
system or accept assistance from exter-
nal entities but risk potential federal 
action.”

The OIG’s fi nal rule on e-prescribing 
is posted at <www.oig.hhs.gov/authorities/
docs/06/OIG%20E-Prescribing%20Fina
l%20Rule%20080806.pdf>. The CMS’s 
fi nal rule is posted at <www.cms.hhs.gov/
PhysicianSelfReferral/Downloads/CMS-
1303-F.pdf >. ■

E-Prescribing
continued from page 9

government news

adequately cover buprenorphine’s cost or 
the costs to the prescribing physician who 
provides this intervention. Many unem-
ployed people and low-income working 
people, for example, lack access to med-
ical care, and many addicts are unaware 
that the medication is an option available 
to them.

The SAMHSA surveys found that 
nearly half of the prescribing physicians 
surveyed reported that the cost of the drug 
was among the top challenges to prescrib-
ing buprenorphine. 

Another limit repeatedly cited by phy-
sicians at the symposium was the reluc-
tance of many physicians to deal with 
“both the stigma attached to addicts and 
the extensive oversight exercised by fed-
eral and state law enforcement agencies,” 
Kleber said.

Congressional supporters of buprenor-
phine treatment promised they would 
push for removal of the 30-patient limit 
on physicians authorized to prescribe the 
drug.

“We need to remove this limit and 
frankly, I don’t know how anyone could 
oppose that at this point,” said Sen. 
Orrin Hatch (R-Utah), in an interview 
with Psychiatric News. He said he plans to 
push for removal of the limit before the 
end of the current session of Congress 
as a crime-control measure. The mea-
sure is included in legislation to reautho-
rize the Offi ce of National Drug Control 
Policy (S 2560), which the full Senate is 
slated to consider in September. There 
is no House bill aimed at removing the 
30-patient limit. 

Sen. Carl Levin (D-Mich.), who 
described the buprenorphine treatment 
option as a “landmark” in addiction treat-
ment, said more effort is needed to expand 
the treatment’s use beyond the less than 2 
percent of primary care physicians autho-
rized to use it. He noted that only 2,910 
general practitioners out of 242,924 have 
been certifi ed to prescribe the drug. The 
evidence of the treatment’s benefi ts and 
lack of adverse impact, Levin said, show 
the need to remove legislative limits that 
have resulted in long waiting lists and lack 
of access for many addicts.

“This [SAMHSA] study confi rms our 
hopes about the effectiveness of buprenor-
phine and also helps to illuminate the 
things that need to be done to help more 
patients reach this powerful medicine,” 
Levin said.

Supporters of buprenorphine treat-
ment hope to increase physician par-
ticipation by expanding the required 
eight-hour training sessions to include 
an online alternative. Elinore McCance-
Katz, M.D., Ph.D., president-elect of the 
American Academy of Addiction Psychi-
atry, said her organization—like APA—
developed a Web-based course that leads 
to waiver eligibility. The alternative will 
make it easier and less costly for physi-
cians to receive training in offi ce-based 
opioid addiction care.

“Going forward, we plan to continue 
to try to train as many physicians as pos-
sible to provide these services to patients,” 
she said.

Further information on buprenor-
phine treatment is posted at <http://
buprenorphine.samhsa.gov>. APA’s online 
buprenorphine course is posted at <www.
psych.org/edu/bup_training.cfm>. ■

Buprenorphine
continued from page 10

The Americans with Disabilities Act of 1990, commonly referred to as the "ADA," became effective in 1992 and requires the
provision of appropriate auxiliary aids and services to ensure adequate communication between a physician and a patient with
hearing or vision impairments.  The ADA does not require the use of an interpreter for a deaf or hearing-impaired person in every
medical setting but "effective communication" is the required standard.  Lip reading, note-taking or interpretation by a family
member might not be considered effective communication when a psychiatrist is engaging in psychotherapy with a patient.

A psychiatrist is not required to provide an interpreter for a deaf or hearing-impaired patient where it would present an "undue
burden" on the professional.  However, the single factor of interpreter cost exceeding the cost of the medical consultation has not
been found by the courts to be an undue burden.  Factors that may create an "undue burden" include the practice's overall income,
eligibility for tax credits and the frequency  of patient visits requiring an interpreter.  Further information on such issues may be
obtained from the United States Department of Justice, Civil Rights Division, Public Access Section.i Federal tax credits may be
available for part of the cost of providing an interpreter, so any psychiatrist affected by the law should consult his/her accountant.

Another law which gives rise to the potential duty of the psychiatrist to provide interpreters – not for the hearing-impaired but for
limited English proficiency patients – is Title VI of the Civil Rights Act of 1964.ii This law prohibits discrimination on the basis of race,
color or national origin.  The "national origin" language has been broadly construed by regulation to require providers who receive
certain federal fundsiii to take steps to provide effective communication.  Although a large facility (e.g., a hospital emergency room)
may be subject to greater scrutiny than a small psychiatric practice, psychiatrists should consider adopting plans to effectively
communicate with patients who cannot fully communicate in English.  Furthermore, state human rights laws may impose requirements
on health care providers to assure effective communication.  Psychiatrists could also be vulnerable in malpractice suits for violation of
the standard of care where treatment was compromised due to ineffective communication.

This update was provided by Anne Marie "Nancy" Wheeler, J.D., Coordinator of the APA Legal Information and Consultation Plan.  For
further information about the Plan, which has been revised for 2006, please call 301-384-6775 or e-mail apaplan@comcast.net.

Treating Patients with Hearing Impairments or Limited English Proficiency:
What Are the Emerging Duties for Psychiatrists?

i The information line at the Department of Justice for ADA compliance (including the need for interpreters) is 1-800-514-0301.
ii See 42 U.S.C. §§ 2000d et seq., as amended.  Guidance is available at http://www.usdoj.gov/crt/cor/lep/DOJFinLEPFRJun182002.htm.
iii These funds do not include Medicare Part B payments.
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In a schizophrenia trial measuring time to all-cause discontinuation...

EFFICACY MATTERS



Count on the long-standing history
RISPERDAL
For many patients in the treatment of schizophrenia

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. 
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 1.6 to 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 about 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.g., heart failure, sudden death) or infectious (e.g., pneumonia) in nature. RISPERDAL® (risperidone)
is not approved for the treatment of patients with Dementia-Related Psychosis.

Commonly observed events: In short-term trials, the most commonly observed adverse events associated with RISPERDAL at an incidence of �5% and at least 
2x placebo were: anxiety, somnolence, extrapyramidal symptoms, dizziness, constipation, nausea, dyspepsia, rhinitis, rash, and tachycardia.
Hyperglycemia and diabetes: Hyperglycemia, some cases extreme and associated with ketoacidosis, hyperosmolar coma or death has been reported in patients 
treated with atypical antipsychotics (APS), including RISPERDAL. Patients starting treatment with APS who have or are at risk for diabetes, should undergo fasting 
blood glucose testing at the beginning of and during treatment. Patients who develop symptoms of hyperglycemia should also undergo fasting blood glucose testing.
Tardive dyskinesia (TD): As with all antipsychotic medications, prescribing should be consistent with the need to minimize the risk of TD; if its signs and symptoms 
appear, discontinuation of RISPERDAL should be considered. Elderly patients appeared to be at increased risk for TD.
Neuroleptic malignant syndrome (NMS): NMS has been reported rarely with this class of medications, including RISPERDAL and appropriate management 
should be employed. 

RISPERDAL is indicated for the treatment of schizophrenia.



of RISPERDAL—
DELIVERS

■ Proven symptom control in schizophrenia†2

— More than 12 years of experience3

© Janssen, L.P. 2006          August 2006          01RS1845T

Cerebrovascular adverse events (CAEs): CAEs, including fatalities, have been reported in elderly patients with dementia-related psychosis taking risperidone
in clinical trials. The incidence of CAEs with risperidone was significantly higher than with placebo. RISPERDAL is not approved for treating these patients. 

Please see brief summary of full Prescribing Information, including Boxed Warning, on adjacent page.

Visit our Web site at risperdal.com

■ Proven symptom control in schizophrenia†2

— More than 12 years of experience3

*Subjects with schizophrenia (N=444) who had discontinued the atypical antipsychotic randomly assigned during phase 1 of the Clinical Antipsychotic Trials of Intervention Effectiveness (CATIE) investigation were randomly reassigned to double-blind treatment with a different 
antipsychotic (olanzapine, 7.5–30 mg/day [N=66]; quetiapine, 200–800 mg/day [N=63]; risperidone, 1.5–6.0 mg/day [N= 69]; or ziprasidone, 40–160 mg/day [N= 135]). Identical capsules (risperidone, 1.5 mg qd or bid; olanzapine, 7.5 mg qd or bid; quetiapine, 200 mg bid; ziprasidone, 40
mg bid) were flexibly dosed (within 1 to 4 capsules daily) on the basis of the study doctor’s judgment. Patients were assigned to a treatment they had not received in phase 1. This phase 2 study was recommended to patients who poorly tolerated treatment in phase 1, but also 
included individuals who 1) discontinued previous treatment in phase 1 because of inefficacy and who did not want to consider treatment with clozapine, and 2) discontinued their previous treatment independently of their doctor’s recommendation. The primary aim was to determine if
there were differences among the four treatments in effectiveness, as measured by time until discontinuation for any reason. 

† Demonstrated in two 8-week, randomized, double-blind, placebo-controlled trials comparing the efficacy and safety of risperidone and haloperidol in patients with schizophrenia (N=513). Patients were randomly assigned to 1 of 6 fixed-dose, parallel-treatment groups: 2, 6, 10, or 16 mg/day of 
risperidone, 20 mg/day of haloperidol, or placebo. The study was not powered to show a difference between RISPERDAL and haloperidol.

References: 1. Stroup TS, Lieberman JA, McEvoy JP, et al, for the CATIE Investigators. Effectiveness of olanzapine, quetiapine, risperidone, and ziprasidone in patients with chronic schizophrenia following discontinuation of a previous atypical antipsychotic. Am J Psychiatry.
2006;163:611–622. 2. Marder SR, Davis JM, Chouinard G. The effects of risperidone on the five dimensions of schizophrenia derived by factor analysis: combined results of the North American trials. J Clin Psychiatry. 1997;58:538–546. 3. FDA approval 1993.



INDICATIONS AND USAGE: RISPERDAL® (risperidone) is indicated for the treatment of schizophrenia.
Monotherapy: RISPERDAL® is indicated for the short-term treatment of acute manic or mixed episodes associated
with Bipolar I Disorder. Combination Therapy: The combination of RISPERDAL® with lithium or valproate is indicated
for the short-term treatment of acute manic or mixed episodes associated with Bipolar I Disorder.
CONTRAINDICATIONS: RISPERDAL® (risperidone) is contraindicated in patients 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. RISPERDAL® (risperidone) is not approved for the treatment of dementia-related
psychosis (see Boxed Warning). Neuroleptic Malignant Syndrome (NMS): A potentially fatal symptom complex
sometimes referred to as Neuroleptic Malignant Syndrome (NMS) has been reported in association with antipsychotic
drugs. 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: A syndrome of potentially irreversible, involuntary, dyskinetic movements may
develop in patients treated with antipsychotic drugs. If signs and symptoms of tardive dyskinesia appear in a patient
treated with RISPERDAL®, drug discontinuation should be considered. However, some patients may require treatment
with RISPERDAL® despite the presence of the syndrome. Cerebrovascular Adverse Events, Including Stroke, in
Elderly Patients With Dementia-Related Psychosis: Cerebrovascular adverse events (e.g., stroke, transient
ischemic attack), including fatalities, were reported in patients (mean age 85 years; range 73-97) in trials of risperidone
in elderly patients with dementia-related psychosis.  In placebo-controlled trials, there was a significantly higher
incidence of cerebrovascular adverse events in patients treated with risperidone compared to patients treated with
placebo.  RISPERDAL® is not approved for the treatment of patients with dementia-related psychosis. (See also Boxed
WARNING, WARNINGS:  Increased Mortality in Elderly Patients with Dementia-Related Psychosis.)
Hyperglycemia and Diabetes Mellitus: Hyperglycemia, in some cases extreme and associated with ketoacidosis or
hyperosmolar coma or death, has been reported in patients treated with atypical antipsychotics including RISPERDAL®.
Patients with an established diagnosis of diabetes mellitus who are started on atypical antipsychotics should be
monitored regularly for worsening of glucose control.  Patients with risk factors for diabetes mellitus (e.g., obesity, family
history of diabetes) who are starting treatment with atypical antipsychotics should undergo fasting blood glucose testing
at the beginning of treatment and periodically during treatment. 
PRECAUTIONS: General: Orthostatic Hypotension: RISPERDAL® (risperidone) may induce orthostatic hypotension
associated with dizziness, tachycardia, and in some patients, syncope, especially during the initial dose-titration period,
probably reflecting its alpha-adrenergic antagonistic properties. Syncope was reported in 0.2% (6/2607) of
RISPERDAL®-treated patients in Phase 2 and 3 studies. The risk of orthostatic hypotension and syncope may be
minimized by limiting the initial dose to 2 mg total (either QD or 1 mg BID) in normal adults and 0.5 mg BID in the
elderly and patients with renal or hepatic impairment (see DOSAGE AND ADMINISTRATION in full PI). Monitoring of
orthostatic vital signs should be considered in patients for whom this is of concern. A dose reduction should be
considered if hypotension occurs. RISPERDAL® should be used with particular caution in patients with known
cardiovascular disease (history of myocardial infarction or ischemia, heart failure, or conduction abnormalities),
cerebrovascular disease, and conditions which would predispose patients to hypotension, e.g., dehydration and
hypovolemia. Clinically significant hypotension has been observed with concomitant use of RISPERDAL® and
antihypertensive medication. Seizures: RISPERDAL® should be used cautiously in patients with a history of seizures.
Dysphagia: Esophageal dysmotility and aspiration have been associated with antipsychotic drug use. Aspiration
pneumonia is a common cause of morbidity and mortality in patients with advanced Alzheimer's dementia.
RISPERDAL® 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 D2 receptors, risperidone elevates prolactin levels
and the elevation persists during chronic administration. Neither clinical studies nor epidemiologic studies conducted to
date have shown an association between chronic administration of this class of drugs and tumorigenesis in humans; the
available evidence is considered too limited to be conclusive at this time. Potential for Cognitive and Motor
Impairment: Somnolence was a commonly reported adverse event associated with RISPERDAL® treatment, especially
when ascertained by direct questioning of patients. This adverse event is dose-related. Patients should be cautioned
about operating hazardous machinery, including automobiles, until they are reasonably certain that RISPERDAL®

therapy does not affect them adversely.  Priapism: Rare cases of priapism have been reported. Thrombotic
Thrombocytopenic Purpura (TTP): A single case of TTP was reported in a 28 year-old female patient receiving
RISPERDAL® in a large, open premarketing experience (approximately 1300 patients). She experienced jaundice,
fever, and bruising, but eventually recovered after receiving plasmapheresis. The relationship to RISPERDAL® therapy
is unknown. Antiemetic Effect: Risperidone has an antiemetic effect in animals; this effect may also occur in humans,
and may mask signs and symptoms of overdosage with certain drugs or of conditions such as intestinal obstruction,
Reye's syndrome, and brain tumor. Body Temperature Regulation: Disruption of body temperature regulation has
been attributed to antipsychotic agents. Caution is advised when prescribing for patients who will be exposed to
temperature extremes. Suicide: The possibility of a suicide attempt is inherent in schizophrenia, and close supervision
of high-risk patients should accompany drug therapy. Use in Patients With Concomitant Illness: Clinical experience
with RISPERDAL® in patients with certain concomitant systemic illnesses is limited. Patients with Parkinson’s Disease
or Dementia with Lewy Bodies who receive antipsychotics, including RISPERDAL®, may be at increased risk of
Neuroleptic Malignant Syndrome as well as having an increased sensitivity to antipsychotic medications. Manifestation
of this increased sensitivity can include confusion, obtundation, postural instability with frequent falls, in addition to
extrapyramidal symptoms. Caution is advisable in using RISPERDAL® in patients with diseases or conditions that could
affect metabolism or hemodynamic responses. Increased plasma concentrations of r isperidone and
9–hydroxyrisperidone occur in patients with severe renal impairment, and in patients with severe hepatic impairment. A
lower starting dose should be used in such patients. Information for Patients: Physicians are advised to discuss the
following issues with patients for whom they prescribe RISPERDAL®: Phenylketonurics: Phenylalanine is a
component of aspartame. Each 4 mg RISPERDAL® M-TAB® Orally Disintegrating Tablet contains 0.84 mg
phenylalanine; each 3 mg RISPERDAL® M-TAB® Orally Disintegrating Tablet contains 0.63 mg phenylalanine; each
2 mg RISPERDAL® M-TAB® Orally Disintegrating Tablet contains 0.42 mg phenylalanine; each 1 mg RISPERDAL®

M-TAB® Orally Disintegrating Tablet contains 0.28 mg phenylalanine; and each 0.5 mg RISPERDAL® M-TAB® Orally
Disintegrating Tablet contains 0.14 mg phenylalanine. Drug Interactions: The interactions of RISPERDAL® and other
drugs have not been systematically evaluated. Given the primary CNS effects of risperidone, caution should be used
when RISPERDAL® is taken in combination with other centrally acting drugs and alcohol. Because of its potential for
inducing hypotension, RISPERDAL® may enhance the hypotensive effects of other therapeutic agents with this
potential. RISPERDAL® may antagonize the effects of levodopa and dopamine agonists. Chronic administration of
clozapine with risperidone may decrease the clearance of risperidone. Carbamazepine and Other Enzyme Inducers:
In a drug interaction study in schizophrenic patients, 11 subjects received risperidone titrated to 6 mg/day for 3 weeks,
followed by concurrent administration of carbamazepine for an additional 3 weeks. During co-administration, the plasma
concentrations of risperidone and its pharmacologically active metabolite, 9–hydroxyrisperidone, were decreased by
about 50%. Plasma concentrations of carbamazepine did not appear to be affected. The dose of risperidone may need
to be titrated accordingly for patients receiving carbamazepine, particularly during initiation or discontinuation of
carbamazepine therapy. Co-administration of other known enzyme inducers (e.g., phenytoin, rifampin, and
phenobarbital) with risperidone may cause similar decreases in the combined plasma concentrations of risperidone and
9–hydroxyrisperidone, which could lead to decreased efficacy of risperidone treatment. Fluoxetine and Paroxetine:
Fluoxetine (20 mg QD) and paroxetine (20 mg QD) have been shown to increase the plasma concentration of
risperidone 2.5-2.8 fold and 3-9 fold respectively.  Fluoxetine did not affect the plasma concentration of
9–hydroxyrisperidone. Paroxetine lowered the concentration of 9–hydroxyrisperidone by about 10%.  When either
concomitant fluoxetine or paroxetine is initiated or discontinued, the physician should re-evaluate the dosing of
RISPERDAL®. The effects of discontinuation of concomitant fluoxetine or paroxetine therapy on the pharmacokinetics of
risperidone and 9–hydroxyrisperidone have not been studied. Lithium: Repeated oral doses of risperidone (3 mg BID)
did not affect the exposure (AUC) or peak plasma concentrations (Cmax) of lithium (n=13). Valproate: Repeated oral
doses of risperidone (4 mg QD) did not affect the pre-dose or average plasma concentrations and exposure (AUC) of
valproate (1000 mg/day in three divided doses) compared to placebo (n=21). However, there was a 20% increase in
valproate peak plasma concentration (Cmax) after concomitant administration of risperidone. Digoxin: RISPERDAL®

