
After an eight-year absence, APA is returning to vibrant, cosmopolitan,
friendly Toronto. Long a cultural mecca, Canada’s largest city has in the
last decade gained fame for its prestigious international film festival and
wealth of theater offerings.

A large part of Toronto’s excitement comes from its incredibly di-
verse population. More than 80 ethnic groups have made their traditions,
crafts, and cuisine an integral part of the fabric of this international city.

The program for the annual meeting is diverse as well. Sessions large
and intimate will explore cutting-edge research and the latest knowl-
edge in clinical advances, as well as explore the consequences of health
care disparities. In keeping with the meeting’s theme, many outstand-
ing sessions will illuminate issues concerning the need for psychiatrists
to be advocates for their profession and patients.

This issue of Psychiatric News contains the annual meeting prelim-
inary program, help in navigating the meeting, and lots of sugges-
tions for leisure activities.

For registration information, see page 4.
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Fascinating Sessions in Exciting City
Promise Not-to-Be-Missed Meeting

BY MARIAN BUTTERFIELD, M.D.

Toronto claims to be the most diverse city in the world—a different
kind of place that appeals to different kinds of people. What better
backdrop could there for an annual meeting that offers a diverse pro-
gram encompassing science, clinical issues, and public advocacy?

Even Goldilocks would be pleased by
a trip to Toronto in May: it’s not too
hot, it’s not too cold; it’s just right!

Yes, this year’s annual meeting is being
hosted by our sophisticated northern neigh-
bor, a city rich in culture and Canada’s most
important urban center.
Located on the north
shore of Lake Ontario,
Toronto is the hub of the
nation’s commercial, fi-
nancial, and industrial ac-
tivities and is home to nu-
merous museums, historic
sites, and performing and
visual arts centers. 

The theme of this
year’s meeting, selected
by APA President Steven
Sharfstein, M.D., is
“From Science to Public
Policy: Advocacy for Pa-
tients and the Profession”
(see facing page). As those
of you who attended the
2005 annual meeting
know, Dr. Sharfstein
called on all APA members to become in-
volved in advocacy work, whether on the
local, state, or national level. All the sci-
entific knowledge that psychiatry has
gained in the last 20 years means little if
Americans do not have access to high-qual-
ity mental health care. A number of ses-
sions—including a series of presidential
symposia that Dr. Sharfstein describes in
his column—will expound on this impor-
tant point.

With Dr. Sharfstein’s input, the APA Sci-
entific Program Committee and annual
meetings staff have planned another out-
standing program that offers you informa-
tion on the latest clinical and research ad-
vances in psychiatry. That program will
include a special track of sessions offered
in collaboration with the National Institute
on Alcohol Abuse and Alcoholism (see page
10). The track will focus on promising new
treatments and research developments for
people with alcohol use disorders. Using a
“translational” approach, the sessions will
provide information that is both accessible
to practicing clinicians and compelling for
researchers. 

And that’s just one of the highlights of
this year’s annual meeting. The program
will begin in the Toronto Convention Cen-
tre on Sunday, May 21, when Dr. Sharf-
stein gives a “state of the APA union” ad-
dress to members at the Opening Session.

Incoming APA President Pedro Ruiz, M.D.,
will also make remarks.

On Monday, May 22, David K. Shipler
will present the William C. Menninger
Memorial Lecture at the Convocation of
Fellows. Shipler won the Pulitizer Prize in

1987 for his nonfiction
book Wounded Spirits,
Arab and Jew in the
Promised Land. This book
was born out of his expe-
riences as a New York
Times correspondent in
Jerusalem. He also wrote
A Country of Strangers:
Blacks and Whites in
America and was invited
to participate in President
Clinton’s first town meet-
ing on race relations.
Shipler’s most recent
book, The Working Poor:
Invisible in America, high-
lights his keen under-
standing of the challenges
and barriers faced daily
by people who live in

poverty. The Convocation will be held at
5:30 p.m. at the Toronto Convention Cen-
tre.

Afterward, don’t rush to leave the con-
vention center. At 7 p.m. the Toronto Welsh
Male Voice Choir will perform in a con-
cert to benefit the Disaster Relief Fund (see
page 5). This fund was established by APA
and the American Psychiatric Foundation
to provide assistance to psychiatrists af-
fected by disasters.

I urge you to attend the entire Distin-
guished Psychiatrist Lecture Series. Two
lectures relate directly to the meeting
theme: The first lecture, titled “Psychiatric
Implications of Displacement: The Emo-
tional Costs of Losing Human Habitat,”
will be given on Tuesday, May 23, at 11
a.m. by Mindy Thompson Fullilove, M.D.,
a research psychiatrist at the New York
State Psychiatric Institute and a professor
of clinical psychiatry and public health at
Columbia University. She has extensively
studied AIDS and other problems of inner-
city neighborhoods and received a Robert
Wood Johnson Health Policy Investigator
Award to study the consequences of urban
renewal on African-American communi-
ties. Her recent book, Root Shock: How Tear-
ing Up City Neighborhoods Hurts America
and What We Can Do About It, examines
this issue.
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T he APA annual meet-
ing is, in my view, the
finest medical meet-

ing in America. Whenever
I have the opportunity to
teach medical students, I
show them the meeting’s
scientific program. With
its hundreds of workshops,
symposia, lectures, and
other types of sessions that
cover a wide variety of clin-
ical and practice issues, the
program demonstrates the
breadth of our field and the
excitement of our work at
the interface between brain and mind. 

For those of us who are already psychia-
trists or in training to become one, the annual
meeting is the best opportunity to remain
current with the latest advances in treatments,
new research findings, and critical issues that
impact our field. It is no surprise that it is the
largest psychiatric meeting worldwide with
more than 20,000 attending, including 6,000
to 9,000 psychiatrists who come from every
corner of the planet.

This year the annual meeting will be
held in Toronto, Canada. The theme I have
selected is “From Science to Public Policy:
Advocacy for the Profession and Patients.” 

One of the perks of being president of
APA is working with the Scientific Program
Committee and staff to ensure that the pro-
gram reflects the theme chosen for the
meeting. One avenue is through “presi-
dential symposia,” and we will have three
this year: The first, a joint symposium with
the World Psychiatric Association, will dis-
cuss international perspectives on advocacy
with an emphasis on the biopsychosocial
approach in different countries throughout
the world. The second, a symposium on
public psychiatry, will have a major focus
on advocacy for patients most in need with
serious and persistent mental illness. The
third is a symposium on ethical issues re-
lated to the interrogation of detainees at
Guantanamo and elsewhere—an important
topic as we struggle with terrorist threats
and major challenges to the identity of our
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profession. The sympo-
sium will feature military
leaders as well as promi-
nent forensic psychia-
trists.