(0.25 mg BID) did not show a clinically relevant effect on the pharmacokinetics of digoxin. Drugs That Inhibit CYP 2D6
and Other CYP Isozymes: Risperidone is metabolized to 9–hydroxyrisperidone by CYP 2D6, an enzyme that is
polymorphic in the population and that can be inhibited by a variety of psychotropic and other drugs (see CLINICAL
PHARMACOLOGY in full PI). Drug interactions that reduce the metabolism of risperidone to 9–hydroxyrisperidone
would increase the plasma concentrations of risperidone and lower the concentrations of 9–hydroxyrisperidone.
Analysis of clinical studies involving a modest number of poor metabolizers (n��70) does not suggest that poor and
extensive metabolizers have different rates of adverse effects. No comparison of effectiveness in the two groups has
been made. In vitro studies showed that drugs metabolized by other CYP isozymes, including 1A1, 1A2, 2C9, 2C19,
and 3A4, are only weak inhibitors of risperidone metabolism. There were no significant interactions between risperidone
and erythromycin (see CLINICAL PHARMACOLOGY in full PI). Drugs Metabolized by CYP 2D6: In vitro studies
indicate that risperidone is a relatively weak inhibitor of CYP 2D6. Therefore, RISPERDAL® is not expected to
substantially inhibit the clearance of drugs that are metabolized by this enzymatic pathway. In drug interaction studies,
risperidone did not significantly affect the pharmacokinetics of donepezil and galantamine, which are metabolized by
CYP 2D6. Carcinogenesis, Mutagenesis, Impairment of Fertility: Carcinogenesis: Carcinogenicity studies were
conducted in Swiss albino mice and Wistar rats. Risperidone was administered in the diet at doses of 0.63, 2.5, and
10 mg/kg for 18 months to mice and for 25 months to rats. These doses are equivalent to 2.4, 9.4, and 37.5 times the
maximum recommended human dose (MRHD) (16 mg/day) on a mg/kg basis or 0.2, 0.75, and 3 times the MRHD
(mice) or 0.4, 1.5, and 6 times the MRHD (rats) on a mg/m2 basis. There were statistically significant increases in
pituitary gland adenomas, endocrine pancreas adenomas, and mammary gland adenocarcinomas. These findings are
considered to be prolactin-mediated. The relevance for human risk of the findings of prolactin-mediated endocrine
tumors in rodents is unknown (see PRECAUTIONS, General - Hyperprolactinemia). Mutagenesis: No evidence of
mutagenic potential for risperidone was found. Impairment of Fertility: Risperidone (0.16 to 5 mg/kg) was shown to
impair mating, but not fertility, in Wistar rats in three reproductive studies at doses 0.1 to 3 times the maximum
recommended human dose (MRHD) on a mg/m2 basis. Pregnancy: Pregnancy Category C: The teratogenic potential
of risperidone was studied in three Segment II studies in Sprague-Dawley and Wistar rats (0.63-10 mg/kg or 0.4 to 6
times the maximum recommended human dose [MRHD] on a mg/m2 basis) and in one Segment II study in New
Zealand rabbits (0.31-5 mg/kg or 0.4 to 6 times the MRHD on a mg/m2 basis). The incidence of malformations was not

increased compared to control in offspring of rats or rabbits given 0.4 to 6 times the MRHD on a mg/m2 basis. In three
reproductive studies in rats (two Segment III and a multigenerational study), there was an increase in pup deaths during
the first 4 days of lactation at doses of 0.16-5 mg/kg or 0.1 to 3 times the MRHD on a mg/m2 basis. It is not known
whether these deaths were due to a direct effect on the fetuses or pups or to effects on the dams. There was no no-
effect dose for increased rat pup mortality. In one Segment III study, there was an increase in stillborn rat pups at a
dose of 2.5 mg/kg or 1.5 times the MRHD on a mg/m2 basis. In a cross-fostering study in Wistar rats, toxic effects on
the fetus or pups, as evidenced by a decrease in the number of live pups and an increase in the number of dead pups
at birth (Day 0), and a decrease in birth weight in pups of drug-treated dams were observed. In addition, there was an
increase in deaths by Day 1 among pups of drug-treated dams, regardless of whether or not the pups were cross-
fostered. Risperidone also appeared to impair maternal behavior in that pup body weight gain and survival (from Day 1
to 4 of lactation) were reduced in pups born to control but reared by drug-treated dams. These effects were all noted at
the one dose of risperidone tested, i.e., 5 mg/kg or 3 times the MRHD on a mg/m2 basis. Placental transfer of
risperidone occurs in rat pups. There are no adequate and well-controlled studies in pregnant women. However, there
was one report of a case of agenesis of the corpus callosum in an infant exposed to risperidone in utero. The causal
relationship to RISPERDAL® therapy is unknown. Reversible extrapyramidal symptoms in the neonate were observed
following postmarketing use of risperidone during the last trimester of pregnancy. RISPERDAL® should be used during
pregnancy only if the potential benefit justifies the potential risk to the fetus. Labor and Delivery: The effect of
RISPERDAL® on labor and delivery in humans is unknown. Nursing Mothers: In animal studies, risperidone and
9–hydroxyrisperidone are excreted in milk. Risperidone and 9–hydroxyrisperidone are also excreted in human breast
milk. Therefore, women receiving risperidone should not breast-feed. Pediatric Use: Safety and effectiveness in
children have not been established. Geriatric Use: Clinical studies of RISPERDAL® in the treatment of schizophrenia
did not include sufficient numbers of patients aged 65 and over to determine whether or not they respond differently
than younger patients. Other reported clinical experience has not identified differences in responses between elderly
and younger patients. In general, a lower starting dose is recommended for an elderly patient, reflecting a decreased
pharmacokinetic clearance in the elderly, as well as a greater frequency of decreased hepatic, renal, or cardiac
function, and of concomitant disease or other drug therapy (see CLINICAL PHARMACOLOGY and DOSAGE AND
ADMINISTRATION in full PI). While elderly patients exhibit a greater tendency to orthostatic hypotension, its risk in the
elderly may be minimized by limiting the initial dose to 0.5 mg BID followed by careful titration (see PRECAUTIONS).
Monitoring of orthostatic vital signs should be considered in patients for whom this is of concern. This drug is
substantially excreted by the kidneys, and the risk of toxic reactions to this drug may be greater in patients with
impaired renal function. Because elderly patients are more likely to have decreased renal function, care should be taken
in dose selection, and it may be useful to monitor renal function (see DOSAGE AND ADMINISTRATION in full PI).
Concomitant use with Furosemide in Elderly Patients with Dementia-Related Psychosis: In placebo-controlled
trials in elderly patients with dementia-related psychosis, a higher incidence of mortality was observed in patients
treated with furosemide plus risperidone when compared to patients treated with risperidone alone or with placebo plus
furosemide. No pathological mechanism has been identified to explain this finding, and no consistent pattern for cause
of death was observed. An increase of mortality in elderly patients with dementia-related psychosis was seen with the
use of RISPERDAL® regardless of concomitant use with furosemide. RISPERDAL® is not approved for the treatment of
patients with dementia-related psychosis. (See Boxed WARNING, WARNINGS: Increased Mortality in Elderly
Patients with Dementia-Related Psychosis.)
ADVERSE REACTIONS: Associated With Discontinuation of Treatment: Bipolar Mania: In the US placebo-
controlled trial with risperidone as monotherapy, approximately 8% (10/134) of RISPERDAL®-treated patients
discontinued treatment due to an adverse event, compared with approximately 6% (7/125) of placebo-treated patients.
The adverse events associated with discontinuation and considered to be possibly, probably, or very likely drug-related
included paroniria, somnolence, dizziness, extrapyramidal disorder, and muscle contractions involuntary. Each of these
events occurred in one RISPERDAL®-treated patient (0.7%) and in no placebo-treated patients (0%). In the US
placebo-controlled trial with risperidone as adjunctive therapy to mood stabilizers, there was no overall difference in the
incidence of discontinuation due to adverse events (4% for RISPERDAL® vs. 4% for placebo). Incidence in Controlled
Trials: Commonly Observed Adverse Events in Controlled Clinical Trials: Bipolar Mania: In the US placebo-
controlled trial with risperidone as monotherapy, the most commonly observed adverse events associated with the use
of RISPERDAL® (incidence of 5% or greater and at least twice that of placebo) were somnolence, dystonia, akathisia,
dyspepsia, nausea, parkinsonism, vision abnormal, and saliva increased. In the US placebo-controlled trial with
risperidone as adjunctive therapy to mood stabilizers, the most commonly observed adverse events associated with the
use of RISPERDAL® were somnolence, dizziness, parkinsonism, saliva increased, akathisia, abdominal pain, and
urinary incontinence. Adverse Events Occurring at an Incidence of 2% or More Among RISPERDAL®-Treated Patients -
Bipolar Mania: Adverse events that occurred at an incidence of 2% or more, and were more frequent among patients
treated with flexible doses of RISPERDAL® (1-6 mg daily as monotherapy and as adjunctive therapy to mood
stabilizers, respectively) than among patients treated with placebo. Reported adverse events were classified using the
World Health Organization preferred terms. Incidence of Treatment-Emergent Adverse Events in a 3-Week, Placebo-
Controlled Trial-Monotherapy in Bipolar Mania. Body System/Preferred Term: Central & peripheral nervous
system: Dystonia, Akathisia, Dizziness, Parkinsonism, Hypoaesthesia Psychiatric: Somnolence, Agitation, Manic
reaction, Anxiety, Concentration impaired Gastrointestinal system: Dyspepsia, Nausea, Saliva increased, Mouth dry
Body as a whole - general: Pain, Fatigue, Injury Respiratory system: Sinusitis, Rhinitis, Coughing Skin and
appendages: Acne, Pruritus Musculo-Skeletal: Myalgia, Skeletal pain Metabolic and nutritional: Weight increase
Vision disorders: Vision abnormal Cardiovascular, general: Hypertension, Hypotension Heart rate and rhythm:
Tachycardia. Incidence of Treatment-Emergent Adverse Events in a 3-Week, Placebo-Controlled Trial – Adjunctive
Therapy in Bipolar Mania. Body System/Preferred Term: Gastrointestinal system: Saliva increased, Diarrhea,
Abdominal pain, Constipation, Mouth dry, Tooth ache, Tooth disorder Central & peripheral nervous system:
Dizziness, Parkinsonism, Akathisia, Dystonia Psychiatric: Somnolence, Anxiety, Confusion Respiratory system:
Rhinitis, Pharyngitis, Coughing Body as a whole - general: Asthenia Urinary system: Urinary incontinence Heart rate
and rhythm: Tachycardia Metabolic and nutritional: Weight increase Skin and appendages: Rash. Dose
Dependency of Adverse Events: Data from two fixed-dose trials provided evidence of dose-relatedness for
extrapyramidal symptoms associated with risperidone treatment. These symptoms include: sleepiness, increased
duration of sleep, accommodation disturbances, orthostatic dizziness, palpitations, weight gain, erectile dysfunction,
ejaculatory dysfunction, orgastic dysfunction, asthenia/lassitude/increased fatigability, and increased pigmentation. Vital
Sign Changes: RISPERDAL® is associated with orthostatic hypotension and tachycardia (see PRECAUTIONS).
Weight Changes: A statistically significantly greater incidence of weight gain for RISPERDAL® (18%) compared to
placebo (9%). Laboratory Changes: A between-group comparison for 6- to 8-week placebo-controlled trials revealed
no statistically significant RISPERDAL®/placebo differences in the proportions of patients experiencing potentially
important changes in routine serum chemistry, hematology, or urinalysis parameters. Similarly, there were no
RISPERDAL®/placebo differences in the incidence of discontinuations for changes in serum chemistry, hematology, or
urinalysis. However, RISPERDAL® administration was associated with increases in serum prolactin (see
PRECAUTIONS). ECG Changes: Between-group comparisons for pooled placebo-controlled trials revealed no
statistically significant differences between risperidone and placebo in mean changes from baseline in ECG
parameters, including QT, QTc, and PR intervals, and heart rate.  When all RISPERDAL® doses were pooled from
randomized controlled trials in several indications, there was a mean increase in heart rate of 1 beat per minute
compared to no change for placebo patients.  In short-term schizophrenia trials, higher doses of risperidone (8-16
mg/day) were associated with a higher mean increase in heart rate compared to placebo (4-6 beats per minute). Other
Events Observed During the Premarketing Evaluation of RISPERDAL®: During its premarketing assessment,
multiple doses of RISPERDAL® were administered to 2607 patients in Phase 2 and 3 studies and the following
reactions were reported: (Note: 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. It is important to emphasize that, although the events
reported occurred during treatment with RISPERDAL®, they were not necessarily caused by it). Psychiatric Disorders:
Frequent: increased dream activity*, diminished sexual desire*, nervousness. Infrequent: impaired concentration,
depression, apathy, catatonic reaction, euphoria, increased libido, amnesia. Rare: emotional lability, nightmares,
delirium, withdrawal syndrome, yawning. Central and Peripheral Nervous System Disorders: Frequent: increased
sleep duration*. Infrequent: dysarthria, vertigo, stupor, paraesthesia, confusion. Rare: aphasia, cholinergic syndrome,
hypoesthesia, tongue paralysis, leg cramps, torticollis, hypotonia, coma, migraine, hyperreflexia, choreoathetosis.
Gastrointestinal Disorders: Frequent: anorexia, reduced salivation*. Infrequent: flatulence, diarrhea, increased
appetite, stomatitis, melena, dysphagia, hemorrhoids, gastritis. Rare: fecal incontinence, eructation, gastroesophageal
reflux, gastroenteritis, esophagitis, tongue discoloration, cholelithiasis, tongue edema, diverticulitis, gingivitis, discolored
feces, GI hemorrhage, hematemesis. Body as a Whole/General Disorders: Frequent: fatigue. Infrequent: edema,
rigors, malaise, influenza-like symptoms. Rare: pallor, enlarged abdomen, allergic reaction, ascites, sarcoidosis,
flushing. Respiratory System Disorders: Infrequent: hyperventilation, bronchospasm, pneumonia, stridor. Rare:
asthma, increased sputum, aspiration. Skin and Appendage Disorders: Frequent: increased pigmentation*,
photosensitivity*. Infrequent: increased sweating, acne, decreased sweating, alopecia, hyperkeratosis, pruritus, skin
exfoliation. Rare: bullous eruption, skin ulceration, aggravated psoriasis, furunculosis, verruca, dermatitis lichenoid,
hypertrichosis, genital pruritus, urticaria. Cardiovascular Disorders: Infrequent: palpitation, hypertension, hypotension,
AV block, myocardial infarction. Rare: ventricular tachycardia, angina pectoris, premature atrial contractions, T wave
inversions, ventricular extrasystoles, ST depression, myocarditis. Vision Disorders: Infrequent: abnormal
accommodation, xerophthalmia. Rare: diplopia, eye pain, blepharitis, photopsia, photophobia, abnormal lacrimation.
Metabolic and Nutritional Disorders: Infrequent: hyponatremia, weight increase, creatine phosphokinase increase,
thirst, weight decrease, diabetes mellitus. Rare: decreased serum iron, cachexia, dehydration, hypokalemia,
hypoproteinemia, hyperphosphatemia, hypertriglyceridemia, hyperuricemia, hypoglycemia. Urinary System Disorders:
Frequent: polyuria/polydipsia*. Infrequent: urinary incontinence, hematuria, dysuria. Rare: urinary retention, cystitis,
renal insufficiency. Musculo-Skeletal System Disorders: Infrequent: myalgia. Rare: arthrosis, synostosis, bursitis,
arthritis, skeletal pain. Reproductive Disorders, Female: Frequent: menorrhagia*, orgastic dysfunction*, dry vagina*.
Infrequent: nonpuerperal lactation, amenorrhea, female breast pain, leukorrhea, mastitis, dysmenorrhea, female
perineal pain, intermenstrual bleeding, vaginal hemorrhage. Liver and Biliary System Disorders: Infrequent:
increased SGOT, increased SGPT. Rare: hepatic failure, cholestatic hepatitis, cholecystitis, cholelithiasis, hepatitis,
hepatocellular damage. Platelet, Bleeding, and Clotting Disorders: Infrequent: epistaxis, purpura. Rare: hemorrhage,
superficial phlebitis, thrombophlebitis, thrombocytopenia. Hearing and Vestibular Disorders: Rare: tinnitus,
hyperacusis, decreased hearing. Red Blood Cell Disorders: Infrequent: anemia, hypochromic anemia. Rare:
normocytic anemia. Reproductive Disorders, Male: Frequent: erectile dysfunction*. Infrequent: ejaculation failure.
White Cell and Resistance Disorders: Rare: leukocytosis, lymphadenopathy, leucopenia, Pelger-Huet anomaly.
Endocrine Disorders: Rare: gynecomastia, male breast pain, antidiuretic hormone disorder. Special Senses: Rare:
bitter taste.*Incidence based on elicited reports. Postintroduction Reports: Adverse events reported since market
introduction which were temporally (but not necessarily causally) related to RISPERDAL® therapy, include the following:
anaphylactic reaction, angioedema, apnea, atrial fibrillation, benign pituitary adenomas, cerebrovascular disorder,
including cerebrovascular accident, diabetes mellitus aggravated, including diabetic ketoacidosis, hyperglycemia,
intestinal obstruction, jaundice, mania, pancreatitis, Parkinson’s disease aggravated, pulmonary embolism. There have
been rare reports of sudden death and/or cardiopulmonary arrest in patients receiving RISPERDAL®. A causal
relationship with RISPERDAL® has not been established. It is important to note that sudden and unexpected death may
occur in psychotic patients whether they remain untreated or whether they are treated with other antipsychotic drugs.
DRUG ABUSE AND DEPENDENCE
Controlled Substance Class: RISPERDAL® (risperidone) is not a controlled substance. 
For more information on symptoms and treatment of overdosage, see full Prescribing Information.
7503231B Revised March 2006 © Janssen 2003

01RS1795BB

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. 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 1.6 to
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 about 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.g.,
heart failure, sudden death) or infectious (e.g., pneumonia) in nature. RISPERDAL® (risperidone) is not
approved for the treatment of patients with Dementia-Related Psychosis.

BEFORE PRESCRIBING, PLEASE CONSULT COMPLETE PRESCRIBING INFORMATION OF WHICH THE
FOLLOWING IS A BRIEF SUMMARY.

RISPERDAL® M-TAB®

(RISPERIDONE)
ORALLY DISINTEGRATING TABLETS
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Excellent opportunity for a Board Certifi ed or Board Eligible Child & 
Adolescent Psychiatrist to join Linden Oaks at Edward Hospital located 
in Naperville Illinois, just 35 miles west of downtown Chicago.  Linden 
Oaks is a JCAHO accredited Behavioral Health facility affi  liated with 
Edward, a community based hospital with a Medical Staff  of over 800 
members.  Linden Oaks currently off ers a specialized treatment in Child 
& Adolescence, eating disorders, chemical dependency services and self in-
jury programs. Our Child Psychiatry Institute off ers physicians the ability 
to practice in an on-site outpatient program and an acute care setting.

Naperville is one of the fastest growing communities in the country and 
includes a primary service area of over 250,000 lives.  Th e fastest growing 
segment of the service area is children and adolescents.        

Th is is one of the most desirable Child & Adolescent Psychiatry opportu-
nities in the Chicago metropolitan area.  We off er a competitive benefi ts 
package in addition to affi  liation with a progressive state of the art facility. 

Interested individuals should contact or directly forward their Curriculum Vitae to:  
Jason Shenefi eld • Physician Recruiter • Edward Hospital

801 S. Washington Street • Naperville, IL 60540
 PH 630-527-5306 • FX 630-527-3069

E-mail: Jshenefi eld@edward.org

 Child & Adolescent Psychiatry
Practice Opportunity

TOMAH VA MEDICAL CENTER
Mental Health Service Line

500 E. Veterans St.

Tomah, WI 54660

Fax: (608) 372-1224EOE/Random Drug Screen

Offering recruitment incentives,
reimbursement for relocation expenses

and the opportunity to apply for
the debt reduction program.

For additional information please
contact Rita Puttkammer, Administrative
Assistant at: (608) 372-1631
E-mail: Rita.Puttkammer@va.gov

Interested candidates should mail or
fax CV to:

Full Federal Benefits including:
• Competitive salary 
• Paid vacation
• Malpractice exempt
• Sick/military leave
• Manageable workload/

Light call
• Retirement/Tax deferred plan
• And more!

Provide inpatient and outpatient psychiatric care and psychiatric consultation

services to veterans at the Tomah VA and/or the satellite La Crosse

Community Based Outpatient Clinic.

Non-citizen applicants will be considered if no US citizens are available.

Requires a BC/BE or equivalent experience and possession of a valid and

unrestricted license.

VAMC Tomah is a general medical, extended care, primary care and mental

health services facility with a large outpatient population. Tomah is an

attractive, family-oriented, small town in mid-western Wisconsin with

tremendous recreational opportunities, high quality public and parochial

education facilities and two nearby colleges.

PSYCHIATRIST
Tomah & La Crosse, Wisconsin

Full-time, Federal Benefits

When you join Kaiser Permanente Southern California, you’ll have a lot more reasons to smile. 
That’s because we’ll be taking care of your administrative concerns (smile)…and offering you a 
balanced call and work schedule (big smile)…which means you can enjoy all that sunny 
Southern California has to offer (even bigger smile). Most importantly, we’ll give you the 
support, resources and autonomy you need to give your patients the exceptional care they 
deserve (the biggest smile of all).