Also related to the
theme on advocacy are
papers, special sessions,
workshops, and other
symposia on such critical
issues as parity for men-
tal health care under
health insurance, the new
Medicare Part D pre-
scription drug benefit,
cutbacks in Medicaid,

and—a particularly appropriate topic since
we’re meeting in Canada—perspectives on
the single-payer universal access system in
contrast to the complex, multipayer, non-
system we have in the United States.

For those who want to keep up on the lat-
est from office practice to community psy-
chiatry practice, care for specific age and eth-
nic populations, psychopharmacology and
psychotherapy, APA’s annual meeting is for
you. It is also a tremendous opportunity for
reunions and collegiality. The annual meet-
ing is an opportunity to renew old friend-
ships and catch up with colleagues from
across the country. I find it a bit of a time
warp when I encounter a colleague whom I
haven’t seen since the meeting last year or
the year before and then begin our conver-
sation in almost mid-sentence from the last
encounter. Freud said that there is no sense
of time in the unconscious.

I always look forward to the annual
meeting, and this year especially. It’s the
best evidence for me that the most inter-
esting medical specialty in America is psy-
chiatry and confirmation for attendees that
we made the right choice of professional
practice.

So, come to beautiful Toronto. Enjoy
the sights. See the new reinvigorated
Toronto Blue Jays (who are in town during
the meeting), and learn, learn, learn. This
issue of Psychiatric News will tell you all
about the city and give you ideas on how
to plan your time during your stay. ■

Effective Advocacy Key to Future
Of Research, Patient Care

BY STEVEN SHARFSTEIN, M.D.

from the president WARNING: Do Not Take
Your Oral Board Exam

Without Reading These
FREE SPECIAL REPORTS

“Are you tired of waiting and worrying?”
“At Last a Cure for Oral Board Stress Disorder!”

“Dear Colleague, 
Hi, I’m Jack Krasuski. I’m the author and developer of the 
Beat The Boards! Courses designed to help you ace your oral board
exams. I’m pleased to introduce you to the extensive resources listed
below that I believe are crucial to your Psychiatry Oral Board success.
They are all available for free download from our website
www.blueti.com. Thanks and take care. 

Jack Krasuski, MD, Executive Director, Blue Tower Institute LLC

FREE SPECIAL REPORTS!

Also! Oral Board Tips: Concise recommendations 
for taking control of the Psychiatry Oral Boards.

Download all manuscripts from www.blueti.com
or call toll-free 877-225-8384 (877-2BLUETI)

Detailed information available about the Beat The Boards! Courses
Mention VIP Code ND115 for Additional Mini-Book, “Excelling with Examiners”

Please share this indispensable information with friends.

Special Report:
Procrastinator Proof
Oral Board
Preparation. 
Tips on how to leverage
your learning and skill-
building when your time
is short. Adult Oral
Board Tips: Concise
recommendations for
taking control of the
Adult Oral Boards. 

Special Report for
Psychiatry International
Medical Graduates:
Avoid These Oral
Board Mistakes! 
A frank discussion of
the problems that
International Medical
Grads confront on the
Adult and Child Oral
Boards and ways to
overcome them. 

News Story: The new ABPN Adult Part II
Scoring System. See how it could impact you!

“12 Mistakes That Will
Sink Your Psychiatry
Oral Boards and How
To Avoid Them” 
This 66-page absolutely
free e-book discusses
the most common
problems that lead to
failing exams along with
detailed recommenda-
tions for correcting
them. “I can’t believe
this is available for free!
Thank you, thank you,
thank you.”

Test Your
Knowledge!

Three "Focus Live" sessions will be held at
APA's 2006 annual meeting in which an au-
dience-response system (ARS) is used to
allow participants to test their knowledge.
The 90-minute sessions will cover topics
from APA's newest journal, Focus: The Journal of Lifelong Learning in Psychiatry. During
the sessions, experts will lead lively discussions based on multiple-choice questions that
the audience answers using the ARS. The ARS instantly projects a histogram on a screen
allowing private comparison with the responses of others in the audience and offers a
new and entertaining way to learn. Sessions will be moderated by the editors of Focus,
Deborah J. Hales, M.D., and Mark Hyman Rapaport, M.D., and will be held in Room 714A
Level 700 Toronto Convention Centre South.

Monday, May 22 
9 a.m.-10:30 a.m. “Personality Disorders”

Glen O. Gabbard, M.D.
11 a.m.-12:30 p.m. “Eating Disorders and Sexual Disorders”

Joel Yager, M.D., and Stephen B. Levine, M.D.
2 p.m.-3:30 p.m. “Psychotherapy”

Jerald Kay, M.D.
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General Information About APA’s 2006 Annual Meeting
Reminders
• The Opening Session and Presiden-
tial Address will be held on Sunday
evening, May 21, 5 p.m. to 6:30 p.m. in Ex-
hibit Hall A, North, Level 300, at the
Toronto Convention Centre.
• The Business Meeting and Forum
(for voting members only) will be held
on Sunday, May 21, 12:30 p.m. to 1:30 p.m.
in Room 106, North, Level 100, at the
Toronto Convention Centre.
• The Convocation will take place Mon-
day, May 22, 5:30 p.m. to 6:30 p.m., in Ex-
hibit Hall A, North, Level 300, at the
Toronto Convention Centre. APA’s new
fellows, distinguished fellows, life fellows,
and distinguished life fellows will be in-
ducted and awards presented. The William
C. Menninger Memorial Convocation Lec-
ture will be given by David K. Shipler.
• Smoking Policy: There will be no smok-
ing in any public area. This includes hotels
and the Toronto Convention Centre. 

CME Courses
As part of the overall scientific program,
101 continuing medical education (CME)
courses will be offered, either in a half-day
or full-day format. Those attending courses
will receive a CME certificate at the con-
clusion of each course attended. A full com-
plement of courses will be presented start-
ing Saturday, May 20. Admission to all
courses is by annual meeting badge and
course ticket only.

Presidential Symposia
There will be four Presidential Symposia
this year: “The Public Mental Health Sys-
tem: Critical Issues” on Monday, May 22,
2 p.m. to 5 p.m., Room 701 A, South, Level
700, Toronto Convention Centre; “Inter-
national Advocacy Toward a Psychiatry for
the Person” on Tuesday, May 23, 2 p.m. to
5 p.m., Room 701 A, South, Level 700,
Toronto Convention Centre; “Collabora-
tion in Crisis: Academic Medical Centers’
Response to Hurricanes Katrina and Rita”
on Wednesday, May 24, 2 p.m. to 5 p.m.,
Room 701 A, South, Level 700, Toronto
Convention Centre; “Psychiatric Partici-
pation in Interrogation of Detainees: Eth-
ical Considerations” on Wednesday, May
24, 2 p.m. to 5 p.m., Ballroom A, Lower
Level, Intercontinental Hotel.

New Research
The New Research program will build upon
the experience of past successful activities,

continuing the trend toward
broader opportunities for exposure
by clinicians to new research find-
ings. Topics likely to be covered in-
clude AIDS and HIV; anxiety; al-
cohol and substance abuse; eating,
mood, and personality disorders;
schizophrenia; psychosocial re-
search; geriatrics; health services;
and psychopharmacology. 

The New Research program will
begin on Monday, May 22, at 9 a.m.
with “New Research Young Inves-
tigators’ Poster Session 1.” This ses-
sion was established to encourage
medical students, residents, and re-
search fellows to submit abstracts
for presentation to highlight the sci-
entific work of young investigators
in psychiatry and emphasize the
value of their efforts. It provides a
forum in which young investigators
may interact with their peers from
around the country, along with at-
tending senior investigators. 

This session will be followed by “Young
Investigators’ Oral/Slide Sessions 2-4” from
1 p.m. to 2:30 p.m. These sessions feature the
top-graded young investigator submissions
and provide young investigators the oppor-
tunity to give more interactive presentations.
Poster Session 5 will follow from 3 p.m. to 5
p.m. There will be five other poster sessions,
two each Tuesday and Wednesday, May 23
and 24, from noon to 2 p.m., and 3 p.m. to 5
p.m.; and one on Thursday, May 25, from
noon to 2 p.m. The oral/slide presentations
and the poster sessions will be held in the
Toronto Convention Centre. 

There will be three research consultation
sessions, one each on Monday, Tuesday, and
Wednesday, May 22 to 24, 11 a.m. to 12:30
p.m., at the Intercontinental Hotel. This se-
ries allows junior researchers an opportu-
nity to discuss difficult issues with promi-
nent colleagues. These are limited to 25
participants on a first-come, first-served basis.

Master Educator Clinical
Consultations 
There will be 17 master educator clinical
consultation sessions. These are clinically
based seminars with outstanding educators.
Formats and subject matter vary, but all uti-
lize clinical material offered by participants.
These sessions are limited to 25 participants
on a first-come, first-served basis and are
for APA members only. They will be held
at the Toronto Convention Centre from 9

a.m. to 10:30 a.m. and 11 a.m. to 12:30 p.m.,
Monday through Thursday, May 22 to 25. 

Medical Updates
There will be four medical update sessions,
one each on Monday through Thursday,
May 22 to 25, 11 a.m. to 12:30 p.m., in
Room 716 A, South, Level 700, at the
Toronto Convention Centre. Titles include
“Congestive Heart Failure,” “ADD Kids
Get Smart Naturally,” “Testosterone Re-
placement Therapy in the Aging Male: Im-
plications for Psychiatry and Other Disci-
plines,” and “Liver Transplant Update: Cur-
rent Outcomes and Challenges in 2006.” 

“Advances In” Series
There will be five “advances in” sessions.
They will be held on Monday, May 22, from
2 p.m. to 5:30 p.m., and Tuesday and
Wednesday, May 23 and 24, from 9 a.m. to
12:30 p.m. and 2 p.m. to 5:30 p.m. at the
Toronto Convention Centre. These three-
and-a-half-hour sessions are intended to
highlight important new advances occur-
ring in the field of psychiatry involving se-
lected disorders or treatments. The sessions
are chaired by editors of recent textbooks
published by the American Psychiatric Pub-
lishing Inc. (APPI) and feature selected
chapter authors from these texts. Discussed
books may be purchased at the APPI book-
store or online at <www.appi.org>.

APPI Bookstore
American Psychiatric Publishing Inc. (APPI)
will feature more than 40 new book titles at
the APPI Bookstore in the Toronto Con-
vention Center and will distribute free copies
of the most recent issues of its six journals
and Psychiatric News. APPI staff will also
demonstrate how members can enjoy the
benefits of PsychiatryOnline.com, its Web-
based portal to books and journals. The new
online service features DSM-IV-TR Online
and the American Journal of Psychiatry along
with many other key resource materials.

Here are some of the book titles that will
be on sale at the bookstore:

• Essentials of Clinical Psychopharmacology,
Second Edition, edited by Alan F. Schatzberg,
M.D., and Charles B. Nemeroff, M.D.,
Ph.D.
• The American Psychiatric Publishing Text-
book of Mood Disorders, edited by Dan J.
Stein, M.D., Ph.D., David J. Kupfer, M.D.,
and Alan F. Schatzberg, M.D.
• The American Psychiatric Publishing Text-
book of Schizophrenia, edited by Jeffrey A.

Key Locations 
Toronto Convention Centre (North Building unless otherwise indicated)

American Journal of Psychiatry Exhibit Halls D-G, South, Level 800
Annual Meetings Office Room 204, Level 200
APA Communications Center Room 101, Level 100
A/V Preview Room Room 203 B, Level 200
CME Course Enrollment Exhibit Hall C, Level 300
Computerized Evaluation South Registration Area, Level 600
Daily Bulletin Room 103 A, Level 100
Education Office Room 201E, Level 200
Exhibits Exhibit Halls D-G, South, Level 800
Information Center North Foyer, Level 200
Internet Village South Registration Area, Level 600
Lost and Found Room 204, Level 200
Message Center North Foyer, Level 200
Press Briefing Room Room 101, Level 100
Registration Exhibit Hall C, Level 300

Royal York

Annual Meetings Satellite Office Prince Edward Island Room, Mezzanine Floor

There are two easy ways for APA
members to register for APA’s
2006 annual meeting:

• Go to APA’s Web site at
www.psych.org, click on “2006
APA Annual Meeting,” and select
“Online Registration for Mem-
bers.” You will be asked to log
into Members Corner. Also, re-
serve your hotel room by clicking
on “Reservations for Members.”

• Fill out the forms in the 2006
Annual Meeting Advance Regis-
tration Information packet and
submit them by mail or fax. If
you have not yet received your
packet, call the APA Answer
Center at (888) 35-PSYCH; from
outside the U.S. and Canada,
call (703) 907-3800.

The deadline for course enroll-
ment and advance registration is
April 21.

How to Register

Lieberman, M.D., T. Scott Stroup, M.D.,
M.Ph., and Diana O. Perkins, M.D., M.Ph.
• The American Psychiatric Publishing Text-
book of Suicide Assessment and Management,
edited by Robert I. Simon, M.D., and
Robert E. Hales, M.D., M.B.A.
• Essentials of Child and Adolescent Psychia-
try, edited by Mina K. Dulcan, M.D., and
Jerry M. Wiener, M.D.
• Concise Guide to Psychopharmacology, Sec-
ond Edition, by Lauren B. Marangell, M.D.,
and James M. Martinez, M.D.
• Study Guide to Geriatric Psychiatry: A Com-
panion to the American Psychiatric Publishing
Textbook of Geriatric Psychiatry, Third Edi-
tion, by Lloyd Benjamin, M.D., James A.
Bourgeois, O.D., M.D., Narriman C.
Shahrokh, and Dan G. Blazer, M.D., Ph.D.
• Handbook of Medicine in Psychiatry, edited
by Peter Manu, M.D., Raymond E. Suarez,
M.D., and Barbara J. Barnett, M.D.