Psychiatrists
Throughout Southern California

Cross-specialty collaboration and a comprehensive network of support are just a few of the 
advantages that make working with us so enjoyable. We also offer a highly competitive 
compensation and benefits package plus a location that’s known the world over for its amazing 
climate and natural attractions.

For consideration, please forward your CV to: Kaiser Permanente, Professional Recruitment, 
393 East Walnut Street, Pasadena, CA 91188-8013. Phone: (800) 541-7946. Emai l : 
Joan.X.Little@kp.org. We are an AAP/EEO employer. http://physiciancareers.kp.org.

smile more. Psychiatrist
Miramichi Regional Health Authority has an immediate opening for
a Full Time Bilingual (French and English) Psychiatrist for our
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 Miramichi offers an excellent recreational and family living
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.

If interested in joining our team, please forward a resume to:
Dr. Sanjay Siddhartha, Chief of Psychiatry 

Miramichi Regional Health Authority
500 Water Street Miramichi, NB E1V 3G5

Telephone 506 - 623-3195 
E-mail sanjay@rha7.ca

or
Luc Dube, Acting Regional Director of Mental Health Service

Telephone: 506-623-3198
E-mail: luc.dube2@gnb.ca

Miramichi Regional Health Authority promotes a scent-reduced and smoke free environment.
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Bernie’s doctors rely on her 
to be there for them before, 
during, and after they are 
working an assignment.  She 
is well known for not letting 
her physicians down.  

Bernie is RELIABLE.
Bernie is an MDA owner

Meet one of the owners

800.780.3500 x.2136  www.mdainc.com 

Locum Tenens Psychiatry

1 0 0 %  E m p l o y e e - O w n e d

Reliable
There For You When You Need Us

Nationwide Opportunities Available . . . Call Today!

Psychiatrist
The Veterans Affairs Northern California Health Care 
System (VANCHCS) Mental Health Service is recruit-
ing for an Addiction Psychiatrist to lead the Substance 
Abuse Program at the Sacramento Mental Health 
Clinic. VANCHCS is academically affi liated with the 
University of California, Davis School of Medicine(UC 
Davis), and is a training site for medical students and 
psychiatry residents. The ideal candidate will have 
ABPN Certifi cate in Psychiatry with added qualifi ca-
tions in Addiction Psychiatry, and be eligible for a 
faculty appointment at the UC Davis. The successful 
candidate will be provided time to develop his/her 
teaching skills and to participate in educational pro-
grams at UC Davis. Salary is competitive and based 
on credentials and experience.

Please send inquiry and CV to:
Lesa Roderick

HRMS-05, VA NCHCS
10535 Hospital Way Bldg. 707
Sacramento, California 95655.

Telephone: 916-843-7376
FAX: 916-364-0239. EOE.

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.

I N  F O C U S
Candidates:
Post your résumé online for free.
Search psychiatric jobs by specialty or location. 
Gain access to employment tools.

Employers:
Post psychiatric career opportunities quickly and easily. 
Tap into an online résumé database.
Find the right candidate for your psychiatric position.

I N  T H E  K N O W
Access sample cover letters and curriculum vitae, career 
development articles, salary surveys, interview worksheets 
and other tools on the APA Job Bank.

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.

Visit www.psych.org/jobbank today.
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Find out why hundreds of psychiatrists rely on Psychiatrists Only.  
We’re a national recruitment firm with one simple focus: 
matching qualified psychiatrists with the most desirable locum 
tenens and permanent job opportunities.    �
�
• Nation’s largest selection of positions�
• Physician owned and managed�
• Professional staff with 60 years of combined experience�
• Personal service combined with sophisticated technology �
• Adherence to the industry’s highest ethical standards �
• Prompt and Competitive payment for locum tenens physicians,�
  malpractice coverage with A++ carrier, bonuses for long-term�
  assignments, assistance with state medical licensure�
�
Member, NAPR and A Charter Member of National Association of Locum Tenens Organizations
�

Call 1-800-583-2256 and ask for Georgia or Scot 
or visit us at www.psyonly.com | Or FAX your CV to 800-838-9843 �

�

You Wouldn’t Visit a GP for Neurosurgery

So Trust Your Career to a Firm that Specializes in Psychiatrists Only

Come for the experience. Stay for a

Career.Career.
Emergency Room Psychiatrist

Nassau University Medical Center is currently recruiting a 
NYS licensed, Board Certified Psychiatrist to join the faculty
and provide direct care to adults and children seen in our 
dedicated Psychiatric Emergency Room. Responsibilities
include teaching general psychiatry residents, medical students,
physician assistant students and the coordination of a 
multidisciplinary treatment team. Highly competitive 
compensation. For immediate consideration, please contact:

Howard Sovronsky,Vice President
Behavioral Health
Nassau University Medical Center
2201 Hempstead Turnpike
East Meadow, NY 11554
Phone: (516) 572-6731
Fax: (516) 572-3210
Email: hsovrons@numc.edu
www.numc.edu : EOE

U.S. Rates
APA Member Subscription: 1 Year; $249
Individual Subscription: 1 Year; $399
Single Issue: $108

Outside U.S.
APA Member Subscription: 1 Year; $313
Individual Subscription: 1 Year; $464
Single Issue: $136

FOCUS
THE JOURNAL OF LIFELONG LEARNING IN PSYCHIATRY

When ordering, 
please reference 

Priority Code AH647.

American Psychiatric Publishing, Inc.
1000 Wilson Boulevard, Suite 1825,  Arlington, VA 22209
Toll free: 1-800-368-5777  Mon.-Fri., 9:00 am to 5:30 pm, EST
Phone:  703-907-7322 | Fax: 703-907-1091
appi@psych.org | www.appi.org or www.psychiatryonline.org

THE FIRST AND LAST WORD IN PSYCHIATRY

The first systematic approach to staying current

Covers All Major Areas of Psychiatry
◆ A comprehensive review article summarizing current research
◆ A clinical synthesis article written by a leading expert
◆ Recent influential works selected by experts in the field
◆ A bibliography of classic teaching articles recommended by academics
◆ Prepares you for recertification
◆ Annual Self-Assessment exam with critique and reference book

Earn CME credits ––Up to 40 Per Year!
FOCUS gives you the opportunity to earn up to five hours of category 1 AMA 
PRA credits by answering the CME questions in each issue. Complete the questions
in the printed journal and return it to the APA or take the questions online at the
journal’s website.

In addition to CME credits, these questions help you prepare for the annual 100
question self-assessment exam on the current year’s content, which you can take at
the end of each year for an additional 20 CME credits. The self-assessment exam will
enable you to compare your confidential certification score with national norms. In all,
FOCUS gives you the opportunity to earn up to 40 CME credits per year!

VA Black Hills Health Care System
is recruiting for a board certifi ed (or board 
eligible) psychiatrist to provide inpatient 

and outpatient  services at Ft. Meade 
VAMC, located in the scenic North-
ern Black Hills of South Dakota.  No 
state income tax.  Safe, family friendly 
environment.  Abundant outdoor rec-
reational opportunities.  Malpractice 
protection,relocation assistance, and

competitive salary with full Federal benefi ts. 

Contact Dr. Lial Kofoed 605.720-7114 or 

Lial.Kofoed2@med.va.gov., or

Amy Pauley, HR Specialist 605.720-7090 or

Amy.Pauley@med.va.gov.

The VA is an equal opportunity employer
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Nationwide

www.LocumTenens.com/pn
1-888-223-7950

www.PsychiatryJobsOnline.com

User-friendly site with over 200 job listings in
great states like FL, NC, GA, PA, MD, MT, OH,
IL, MA, NY, TX, TN, MI. All states represented.
Email updates and customized Searches avail-
able. For Personal Assistance (800) 880-2028
(Psych455)

THE 1ST CHOICE IN
PSYCHIATRIC RECRUITMENT

Visit our website www.fcspsy.com
Over 300 psychiatric searches nationwide.

800-783-9152

CompHealth Locum Tenens. CompHealth
offers more psychiatric locum tenens opportu-
nities nationwide. Paid travel, lodging, mal-
practice insurance, and more. Work full- or part-
time schedules that best fit your lifestyle. Earn an
income comparable to or better than many per-
manent positions. Finding the right opportuni-
ties for physicians, like you, is something we’ve
perfected over the last 25 years. Call today.
800.328.3041 www.ifoundmore.com/psyn.

PHYSICIAN OWNED AND MANAGED
www.psyonly.com

Over 400 Locum Tenens and Permanent
Placement Opportunities

Don Ceniza 
800-583-2256

ALABAMA

Short drive to Nashville - Work 100% Out-
patient at financially stable, well run CMHC.
Work in a team setting seeing 18-20 patients per
day. 4.5 day workweek. Salary starts at $160K.
Underserved area for Visas or Loan Repay-
ment. Contact Karen Brennan at 800-
575-2880 x307. E-mail to KBrennan@
MedSourceConsultants.com.

PSYCHIATRIST

Birmingham - The University of Alabama at
Birmingham Department of Psychiatry is ac-
cepting applications from BC/BE psychiatrists
for a faculty position in its Division of Med-
ical/Surgical Psychiatry, assistant professor rank,
non-tenure earning.  Primary responsibilities in-
clude provision of consultation/liaison services
to the medical center and delivery of clinical care
to the division’s outpatients.  Participation in the
teaching and supervision of medical students and
psychiatry residents expected.  Involvement in
research encouraged.  Competitive salary/bene-
fits package.  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.  

UNIVERSITY OF ALABAMA AT BIRMINGHAM
DEPARTMENT OF PSYCHIATRY

The Department of Psychiatry at UAB invites
applications for positions at the rank of Assis-
tant, Associate, or Full Professor, some on re-
search track.  Tenure status and rank commen-
surate with qualifications and experience.  The
Department is under new leadership and un-
dergoing significant expansion.  We are recruit-
ing outstanding scientists and clinical investiga-
tors with either MD or PhD degrees in the re-
search areas of schizophrenia and psychotic ill-
nesses, affective and anxiety disorders, substance
abuse, developmental disorders including autism,
and geropsychiatry, with an emphasis on scien-
tific excellence regardless of research area or fac-
ulty rank.

The Department of Psychiatry offers a supportive
research environment in new labs housed pri-
marily in the Sparks Center, with abundant op-
portunities for collaboration with neuroscience
faculty in other departments including Neurol-
ogy, Neurobiology, Psychology, Physiology and
Biophysics, Cell Biology, and Neuropathology.
UAB is one of the leading academic medical cen-
ters in the country and is currently ranked 18th
in NIH funding among all US medical schools.
Senior applicants should submit a CV.  Junior
applicants should provide a CV, description of
proposed research and names of 3-5 references
to:  James H. Meador-Woodruff, M.D., Heman
E. Drummond Professor and Chair, UAB De-
partment of Psychiatry, 1720 7th Avenue South,
Birmingham, AL  35294-0017.  UAB is an af-
firmative action/equal opportunity employer.  

ALASKA

ANCHORAGE: Child or General Psychiatrist.
Inpatient, residential treatment and/or outpa-
tient. Compensation includes salary, incentive
plan & full benefits. Contact Joy Lankswert @
866-227-5415 or email joy.lankswert@uhsinc
.com

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

PH: (907) 796-8498
FX: (907) 796-8497

Email: vstillner@bartletthospital.org

ARIZONA

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.

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.

Mohave Mental Health Clinic, Inc., a non-
profit organization located in northwest Arizona
has an opening for a Psychiatrist for its Bullhead
City clinic. We offer a competitive salary, 5 weeks
PDO the first year, 401k, and excellent employer
paid benefits. The area offers lots of outdoor ac-
tivities and is just a few hours drive from Phoenix,
Las Vegas and Flagstaff. Contact: Human Re-
sources, 1743 Sycamore Ave, Kingman, AZ
86409. Phone: 888-757-8111 Fax: 928-757-3256
or email Barbt.mohave@narbha.org.

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.

ARKANSAS

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

CALIFORNIA

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 multi-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.
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2006 RATES:
• $22 per line for orders of 1 to 2 insertions
• $20 per line for orders of 3 or more consecutive

insertions, only if your written order specifies a 3
or more consecutive issue run.

• $19 per line for orders of 6 or more insertions,
only if your written order specifies a 6 or more 
issue run.

• 1 line = approximately 43 characters
• 6 line minimum 
• $30 extra for confidential blind box number
•  $50 extra for email and web page links
• Classified rates are non-commissionable to

agencies

FREE ONLINE ADVERTISING:
Psychiatric News classified ads are posted on
pn.psychiatryonline.org as each issue is 

published on the first and third Friday of each
month.

EMAIL AND WEB PAGE LINKS: For an additional $50
your prospects can e-mail a response to your ad in
seconds.  A web link transports prospects directly
to your web site in just one click.

LOGOS: Insert a 4-color logo above your ad for $265
per issue or a black-and-white logo for $190 per
issue.  Submit logo as 300 dpi TIFF or EPS. 

BLIND BOX REPLIES: A blind box address is available
to provide confidentiality to advertisers. Please 
address all blind box advertising replies to:

ATTN.: Box P-XXX
Psychiatric News Classifieds
American Psychiatric Publishing Inc.

1000 Wilson Blvd, Suite 1825
Arlington, Virginia 22209-3901

SUBMISSIONS: Email, Fax or Mail ad copy, including
issue dates desired, contact name, phone number,
and billing address, to:

Joel Nepomuceno
Psychiatric News Classifieds
American Psychiatric Publishing Inc. 
1000 Wilson Blvd, Suite 1825
Arlington, Virginia 22209-3901
(703) 907-7330 • Fax (703) 907-1093 
classads@psych.org

All advertising copy, changes and cancellations 
received after the deadline will be placed in the
next available issue.  We do not provide proofs of
ads before publication. 

DEADLINES: All new advertising copy, changes, and
cancellations must be received in writing by Friday,
2 p.m. (E.T) two weeks prior to publication date.
Publication dates are the first and third Fridays of
every month. Specific deadline dates for upcoming
issues are as follows:

Issue Deadline (Friday, 2 p.m. E.T.)
October 6 September 22
October 20 October 6

The publisher reserves the right to accept or reject 
advertisements for Psychiatric News. All advertisers in this
section must employ without regard for race, sex, age, 
nationality, or religion in accordance with the law. APA 
policy also prohibits discrimination based on sexual 
orientation or country of origin. Readers are urged to report
any violations immediately to the executive editor.

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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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.

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.  It is 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
EWeinstein@csh.dmh.ca.gov.  For more infor-
mation, visit our website at www.dmh.ca.gov/
Statehospitals/Coalinga.  CSH is an equal op-
portunity 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
allowance.

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

Central California Opportunity of a Lifetime!

Live in a lovely city in Central California with a
growing population of over 100,000 and enjoy
an abundance of cultural and recreational activ-
ities along with affordable housing.  There are
two inpatient openings in a hospitalist model at
a 68-bed behavioral health facility. Work with a
team of therapists, social workers, and nurses in
providing consultation, pharmacotherapy, and
psychotherapy to inpatients with diverse cases.
The call coverage is one weekday night per week
and one weekend in every four.  Call 1-888-229-
9495 for more information.  Send your CV to
Tina Wilkins wilkinstina@earthlink.net or
fax it to 916-482-1154.

Scenic California Central Coast

Atascadero State Hospital

BE/BC Psychiatrist

Atascadero State Hospital now pays board
certified psychiatrists $159,000, plus a gen-
erous year-end retention bonus. Atascadero
is the nation’s premier center for the treatment
of forensically committed mentally ill patients.
Our hospital is a teaching site affiliated with the
University of California, accredited by JCAHO,
and recipient of the prestigious Codman Award.
All of our psychiatrists are board eligible and
most are board certified.  Many of our psychia-
trists have forensic subspecialty boards.

We are located midway between San Francisco
and Los Angeles on the scenic central California
Coast, south of Big Sur.  We offer a spectacu-
larly beautiful environment in San Luis Obispo
County with temperate climate, beaches, world
class wineries, cultural activities, golfing, sailing,
riding, clean air, and excellent schools through
the University level.

Our benefit package is valued at an additional
30%, which includes retirement plans (includ-
ing safety retirement), health plans, professional
liability coverage, paid holidays, educational leave,
and generous annual leave.  On-call duty is com-
pensated hour for hour over and above the base
salary.  Applicants must hold a current Califor-
nia license, or have pending application with the
Medical Board of California.

For a prompt and confidential review, send CV
to Jeanne Garcia, M.D., P. O. Box 7001, Atas-
cadero, CA 93423-7001; (805) 468-2005 or fax
(805) 468-2138; or e-mail us at jgarcia@dmhash
.state.ca.us. We are an equal opportunity em-
ployer.

Great Psychiatrist Opportunities

Join our team of competent, committed, and car-
ing medical staff.  Live and work in our ideal cli-
mate within minutes of Southern California
beaches and the greater L.A. metropolitan areas’
vast array of cultural, educational, sporting and
recreation opportunities, and with some of the
most affordable housing in California.

The County of Riverside in beautiful Southern
California is seeking general adult and sub-spe-
cialty trained psychiatrists to serve the growing
needs of clients in our rapidly expanding County-
operated public mental heath system. Be a part
of our new and innovative behavioral health serv-
ice programs.  

We offer excellent compensation for psychia-
trists through regular employment with a great
benefit package, including retirement (3%@60),
or per diem hourly rates ($100.16/h non-Bd.C.,
$105.65/h Bd.C., $113.25/h Child)   Psychia-
trists are needed for acute inpatient, psychiatric
ER, and outpatient clinic and correctional work
throughout our large geographic area, includ-
ing Riverside, the Palm Springs/Indio area, and
other smaller rapidly growing communities in
the County. California license required. No Visa
issues accepted. Bilingual Spanish applicants en-
couraged to apply.

For more information please contact Jerry L.
Dennis, MD, Medical Director (Ph: 951-358-
4621).  Please send CV to Ryan Schulte by E-
mail to rschulte@co.riverside.ca.us or Mail to:

County of Riverside
Department of Mental Health 

4095 County Circle Dr.
Riverside, Ca. 92503

The Perfect Positions in Northern California!

Outstanding Adult Psychiatrist and C & A Psy-
chiatrist positions are available in one of Cali-
fornia’s fastest growing communities.  It is lo-
cated 45 minutes south of Sacramento with a
population of over 260,000.  The positions are
highly sought after employed outpatient op-
portunities with no call! You can have a flex-
ible schedule while you care for the full range of
psychiatric cases.  Work in an environment of
collegiality with other highly trained Adult and
C & A Psychiatrists along with their superb team
of therapists, social workers, nurses, and case
managers.  These are perfect positions to bal-
ance your personal and professional life!  Send
your CV to Tina Wilkins at wilkinstina@
earthlink.net; fax to 916-482-1154; call 1-
888-229-9495.

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, III, M.D.  @ (719) 546-
4637 or Michelle Manchester, MA, CACIII @
(719) 546-4498

CONNECTICUT

University of Connecticut 
Health Center

CORRECTIONAL MANAGED HEALTH CARE

Seeking board certified and board eligible psy-
chiatrists to provide care to patients in the Con-
necticut Department of Correction.  Opportu-
nities include patient care, research, teaching,
and leadership in both an academic and public
health care setting.  Opportunities exist through-
out the state.  Exciting employment, excellent
state benefits, regular working hours, and com-
petitive salaries.  Please contact Noreen Logan,
Human Resources, for information and an ap-
plication at (860) 679-7691 or e-mail at logan@
uchc.edu.