Please stop by the APPI Bookstore and
browse through the hundreds of books,
journals, and electronic products that APPI
publishes. Authors who wish to schedule
an appointment to present a new book idea
or discuss a book in progress should contact
Tina Coltri-Marshall at (916) 921-5448 or
email: tmarchallucdavis@comcast.net. ■
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t o r o n t o159th annual meeting

8 a.m.-Noon
CME Courses 1-3

9 a.m.-4 p.m.
CME Courses 4-9

10 a.m.-5 p.m.
APA Member Center Opens
Publishers’ Bookfair Opens
Registration/Course Enrollment Opens

12:30 p.m.-3:30 p.m.
Industry-Supported Symposia
IS1. New Augmentation Strategies in
Depression for Better Outcomes
Supported by GlaxoSmithKline

A. Polypharmacy in Depression: How
Often is it Used and Why? Joshua A. 
Israel, M.D.

B. “How To” Augmentation Strate-
gies in Resistant Depression Charles 
DeBattista, M.D.

C. When Does Polypharmacy Lead
to Higher Remission Rates? Jonathan E.
Alpert, M.D.

D. Adding Psychotherapy: Pearls for
Improved Outcomes Amy Farabaugh,
Ph.D.

E. Pharmacological Antidotes for An-
tidepressant-Induced Side Effects Anita
H. Clayton, M.D.

IS2. Strategies for Maintaining Well-
ness in Patients With Bipolar Disor-
der: Moving Beyond Efficacy to Effec-
tiveness Supported by Bristol-Myers Squibb
Company and Otsuka America Pharmaceuti-
cal, Inc.

A. Impact of Misdiagnosis of Bipolar
Disorder on Patient Outcomes Claudia F.
Baldassano, M.D.

B. Brains and Genes: Implications for
the Treatment of Bipolar Disorder Kiki
D. Chang, M.D.

C. Evaluation of Clinical Trials in
Bipolar Disease Gary S. Sachs, M.D.

D. Impact of Patient Satisfaction
With Treatment on Treatment Outcomes
Holly A. Swartz, M.D.

IS3. Navigating the Maze: Under-
standing Methods, Results, and Risks
in Psychiatric Research Supported by
Forest Laboratories, Inc.

A. Assessing Statistical and Clinical
Significance in Medical Research David
J. Kupfer, M.D.

B. All Risk Factors Are Not Created
Equal: The Importance of Defining and
Interpreting Risk on Medical Decision
Making and Patient Care Helena C. Krae-
mer, Ph.D.

C. Determining Efficacy: Sound
Clinical Trial Design and Interpretation
Cornelius Katona, M.D.

D. Treating Depression in Children
and Adolescents: What’s a Clinician to
Do? Jeff Q. Bostic, M.D.

E. How to Treat in the Absence of
Scientific Evidence: A Focus on Anxiety
Disorders in the Elderly Eric J. Lenze,
M.D.

IS4. Bridging Sleep Science and Pub-
lic Policy Supported by Takeda Pharmaceu-
ticals North America, Inc.

A. The Science of Sleep David N.
Neubauer, M.D.

B. Adolescents and School Start

ment on the Course and Prognosis of
Bipolar Disorder Ellen Frank, Ph.D.

D. A Rational Approach for the Lon-
gitudinal Pharmacologic Management of
Patients With Bipolar Disorder: An Ar-
gument for Changing Public Policy Mark
H. Rapaport, M.D.

E. Alternative Pharmacologic Ap-
proaches to the Care of Bipolar Patients
Alexander H. Fan, M.D.

IS8. Treatment-Resistant Depression:
New Data, New Approaches Supported
by Cyberonics, Inc.

A. Definitions and Clinical Charac-
teristics of Treatment-Resistant Depres-
sion David L. Dunner, M.D.

B. Treatment Resistance and Genes:
The Biology Versus Pharmacology
Enigma Francisco A. Moreno, M.D.

C. PET of Chronic Vagal Nerve
Stimulation in Severe, Treatment-Resis-
tant Depression Jose V. Pardo, M.D.

D. Augmentation Strategies for Pa-
tients With Difficult-to-Treat MDD Ali-
cia R. Ruelaz, M.D.

E. Brain Stimulation Therapies for
Treatment-Resistant Depression Linda L.
Carpenter, M.D. ■

Times: The Intersection of Research and
Public Policy R. Robert Auger, M.D.

C. Shiftwork, Sleep, and Performance
Gregory Belenky, M.D.

D. Medical Education and Resident
Duty Hours Phyllis C. Zee, M.D.

E. Insomnia and Public Policy Daniel
J. Buysse, M.D.

1 p.m.-5 p.m.
CME Courses 10-14

6 p.m.-9 p.m.
Industry-Supported Symposia
IS5. Mania in Special Populations 
Supported by Shire US, Inc.

A. Recent Developments in the
Treatment of Mania Robert M.A.
Hirschfeld, M.D.

B. Recognition and Management of
Child and Adolescent Bipolar Disorder
Karen D. Wagner, M.D.

C. Bipolar Disorders in Women:
Clinical and Metabolic Correlates Natalie
L. Rasgon, M.D.

D. Bipolar Disorder in the Older Pa-
tient Brent P. Forester, M.D.

E. Recognizing Bipolar Disorder in
African Americans William B. Lawson, M.D.

IS6. Verging on Reality: Emergent
Therapeutic Approaches for Schizo-
phrenia Supported by Bristol-Myers Squibb
Company and Otsuka America Pharmaceuti-
cal, Inc.

A. Functional Genomics and the
Therapeutic Effects of Antipsychotics
Anil K. Malhotra, M.D.

B. Insights From Neuroimaging to
Guide Drug Choice and Development
Carol A. Tamminga, M.D.

C. The Science of Subjective Tolera-
bility: “Wellness” as a Treament Out-
come Meera Narasimhan, M.D.

D. Recovery and Remission: Defini-
tions, Dilemmas, and the Emergent Role
of Peer Support Peter F. Buckley, M.D.

IS7. Bipolar Disorder: Creating a
Consensus From Science to Public
Policy Supported by Solvay Wyeth Pharma-
ceuticals

A. Treatment Considerations for
Mania in Young Children Barbara Geller,
M.D.

B. Treatment of Bipolar Disorder in
U.S. Jails and Prisons Joseph R. Calabrese,
M.D.

C. The Impact of Psychosocial Treat-

preliminary program
SATURDAYMAY20

APA annual meeting attendees can lis-
ten to a century-old musical tradi-
tion and help psychiatrists who were

victims of Hurricane Katrina at the same
time.

The Toronto Welsh Male Voice Choir
will perform selections from its wide reper-
toire in a benefit concert at the Toronto
Convention Centre on Monday evening,
May 22, at 7 p.m. The proceeds will go the
Disaster Relief Fund of APA and the Amer-
ican Psychiatric Foundation.

Toronto psychiatrist and APA member
D. Ray Freebury, M.D., suggested the pro-
gram. The 60-member choir includes a
number of physicians. Freebury graduated
from the Welsh National School of Medi-

cine in Cardiff, Wales, as did two of his fel-
low choristers. Child psychiatrist Gordon
Yanchyshyn, M.D., is also a member. To-
gether, the group could probably staff a
small clinic.

“We also have a pediatrician, a radiolo-
gist, and a couple of family physicians, one
of whom has been known to leave practice
early to deliver a baby,” said Freebury in an
interview. 

Founded in 1995, the majority of the
choir are Welsh expatriates living in the
Toronto area, but anyone who can sing is
welcome to join. The choir performs about
25 percent of its music in Welsh, mostly
hymns and folk songs, but includes oper-
atic selections, Broadway show tunes, and

Choir Hopes Old Music Will
Help Heal Modern Crisis

BY AARON LEVIN

Drawn from a century-old tradition begun in the coal-mining valleys
of Wales, a New World choir sings to help psychiatrists and psychia-
try residents harmed by natural disasters, such as Hurricane Katrina.

spirituals. “I suspect you will hear ‘When
the Saints Go Marching in’ and ‘The Bat-
tle Hymn of the Republic,’ too,” said Free-
bury.

The Welsh male choral tradition began
in the coal-mining valleys of Wales. Men
sang to lighten the burdens of a miner’s life
or, in more recent years, the hard times that
came when the mines closed.

“For the non-native speaker, Welsh is a
difficult language to sing because there
aren’t a whole lot of vowels,” said music
writer Joan Oliver Goldsmith, author of
How Can We Keep From Singing: Music and
the Passionate Life (W.W. Norton, 2001), a
book of essays on choral singing, in an in-
terview. “But singing in the language of their
ancestors is one way the Welsh have kept
their heritage alive and added to the rich-
ness of the new world.”

The Toronto choir is a registered char-
ity, and previous concerts have raised funds
to support refugee resettlement services,
hospice and seniors programs, and schol-
arships for music students.

More information about the Toronto
Welsh Male Voice Choir is posted on its Web
site at <www.twmvc.com>. ■

The Toronto Welsh Male Voice Choir performs about a quarter of its music in Welsh.
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gic System in ADHD Amy Arnsten, Ph.D.
E. Advances in the Therapeutics of

ADHD Paul Hammerness, M.D.

IS12. The Impact of Anxiety Disor-
ders: A Case-Based Approach to Im-
proving Outcomes and Removing
Stigma Supported by Cephalon Inc.

A. Public Health Consequences of
Anxiety: A Surgeon General’s Perspective
David Satcher, M.D.

B. Individual Consequences of Anxi-
ety Risa B. Weisberg, Ph.D.

C. Anxiety Disorders: A Glimpse In-
side the Brain Ned H. Kalin, M.D.

D. Linking Symptoms to Treatment
Selection in Anxiety Disorders Murray B.
Stein, M.D.

E. Nonpharmacologic Approach to
the Treatment of Anxiety Disorders Edna
B. Foa, Ph.D.

IS13. New Vistas in Treatment-Resis-
tant Depression Supported by Pfizer Inc.

A. Evolving Concepts in Treatment-
Resistant Depression Charles B. Nemeroff,
M.D.

B. Neuropharmacological Basis for
Treatment Strategies in the Management
of Refractory Depression Stephen M.
Stahl, M.D.

C. Re-evaluating Concepts of De-
pression: Bipolar Spectrum S. Nassir
Ghaemi, M.D.

D. New Strategies for Treatment-Re-
sistant Depression Linda L. Carpenter,
M.D.

8 a.m.-Noon
CME Courses 15-22

9 a.m.-4 p.m.
CME Courses 23-30

10 a.m.-4:30 p.m.
Exhibits Open
APA Member Center Open
Publishers’ Bookfair Open

12:30 p.m.-1:30 p.m.
Business Meeting and Forum (voting
members only)

1 p.m.-5 p.m.
CME Courses 31-37

1:30 p.m.-4:30 p.m.
Industry-Supported Symposia
IS14. New Developments in Schizo-
phrenia: From Neurobiology to Public

D. Cognitive Responses to Atypical
Antipsychotic Medications: Factors Af-
fecting the Potential to Differentiate
Treatments Philip D. Harvey, Ph.D.

E. Clinical Integration in the Care of
Patients With Schizophrenia: What Are
the Current Best Practices? Robert A.
Rosenheck, M.D.

IS10. Fibromyalgia: Scientific Ad-
vances to Reduce the Burden of Ill-
ness Supported by Eli Lilly and Co.

A. The Socioeconomic Burden of Fi-
bromyalgia Sharon B. Stanford, M.D.

B. New Evidence for the Pathophys-
iological Basis of Fibromyalgia Lesley M.
Arnold, M.D.

C. Current and Emerging Strategies

7:30 a.m.-5 p.m.
Registration/Course Enrollment Open

8 a.m.-11 a.m.
Industry-Supported Symposia
IS9. Differentiating Atypical Antipsy-
chotics in the Treatment of Schizo-
phrenia: From Theory to Practice Sup-
ported by Pfizer Inc.

A. Pharmacodynamic Differences
Among Antipsychotic Treatments Anissa
Abi-Dargham, M.D.

B. Translating Scientific Research Into
Clinical Practice W. Gordon Frankle, M.D.

C. Metabolic Outcome During An-
tipsychotic Treatment: Lessons From
CATIE and Other Recent Studies John
W. Newcomer, M.D.

for the Pharmacologic Management of
Fibromyalgia Leslie J. Crofford, M.D.

D. Living With Fibromyalgia: A Pa-
tient’s Perspective Lesley M. Arnold, M.D.

IS11. Expanding the Neurobiological
and Neuropsychological Foundation
of ADHD: Impact on Clinical Practice
Supported by Shire US Inc.

A. ADHD Neuropsychology and Ex-
ecutive Function Deficits Larry J. Seid-
man, Ph.D.

B. Stimulants: Therapeutic and Rein-
forcing Effects Nora D. Volkow, M.D.

C. The Relevance of the Trace Amine
PEA (Pheneylethylamine) to ADHD
Bertha K. Madras, Ph.D.

D. New Insights Into the Noradrener-

continued on page 13

LEARNING OBJECTIVES
• Discern and differentiate between presentations of

bipolar disorder.