AA/EEO M/F/PWD/V

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

PSYCHIATRIST: The Institute of Living/
Hartford Hospital is rapidly expanding physi-
cian employment opportunities. Boarded and
Board Eligible Psychiatrists are needed to work
as hospitalists in both our Adult and Child and
Adolescent Inpatient Services. Available posi-
tions provide an excellent opportunity to join
the medical staff of a dynamic and progressive
psychiatric service. As part of a staff position, the
Institute of Living supports opportunities for
work within subspecialties as well as for teaching
and participation in a growing research center.
Some positions may include teaching responsi-
bilities in our residency program.
Find out more about us by checking out our Web
Page, www.instituteofliving.org.  Applications
for employment are to be submitted to Dr.
Theodore Mucha, Medical Director at The In-
stitute of Living/Hartford Hospital, 200 Retreat
Avenue, Hartford, CT 06106. EEO M/F/D/V

DELAWARE

NEWARK/WILMINGTON & DOVER:
General or Child Psychiatrist. Fulltime position
for inpatient & partial hospital program. Also
willing to consider part-time M-F schedule.
Salary & benefits. Contact Joy Lankswert @ 866-
227-5415 or email joy.lankswert@uhsinc.com

DISTRICT OF COLUMBIA

Well established, rapidly growing adult and
child/adolescent private practice seeks ambi-
tious and compassionate board certified/eligible
psychiatrist for part to potentially full time po-
sition.  Production based multidisciplinary prac-
tice has excellent national reputation, strong re-
ferral base and collegial team spirit.  Full sup-
port administrative staff offers a turn key, fam-
ily-friendly office environment with flexible
scheduling, well-appointed offices and close prox-
imity to Metro, shops, and restaurants.  Inter-
ested candidates may visit our web site at
www.rosscenter.com.  
Please fax CV to 202-363-2383 or E-mail it to
Jerilyn@rosscenter.com.  For more information
please contact Beth Salcedo, MD, Medical Di-
rector, at 202-363-1010.

FLORIDA

Staff Psychiatrist at a privatized 200 bed Foren-
sic State Hospital in Miami. BC/BE, must pos-
sess a Florida license and at least 3 years experi-
ence in clinical psychiatry, forensic cert. not re-
quired.  Experience with serious mental illness
preferred. Employed position FT, benefits, 40
hours, call 1 in 4 and is by phone. Competitive
salary

Send or Fax C.V. to: Debra Kirsch, MD
Chief Medical Officer

Geo Care, Inc.
dkirsch@geocareinc.com

Fax 561-999-7747
Cell 954-647-4359

Outstanding practice opportunity in Coastal
Florida. Join Top Medical Center and hospi-
tal-based physician Group.  Both Inpatient Prac-
tice Opportunity and Outpatient Practice Op-
portunities.  Outstanding financial package,
salary, bonuses and benefits.  Respected Pro-
gram, Collegial staff.  Malpractice and Tail is
covered.  Florida Coast - White Beaches,
Crystal Clear Water. Championship Golf
Resorts, boating, fishing...Excellent educ-
ational opportunities, local Universities.  Fine
dining.  Brian White at 1-888-339-7444 or fax
cv to 1-940-234-5315 or email cv to brian@
crossroadshealth.net

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.

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.

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.

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-
tient 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

GEORGIA

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 ben-
efits 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 child -
geriatric patient populations.  Child Psychia-
trist for residential treatment center and/or hos-
pital position. Salary & benefits offered. Con-
tact Joy Lankswert @ 866-227-5415 or email
joy.lankswert@uhsinc.com

Take over a lucrative practice of a retiring
psychiatrist. Practice was established in 1968.
Join a group of multidisciplinary professionals
in an interdenominational setting located in beau-
tiful North Atlanta.  No investment required.
No In-Patient responsibilities.  Weekend On-
Call limited to once a month.  If interested, please
call 770-396-0232, ext. 232.  Email your C.V. to
atlantacounselingctr@yahoo.com or fax to 770-
399-0007.

ILLINOIS

Opportunity for Adult and/or Child Psychi-
atrist at an established group practice in a west-
ern Chicago suburb.  Hospital and office prac-
tice, academic and administrative involvement.
Salary, productivity and benefits available.  Fax
resume to Medical Director at 630-850-9739 or
e-mail denisehb@ameritech.net.

Greater Chicagoland area! Local group prac-
tice is looking for dedicated Child, Addictions,
& Adult psychiatrists to work mostly OUTPA-
TIENT! Highly lucrative opportunity with com-
petitive salary, full benefits, loan repayment, & pos-
sible sign on & relocation packages! Partnership op-
portunities available as well!  For more info, con-
tact Ariana Sanjabi @ 800-735-8261 x 214, fax
your CV to 703-995-0647 or email: asanjabi@
medsourceconsultants.com

INDIANA

Join 10 psychiatrists in nice university com-
munity less than 90 minutes from downtown
Chicago.  Contact Jim Ault at St. John Asso-
ciotes, 1-800-737-2001 or jault@stjohnjobs.
com.  www.stjohnjobs.com

IOWA

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 Iowa Mental Health Center

720 Kenyon Road 
Fort Dodge, IA  50501

jimburr4759@hotmail.com

KANSAS

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; (M.D. or D.O.); successful com-
pletion 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.

Rainbow Mental Health Facility (RMHF) is
seeking a full time board certified/board eligi-
ble Psychiatrist to join its in-patient staff as an
Associate Medical Director.  RMHF is a JCAHO
accredited 50 bed psychiatric facility which pro-
vides short term psychiatric treatment to a pop-
ulation that includes adults, children, and ado-
lescents.  RMHF is located in Kansas City,
Kansas, a large metropolitan area.  Generous
benefits package include paid malpractice in-
surance, paid holidays, vacation and sick leave,
medical and dental insurance, retirement plan,
opportunities for CME.  For more information,
contact M. Gustilo, M.D. at 913-755-7083, e-
mail to: Merma@srskansas.org or send CV to
Osawatomie State Hospital, Attn: Dr. Gustilo,
P.O. Box 500, Osawatomie, KS 66064.  SRS is an
Equal Opportunity Employer committed to a
diverse workforce; women, minorities, and per-
sons with disabilities are urged to apply.  Paid
for by Rainbow Mental Health Facility.

LOUISIANA

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 

Baton Rouge, Louisiana
Capital Area Human Services

Only One Position Left for Full Time Psychia-
trist in Outpatient Clinic; (1 MD retiring); Cur-
rently we have 12 psychiatrists in an Organized
Med Staff; clinic serves as a teaching site for
LSU Dept Psychiatry; Salary approx: $145K to
170K; paid holidays and vacation; no on-call;
sick time; malpractice and benefits. Community
has Excellent Quality of Life.

Also separate 1 yr position available for Katrina
Mobile Outreach Effort; funded only through
Aug 2007 ; applicant must be willing to do all:
clinic, mobile, and/or satellite work.  
Contact: David Edward Post MD, Medical Di-
rector: 225-922-2700 or: DPost@dhh.la.gov ;
also visit: www.cahsd.org

NEW ORLEANS - General Psychiatrist -
Private behavioral health hospital - general &
specialty treatment programs. Primary duties in
adult services. Compensation includes salary and
benefits. Contact Joy Lankswert @ 866-227-5415
or email joy.lankswert@uhsinc.com

J-1 & F-1 WAIVER AVAILABLE

Crossroads Regional Hospital

Crossroads Regional Hospital, Alexandria,
Louisiana seeks two adult and/or adolescent
BE/BC psychiatrist with immediate openings.
Crossroads Regional Hospital is located in the
city of Alexandria in central Louisiana.  Inter-
state 49 passes thru Alexandria.

The hospital is a 70 bed free standing psychi-
atric hospital, providing adult, children, and ado-
lescent and geriatric inpatient services. The hos-
pital is soon going to open a partial day program
and intensive outpatient program.
• J-1 & F-1 waiver candidates are offered at-

tractive salary, with benefits.
• US citizens & permanent residents can choose

from several options:

1.  Minimum guaranteed net income in ex-
cess of $150,000/year.  The hospital will fund
expenses to establish office practice, pay office
employees, malpractice insurance, etc.  All in-
come after expenses, but at least minimum agreed
amount, belongs to the physician.
2.  Full time employment- attractive salary with
benefits and bonus.

Apply with CV by fax to 225-767-8255 or email
to psycheservices@bellsouth.net or mail to Attn:
Dee Record 5425 Brittany Drive, Ste A, Baton
Rouge, LA 70808.

MAINE

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

MARYLAND

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@dhmh.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.

Baltimore! Calling all BASEBALL FANS, GO
ORIOLES! 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 & bonus in-
centives! Very competitive for the area! More
info on this opportunity or others nationwide,
contact Lindsay McCartney @ 800-735-8261 x
213, fax your CV to 703-995-0647 or e-mail:
lmccartney@medsourceconsultants.com
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APA Member Benefits
and Services That
Make a Difference

MBNA Credit Cards and Financial Tools
Earn frequent flyer miles

■

APA Job Bank
Online career search and recruitment

■

The Psychiatrists’ Program
Medical malpractice insurance for psychiatrists

■

Car Rentals
Substantial discounts from Alamo, Avis, Hertz,

or National
■

Educational Loans
Meet rising costs of education with Capital 

for Knowledge
■

Magazine Subscriptions
Save up to 50% off regular subscription rates 

on magazines
■

Retirement and Investment Planning
Meet your short and long-term 

retirement and financial planning goals
■

Legal Consultation
Find money-saving legal advice with APA’s 

Legal Consultation Plan

Learn more about these benefits and savings at

www.psych.org/members/benefits/
memservices.cfm

Questions? Contact APA Answer Center

Call Toll-Free: 1-888-35-PSYCH

From outside the U.S. and Canada call: 
1-703-907-7300

Email: apa@psych.org

Clinical Manual of 
Cultural Psychiatry

Edited by Russell F. Lim, M.D.

The Clinical Manual of
Cultural Psychiatry is 
an indispensable book 
for mental health educa-

tors and practitioners. The book
addresses interventions that focus on
culture and family roles including
spouse, parent and family systems.

2006 ● 363 pages ● ISBN 1-58562-256-7
Paperback  ● Item # 62256  ● 49.00

Order online: www.appi.org

Toll Free: 1-800-368-5777

The First and Last Word in Psychiatry

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







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. 

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

FACULTY POSITION FOR SENIOR
CLINICAL SCIENTIST: Harvard Univer-
sity’s Department of Psychology and the Judge
Baker Children’s Center, affiliated with Harvard
Medical School, seek a senior scientist for a joint
appointment as Professor of Psychology in the
Department of Psychology in the Faculty of Arts
and Sciences and Director of Research at Judge
Baker Children’s Center.  The ideal candidate
will have a distinguished record of research on
treatment of child or adolescent dysfunction in
the disruptive, externalizing domain - preferably
with an emphasis on research in clinical practice
and/or school settings.  Duties will include teach-
ing and mentoring in the Department of Psy-
chology, and directing and expanding the child
and adolescent clinical research program at Judge
Baker.  We seek an individual who will maintain
an active individual program of research while
creating and leading multi-investigator collab-
orations in such forms as research centers, pro-
gram projects, and networks.  Send letter of in-
terest, curriculum vitae, and representative
reprints to:  Chair, Search Committee, Harvard
University, Department of Psychology, William
James Hall 230, 33 Kirkland Street, Cambridge,
MA  02138.  Materials may also be sent elec-
tronically to hartford@wjh.harvard.edu.  Har-
vard University and Judge Baker Children’s Center
are Affirmative Action/Equal Opportunity Employ-
ers.  Women and minority candidates are encouraged
to apply.

TRANSPLANT PSYCHIATRIST
Boston - Brigham and Women’s Hospital De-
partment of Psychiatry is seeking part to full-
time consultation psychiatrist to join academic
Medical Psychiatry Service to work with hospi-
tal’s multidisciplinary cardiac, renal and lung
transplant teams.  Role includes teaching and su-
pervision of psychiatry fellows and residents and
Harvard Medical School appointment.  Psycho-
somatic Medicine/C-L Psychiatry training or
board eligibility preferred, prior transplant psy-
chiatry experience a plus.  Rank and salary com-
mensurate with experience.  Interested appli-
cants should email letter of interest and CV to
David Gitlin, MD, Director of Medical Psychi-
atry, dgitlin@partners.org.  AA/EOE.

BOSTON
Lowell & Westwood: Child & General Psy-
chiatrist for inpatient & partial programs.  Pem-
broke - Geriatric & Addiction Psychiatrists
for specialty inpatient units.  Brookline: Gen-
eral Psychiatrist - adult inpatient & partial serv-
ices. No call required. Salary, benefits & bonus
plan offered. Part-time & fulltime positions avail-
able as well as DOC shifts. Contact Joy
Lankswert @ 866-227-5415 or email joy.
lankswert@uhsinc.com

CAMBRIDGE: Child & Adolescent Psychiatry 

Position available at Cambridge Health Al-
liance, Division of Child and Adolescent Psy-
chiatry, Harvard Medical School. The De-
partment of Psychiatry at Cambridge Health Al-
liance is an appointing department at Harvard
Medical School with excellent residencies in adult
and child psychiatry.  Academic appointment up
to the rank of Associate Professor, as determined
by the criteria of Harvard Medical School, is an-
ticipated. We seek candidates with demonstrated
excellence in academic teaching of complex clin-
ical assessment, child and adolescent psy-
chopharmacology, family assessment and treat-
ment, particular interest and experience in work-
ing with ethnic and minority populations and
the underserved, and enthusiasm for the public
health mission of CHA.  

Outpatient Child & Adolescent Consult Li-
aison Psychiatrist - Part time: Exciting op-
portunity to develop new service providing direct
clinical and consultation services at community
primary care clinics.  The right candidate will
have excellent skills in working with clinicians
of multiple disciplines and will thrive in an am-
bulatory medicine setting.  Integrated mental
health services within a primary care setting that
are collaborative and patient centered will be the
emphasis of the service.  Position includes su-
pervision of child psychiatry fellows, general psy-
chiatry residents, medical students, and other
trainees. 

Qualifications: BC, demonstrated knowledge
of clinical and research child and adolescent psy-
chiatry, commitment to public sector popula-
tions, excellent clinical and teaching skills, lead-
ership and management skills, team oriented,
problem solver. Bilingual and/or bicultural abil-
ities are desirable. Competitive compensation
with excellent benefit package. Cambridge
Health Alliance is an Equal Employment Op-
portunity employer, and women and minority
candidates are strongly encouraged to apply. 

CV & letter to: Deborah Weidner, MD, Dept.
of Psychiatry, The Cambridge Hospital, 1493
Cambridge Street, Cambridge, MA 02139.
Fax 617-665-1973. DWeidner@challiance.org
(email preferred)

Psychology (Lifespan/Gerontology) Faculty -
Tenure Track

The Department of Psychology at Salem State
College is seeking to fill a tenure track position
for the Fall of 2007. Responsibilities include a
12 hour teaching load including undergraduate
and graduate courses in areas that may include
general psychology, developmental psychology,
and gerontology, and guiding student research.
The position is advertised pending funding. Re-
quired qualifications include a Ph.D. or Psy.D.
in Psychology or a closely related discipline from
an accredited institution, with research interests
in Gerontology. Also required are a strong com-
mitment to teaching and research, and compe-
tency in the areas to be taught. Preferred quali-
fications include a Ph.D. in Lifespan Psychol-
ogy. We also prefer candidates with experience
in and commitment to teaching in a multiracial,
multiethnic environment with students of di-
verse backgrounds and learning styles, as well as
in distance learning and instructional technolo-
gies, and candidates who enjoy serving as role
models and mentors for a diverse student body.
The salary is competitive and commensurate
with education and experience. Application re-
view will begin in the fall of 2006 and continue
until an adequate pool is developed.

To apply, send a letter of application, a brief state-
ment of teaching and research interests, resume,
appropriate transcripts and three letters of ref-
erence addressing teaching strengths and re-
search potential, and selected reprints to:

Office of Human Resources & Equal
Opportunity

352 Lafayette Street
Salem, MA 01970
Fax: 978-542-6163

Email: eo-hr@salemstate.edu
(Word Attachments Only)

Reference Code: 07-AA-F-PSY-LSGER

SALEM STATE COLLEGE IS AN EQUAL
OPPORTUNITY / AFFIRMATIVE AC-
TION EMPLOYER. PERSONS OF
COLOR, WOMEN AND PERSONS WITH
DISABILITIES ARE STRONGLY URGED
TO APPLY.

Caritas Carney Hospital
Director of Psychiatry

Caritas Carney Hospital, a Boston community
teaching hospital, seeks a Director of Psychia-
try for our Inpatient and Outpatient Adult/Ado-
lescent Services.   Board Certification in
Child/Adolescent and Adult Psychiatry preferred.
Prior experience with diverse populations in-
cluding substance abusers, developmentally dis-
abled, chronically mentally ill, geriatric clients,
ECT and the medically ill is essential.  Respon-
sibilities include quality assurance, credential-
ing, utilization review, contracting, direct clini-
cal service, supervision and training, adminis-
tration and medical staff participation.  We offer
a competitive salary and excellent benefits pack-
age.

Please forward resume and cover letter to: Car-
itas Carney Hospital, Attn:  Luis F. Lobon, MD,
Chair, Search Committee, 2100 Dorchester Av-
enue, Dorchester, MA  02124. Fax:  617-474-
3891, Direct:  617-506-4445, Email:  luis.lobon
@caritaschristi.org. For more information, visit
our website: www.caritascarney.org.

WWW.caritas.carney.org

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.

Inpatient Attending Psychiatrist

Position available at Cambridge Health Al-
liance Dept. of Psychiatry, Harvard Medical
School. Inpatient attending at Whidden Memo-
rial Hospital campus. 44 beds, multidisciplinary
team approach with psychiatrist leadership, mul-
ticultural population, excellent quality services,
public health oriented.  Opportunities to par-
ticipate in evidence based medicine implemen-
tation, QM, teaching, research.

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. We are com-
mitted to improving the health of our commu-
nities and seek candidates with particular inter-
est and experience in caring for patients with se-
vere and persistent mental illness, as well as those
with interest in health services delivery and re-
search.

Qualifications: BE/BC, strong clinical skills,
strong leadership and management skills, team
oriented, problem solver. Competitive compen-
sation, excellent benefit package. Academic ap-
pointment at a rank determined by criteria of
Harvard Medical School. Cambridge Health Al-
liance is an Equal Employment Opportunity em-
ployer, and women and minority candidates are
strongly encouraged to apply. CV & letter to
Derri Shtasel, MD, Dept. of Psychiatry, 1493
Cambridge Street, Cambridge, MA 02139.
Fax 617-665-2521.  Email: DShtasel@
challiance.org (email preferred).

North Shore Medical Center
Psychiatry and Mental Health Department

NSMC is a member of Partners HealthCare,
which was founded by Massachusetts General
Hospital and Brigham and Women’s Hospital.
For more information, visit www.nsmc.part-
ners.org 

NSMC is an equal opportunity employer.

Child Psychiatrist
Position available at Salem Campus for BE/BC
Psychiatrist 20-40 hours per week.  Responsi-
bilities include Child Inpatient Psychiatry and/or
Child Outpatient Mental Health. Excellent, col-
legial work environment, opportunities for par-
ticipation in clinical research and academic ap-
pointment.  Salary and benefit packages are
highly competitive.  

Please send cover letter and CV to: Mark
Schechter, MD, Chairman, Department of Psy-
chiatry, 81 Highland Avenue, Salem, MA 01970,
Email (preferred): mschechter@partners.org, or
telephone: (978) 354-4010, FAX: (978) 825-6101. 

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. 

Part/Full Time Psychiatrist - Eliot Commu-
nity Human Services/Tri-City Mental Health
Center, one of the area’s largest providers of com-
munity mental health services minutes north of
Boston, is looking for PT/FT psychiatrists to
provide Outpatient services with flexible hours.
No evening or weekend calls. Multiple positions
are available immediately to BC/BE Psychiatrists
with special interests in Child Psych and Gen.
Adult Psych., positions also working with Geri-
atric, Subst. Abuse and Chronic Mentally Ill Ser-
vices. We work in a supportive multi-discipli-
nary structure with an excellent team of Clini-
cians and support staff. Visit our website at
tcmhc.org.  Contact Medical Director Roger
Greiger, MD at rgreiger@tcmhc.org. or Fax 617-
387-1089.

Director, Victims of Violence Program
Department of Psychiatry
Cambridge Health Alliance

The Department seeks a clinical psychologist,
psychiatrist, or other doctoral level mental health
clinician with outstanding academic skills and
expertise in traumatic stress to serve as director
of the Victims of Violence Program (VOV).  The
director will maintain the philosophical and pro-
grammatic integrity of the VOV program and
provide leadership, direction, and administra-
tive oversight to the program in a manner con-
sistent with the public health mission of the
Cambridge Health Alliance.  VOV services, ac-
tivities, and components include hospital and
community based clinical services to trauma sur-
vivors, individual and community crisis response,
victim advocacy, clinical training and supervi-
sion, research, grant acquisition and manage-
ment, and VOV staff development.  The direc-
tor will have knowledge of an ecological view of
psychological trauma, commitment to multi-cul-
turally informed clinical and community inter-
vention, dedication to multidisciplinary staffing
and staff development, and a capacity to guide
ongoing program development.  

The Department of Psychiatry at Cambridge
Health Alliance is an appointing department at
Harvard Medical School with excellent training
programs including Harvard medical students,
adult and child psychiatry residencies, APA in-
ternship, and post-doctoral fellowships.  Acade-
mic appointment up to the rank of Associate Pro-
fessor, as determined by the criteria of Harvard
Medical School, is anticipated.  The Department
values scholarship, teamwork, commitment to
patients and trainees, and mutual respect across
clinical specialties and interests.

Demonstrated skill in teaching, clinical practice,
and research activity is essential in candidates,
as well as extensive mental health program de-
velopment and administrative experience, schol-
arly contributions to the field of traumatic stress
studies, and extensive grants acquisition and man-
agement experience.

Qualifications: Doctorate or board certified
psychiatrist with appropriate specializations and
state license.  Bilingual and bicultural abilities
are desirable.  We offer competitive compensa-
tion and excellent benefit package.  Cambridge
Health Alliance is an Equal Employment Op-
portunity employer, and women and minority
candidates are strongly encouraged to apply.
Send CV and letter to Derri Shtasel, MD,
MPH; Chief, Adult Division of Psychiatry;
1493 Cambridge Street, Cambridge, MA
02139.  Fax: 617-665-2521.  Email: DShtasel
@challiance.org (email preferred).
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UMass Memorial Medical Center, Depart-
ment of Psychiatry seeks a Medical Director for
the Geriatric Psychiatry Inpatient Unit/Clinton
Hospital-oversees clinical care on a 20-bed unit
that serves as an important referral site for the re-
gion.  Supervision of Psychiatry and Family Prac-
tice residents occurs on-site.  Opportunities for
collaboration and teaching at Worcester Campus.
Competitive compensation with complete ben-
efit package.  Faculty rank commensurate with
experience.  Inquiries of general interest about
our many programs encouraged and applicants
with specific interest in this position should send
letter and CV to Alan P. Brown, MD, Vice Chair-
man of Clinical Services, Department of Psy-
chiatry, UMass Memorial Medical Center, 55
Lake Avenue North, Worcester, MA  01655 or
e-mail BrownA01@ummhc.org.  AA/EOE

The Department of Psychiatry at the Uni-
versity of Massachusetts Medical School/
UMass Memorial Medical Center is seeking
a BC/BE Psychiatrist for its University Hospi-
tal Outpatient Clinic.  Candidates should have an
interest in available academic opportunities in
either training or research.  Academic rank com-
mensurate with experience.  Interested appli-
cants send CV to Alan P. Brown, M.D., Vice
Chairman for Clinical Services, Department of
Psychiatry, UMass Memorial Medical Center,
55 Lake Avenue North, Worcester, MA  01655
or email BrownA01@ummhc.org   AA/EOE

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.

The Department of Psychiatry at Mount
Auburn Hospital, affiliated with Harvard Med-
ical School, is recruiting for a full time psychia-
try position in our outpatient service.  Respon-
sibilities include evaluation and treatment of out-
patients presenting with a wide range of psychi-
atric disorders, treatment planning and coordi-
nation of care with an interdisciplinary clinical
staff, and consultation to primary care and spe-
cialty physicians.  Teaching responsibilities in-
clude medical student teaching and teaching in
our internal medicine residency program.  Aca-
demic appointment, salary package.  Please send
inquiries and CV to: Joseph D’Afflitti, M.D.,
Chair, Department of Psychiatry, 330 Mount
Auburn Street, Cambridge, MA 02138; tel: 617
499-5008; email; jdafflit@mah.harvard.edu.

MISSOURI

STATE CAPITOL! Great location; great op-
portunity! Local community hospital has an out-
standing opportunity for a general psychiatrist
to do 100% outpatient work with the oppor-
tunity to do provide C&L services. Salary start-
ing at $175,000 with an exceptional benefits plan!
For more info, call Sarah McGlinnen @ 800-
735-8261 x 216, fax your CV to 703-995-0647 or
e-mail: smcglinnen@medsourceconsultants.com

Ozark Center
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

Inpatient Psychiatry; Academic Department

UMKC Department of Psychiatry and Western
Missouri Mental Health Center on the medical
school campus in Kansas City seek a FT psy-
chiatrist to provide patient care, teaching and
training on an adult acute inpatient unit that is
an active training site for the residency program
and medical student clerkship. Typical caseload
is 10 to 12. State-of-the-art facility opened in
January, 2004. Thirteen psychiatrists on staff.
Competitive salary and excellent benefits. Relo-
cation costs and student loan repayment is ne-
gotiable. Send CV to Stuart Munro, MD, Chair,
Department of Psychiatry, 1000 E. 24th St., K.C.,
MO 64108 or stuart.munro@dmh.mo.gov or call
816-512-7417. 

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.

NEVADA

STAFF PSYCHIATRIST

Vacancies exist for several Staff Psychiatrists at
the VA Southern Nevada Healthcare System
(VASNHS), Las Vegas, Nevada.  Positions in-
clude Staff Psychiatrist for In-Patient and Out-
patient areas, PTSD and Addiction Psychiatrist.
Incumbents must be Board Certified/Eligible,
Fully Licensed and have a U.S. Citizenship or
proof of legal authority to work in the U.S. 

VASNHS is academically affiliated with the Uni-
versity of Nevada, School of Medicine and in-
volved with the premier Air Force/VA Joint Ven-
ture, with several community clinics.  Compen-
sation will be commensurate with the qualifica-
tions and experience of the applicants, includ-
ing excellent benefits and no state income tax.
Selectee  will need to meet credentialing and
privileging requirements and will  be subject to
random drug screening. 

Las Vegas is one of the fastest growing commu-
nities in the U.S., offering a wide variety of en-
tertainment and sports activities; i.e. golfing,
camping, hiking, skiing.  

Clinical inquiries may be made to Mr. Pat Dun-
can, LCSW, Chief, Mental Health Care Line,
at 702-636-3050. Send CV and names and ad-
dresses of three references to Human Resource
Management Service, VA Southern Nevada
Healthcare System, P. O. Box 360001, North
Las Vegas, NV 89036 or call 702-636-3033.  VA
IS EOE.

The University of Nevada School of Medi-
cine, Department of Psychiatry is seeking can-
didates for an Assistant or Associate Professor.
Duties include educational and administrative
leadership of the Reno-based GME program in
general psychiatry, service as medical director of
a psychiatric hospital including limited practice
of inpatient psychiatry with residents, and par-
ticipation in the departmental teaching program.
For complete position description and online
application, visit http://jobs.unr.edu/professional/.
Interested applicants should apply online by Oc-
tober 8, 2006.  EEO/AA Women and under-rep-
resented groups are encouraged to apply.

NEW JERSEY

Wish to purchase fee for service practices in
the Overlook, Morristown, St. Barnabas service
areas. Contact Alpha Behavioral Care at (908)
273-0800.

PSYCHIATRIST - FT/PT.  EVALS & MED
MONITORING. NJ license.  BC/BE with
adults and children.  No call or weekends.  Team
player.  Resumes to: Brenda Y. Camacho, MD,
NewPoint BHC, 404 Tatum Street, Woodbury,
NJ 08096/Fax 856.845.0688 or email center@
newpointbhc.org.

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

If you are a child or adult board certified psy-
chiatrist looking to grow in a private practice
that is not dependent on managed care, call us at
908.273.0800 and fax CV to 908.273.0815.  We
have a growing private practice in Summit, NJ,
an affluent suburban community.

NEW MEXICO

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.

NEW YORK CITY & AREA

PHYSICIAN OWNED AND MANAGED
www.psyonly.com

Over 400 Locum Tenens and Permanent
Placement Opportunities

Don Ceniza 
800-583-2256

Columbia University
College of Physicians and Surgeons 

Department of Psychiatry

F/T Columbia University faculty positions avail-
able on Acute Inpatient Psychiatry Unit at Allen
Pavilion for Assistant Professor of Psychiatry or
Instructor in Clinical Psychiatry.  Position in-
volves medical student/resident teaching inpa-
tient unit.  Board certification in psychiatry pre-
ferred .  NYS License required and ability to
speak Spanish.  Equal Opportunity, Affirmative
Action Employer.

Please forward resumes to:
New York Presbyterian Hospital

180 Fort Washington Avenue
New York, NY 10032

Attention: Diane Looney
Fax # (212) 305-4724

PSYCHIATRIST

Mary Manning Walsh Home, a 362-bed sub-
acute and long-term care facility in Manhattan,
is accepting applications for a part-time aca-
demically-trained board certified Psychiatrist,
well- versed in the care of geriatric patients and
in multidisciplinary therapy, including behav-
ioral and psycho-pharmacologic approaches. 

Mary Manning Walsh Home is a member of the
Catholic Health Care System & has been man-
aged for over 50 years by the Carmelite Sisters
for the Aged and Infirm. The appropriate can-
didate will appreciate the humanistic commit-
ment of this faith based institution.

Please send letters of inquiry and Curriculum
Vitae to: Ms. Katherine Gleaton, Medical Staff
Assistant, Mary Manning Walsh Home,1339
York Avenue, NY, NY 10021. EOE

Outpatient Positions - FT & PT w/ Benefits

Nationally known mental health agency serving
the NYC area has various positions for Adult
and Child/Adolescent Psychiatrists throughout
the five boroughs. Current openings include the
Bronx and Southern Brooklyn.  Contact us to
explore your future: Richard Gersh, MD at the
Jewish Board of Family and Children’s Services.
e-mail: rgersh@jbfcs.org or fax: 212-307-7896.
JBFCS is an equal opportunity employer.

New York City!
Enjoy the many amenities of the “BIG
APPLE”! Well established hospital has 4 op-
portunities available.  1) C&A - 100% OUT-
PATIENT  2) Adult - 100% OUTPATIENT
but must be bilingual in Spanish  3) Adult - hos-
pitalist  4) Unit Chief of Detox. All positions
come with NO CALL.  Very competitive salary
and full benefits offered!  For more info,
call Carrley Ward @ 800-735-8261 x 219, fax
your CV to 703-995-0647 or e-mail: cward@
medsourceconsultants.com.

Director of Substance Abuse Services

St. Vincent’s Hospital Westchester seeks a Board
Certified psychiatrist to direct its substance abuse
treatment programs and provide psychiatric man-
agement of dually diagnosed patients.  Faculty
appointment in New York Medical College.
Send c.v. to: Richard D. Milone, M.D., St. Vin-
cent’s Hospital Westchester, 275 North Street,
Harrison, NY 10528 or fax to 914-925-5158.

PSYCHIATRIST

Lincoln Medical and Mental Health Center
(LMMHC) of Generations+ Network, and an
affiliate of Weill- Cornell Medical College, is
seeking Full/Part-time BC/BE Psychiatrists for
positions in the Adult Outpatient Unit, Inpa-
tient unit and Psych ER. Responsible for teach-
ing, supervising residents and direct patient care.
Spanish speaking pref.  Excellent salary com-
mensurate with experience.
Send CV to Melissa Schori, MD: Fax: 718-579-
6060 or Email: HR@DBMAPC.ORG.  AA/EOE
M/F.

Psychiatrists

Full Time/Part Time/Inpatient Positions for
NYS licensed, board eligible/board certified psy-
chiatrists are available at Manhattan Psychiatric
Center, an OMH facility specializing in the treat-
ment of the refractory patient with innovative
pharmacological and manualized cognitive be-
havioral interventions. The psychiatrist leads a
multidisciplinary team, with opportunities to uti-
lize clinical, administrative, and teaching skills
on specialty units.  MPC is a residency training
affiliate of NYU with rotations in the STAIR
program, research and outpatient clinic as well
as opportunities for teaching medical students.
We are conveniently located near the Triboro
Bridge.

Please fax resume to:
Manhattan Psychiatric Center

Ward’s Island Complex
Ward’s Island, NY 10035

Samuel J. Langer, M.D., Chief of Psychiatry
646 672 6386

MPC is an equal opportunity employer
A Bridge to Recovery

PSYCHIATRISTS

LUTHERAN HEALTHCARE is currently
seeking full-time NYS-licensed ambulatory care
psychiatrists for positions in the Sunset Terrace
Mental Health and Substance Abuse Treatment
Center, in the Sunset Park area of Brooklyn. 

Openings include a FT Adult Psychiatrist with
interest/expertise in HIV and addiction treat-
ment, and a FT Child/Adolescent Psychia-
trist. Both positions offer opportunity for in-
terface with primary care and family support set-
tings.  Bilingual Spanish, Chinese, or Arabic
strongly desirable.  Psychiatrists will offer treat-
ment in facilities that have a Federal Mental
Health HPSA (Health Profession Shortage Area)
designation for loan repayment purposes.  Min-
imal call responsibility. 

Conveniently located for travel from all NYC
Boro’s.  For consideration please email: bgoff@
lmcmc.com, fax (718) 630-8594 or send CV to:
Bradford M. Goff, M.D., Department of Psy-
chiatry, Lutheran Medical Center, Suite 2-45,
150 55th Street, Brooklyn, NY, 11220. EOE/AA
M/F/D/V 

LUTHERAN HEALTHCARE
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Consulting Psychiatrist

BC/BE - Psychiatrist to provide consultation
services in long term care setting. (NH, SNF)
PT/FT.  Above average salary, flexible hours.
Recent graduates encouraged to apply.  

Psychologists

FT/PT - NY State licensed, to provide IQ test-
ing for MRDD population, excellent compen-
sation.

Please contact: Carlos Rueda, M.D. at Tel: 718-
920-9093 or via fax - 718-920-9217, e-mail -
crueda@olmhs.org

CHAIR POSITION: NEW YORK CITY
BOROUGH!!! Head psych department for
prestigious multi-specialty group.  Department
Mgmt & Admin; Clinical Oversight; Co-ord &
Oversight Res. program.  180K-200K!  Must be
BC, 10 yrs exp.  Susan Springer 800.575.2880
ext. 315 sspringer@medsourceconsultants.com

NEW YORK STATE

Child and Adolescent Psychiatrist
Ellis Hospital

Schenectady, NY 12308

Ellis Hospital, ranked in the top 5% of hospi-
tals in the nation and a respected leader in men-
tal health in the capital region of New York State,
has an opening for a full time NYS licensed,
BC/BE Child and Adolescent Psychiatrist.  The
position offers a highly competitive salary and
benefits package, opportunities for continuing
education and a stimulating, physician friendly
work environment.  The position offers com-
bined inpatient and outpatient practice oppor-
tunities and minimal call requirements.  

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 hours
drive.  Major cities are within a three hour drive
including New York and Boston.  

For further information on this excellent op-
portunity, contact Anthony Yacona, M.D., Chair-
man, Department of Psychiatry, Ellis Hospital,
1101 Nott St., Schenectady, NY, 12308.  Phone
(518) 243-4154, e-mail yaconaa@ellishospital.org.  

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.

Practice In the Perfect Place!

Consider this opportunity to practice a combi-
nation of inpatient and outpatient psychiatry in
beautiful Saratoga Springs, NY. Saratoga Hos-
pital seeks a BE/BC psychiatrist to provide care
as part of a close-knit multi-disciplinary care
team on a 16-bed adult inpatient unit. This po-
sition is full time when combined with an out-
patient position at the Saratoga County Mental
Health Center. Call is 1:8, shared with the unit
Director and County Mental Health physicians.
Interest in ECT is required to provide backup
to Director. Compensation is competitive. 

Located a half hour from Albany, and less than
three hours from NYC, Montreal and Boston,
Saratoga Springs offers lovely neighborhoods
and a downtown with fine restaurants and spe-
cialty shops. The city is known for world-class en-
tertainment including thoroughbred racing and
the Saratoga Performing Arts Center. Nearby
mountains, lakes and rivers beckon outdoor en-
thusiasts for year-round recreation. Contact:
Denise Romand, Medical Staff Recruiter,
Saratoga Hospital, 211 Church St., Saratoga
Springs, NY 12866. Phone: 518-583-8465; Fax:
518-580-2605; docfind@saratogacare.org

Looking for a Psychiatrist with New York State
License and completed psychiatric residency to
join a busy practice in Forest Hills with good re-
turn and flexible schedule.  PT or FT.  Please
call (718) 268-1100.

Well established practice for sale in Nassau
County-North Shore, New York. About thirty
hours per week currently, with good referral base
for expansion. Very reasonable terms and flexi-
ble on offers. Fax inquiries to: 516-997-8402 or
call 516-997-4610.

NORTH CAROLINA

Psychiatrist (Assistant or Associate Professor)
Department of Psychiatric Medicine

The Brody School of Medicine at
East Carolina University

The Department of Psychiatric Medicine at the
Brody School of Medicine at ECU is now ac-
cepting applications for a full-time faculty posi-
tion (Assistant or Associate Professor).  The po-
sition offers an excellent blend of clinical care,
teaching, and scholarly activities in this grow-
ing, multi-disciplinary, and collegial Department.
Requirements include MD or equivalent degree,
completion of accredited psychiatric residency
training in psychiatry, and preferably board cer-
tification in Psychiatry.  Salary and academic rank
commensurate with experience and academic
background.  Tenure-track is available.  Appli-
cations accepted until position is filled.
Greenville is the hub of Eastern NC and the
home of East Carolina University, the 3rd largest
public university in the state.  Located near many
recreational areas, including the Atlantic Ocean
coastal resorts, Greenville is university town, rich
in cultural activities with charm and an easy pace
of life.  The position is open until filled.
Please send letters of interest and a CV to:
Dr. Diana J. Antonacci, Chair Search Com-
mittee, Department of Psychiatric Medicine,
the Brody School of Medicine, Room 4E-
98A Brody Building, 600 Moye Blvd.,
Greenville, NC 27834, telephone 252-744-
2660, e-mail: antonaccid@ecu.edu.  The East
Carolina University is an AA/EO Employer.

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

We have an exciting opportunity for a talented
and dynamic Child and Adolescent Psychia-
trist to join a growing, well-respected, mission-
focused organization that Offers Hope and Heal-
ing to Those Suffering From Psychiatric Con-
ditions and Addictions.

Prairie St. John’s, a Catholic Psychiatric and
Addictions Health Care Organization, based in
Fargo, ND is seeking a Child & Adolescent Psy-
chiatrist to join our group of 10 Psychiatrists (in-
cluding eight C&A trained). Prairie provides
mental health, chemical dependency and dual
diagnosis treatment programs in a continuum of
care that includes inpatient, partial hospital, res-
idential, intensive outpatient and clinic services
to children, adolescents, and adults. Starting
salary up to $210,000 dependent on site of prac-
tice and qualifications, plus productivity com-
pensation.  Excellent benefits. Fargo is a great
place to live, raise a family, work and do busi-
ness. Prairie is a great place to practice Psychi-
atry. 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
via e-mail to kfrigen@prairie-stjohns.com.

OHIO

FACULTY POSITION: The MetroHealth
System, an affiliated teaching hospital of Case
Medical School, is seeking a board certified (or
board eligible) psychiatrist at the Instructor level.
The psychiatrist will provide psychopharmaco-
logical services in an urgent care setting.  Other
duties involve resident and medical student teach-
ing.  Benefits include competitive salary, incen-
tive plan, liability and health insurance, and an
academic appointment.  Please send letters of
interest, CV, and two references to RT Segraves,
M.D., Department of Psychiatry, MetroHealth
Medical Center, 2500 MetroHealth Drive,
Cleveland, Ohio  44109.  Inquiries can be sent
to rsegraves@metrohealth.org.  In employment,
as in education, MetroHealth System and Case
Western Reserve University are committed to
Equal Opportunity and World Class Diversity.

15 Minutes to Downtown Cleveland! Rep-
utable Mental Health Provider seeks Adult and
Child Adolescent Psychiatrist to join 7 others.
Position is outpatient based, with a call sched-
ule of 1-8. Salary and full benefits. Call Ken
Pruchnicki @ 800-575-2880 x 319
kpruchnicki@medsourceconsultants.com

OKLAHOMA

Community MH Center currently seeks an
adult psychiatrist commutable to Tulsa, OK re-
gion! Flexible duties for mix IP/OP work in-
volving PACT team effort; J1 visas & loan re-
payment. Great benes, salary to $150k+, light
travel. Call Dave Featherston @ 800-575-2880
x314 dfeatherston@medsourceconsultants.com

OREGON

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

PENNSYLVANIA - The Psychiatry Depart-
ment at 800-bed Lehigh Valley Hospital has a
position available for a 7th BC/BE consulta-
tion/liaison psychiatrist. We are looking for
someone with fellowship training or a strong in-
terest in C/L work to join our salaried group
which currently has a total of 14 psychiatrists.
Our new partner will share responsibilities for
the consults we do on med/surg, ob/gyn, oncol-
ogy, cardiology, trauma and burn unit. In addi-
tion to our C/L work, our practice offers a mix
of outpatient psychiatry, opportunities for clin-
ical research as well as teaching medical students
and residents in several disciplines. Faculty ap-
pointment at Penn State/Hershey. Generous
compensation package includes paid medical
malpractice insurance, paid health insurance for
self and family, life insurance of two times salary,
four weeks vacation, one CME week with a
$3,000 stipend and more. Location is 60 miles
north of Philadelphia and 90 miles west of NYC.
Email CV to Ralph A. Primelo, Chief, Section
of C/L Psychiatry, c/o Pamela.Adams@lvh.com.
Fax 610-969-0214. Phone (610) 969-0208.