• Understand the subgroups in the bipolar spectrum, with
emphasis on early diagnosis and individualized
pharmacotherapy. 

ACCREDITATION
The American Psychiatric Association (APA) is accredited by
the Accreditation Council for Continuing Medical Education to
provide continuing medical education for physicians. 

CREDIT DESIGNATION
The APA designates this educational activity for a maximum
of 3 category 1 credits toward the AMA Physician’s
Recognition Award and for the CME requirement of the APA.
Each physician should claim only those credits that he/she
actually spent in the activity. 

Attendees must be registered for the APA Annual Meeting to
attend this symposium.  Seating is limited and will be based on
first-come, first-served.  For more information about the meeting,
please visit the APA web site at www.psych.org or contact the
APA toll free at (888) 357–7924 (within the U.S. or Canada) 
or (703) 907–7300.

Supported by an educational grant from Abbott

HELD AT THE APA 2006
ANNUAL MEETING

Sponsored by the American Psychiatric Association

APA 2006  Annual Meeting

Dinner Symposium

6:30 –7:00 pm Dinner

7:00 –7:10 pm Welcome and Introduction
Charles L. Bowden , MD
Program Chairman
University of Texas Health
Science Center at 
San Antonio

7:10 –7:40 pm Presentations of Bipolar
Disorder in Children and
Adolescents
Kiki D. Chang, MD
Stanford University 
School of Medicine

7:40 –8:10 pm The Impulsive-Aggression
Symptom Domain 
in Personality Disorders
Eric Hollander, MD
Mount Sinai 
School of Medicine

8:10 –8:40 pm Bipolar II Disorder and
Suicidal Behaviors
William H. Coryell, MD
University of Iowa 
Carver College of Medicine

8:40 –9:10 pm Predicting Maintenance
Response from the 
Acute Episode
Charles L. Bowden, MD

9:10 –10:00 pm Q&A /Panel Discussion
All Faculty

10:00 pm Adjourn

Bipolar Disorder
MULTIPLE AND COMPLEX PRESENTATIONS OF 

Charles L. Bowden, MD–Program Chairman

Tuesday, May 23, 2006
The Fairmont Royal York – Convention Floor, Canadian Room

Lifers Plan Events

May 23 is Lifers Day at APA’s 2006 an-
nual meeting. The day begins at 7:30

a.m., when the Lifers of APA will hold its
annual business meeting and forum in the
York Room of the Royal York Hotel. At 11
a.m., the group will present  the workshop
“Integrating Evidence-Based Psychiatry
with Clinical Intelligence” in Room 707,
Level 700, Toronto Convention Centre,
South. The Lifers reception will take place
from 7 p.m. to 9 p.m. in the British Co-
lumbia Room at the Royal York Hotel.

More information is available by contact-
ing Barbara Matos at bmatos@psych.org. ■

t o r o n t oSUNDAYMAY21
159th annual meeting



As valuable as current ADHD treatments are, researchers continue to investigate new options. After
all, no two patients are exactly alike. Each one presents with a unique constellation of symptoms and
circumstances, resulting in a unique response to any given therapy.

As research brings more treatment options to clinical practice, physicians will be better able to tailor
therapy to the needs of each patient. They will be able to manage an array of symptoms associated
with ADHD in a more individualized manner. This will help more patients achieve better outcomes.

ADHD is a serious problem, and other treatment options that can help physicians best treat 
symptoms would be welcome. Cephalon is focused on achieving that goal.

ADHD treatment: Bringing new options into

Copyright ©2005 Cephalon, Inc.  All rights reserved.  ADHD003  Dec 2005
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• Those with a historical interest should
take time to see the site of the 1813 Battle
of York and the birthplace of modern
Toronto. Fort York is home to Canada’s
largest collection of original War of 1812
buildings and now houses exhibits and re-
stored period room settings. The site of-
fers guided tours, musket drills, and music
demonstrations.
• A final picturesque historic destination lies
moored in Hamilton Harbour. The HMCS
Haida Naval Museum, a destroyer built for
the Royal Canadian Navy, is one of only three
remaining World War II Canadian warships.
The ship contributed to the D-Day invasion
and took part in the Korean War. ■

hibit as an indicator of how these powerful
and beautiful ancient cultures continue to
inform contemporary African textiles.

The institution’s permanent collection
spans nearly 2,000 years of human history
and conserves more than 11,000 works from
200 countries and regions.
• Located in the original home of the
Toronto Stock Exchange, the Design Ex-
change (DX) is committed to increasing
the public’s understanding of design’s role
in everyday life.

Have you ever wanted to see a large col-
lection of household chairs from the 1950s
gathered in one place? The DX museum has
made it its mandate to preserve examples of
such modern Canadian industrial design dat-
ing from 1945. Its permanent collection in-
cludes historical and contemporary exam-
ples of decorative arts, furniture, graphic
design, housewares, lighting, medical equip-
ment, sporting goods, and tableware. 
• Man’s inhumanity to nature will be il-
lustrated in the Museum of Contempo-
rary Canadian Art (MOCCA) exhibit
“Imaging a Shattering Earth.” The collec-
tion of photographs chronicles “man-in-
duced disasters from a big-picture view-
point,” focusing on mining, nuclear
weapons, and toxic waste. One of Toronto’s
newest museums, MOCCA focuses on art
created since 1985.
• A place where televisions are revered
and collected, the MZTV Museum of
Television boasts more than 250 exam-

Toronto features an impres-
sive array of museums that
reflect its rich immigrant
history and its emergence
as one of Canada’s leading

cultural and business hubs.

• One of the must-see sites of the city is
the Art Gallery of Ontario. The eighth-
largest art museum in North America pres-
ents an awe-inspiring permanent collection
of more than 36,000 works representing
1,000 years of extraordinary art.

Those in town early might stop by for an
exhibition of paintings by David Milne, long
recognized as one of Canada’s most origi-
nal and influential artists. After showing at
the British Museum and New York’s Met-
ropolitan Museum of Art, “David Milne
Watercolours: Painting Toward the Light”
will return home to Canada and the gallery
until May 21.
• Dedicated to promoting an understand-
ing of human identity through textiles, the
Textile Museum of Canada will feature
an exhibition titled “The Lion King of
Mali,” which includes African textiles in-
spired by ancient kingdoms of West Africa.
The exhibition tells the story of the great
West African kingdoms of the third through
16th centuries and also presents a selection
of cloths, ritual garments, and beadwork
created in more recent years. 