STATE COLLEGE area: Child and/or Gen-
eral Psychiatrist. Inpatient & outpatient.
CLARION: General or Child Psychiatrist - in-
patient & partial programs. Admin/clinical po-
sition.
SHIPPENSBURG: General or Geriatric Psy-
chiatrist for admin/clinical position. All positions
offer salary, bonus potential, & benefits. Con-
tact Joy Lankswert @ 866-227-5415 or email
joy.lankswert@uhsinc.com

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.  Philadel-
phia 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. 

Pennhurst Medical Group, P.C. Various Penn-
sylvania locations BC/BE, Excellent Salary,
Benefits, No Billing, Full Time, Part Time
and Locums Positions.  Send CV to bp@
pennhurstmedical.com or by fax 610-524-0952.
Call Bob Plunkett at 610-524-2400 x 160 with
any questions or for more information

PITTSBURGH - Mercy Behavioral Health,
part of the Pittsburgh Mercy Health System, is
seeking an adult psychiatrist to start in Decem-
ber or January.  We offer competitive compen-
sation and an excellent benefits package, all with
a schedule that will fit your needs.  The position
is flexible, which may include combinations of
outpatient, inpatient, residential and other pos-
sibilities. Please contact Jim Jacobson, M.D.,
Medical Director, Mercy Behavioral Health, 330
S. 9th St., Pittsburgh, PA 15203.
Phone 412-488-4927, Fax:  412-488-4929, e-
mail: JJacobson@mercybh.org 
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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

RHODE ISLAND

PSYCHIATRIST

The Providence Center, a JCAHO facility, is re-
cruiting a Psychiatrist to join a medical staff of
11 other full-time Psychiatrists in a well respected
community mental health center.  The Center
provides a wide spectrum of outpatient and res-
idential services, and is a training site for resi-
dents and medical students from Brown Uni-
versity. Center Psychiatrists also provide inpa-
tient care for its patients at Butler Hospital.  Job
responsibilities are varied.  Board certification
or eligibility is required. Experience working in
a multidisciplinary setting is preferred as is Span-
ish speaking capacity.  The Center can be a J1
site. 
Contact:

Michael A. Silver, M.D.
The Providence Center
530 North Main Street
Providence, RI 02904
Phone: 401-276-6359

Fax: 401-276-4034
Email: msilver@provctr.org 

Outstanding opportunity for enthusiastic psy-
chiatrist interested in a clinical faculty position
in the admitting service of Butler Hospital, a pri-
vate psychiatric facility located on the beautiful
East Side of Providence, RI.  Butler is a major
psychiatric teaching facility for Brown Medical
School.  Strong interest/experience in educat-
ing medical students and residents required.
Salary commensurate with experience.  Please
reply with CV and letter of interest to Steven_
Rasmussen@Brown.edu.

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

AIKEN - minutes from Augusta GA - General
or Geriatric Psychiatrist - inpatient & partial
programs. BENNETTSVILLE - East Car-
olina. Medical Director for 8 bed adult-geriatric
unit. Some call, ER consults & staff supervision.
Salary, benefits and bonus plan offered. Contact
Joy Lankswert @ 866-227-5415 or email joy.
lankswert@uhsinc.com

TENNESSEE

EAST TENNESSEE STATE UNIVERSITY
JAMES H. QUILLEN COLLEGE OF MEDICINE

DEPARTMENT OF PSYCHIATRY &
BEHAVIORAL SCIENCES

DIRECTOR OF RESIDENCY TRAINING

Full-time position available for Director of Psy-
chiatry Residency Training.  Position may in-
clude inpatient and/or outpatient.  Responsibil-
ities include training of psychiatric residents and
medical students and research activities.  Salary
is competitive with funding available through
the Medical School, faculty private practice, and
extramural contracts.  ETSU is located in the
Tri-Cities Tennessee/Virginia region, which was
the first region in the nation to be designated as
an “All-American City” with attractive cost-of-
living, crime rate, climate, and health care.  Ap-
plicants should submit a CV and two letters of
references to Merry N. Miller, M.D., Chair, De-
partment of Psychiatry and Behavioral Sciences,
ETSU, Box 70567, Johnson City TN 37614.
Telephone inquiries should be made at (423) 439-
2235 or e-mail at lovedayc@etsu.edu.  AA/EOE.

TEXAS

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

AMARILLO:  Private Practice opportunity. In-
patient & outpatient. Community need - great
income potential. SAN ANGELO: General
/Geriatric and Child Psychiatrist to join an es-
tablished private practice - will offer employ-
ment, benefits & program directorship.
MCALLEN: Child Psychiatrist - inpatient/out-
patient private practice.  Contact Joy Lankswert
@ 866-227-5415 or email joy.lankswert@uhsinc
.com

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.

Denton, Texas

Mayhill Hospital located in Denton, Texas is
currently seeking a Psychiatrist to serve as As-
sistant Medical Director for its 30-bed inpatient
program as well as to provide comprehensive
outpatient services. For additional information,
please contact Rhonda Ashley-Dixon at 1-800-
786-6211, ext. 313.  CVs may be faxed to (615)-
230-3149 or emailed to rad@seniorhealthinc
.com.

UTAH

LICENSED PSYCHIATRIST- Bear River
Mental Health Services, Inc., serving north-
ern Utah.  Duties: medical assessments; med-
ication management; coordination of medical
care with PCP’s; hospital rotation; psychiatric
emergency consultation. Team model of service
delivery.  Must maintain hospital privileges. Com-
puter literacy. Specialty in child/adolescent psy-
chiatry preferred but not required.  Salary ne-
gotiable.  Competitive benefits. Potential for stu-
dent loan repayment program. EOE. Send re-
sume and cover letter to:  HR Dept., Bear River
Mental Health Services, Inc., 90 E. 200 N.,
Logan, UT, 84321; Email:  sharons@brmh
.com

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@wcmhs.org.

PSYCHIATRISTS - Northeast Kingdom
Human Services, Inc. a CMHS located in St.
Johnsbury, is seeking two Full-Time Psychia-
trists.  Opportunities exist for outpatient work
with adult patients suffering from a wide range
of serious mental illnesses, and for consultation
to primary care practices at the primary care of-
fice.  This position is perfect for someone who
enjoys outdoor activities in a rural environment.
You will find mountains and lakes as well as the
urban lifestyle less than an hour away. NKHS
provides community-based, consumer-sensitive
mental health, substance abuse and develop-
mental services for residents of Caledonia, Essex
& Orleans counties of Vermont. Our agency of-
fers an outstanding benefits package. Please apply
with cover letter and resume to bbrenk@nkhs.net
or Bianca Brenk, NKHS, POB 724, Newport,
VT 05855. For further information please visit
our web site at www.jobsinvt.com or www.nkhs
.net.

VIRGINIA

Academic Chair & Medical Director
of Psychiatry
Roanoke, VA

Carilion Health System has an opening for Aca-
demic Chair and Medical Director of Psychiatry.
As the Associate Director of the Psychiatry Res-
idency Program based on the campus of Caril-
ion Roanoke Memorial Hospital, this individual
is responsible for excellence in graduate psychi-
atric medical education and will work collabo-
ratively with the Director of Carilion’s Psychia-
try Residency Program (based at Salem-VAMC)
and Carilion’s Director of Medical Education.

The Chair develops and manages the research
program, faculty development needs, and strate-
gic growth of medical education within the de-
partment.  The physician will have a leadership
role in creating strategic plans for the growth of
regional clinical services in all aspects of psychi-
atry. The Medical Director actively supports and
promotes patient safety, continuous perform-
ance and quality improvement, risk management,
and efficient resource utilization linked highly
to evidence-based medicine. The physician will
also demonstrate responsiveness to the concerns
and needs of faculty and organized medical staff
and fosters a close relationship between and
among physicians, management and clinical staff.

MINIMUM QUALIFICATIONS:
• MD/DO 
• ABMS/AOA-BC in Psychiatry 
• 5 years clinical experience 

In addition to the above, 3 years progressive ad-
ministrative/leadership experience is required,
along with an established track record of excel-
lence in clinical care, medical education and re-
search. Management training and degree desir-
able, as well as expertise in process improvement
and data analysis and the use of information sys-
tems to develop and support outcome meaure-
ment and management.   To apply, submit cover
letter, CV and references to Rhonda Creger,
Physician Recruiter, Carilion Health System,
POB 40032, Roanoke, VA 24022-0032, or email
rhondac@carilion.com , or call 540-224-5189.
Minorities and women are encouraged to apply.

CHILD PSYCHIATRIST-Virginia Com-
monwealth University/Medical College of Vir-
ginia Hospitals, Division of Child & Adolescent
Psychiatry in the Department of Psychiatry, re-
cruiting Virginia licensed BE/BC child psychi-
atrist faculty as attending for Day Treatment
Unit.  Position located in professional shortage
area; J-1 candidates welcome to apply.  Will be
responsible for administration and clinical care
as well as teaching and supervision of medical
students, residents and child fellows.  In addi-
tion, consultation work with community agencies
will be available.  Interest in teaching and aca-
demic work, as well as ability to work on inter-
disciplinary team, required.  Department has
nine fulltime child psychiatrists and child re-
search institute, over 80 fulltime faculty and well-
funded research in genetics, addictions, child and
women’s mental health and psychopharmacol-
ogy. VCU is a large urban university with robust
health science campus and 750-bed university
hospital.   Richmond, the State Capital, has mod-
erate climate and rich mix of history with mod-
ern facilities, excellent suburban housing, pub-
lic/private schools. Internet provides compara-
tive cost of living.   Send  CV to Bela Sood, MD,
c/o Mary Swartz, VCU, Box 980710, Richmond
VA  23298.   Virginia Commonwealth Univer-
sity is an Equal Opportunity/Affirmative Action
employer.  Women, minorities, and persons with
disabilities are encouraged to apply.
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VA COMMONWEALTH UNIV: Dept. of
Psychiatry recruiting two BE/BC psychiatrist
faculty positions: 1) Director of Mood Disor-
ders Program  - 50% Inpatient and 50% outpa-
tient responsibilities to include teaching rounds
on 10-bed team, supervision of teaching clinic
and faculty practice or city mental health clinic
services. Fellowship in mood disorders or post-
residency experience preferred.  2) Director of
Crisis Intervention Services.  Duties include at-
tending on psychiatric triage team, 23-hour Obs
unit and short-term inpatient team, and train-
ing/supervision of residents and medical stu-
dents.  Experience in emergency psychiatry &
crisis interventions preferred. Opportunities for
collaborative and independent research available
for both positions.  VCU is a large urban uni-
versity with robust health science campus and
750-bed university hospital.  Department of Psy-
chiatry employs over 80-full time faculty and is
nationally ranked in federally funded research.
Richmond, the State Capital, has moderate cli-
mate and rich mix of history with modern facil-
ities. Excellent suburban housing and quality
public/private schools.  Send CV to Mary Swartz,
Human Resources, Department of Psychiatry,
VCU/MCV, Box 980710, Richmond, VA 23298.
VCU is an EEO/AA employer.  Women, mi-
norities, persons with disabilities encouraged to
apply.

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

Faculty, Addictions Psychiatry,
Virgina Commonwealth University
The Department of Psychiatry invites applicants
for tenured or tenure-eligible faculty positions
as faculty and/or Chair of the Division of Ad-
diction Psychiatry.  The successful applicants
will be expected to have an MD, PhD or equiv-
alent doctoral-level training with appropriate re-
search and leadership experience.  Rank is open,
depending on the qualifications and experience
of the selected applicant.  The ideal candidate
should have substantial research experience in
basic, treatment and/or services research focused
on problems of substance abuse.  Candidates are
not required to be qualified as treatment
providers, although such candidates would be
preferred as applicants. Funded ACGME ac-
credited Fellowship Program.  Strong depart-
ment with over 90 fulltime faculty.  Opportuni-
ties exist for faculty to interact with the multi-dis-
ciplinary group of over 45 faculty in the Insti-
tute for Drug and Alcohol Studies, who conduct
research in such areas as neuroscience, pharma-
cology, medications development, prevention,
treatment, women’s health and psychiatric ge-
netics.  For very strong candidates, there may be
opportunities to identify significant other re-
sources, including additional faculty and/or post-
doctoral positions.  Virginia Commonwealth
University is an Equal Opportunity/Affirmative
Action employer.  Women, persons with dis-
abilities, and minorities are encouraged to apply.
Send applications to Joel J. Silverman, M.D.,
Chairman, Department of Psychiatry, MCV/
VCU Box 980710, Richmond, VA  23298
(jsilverm@vcu.edu).

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.  

A Career In Psychiatry 
In The Beautiful Wine Country

Of Washington State’s
Walla Walla Valley

Department of Corrections
Lead Psychiatrist

Full time Staff Position 
Or, Personal Contract.
All employee benefits.

96 Bed Residential Unit. 
16 Bed Acute Care.

Immediate Availability.

Call or email Michael Wall
509 526 6436

mbwall@DOC1.WA.GOV

Pacific Northwest - Inpatient and
Outpatient Psychiatrists

Highline West Seattle Mental Health/West Seat-
tle Psychiatric Hospital is a large community
mental health agency located in the Emerald city
of Seattle.  We have FT positions available in
our psychiatric hospital and PT in our outpa-
tient mental health center.  Seattle offers a full,
contemporary urban experience, with excellent
schools and culture, surrounded by incredible
mountains and outdoor recreation.  Our salary
is competitive; benefits include all the standard
insurances, CME, approx. 1 month leave, etc.
Please contact Jeff Skolnick, MD-Chief Med-
ical Officer 206-933-7127 or JeffS@Highline.Org

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. J1 applicants are
encouraged to apply.  Contact Abe Adel, MD,
Clinical Director, William R. Sharpe, Jr. Hos-
pital, WVU Department of Behavioral Medi-
cine & Psychiatry 936 William Sharpe Road,
Weston, WV 26452. 304-269-1210.
bettygumfoster@wvdhhr.org 

WISCONSIN

Exciting opportunity for BE-BC psychiatrist
to join collegial team of dedicated professionals
at a premier public facility with 100-year history
of community service. 32-40 hour work week,
1:6 weekend call, no billing or managed care
worries. Competitive salary with benefit pack-
age valued at an additional 35%. Ideal for physi-
cian striving for balance between career and out-
side interests in a family-friendly small city with
nationally recognized public school system, very
affordable housing and an abundance of cultural
activities. You’ll have plenty of free time to fish
our beautiful lakes and rivers, hike, mountain
bike, kayak, downhill and cross-country ski. Mail
or FAX your current CV and letter of interest
to: Gabriel Ticho, M.D. Clinical Director North
Central Health Care Facility 1100 Lakeview Dr.
Wausau, WI 54403 FAX:715-842-3630;
Phone:715-848-4455; Email: gticho@norcen.org

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 Jon
Nevala, Medical Staff Development, Gunder-
sen Lutheran, at 1-800-362-9567, ext. 54224,
1900 South Ave., La Crosse, WI, 54601, or e-
mail jpnevala@gundluth.org

We support a safe, healthy and drug-free work
environment through background checks and

controlled substance screening.
EOE/AA

Luther Midelfort - Mayo Health System in Eau
Claire, Wisconsin, seeks a BC/BE Child & Ado-
lescent Psychiatrist with a developmental, bio-
psychosocial perspective who is comfortable
treating a full range of psychiatric disorders in
children and adolescents.  The ideal candidate
has a caring, collaborative, problem solving ap-
proach, and truly enjoys working with children
and adolescents, their families, foster families,
schools, and/or other support systems.  Our clinic
has a tiered system of care for children and ado-
lescents with behavioral health problems in which
the child and adolescent psychiatrists sees the
patients with the most severe difficulties.  The
child and adolescent psychiatrist also provides
support to family physicians, pediatricians, a pe-
diatric neurologist, a nurse practitioner, and a
psychotherapist who provide behavioral health
care to children and adolescents and their fam-
ilies.  Call would not be an expectation of this
position unless the candidate would wish to see
adults as well.  

Luther Midelfort-Mayo Health System is a
physician-directed, fully integrated multi-spe-
cialty hospital and clinic owned by the Mayo
Clinic. Luther Midelfort offers a complete ben-
efits package & salary guarantee.

A multitude of family activities are available in
Wisconsin’s four season climate.  Eau Claire is lo-
cated 90 minutes east of Minneapolis/St. Paul.
For more information, contact Christine Rod-
man, 800-573-2580; fax 715-838-6192; or e-mail
rodman.christine@mayo.edu 

Luther Midelfort - Mayo Health System in Eau
Claire, Wisconsin, seeks a BC/BE Adult Psy-
chiatrist with emphasis on inpatient and outpa-
tient work.  Call is 1:5. 

Luther Midelfort-Mayo Health System is a
physician-directed, fully integrated multi-spe-
cialty hospital and clinic owned by the Mayo
Clinic. Behavioral Health services are used by a
nine county area of Western Wisconsin.  

Luther Midelfort offers a complete benefits pack-
age.  A multitude of family activities are avail-
able in Wisconsin’s four season climate.  Eau
Claire is located 90 minutes east of Minneapo-
lis/St. Paul.  For more information, contact
Christine Rodman, 800-573-2580; fax 715-838-
6192; or e-mail rodman.christine@mayo.edu 

WYOMING

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.

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

Fellowships
Medical Staff Fellowship

Molecular Imaging Branch
National Institute of Mental Health

National Institutes of Health
Department of Health and Human Services

Bethesda, MD, USA

The Molecular Imaging Branch at the National
Institute of Mental Health, NIH will have a med-
ical staff fellowship position available July 1, 2007,
with duration of one to three years.  This labo-
ratory uses state-of-the-art PET (positron emis-
sion tomography) technology and newly devel-
oped radioligands to study molecular targets in
animals and humans.  The fellow will have ample
opportunities to learn from multidisciplinary ex-
perts in the field and acquire all skills necessary
to pursue a research career in neuroimaging.
The NIH imaging facilities and our research
team provide outstanding opportunities for pro-
ductivity and learning.  Applicants must have
completed residency training (e.g., psychiatry,
neurology, or nuclear medicine/radiology) and
must possess a valid US medical license.  Re-
payment of up to $35,000 per year is available
for qualified college and medical school loans.
Interested applicants should send their CV and
the names of two references to: Robert Innis,
MD, PhD; Chief, Molecular Imaging Branch,
NIMH, Building 1, Room B3-10, 1 Center Drive
MSC-0135, Bethesda, MD 20892-0135, Email:
robert.innis@nih.gov   Women and minorities
are encouraged to apply.  For information on the
lab, see: http://intramural.nimh.nih.gov/mood/
proginfo/mib/

DHHS and NIH are equal opportunity
employers
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UNIVERSITY OF MICHIGAN
GERIATRIC PSYCHIATRY FELLOWSHIP

ACGME-accredited Geriatric Psychiatry Fel-
lowship at Univ. of Michigan and Ann Arbor VA
Healthcare System (VAHS) available July 1, 2007.
One-year fellowship program (PGY-5) provides
broad-based clinical experience in inpatient, out-
patient, nursing home settings, with unique mul-
tidisciplinary emphasis, in an extraordinarily rich
academic environment.  Two-year fellowship
program (PGY-5 & 6) available to selected can-
didates and includes all clinical experience of
one-year program, plus a research training com-
ponent (available in basic, clinical and health
services research) designed to prepare trainee for
academic career.  University has NIH-funded
Geriatric Research and Training Center and
Alzheimer’s Disease Research Center, as well as
the nation’s first comprehensive academic De-
pression Center. VAHS has Geriatric Research,
Educational and Clinical Center (GRECC).
Candidates must have completed an approved
U.S residency in Psychiatry, and must have passed
USMLE Step III prior to entry into program.
Applications accepted through November 1,
2006.  Please send CV to Alan M. Mellow, M.D.,
Ph.D., Chief, University of Michigan Section of
Geriatric Psychiatry, MHSL/116MH,  Ann
Arbor VA Medical Ctr., 2215 Fuller Road, Ann
Arbor, MI  48105; Email:  amell@umich.edu

POSITION: Geriatric Psychiatry Fellowship

SPONSOR: University of Rochester Medical
Center, Department of Psychiatry, Program in
Geriatrics and Neuropsychiatry

DESCRIPTION: The University of Rochester
Program in Geriatrics and Neuropsychiatry of-
fers one-year PGY-5 clinical fellowships in Geri-
atric Psychiatry. Ours is an ACGME accredited
program, successful completion of which makes
graduates eligible for the ABPN subspecialty ex-
amination in geriatric psychiatry. The fellow-
ship offers training in the care of older patients
in a variety of inpatient, long-term care, outpa-
tient, consultation, and palliative care settings.
Supervised clinical experiences are complemented
by a didactic program, elective offerings, and op-
portunities to develop individual scholarly and
research interests. In addition to the breadth of
our clinical programs and patient populations,
we have a large cadre of experienced and na-
tionally recognized clinicians, teachers, and re-
searchers serving on our faculty. We pride our-
selves on providing a stimulating, rewarding ed-
ucational experience in a supportive and nur-
turing environment.

CONTACT: For more information please con-
tact Jeffrey M. Lyness, M.D., Director, Geriatric
Psychiatry Fellowship, Department of Psychia-
try, University of Rochester Medical Center, 300
Crittenden Boulevard, Rochester, NY 14642-
8409 (Phone 585-275-6741; Fax 585-273-1082;
E-Mail Jeffrey_Lyness@urmc.rochester.edu)

The University of Rochester is an equal
opportunity/affirmative action employer.
Applications from women and minority

groups are encouraged.

UNIVERSITY OF MICHIGAN
PSYCHOSOMATIC MEDICINE FELLOWSHIP

A Psychosomatic Medicine fellowship position is
available at the University of Michigan, De-
partment of Psychiatry.  The one-year fellow-
ship program (PGY-5) provides a broad-based
clinical experience, with a strong multidiscipli-
nary emphasis, and opportunities to achieve skills
in research, education and administration, in an
extraordinarily rich academic environment, with
no night or weekend on-call.  Supervision is pro-
vided by full-time attendings with board certifi-
cation in Psychosomatic Medicine.   The fel-
lowship begins on July 1, 2007.  Excellent salary
and benefits.  Candidates must have completed
an approved residency in Psychiatry and must
have passed USMLE Step III prior to entry into
program.  

Applications will be accepted through January
15, 2007.   Please email/mail/fax CV to Michelle
Riba, MD, Associate Director, Psychosomatic
Medicine Services, Department of Psychiatry,
University of Michigan Health System, 1500 E.
Medical Center Drive, Room F6236 MCHC,
Ann Arbor, MI, 48109-0295.  Tel:  (734) 764-
6879; FAX:  (734) 936-1130; web: http://www.
med.umich.edu/psych/education, Email:gacioch
@umich.edu.

PSYCHOSOMATIC MEDICINE/
CONSULTATION-LIAISON PSYCHIATRY

COLUMBIA UNIVERSITY 
COLLEGE OF PHYSICIANS AND SURGEONS

The Department of Psychiatry at Columbia Uni-
versity College of Physicians and Surgeons offers
a one-year fellowship in Psychosomatic Medi-
cine at New York Presbyterian Hospital-Co-
lumbia University Medical Center for graduates
of approved psychiatric residency programs.  The
fellowship seeks psychiatrists interested in an ac-
ademic career in Psychosomatic Medicine (con-
sultation-liaison psychiatry).  This is a full-time,
ACGME-approved program with clinical, re-
search, and teaching experience at a major ter-
tiary care center.  Some call is required.  Appli-
cants are sought for the 2007-2008 academic
year.  To apply, please submit a personal state-
ment, three letters of recommendation, and a
C.V., no later than October 15, 2006.  For fur-
ther information, applicants should contact Dr.
Peter A. Shapiro at Columbia University, College
of Physicians and Surgeons, 622 West 168th
Street, Box 427, New York, NY 10032;  (212)
305-9985, or by email at mf251@columbia.edu.
Columbia University is an AAEOE.

BRIGHAM & WOMEN’S / FAULKNER HOSPITALS
WEST ROXBURY VA HOSPITAL - DANA-FARBER

CANCER INSTITUTE
HARVARD MEDICAL SCHOOL

JULY 2007 - JUNE 2008 ACADEMIC YEAR 

FELLOWHIP POSITIONS IN PSYCHOSOMATIC
MEDICINE (C-L PSYCHIATRY) 

AND PSYCHOSOCIAL ONCOLOGY 

BOSTON - Available for July 2007.
ACGME-Accredited.  Three PGY V Fel-
lowship positions at Brigham & Women’s/
Faulkner Hospitals; one PGY V Fellowship
position at the Brigham and Women’s/ West
Roxbury VA Hospitals; one PGY V Fellowship
position at Dana-Farber Cancer Institute/
Brigham & Women’s Hospital in Psychosocial
Oncology available for the July 07- June 08 ac-
ademic year.  These positions, which offer ad-
vanced training in consultation-liaison psychia-
try and psychosomatic medicine, also include
consultation-liaison experiences with OB/GYN,
Neuropsychiatry and Behavioral Neurology,
Burn/Trauma, Transplantation, Emergency Psy-
chiatry, Psycho-oncology and Palliative Care.
Excellent supervision, research and liaison sup-
port.  Fellowship positions include Harvard Med-
ical School appointment.

Please Contact:

For Psychosomatic Medicine or VA
Fellowships:

David Gitlin, M.D.
Director, Medical Psychiatry Division

Brigham & Women’s/ Faulkner Hospitals
75 Francis Street, Boston, MA 02115
617-732-6701   Fax: 617-738-1275

Email: dgitlin@partners.org

For Adult Psychosocial Oncology Fellowship:
John Peteet, M.D.

Psychosocial Oncology and 
Palliative Care Service

Dana-Farber Cancer Institute
44 Binney Street, Boston, MA 02115
617-632-6181   Fax: 617-632-6180

Email: jpeteet@partners.org

RESEARCH FELLOWSHIP IN SUBSTANCE ABUSE
M.D. or Ph.D.

Columbia University/New York State Psy-
chiatric Institute fellows receive extensive train-
ing in clinical and/or laboratory research. For
interested psychiatrists, the fellowship has a two-
year, ACGME-accredited training program in
addiction psychiatry sponsored by Columbia
University and New York Presbyterian Hospi-
tal.  The addiction psychiatry program provides
comprehensive clinical and research training ex-
periences in a variety of substance abuse treat-
ment settings.  Individuals with strong research
interests are encouraged to apply.

For applications:
Frances R. Levin, M.D.

Director Research Fellowship
in Substance Abuse

1051 Riverside Drive, Unit 66
New York, NY 10032

(212) 543-6105, Fax: (212) 543-6018
FRL2@columbia.edu

In accordance with Federal funding regulations,
this announcement is directed to U.S. citizens,
non-citizen nationals and foreign nationals with
permanent resident status.  Columbia Univer-
sity is an AA/EEO employer.

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, P3MHDC, PO Box 1034, Portland,
OR 97207; (503) 220-8262, Ext. 56492; or at
Linda.Ganzini@va.gov. EOE.

FORENSICS FELLOWSHIP: One-year fel-
lowship at Virginia Commonwealth University
Department of Psychiatry in Forensic Psychia-
try. PGY- 5 or higher candidates may apply.  Must
obtain Virginia license prior to July 1, 2007 start
date. Fellow will work in either the Department
of Corrections or State Forensic Hospitals, and
will participate in civil and criminal clinics, con-
sultation service, private evaluations, seminars, re-
search meetings and supervision at VCU/MCV.
Send CV to Dr. Deborah Giorgi-Guarnieri, MD,
Department of Psychiatry, Box 980253, Rich-
mond, VA  23298.  VCU is an EEO/AA em-
ployer.  Women, minorities and persons with
disabilities are encouraged to apply.

FELLOWSHIP
PUBLIC PSYCHIATRY at YALE

2007

The Connecticut Mental Health Center -
Yale University School of Medicine is offer-
ing a one-year Fellowship in Public Psychiatry
beginning July 2007.  CMHC is a major site for
training, research and clinical service within the
Yale and State systems.  As a state-funded, aca-
demic, urban mental health center it provides a
unique setting for psychiatrists to obtain ad-
vanced training as they pursue careers as lead-
ers in the field.  Fellows will spend 50% time in
seminars, supervision, and administrative/policy
meetings of CMHC and the CT Dept. of Men-
tal Health and Addiction Services; and 50% ef-
fort providing direct clinical service and/or con-
sultation within public mental health settings in
New Haven. Candidates must be eligible for
board certification and CT licensure.  Minority
applicants are encouraged to apply.  For further
information contact Jeanne Steiner, D.O. Med-
ical Director, CMHC - Yale Univ., 34 Park St
New Haven, CT 06519 or Jeanne.Steiner@
yale.edu.

INFANT PSYCHIATRY FELLOWSHIP.
The Section of Child and Adolescent Psychiatry
at Tulane University Health Sciences Center is
seeking a full-time Fellow in Infant Psychiatry.
This one or two year fellowship includes clini-
cal and research experiences with the multidis-
ciplinary Infant Mental Health group at Tulane.
Completion of a fellowship in Child and Ado-
lescent Psychiatry preferred.  Faculty appoint-
ment at the Instructor level is possible.  Appli-
cations will be accepted until a suitable qualified
candidate is found.  Applicants should send let-
ter of interest, updated CV and list references
to Charles Zeanah, MD, Vice Chair and Direc-
tor of Child and Adolescent Psychiatry, 1440
Canal Street TB52, New Orleans, LA  70112.
Interested eligible applicants may obtain further
information regarding this position by contact-
ing Dr. Zeanah at 504-988-5402 or czeanah@
tulane.edu.  Tulane is strongly committed to poli-
cies of non-discrimination and affirmative ac-
tion in student admission and in employment.

ADDICTION PSYCHIATRY FELLOW-
SHIP: Virginia Commonwealth University seeks
PGY-5 level psychiatry residents for July 2007
ACGME-accredited Addiction Psychiatry Train-
ing Program.  Fellowship provides clinical ex-
perience in all aspects of addiction treatment,
including addiction pharmacotherapy (buprenor-
phine, methadone, naltrexone), abstinence-based
treatment, inpatient alcohol/drug detoxification,
residential and outpatient treatment, consulta-
tion-liaison, comorbid disorders, and impaired
health professionals program. Fellows gain ex-
perience in addiction research project of their
choice.  Current research includes addiction
pharmacotherapy development, drug interaction
studies, prescription opioid addiction treatment,
and genetics of addiction studies.  Competitive
salary with full benefits package.  Please send let-
ter of interest, CV, and 3 letters of reference to:
Elinore McCance-Katz, MD, PhD, Div. of Ad-
diction Psychiatry, VCU, Box 980109, Rich-
mond, Virginia 23298; TEL: (804) 828-5351;
FAX: (804) 828-5386. Equal Opportunity/Affir-
mative Action employer.

PSYCHOSOMATIC MEDICINE FELLOWSHIP -
VIRGINIA COMMONWEALTH UNIVERSITY

One year exciting, well established, fellowship
program, one of the first approved by the
ACGME, in a 750-bed university hospital, ac-
cepting applications for July 1, 2007.  Advanced
training offered to psychiatrists who have com-
pleted residency.  Please write or call:  James L.
Levenson, M.D., Chairman, C-L Division, VCU
Health System, Department of Psychiatry, Box
980268, Richmond, VA. 23298-0268; jlevens@
vcu.edu  (804) 828-0762 or Yaacov R. Pushkin,
M.D.; ypushkin@vcu.edu

Positions Wanted
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.

Practice for Sale
Retiring psychiatrist in upscale NJ community
1 hour from Manhattan offers sale of large psy-
chiatric practice. Average of 50-60 private pay
patients weekly. Gross income over $300,000.
Over 200 active files. Affiliation with outstand-
ing teaching hospital available. All office equip-
ment and furnishings included. Contact Ronnie
at 973-267-2748 or fax 973-278-7718.

ADULT PSYCHIATRIC PRACTICE FOR SALE

Decorator designed 2 office suite (for cross re-
ferral with therapist) in beautiful Chicago sub-
urb.  Available immediately due to retirement.
Over 450 active patients, grossing over $100,000
/ 20 hours per week.  Furniture included.  Terms
of purchase will be to assume lease ($675 month
per person).  Web Page is www.drjuraadams.com.
Contact me at cell (630) 667-7509 or fax (312)
440-8863. 

FOR SALE: Large practice with two psychia-
trists, a nurse practitioner, a psychologist, and a
licensed professional counselor. Last year gross
income was $621,000. Managing physician has
to sell due to illness. Please contact 713-705-
0030 if interested.

Part-time Adult Psychiatric Practice for sale.
Suburban Syracuse, N.Y. location.  No third
party billing.  Direct payment from patients.
Furniture can be included.  Part-time consulta-
tion position also possible.  Contact me at (315)
446-3001.

Courses & Workshops
ELECTRO-CONVULSIVE THERAPY

5-DAY HANDS-ON COURSE
35 CME Credits

Weeks of:  9/11/2006; 10/2/2006; 1/8/2007
2/5/2007; 3/19/2007; 5/7/2007

Comprehensive training in modern ECT with
“hands-on” treatment of patients.  Exceeds APA
training guidelines and provides a “new proce-
dure” certificate for credentialing of ECT.
Course Directors: Samuel Bailine, M.D. and Geor-
gios Petrides, M.D.

Office of CME: 516-465-2500 or 
www.northshorelij.edu/cme

Furniture
PSYCHOANALYTIC COUCHES

Prestige Furniture and Design is the leading
manufacturer of psychoanalytic couches. For a
brochure and price list, call (800) 283-9958.

Software
Diagnose Major Psychiatric and Personal-
ity disorders.  Differential diagnosis, His-
tory,Treatment plans, Patient records.
Palm OS, Windows, Pocket PC
http://www.SoftPsych.com

pn.psychiatryonline.orgclassifieds
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BRIEF SUMMARY. See package insert for full prescribing information.

INDICATIONS—GEODON Capsules is indicated for the treatment of schizophrenia and acute manic or mixed episodes associated with
bipolar disorder with or without psychotic features. GEODON® (ziprasidone mesylate) for Injection is indicated for acute agitation in
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 Ia and III anti-arrhythmics, mesoridazine, thioridazine, chlorpromazine, droperidol,
pimozide, sparfloxacin, gatifloxacin, moxifloxacin, halofantrine, mefloquine, pentamidine, arsenic trioxide, levomethadyl acetate, dolasetron
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 as a contraindication or a boxed 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
be avoided in combination with other drugs that are known to prolong the QTc interval. Additionally, clinicians should be alert to the
identification of other drugs that have been consistently observed to prolong the QTc interval. Such drugs should not be prescribed with
GEODON. A study directly comparing the QT/QTc-prolonging effect of GEODON with several other drugs effective in the treatment of
schizophrenia was conducted in patient volunteers. The mean increase in QTc from baseline for GEODON ranged from approximately
9 to 14 msec greater than for four of the comparator drugs (risperidone, olanzapine, quetiapine, and haloperidol), but was
approximately 14msec less than the prolongation observed for thioridazine. In this study, the effect of GEODON on QTc length was not
augmented by the presence of a metabolic inhibitor (ketoconazole 200 mg bid). In placebo-controlled trials, GEODON increased the
QTc interval compared to placebo 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%) placebo patients revealed QTc intervals exceeding the
potentially clinically relevant threshold of 500 msec. In the GEODON patients, neither case suggested a role of GEODON. Some drugs
that prolong the QT/QTc interval have been associated with the occurrence of torsade de pointes and with 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/QTc 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
at recommended doses in premarketing studies, experience is too limited to rule out an increased risk. A study evaluating the QT/QTc
prolonging effect of intramuscular GEODON, with intramuscular haloperidol as a control, was conducted in patient volunteers. In the
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 10 mg) given four hours apart. Note that a 30 mg dose of intramuscular GEODON is 50% higher than the
recommended therapeutic dose. The mean change in QTc from baseline was calculated for each drug using a sample-based correction
that removes the effect of heart rate on the QT interval. The mean increase in QTc from baseline for GEODON was 4.6 msec following
the first injection and 12.8 msec following the second injection. The mean increase in QTc 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 QTc 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 QTc length compared to several other antipsychotic drugs raises the possibility that
the risk of sudden death may be greater for GEODON than for other available drugs for treating schizophrenia. This possibility needs
to be considered in deciding among alternative drug 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 QTc interval, including (1) bradycardia; (2)
hypokalemia or hypomagnesemia; (3) concomitant use of other drugs that prolong the QTc interval; 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 baseline serum potassium and magnesium measurements. Hypokalemia (and/or hypomagnesemia) may increase the risk of
QT prolongation and arrhythmia. Hypokalemia may result from diuretic therapy, diarrhea, and other causes. Patients with low serum
potassium and/or magnesium should be repleted with those electrolytes before proceeding with treatment. It is essential to periodically
monitor serum electrolytes in patients for whom diuretic therapy is introduced during GEODON treatment. Persistently prolonged QTc
intervals may also increase the risk of further prolongation and arrhythmia, but it is not clear that routine screening ECG measures are
effective in detecting such patients. Rather, GEODON should be avoided in patients with histories of significant cardiovascular illness,
eg, QT prolongation, recent acute myocardial infarction, uncompensated heart failure, or cardiac arrhythmia. GEODON should be
discontinued in patients who are found to have persistent QTc measurements >500 msec. Neuroleptic Malignant Syndrome (NMS): A
potentially fatal symptom complex sometimes referred to as Neuroleptic Malignant Syndrome (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 undergoing treatment with antipsychotic drugs. Although the prevalence of TD appears to be highest
among the elderly, especially elderly women, it is impossible to rely upon prevalence estimates to predict, at the inception of antipsychotic
treatment, which patients are likely to develop TD. If signs and symptoms of TD appear in 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 it is 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 in higher-dose patients. Several patients with rash had signs and symptoms of associated
systemic illness, e.g., elevated WBCs. Most patients improved promptly upon treatment with antihistamines or steroids and/or upon
discontinuation of GEODON, and all patients were reported to recover completely. Upon appearance of rash for which an alternative etiology
cannot be identified, 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 α1-
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 (history of myocardial infarction or ischemic heart disease, heart failure or conduction
abnormalities), cerebrovascular disease or conditions that would predispose patients to hypotension (dehydration, hypovolemia, and
treatment with antihypertensive medications). Seizures: In clinical trials, seizures occurred in 0.4% of GEODON patients. There were
confounding factors that may have contributed to seizures in many of these cases. As with 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 prevalent in a population of 65 years or older. Dysphagia: Esophageal dysmotility
and aspiration have been associated with antipsychotic drug use. Aspiration pneumonia is a common 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 D2 receptors, GEODON elevates
prolactin levels in humans. Tissue culture experiments indicate that approximately one third of human breast cancers are prolactin dependent
in vitro, a factor of potential importance if the prescription of these drugs is contemplated in a patient with previously detected breast cancer.
Neither clinical studies nor epidemiologic studies conducted to date have shown an association between chronic administration of this class
of drugs and tumorigenesis in humans; the available evidence is considered too limited to be conclusive at this time. Potential for Cognitive
and Motor Impairment:Somnolence was a commonly reported adverse event in GEODON patients. In the 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 a motor vehicle (including automobiles) or operating
hazardous machinery until they are reasonably certain that GEODON therapy does not affect them adversely. Priapism:One case of priapism
was reported in the premarketing database. Body Temperature Regulation: Although 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 Illness:Clinical experience with GEODON in patients with certain concomitant systemic illnesses is limited.
GEODON has not been evaluated or used to any appreciable extent in patients with a recent history of myocardial infarction or unstable heart
disease. Patients with these diagnoses were excluded from premarketing clinical studies. Because of the risk of QTc prolongation and
orthostatic hypotension with GEODON, caution should be observed in cardiac patients (see QT Prolongation and Risk of Sudden Death in
WARNINGS and Orthostatic Hypotension in PRECAUTIONS). Information for Patients: To ensure safe and effective use of GEODON, the