The museum’s curators describe the ex-

ples of these “milestones
in technology or design.”
The museum spans the
evolution of television
from the scanning discs
of the 1920s to the solid-
state electronics of the
1970s. If rarity is any in-
dication of value, the mu-
seum’s chair tells visitors,
there are fewer prewar
television sets than
Stradivarius violins. Ex-
hibits include the histo-
ries of television pioneers
and technology.
• Of the many historic
houses, inns, and military
memorials in Toronto,
one of the best known is
the Spadina Museum.
The soaring mansion de-
picts the bygone elegance
and homey preoccupa-
tions of early Toronto
and is flanked by a six-
acre garden that more
than 300 flower and veg-
etable varieties call
home. Completed in
1866 by Toronto entre-
preneur James Austin and his wife, Susan
Bright, the house carries on the tradition
of balls and parties its founders started.
Tours showcase the museum’s historic col-
lection of art, furniture, and decorative
objects.
• A great place to have a picnic is the Tod-
morden Mills Heritage Museum and Art
Centre. Set along the scenic Don River, Tod-
morden Mills explores the early days of in-
dustry in Toronto. Settled in the 1790s, the
site includes historic millers’ homes, the
Brewery Gallery, Paper Mill Gallery and
Theatre, and the relocated Don train station.
Springtime visitors might also enjoy a stroll
through the adjacent wildflower preserve.

Museums Explore History,
Rich Cultural Life
A wide range of cultural, historic, modern, and downright bizarre ex-
periences are on display in Toronto’s many museums and are guar-
anteed to pique the interest of almost any visitor.

Toronto
Museums

Art Gallery of Ontario
317 Dundas Street West
www.ago.net
(416) 979-6648

Design Exchange
234 Bay Street
www.dx.org
(416) 363-6121

Fort York
100 Garrison Road
www.toronto.ca/culture/fort_york.htm
(416) 392-6907

Museum of Contemporary Canadian Art
952 Queen Street West
www.mocca.toronto.on.ca
(416) 395-7430

MZTV Museum of Television
277 Queen Street West
www.mztv.com
(416) 599-7339

Textile Museum of Canada
55 Centre Avenue
www.textilemuseum.ca/
(416) 599-5321

Todmorden Mills Heritage Museum and
Art Centre
850 Coxwell Avenue
www.toronto.ca/todmorden
(416) 396-2819

Ever Wonder What It’s Like
To Walk in Their Shoes?
At one unique Toronto museum, understanding the legacy of famous
entertainers, religious leaders, and ancient nomads is best accom-
plished with a little sole searching.

BY RICH DALY

Imelda Marcos doesn’t have anything on
Toronto’s Bata Shoe Museum. That’s be-
cause while she owned about 1,500 pairs

of shoes, more than 12,000
shoes are on display
in the museum,
some of which were
worn as long as 4,500
years ago. 

While many who
stroll through the mu-
seum are shoe fanatics,
history buffs are also
enthralled by the mu-
seum. 

Visitors learn that
shoes are not just a
fashion statement,
but a reflection of
local culture, soci-
ety, religious views,
and social status. 

The museum
features shoes worn
by popes, sports
stars, rock musi-
cians, and royalty

throughout the ages: for instance, a pair of
Princess Diana’s dress shoes and Queen
Victoria’s ballroom slippers are on display,

as are the ceremonial shoes of Pope
Leo XIII and the sprinting shoes of
Olympic gold-medal winner Harry
Jerome. 

Some of the more popular ex-
hibits include Elton John’s silver and
red platform boots from 1973, Mar-
ilyn Monroe’s red-leather pumps,
and John Lennon’s “Beatle boots”
from the early 1960s. 

Some of the museum’s oldest
footwear includes wooden san-

dals from about 2,500 B.C.,
which were designed

to take those who
had died on a
journey into the
afterlife. 

There is also a
collection of shoes
worn by members

of indigenous tribes in North America, the
Arctic, and Russia. Alaska natives, for ex-
ample, wore boots made of seal skin. Socks
worn inside the boots were usually made of
woven grass. 

According to the Bata Museum Web site,
it was only in the 14th century that shoes
began to be constructed from “quality tex-
tiles and fine leathers” and became a form
of aesthetic expression and a new way to
display social status. 

Pointed-toe shoes were one of the first
trends in shoe design and appeared in 14th
century Poland. As the trend swept across
Europe, “Edicts were proclaimed limiting
the length of the toe,” according to the Web
site. 

Museum founder Sonja Bata began
collecting shoes as a hobby in the late
1940s while traveling around the world
on business trips with her husband, an
international shoe manufacturer, and had
“personal contact with most of the great
stars of shoe design,” she has said. In
1979, she founded the Bata Shoe Mu-
seum Foundation to manage her grow-
ing collection of shoes and sponsor re-
search on the role that shoes have played
through history. 

The museum is not only known for its
shoes, but its architecture. 

Architect Raymond Moriyama designed
the museum, which opened in 1995.

The museum looks a little like a shoebox

BY EVE BENDER

“Fifth Avenue, Easter Sunday” is one of the images that will be
in the David Milne exhibit at the Art Gallery of Ontario during
APA’s annual meeting.
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Elton John’s silver and red platform boots are among the most popular
exhibits at the Bata Shoe Museum.
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In the treatment of transient
or chronic insomnia

Take a 
closer look...
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Important Safety Information
LUNESTA, like other hypnotics, has CNS-depressant effects. Because of the rapid onset of action, LUNESTA should only be
ingested immediately prior to going to bed or after the patient has gone to bed and has experienced difficulty falling asleep.
Patients should not take LUNESTA unless they are prepared to get a full night’s sleep. As with other hypnotics, patients
receiving LUNESTA should be cautioned against engaging in hazardous occupations requiring complete mental alertness or
motor coordination (eg, operating machinery or driving a motor vehicle) after ingesting the drug, including potential impairment
of the performance of such activities that may occur the day following ingestion of LUNESTA. In clinical trials, the most
common adverse events associated with LUNESTA were unpleasant taste, headache, somnolence, dizziness, dry mouth,
infection, and pain.

LUNESTA has been classified as a Schedule IV controlled substance. Sedative hypnotics have produced withdrawal signs and
symptoms following abrupt discontinuation. The risk of abuse and dependence increases with the dose and duration of treatment
and concomitant use of other psychoactive drugs. The risk is also greater for patients who have a history of alcohol or drug abuse or
history of psychiatric disorders. These patients should be under careful surveillance when receiving LUNESTA or any other hypnotic.
Sedative/hypnotic drugs should be administered with caution to patients exhibiting signs and symptoms of depression. Suicidal
tendencies may be present in such patients, and protective measures may be required. Intentional overdose is more common in this
group of patients; therefore, the least amount of drug that is feasible should be prescribed for the patient at any one time.

Please see brief summary of complete prescribing information.

LUNESTA is a trademark of Sepracor Inc.

© 2005 SEPRACOR INC., MARLBOROUGH, MA 01752    All rights reserved.    11/05    5SRZO277

References: 1. LUNESTA prescribing information. 2. Zammit GK, McNabb LJ, Caron J, et al.

Efficacy and safety of eszopiclone across 6-weeks of treatment for primary insomnia. 