information and instructions in the Patient Information Section should be discussed 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
measurements. Low serum potassium and magnesium should be repleted before treatment. Patients who are started on diuretics during
GEODON therapy need periodic monitoring of serum potassium and magnesium. Discontinue GEODON in patients who are found to have
persistent QTcmeasurements >500msec (see WARNINGS).Drug Interactions:(1) GEODON should not be used with any drug that prolongs
the QT interval. (2) Given the primary CNS effects of GEODON, caution should be used when it is 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 GEODON: 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 Cmax of GEODON by about 35%-40%. Cimetidine, 800 mg qd for 2 days, did not affect GEODON
pharmacokinetics. Coadministration of 30 mL of Maalox did not affect GEODON pharmacokinetics. Population pharmacokinetic analysis
of schizophrenic patients in controlled clinical trials has not revealed any clinically significant pharmacokinetic interactions 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 lithium450 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 in a 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. typhimurium 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 Fertility: GEODON increased
time to copulation in Sprague-Dawley rats in two fertility and early embryonic development studies at doses of 10 to 160 mg/kg/day (0.5 to
8 times the MRHD of 200 mg/day on a mg/m2 basis). Fertility rate was reduced at 160 mg/kg/day (8 times the MRHD on a mg/m2 basis).
There was no effect on fertility at 40mg/kg/day (2 times the MRHD on a mg/m2 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 if the 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.
It is recommended that women receiving GEODON should not breast feed. Pediatric Use: The safety and effectiveness of GEODON in
pediatric patients have not been established. Geriatric Use: Of the approximately 4500 patients treated with GEODON in clinical studies,
2.4% (109) were 65 years of age 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,
slower titration, and careful monitoring during the initial 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 (a pool of two 6-week, and two 4-week fixed-dose trials) and bipolar mania (a pool of two 3-week flexible-dose trials)
in which 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 dropout in 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 dystonia and 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 schizophrenia trials were somnolence (14%) and respiratory tract infection (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 list 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 pain. Cardiovascular—tachycardia.
Digestive—nausea, constipation, dyspepsia, diarrhea, dry mouth, anorexia. Nervous—extrapyramidal symptoms, somnolence, akathisia,
dizziness. Respiratory—respiratory tract infection, rhinitis, cough increased. Skin and Appendages—rash, fungal dermatitis. Special
Senses— abnormal vision. Bipolar Mania: Body as a Whole—headache, asthenia, accidental injury. Cardiovascular—hypertension.
Digestive—nausea, diarrhea, dry mouth, vomiting, increased salivation, tongue edema, dysphagia. Musculoskeletal—myalgia. Nervous—
somnolence, extrapyramidal symptoms, dizziness, akathisia, anxiety, hypesthesia, 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, increased salivation, arthralgia, anxiety, dizziness, dystonia, hypertonia, somnolence, tremor, rhinitis, rash, and abnormal vision.
Extrapyramidal Symptoms (EPS): The incidence of reported EPS for GEODON patients in the short-term, placebo-controlled schizophrenia
trials was 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 (see 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 statistically significantly 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 a low 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 QTc interval (see
WARNINGS). In schizophrenia trials, GEODON was associated with a mean increase in heart rate of 1.4 beats per minute compared to a 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
thrombophlebitis, myocarditis, thrombophlebitis. Digestive System—Frequent: anorexia, vomiting; Infrequent: rectal hemorrhage,
dysphagia, tongue edema; Rare: gum hemorrhage, jaundice, fecal impaction, gamma glutamyl transpeptidase increased, hematemesis,
cholestatic jaundice, hepatitis, hepatomegaly, leukoplakia of mouth, fatty liver deposit, melena. Endocrine—Rare: hypothyroidism,
hyperthyroidism, thyroiditis. Hemic and Lymphatic System—Infrequent: anemia, ecchymosis, leukocytosis, leukopenia, eosinophilia,
lymphadenopathy;Rare: thrombocytopenia, hypochromic anemia, lymphocytosis, monocytosis, basophilia, lymphedema, polycythemia,
thrombocythemia. Metabolic and Nutritional Disorders—Infrequent: thirst, transaminase increased, peripheral edema, hyperglycemia,
creatine phosphokinase increased, alkaline phosphatase increased, hypercholesteremia, dehydration, lactic dehydrogenase increased,
albuminuria, hypokalemia; Rare: BUN increased, creatinine increased, hyperlipemia, hypocholesteremia, hyperkalemia, hypochloremia,
hypoglycemia, hyponatremia, hypoproteinemia, glucose tolerance decreased, gout, hyperchloremia, hyperuricemia, hypocalcemia,
hypoglycemic reaction, hypomagnesemia, ketosis, respiratory alkalosis. Musculoskeletal System —Frequent: myalgia;
Infrequent: tenosynovitis;Rare:myopathy. Nervous System—Frequent:agitation, extrapyramidal syndrome, tremor, dystonia, hypertonia,
dyskinesia, hostility, twitching, paresthesia, confusion, vertigo, hypokinesia, hyperkinesia, abnormal gait, oculogyric crisis, hypesthesia,
ataxia, amnesia, cogwheel rigidity, delirium, hypotonia, akinesia, dysarthria, withdrawal syndrome, buccoglossal syndrome, choreoathetosis,
diplopia, incoordination, neuropathy; Infrequent:paralysis;Rare:myoclonus, nystagmus, torticollis, circumoral paresthesia, opisthotonos,
reflexes increased, trismus. Respiratory System—Frequent:dyspnea; Infrequent:pneumonia, epistaxis; Rare:hemoptysis, laryngismus.
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—Infrequent: 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 a rate on intramuscular GEODON ( in the 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.
Body as a Whole—headache, injection site pain, asthenia, abdominal pain, flu syndrome, back pain. Cardiovascular—postural hypotension,
hypertension, bradycardia, vasodilation. Digestive—nausea, rectal hemorrhage, diarrhea, vomiting, dyspepsia, anorexia, constipation,
tooth disorder, dry mouth. Nervous—dizziness, anxiety, insomnia, somnolence, akathisia, agitation, extrapyramidal syndrome, hypertonia,
cogwheel rigidity, paresthesia, personality disorder, psychosis, speech disorder. Respiratory—rhinitis. Skin and Appendages—
furunculosis, sweating. Urogenital—dysmenorrhea, priapism. DRUG ABUSE AND DEPENDENCE—Controlled Substance Class:
GEODON is not a 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).
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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. 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 1.6 to 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 about
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.g., heart failure, sudden death) or infectious (e.g., pneumonia) in nature. GEODON (ziprasidone) is not
approved for the treatment of patients with Dementia-Related Psychosis.

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 with schizophrenia or schizoaffective disorder. Am J Psychiatry. 2004;161:1837-1847. 3. Addington DEN, Pantelis C, Dineen M, Benattia I, 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 trial. J Clin Psychiatry. 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 olanzapine in schizophrenia. 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. 

BRIEF SUMMARY. See package insert for full prescribing information.

INDICATIONS—GEODON Capsules is indicated for the treatment of schizophrenia and acute manic or mixed episodes associated with
bipolar disorder with or without psychotic features. GEODON® (ziprasidone mesylate) for Injection is indicated for acute agitation in
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 Ia and III anti-arrhythmics, mesoridazine, thioridazine, chlorpromazine, droperidol,
pimozide, sparfloxacin, gatifloxacin, moxifloxacin, halofantrine, mefloquine, pentamidine, arsenic trioxide, levomethadyl acetate, dolasetron
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 as a contraindication or a boxed 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
be avoided in combination with other drugs that are known to prolong the QTc interval. Additionally, clinicians should be alert to the
identification of other drugs that have been consistently observed to prolong the QTc interval. Such drugs should not be prescribed with
GEODON. A study directly comparing the QT/QTc-prolonging effect of GEODON with several other drugs effective in the treatment of
schizophrenia was conducted in patient volunteers. The mean increase in QTc from baseline for GEODON ranged from approximately
9 to 14 msec greater than for four of the comparator drugs (risperidone, olanzapine, quetiapine, and haloperidol), but was
approximately 14msec less than the prolongation observed for thioridazine. In this study, the effect of GEODON on QTc length was not
augmented by the presence of a metabolic inhibitor (ketoconazole 200 mg bid). In placebo-controlled trials, GEODON increased the
QTc interval compared to placebo 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%) placebo patients revealed QTc intervals exceeding the
potentially clinically relevant threshold of 500 msec. In the GEODON patients, neither case suggested a role of GEODON. Some drugs
that prolong the QT/QTc interval have been associated with the occurrence of torsade de pointes and with 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/QTc 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
at recommended doses in premarketing studies, experience is too limited to rule out an increased risk. A study evaluating the QT/QTc
prolonging effect of intramuscular GEODON, with intramuscular haloperidol as a control, was conducted in patient volunteers. In the
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 10 mg) given four hours apart. Note that a 30 mg dose of intramuscular GEODON is 50% higher than the
recommended therapeutic dose. The mean change in QTc from baseline was calculated for each drug using a sample-based correction
that removes the effect of heart rate on the QT interval. The mean increase in QTc from baseline for GEODON was 4.6 msec following
the first injection and 12.8 msec following the second injection. The mean increase in QTc 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 QTc 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 QTc length compared to several other antipsychotic drugs raises the possibility that
the risk of sudden death may be greater for GEODON than for other available drugs for treating schizophrenia. This possibility needs
to be considered in deciding among alternative drug 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 QTc interval, including (1) bradycardia; (2)
hypokalemia or hypomagnesemia; (3) concomitant use of other drugs that prolong the QTc interval; 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 baseline serum potassium and magnesium measurements. Hypokalemia (and/or hypomagnesemia) may increase the risk of
QT prolongation and arrhythmia. Hypokalemia may result from diuretic therapy, diarrhea, and other causes. Patients with low serum
potassium and/or magnesium should be repleted with those electrolytes before proceeding with treatment. It is essential to periodically
monitor serum electrolytes in patients for whom diuretic therapy is introduced during GEODON treatment. Persistently prolonged QTc
intervals may also increase the risk of further prolongation and arrhythmia, but it is not clear that routine screening ECG measures are
effective in detecting such patients. Rather, GEODON should be avoided in patients with histories of significant cardiovascular illness,
eg, QT prolongation, recent acute myocardial infarction, uncompensated heart failure, or cardiac arrhythmia. GEODON should be
discontinued in patients who are found to have persistent QTc measurements >500 msec. Neuroleptic Malignant Syndrome (NMS): A
potentially fatal symptom complex sometimes referred to as Neuroleptic Malignant Syndrome (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 undergoing treatment with antipsychotic drugs. Although the prevalence of TD appears to be highest
among the elderly, especially elderly women, it is impossible to rely upon prevalence estimates to predict, at the inception of antipsychotic
treatment, which patients are likely to develop TD. If signs and symptoms of TD appear in 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 it is 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 in higher-dose patients. Several patients with rash had signs and symptoms of associated
systemic illness, e.g., elevated WBCs. Most patients improved promptly upon treatment with antihistamines or steroids and/or upon
discontinuation of GEODON, and all patients were reported to recover completely. Upon appearance of rash for which an alternative etiology
cannot be identified, 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 α1-
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 (history of myocardial infarction or ischemic heart disease, heart failure or conduction
abnormalities), cerebrovascular disease or conditions that would predispose patients to hypotension (dehydration, hypovolemia, and
treatment with antihypertensive medications). Seizures: In clinical trials, seizures occurred in 0.4% of GEODON patients. There were
confounding factors that may have contributed to seizures in many of these cases. As with 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 prevalent in a population of 65 years or older. Dysphagia: Esophageal dysmotility
and aspiration have been associated with antipsychotic drug use. Aspiration pneumonia is a common 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 D2 receptors, GEODON elevates
prolactin levels in humans. Tissue culture experiments indicate that approximately one third of human breast cancers are prolactin dependent
in vitro, a factor of potential importance if the prescription of these drugs is contemplated in a patient with previously detected breast cancer.
Neither clinical studies nor epidemiologic studies conducted to date have shown an association between chronic administration of this class
of drugs and tumorigenesis in humans; the available evidence is considered too limited to be conclusive at this time. Potential for Cognitive
and Motor Impairment:Somnolence was a commonly reported adverse event in GEODON patients. In the 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 a motor vehicle (including automobiles) or operating
hazardous machinery until they are reasonably certain that GEODON therapy does not affect them adversely. Priapism:One case of priapism
was reported in the premarketing database. Body Temperature Regulation: Although 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 Illness:Clinical experience with GEODON in patients with certain concomitant systemic illnesses is limited.
GEODON has not been evaluated or used to any appreciable extent in patients with a recent history of myocardial infarction or unstable heart
disease. Patients with these diagnoses were excluded from premarketing clinical studies. Because of the risk of QTc prolongation and
orthostatic hypotension with GEODON, caution should be observed in cardiac patients (see QT Prolongation and Risk of Sudden Death in
WARNINGS and Orthostatic Hypotension in PRECAUTIONS). Information for Patients: To ensure safe and effective use of GEODON, the

information and instructions in the Patient Information Section should be discussed 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
measurements. Low serum potassium and magnesium should be repleted before treatment. Patients who are started on diuretics during
GEODON therapy need periodic monitoring of serum potassium and magnesium. Discontinue GEODON in patients who are found to have
persistent QTcmeasurements >500msec (see WARNINGS).Drug Interactions:(1) GEODON should not be used with any drug that prolongs
the QT interval. (2) Given the primary CNS effects of GEODON, caution should be used when it is 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 GEODON: 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 Cmax of GEODON by about 35%-40%. Cimetidine, 800 mg qd for 2 days, did not affect GEODON
pharmacokinetics. Coadministration of 30 mL of Maalox did not affect GEODON pharmacokinetics. Population pharmacokinetic analysis
of schizophrenic patients in controlled clinical trials has not revealed any clinically significant pharmacokinetic interactions 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 lithium450 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 in a 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. typhimurium 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 Fertility: GEODON increased
time to copulation in Sprague-Dawley rats in two fertility and early embryonic development studies at doses of 10 to 160 mg/kg/day (0.5 to
8 times the MRHD of 200 mg/day on a mg/m2 basis). Fertility rate was reduced at 160 mg/kg/day (8 times the MRHD on a mg/m2 basis).
There was no effect on fertility at 40mg/kg/day (2 times the MRHD on a mg/m2 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 if the 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.
It is recommended that women receiving GEODON should not breast feed. Pediatric Use: The safety and effectiveness of GEODON in
pediatric patients have not been established. Geriatric Use: Of the approximately 4500 patients treated with GEODON in clinical studies,
2.4% (109) were 65 years of age 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,
slower titration, and careful monitoring during the initial 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 (a pool of two 6-week, and two 4-week fixed-dose trials) and bipolar mania (a pool of two 3-week flexible-dose trials)
in which 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 dropout in 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 dystonia and 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 schizophrenia trials were somnolence (14%) and respiratory tract infection (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 list 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 pain. Cardiovascular—tachycardia.
Digestive—nausea, constipation, dyspepsia, diarrhea, dry mouth, anorexia. Nervous—extrapyramidal symptoms, somnolence, akathisia,
dizziness. Respiratory—respiratory tract infection, rhinitis, cough increased. Skin and Appendages—rash, fungal dermatitis. Special
Senses— abnormal vision. Bipolar Mania: Body as a Whole—headache, asthenia, accidental injury. Cardiovascular—hypertension.
Digestive—nausea, diarrhea, dry mouth, vomiting, increased salivation, tongue edema, dysphagia. Musculoskeletal—myalgia. Nervous—
somnolence, extrapyramidal symptoms, dizziness, akathisia, anxiety, hypesthesia, 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, increased salivation, arthralgia, anxiety, dizziness, dystonia, hypertonia, somnolence, tremor, rhinitis, rash, and abnormal vision.
Extrapyramidal Symptoms (EPS): The incidence of reported EPS for GEODON patients in the short-term, placebo-controlled schizophrenia
trials was 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 (see 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 statistically significantly 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 a low 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 QTc interval (see
WARNINGS). In schizophrenia trials, GEODON was associated with a mean increase in heart rate of 1.4 beats per minute compared to a 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
thrombophlebitis, myocarditis, thrombophlebitis. Digestive System—Frequent: anorexia, vomiting; Infrequent: rectal hemorrhage,
dysphagia, tongue edema; Rare: gum hemorrhage, jaundice, fecal impaction, gamma glutamyl transpeptidase increased, hematemesis,
cholestatic jaundice, hepatitis, hepatomegaly, leukoplakia of mouth, fatty liver deposit, melena. Endocrine—Rare: hypothyroidism,
hyperthyroidism, thyroiditis. Hemic and Lymphatic System—Infrequent: anemia, ecchymosis, leukocytosis, leukopenia, eosinophilia,
lymphadenopathy;Rare: thrombocytopenia, hypochromic anemia, lymphocytosis, monocytosis, basophilia, lymphedema, polycythemia,
thrombocythemia. Metabolic and Nutritional Disorders—Infrequent: thirst, transaminase increased, peripheral edema, hyperglycemia,
creatine phosphokinase increased, alkaline phosphatase increased, hypercholesteremia, dehydration, lactic dehydrogenase increased,
albuminuria, hypokalemia; Rare: BUN increased, creatinine increased, hyperlipemia, hypocholesteremia, hyperkalemia, hypochloremia,
hypoglycemia, hyponatremia, hypoproteinemia, glucose tolerance decreased, gout, hyperchloremia, hyperuricemia, hypocalcemia,
hypoglycemic reaction, hypomagnesemia, ketosis, respiratory alkalosis. Musculoskeletal System —Frequent: myalgia;
Infrequent: tenosynovitis;Rare:myopathy. Nervous System—Frequent:agitation, extrapyramidal syndrome, tremor, dystonia, hypertonia,
dyskinesia, hostility, twitching, paresthesia, confusion, vertigo, hypokinesia, hyperkinesia, abnormal gait, oculogyric crisis, hypesthesia,
ataxia, amnesia, cogwheel rigidity, delirium, hypotonia, akinesia, dysarthria, withdrawal syndrome, buccoglossal syndrome, choreoathetosis,
diplopia, incoordination, neuropathy; Infrequent:paralysis;Rare:myoclonus, nystagmus, torticollis, circumoral paresthesia, opisthotonos,
reflexes increased, trismus. Respiratory System—Frequent:dyspnea; Infrequent:pneumonia, epistaxis; Rare:hemoptysis, laryngismus.
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—Infrequent: 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 a rate on intramuscular GEODON ( in the 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.
Body as a Whole—headache, injection site pain, asthenia, abdominal pain, flu syndrome, back pain. Cardiovascular—postural hypotension,
hypertension, bradycardia, vasodilation. Digestive—nausea, rectal hemorrhage, diarrhea, vomiting, dyspepsia, anorexia, constipation,
tooth disorder, dry mouth. Nervous—dizziness, anxiety, insomnia, somnolence, akathisia, agitation, extrapyramidal syndrome, hypertonia,
cogwheel rigidity, paresthesia, personality disorder, psychosis, speech disorder. Respiratory—rhinitis. Skin and Appendages—
furunculosis, sweating. Urogenital—dysmenorrhea, priapism. DRUG ABUSE AND DEPENDENCE—Controlled Substance Class:
GEODON is not a 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).
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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. 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 1.6 to 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 about
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.g., heart failure, sudden death) or infectious (e.g., pneumonia) in nature. GEODON (ziprasidone) is not
approved for the treatment of patients with Dementia-Related Psychosis.
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Significant results in switch studies1,5Consistent results in head-to-head studies1-3

n BPRS core items include hallucinatory
behavior, unusual thought content,
conceptional disorganization, and 
suspiciousness

n Comparable efficacy was maintained 
in double-blind extension studies
—up to 1 year vs risperidone1

—up to 6 months vs olanzapine4
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Two 1-year open-label extensions of 6-week, open-label switch studies in
patients suboptimally controlled due to partial response or poor tolerability.

A 6-week, double-blind, randomized study of GEODON vs olanzapine and
an 8-week, double-blind, randomized study of GEODON vs risperidone.
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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 QTc 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 ≥7% 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%).

Please see brief summary of prescribing information on adjacent page.

n Patients switching to GEODON from 
olanzapine and risperidone also experienced
reductions in triglycerides5

In the acute head-to-head studies…

n In the GEODON vs olanzapine study, olanzapine
significantly increased body weight 
(8 lb vs 2 lb for GEODON, P<0.0001)1,2

n In the GEODON vs risperidone study,
risperidone increased body weight 
(2 lb vs 0 lb for GEODON, P<0.01)1,3

COMPARABLE EFFICACY

Treat schizophrenia with the body in mind