Curr Med Res Opin. 2004;20:1979-1991. 3. Krystal AD, Walsh JK, Laska E, et al. Sustained 

efficacy of eszopiclone over 6 months of nightly treatment: results of a randomized, double-

blind, placebo-controlled study in adults with chronic insomnia. SLEEP. 2003;26:793-799. 
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• LUNESTA provides a full night of sleep (7 to 8 hours)1,2

• FDA-approved for long-term use—supported by a 6-month, 
placebo-controlled trial1,3 

• No evidence of tolerance throughout 6 months of nightly use1,3

• No significant rebound insomnia upon discontinuation1,2

• No next-day residual effects in most patients1,2

The failure of insomnia to remit after 7 to 10 days 
of treatment should be medically evaluated. 

A full night’s sleep can 
make all the difference

In the treatment of 
transient or chronic insomnia
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BRIEF SUMMARY

INDICATIONS AND USAGE
LUNESTA is indicated for the treatment of insomnia. In controlled outpatient and sleep
laboratory studies, LUNESTA administered at bedtime decreased sleep latency and
improved sleep maintenance.
CONTRAINDICATIONS
None known.
WARNINGS
Because 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 7 to 10
days 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
thinking or behavior abnormalities may be the consequence of an unrecognized psy-
chiatric or physical disorder. Such findings have emerged during the course of treat-
ment with sedative/hypnotic drugs, including LUNESTA. Because some of the impor-
tant adverse effects of LUNESTA appear to be dose-related, it is important to use the
lowest possible effective dose, especially in the elderly (see DOSAGE AND ADMINIS-
TRATION in the Full Prescribing Information).
A variety of abnormal thinking and behavior changes have been reported to occur in
association with the use of sedative/hypnotics. Some of these changes may be char-
acterized by decreased inhibition (e.g., aggressiveness and extroversion that seem
out of character), similar to effects produced by alcohol and other CNS depressants.
Other reported behavioral changes have included bizarre behavior, agitation, halluci-
nations, and depersonalization. Amnesia and other neuropsychiatric symptoms may
occur unpredictably. In primarily depressed patients, worsening of depression,
including suicidal thinking, has been reported in association with the use of seda-
tive/hypnotics.
It can rarely be determined with certainty whether a particular instance of the abnor-
mal behaviors listed above are drug-induced, spontaneous in origin, or a result of an
underlying psychiatric or physical disorder. Nonetheless, the emergence of any new
behavioral sign or symptom of concern requires careful and immediate evaluation.
Following rapid dose decrease or abrupt discontinuation of the use of sedative/hyp-
notics, there have been reports of signs and symptoms similar to those associated with
withdrawal from other CNS-depressant drugs (see DRUG ABUSE AND DEPENDENCE).
LUNESTA, like other hypnotics, has CNS-depressant effects. Because of the rapid
onset of action, LUNESTA should only be ingested immediately prior to going to bed
or after the patient has gone to bed and has experienced difficulty falling asleep.
Patients receiving LUNESTA should be cautioned against engaging in hazardous
occupations requiring complete mental alertness or motor coordination (e.g., oper-
ating machinery or driving a motor vehicle) after ingesting the drug, and be cautioned
about potential impairment of the performance of such activities on the day follow-
ing ingestion of LUNESTA. LUNESTA, like other hypnotics, may produce additive
CNS-depressant effects when coadministered with other psychotropic medications,
anticonvulsants, antihistamines, ethanol, and other drugs that themselves produce
CNS depression. LUNESTA should not be taken with alcohol. Dose adjustment may
be necessary when LUNESTA is administered with other CNS-depressant agents,
because of the potentially additive effects.
PRECAUTIONS
General

Timing Of Drug Administration: LUNESTA should be taken immediately before bedtime.
Taking a sedative/hypnotic while still up and about may result in short-term memory
impairment, hallucinations, impaired coordination, dizziness, and lightheadedness.
Use In The Elderly And/Or Debilitated Patients: Impaired motor and/or cognitive
performance after repeated exposure or unusual sensitivity to sedative/hypnotic
drugs is a concern in the treatment of elderly and/or debilitated patients. The recom-
mended starting dose of LUNESTA for these patients is 1 mg (see DOSAGE AND
ADMINISTRATION in the Full Prescribing Information).
Use In Patients With Concomitant Illness: Clinical experience with eszopiclone in
patients with concomitant illness is limited. Eszopiclone should be used with caution
in patients with diseases or conditions that could affect metabolism or hemodynamic
responses.
A study in healthy volunteers did not reveal respiratory-depressant effects at doses
2.5-fold higher (7 mg) than the recommended dose of eszopiclone. Caution is advised,
however, if LUNESTA is prescribed to patients with compromised respiratory function.
The dose of LUNESTA should be reduced to 1 mg in patients with severe hepatic
impairment, because systemic exposure is doubled in such subjects. No dose adjust-
ment appears necessary for subjects with mild or moderate hepatic impairment. No
dose adjustment appears necessary in subjects with any degree of renal impairment,
since less than 10% of eszopiclone is excreted unchanged in the urine.
The dose of LUNESTA should be reduced in patients who are administered potent
inhibitors of CYP3A4, such as ketoconazole, while taking LUNESTA. Downward dose
adjustment is also recommended when LUNESTA is administered with agents hav-
ing known CNS-depressant effects.
Use In Patients With Depression: Sedative/hypnotic drugs should be administered
with caution to patients exhibiting signs and symptoms of depression. Suicidal ten-
dencies may be present in such patients, and protective measures may be required.
Intentional overdose is more common in this group of patients; therefore, the least
amount of drug that is feasible should be prescribed for the patient at any one time.
Information For Patients: Patient information is printed in the complete prescribing
information.
Laboratory Tests: There are no specific laboratory tests recommended.
Drug Interactions

CNS-Active Drugs
Ethanol: An additive effect on psychomotor performance was seen with coadministra-
tion of eszopiclone and ethanol 0.70 g/kg for up to 4 hours after ethanol administration.
Paroxetine: Coadministration of single doses of eszopiclone 3 mg and paroxetine
20 mg daily for 7 days produced no pharmacokinetic or pharmacodynamic interaction.
Lorazepam: Coadministration of single doses of eszopiclone 3 mg and lorazepam
2 mg did not have clinically relevant effects on the pharmacodynamics or pharmaco-
kinetics of either drug.
Olanzapine: Coadministration of eszopiclone 3 mg and olanzapine 10 mg produced a
decrease in DSST scores. The interaction was pharmacodynamic; there was no alter-
ation in the pharmacokinetics of either drug.
Drugs That Inhibit CYP3A4 (Ketoconazole): CYP3A4 is a major metabolic pathway for
elimination of eszopiclone. The AUC of eszopiclone was increased 2.2-fold by coad-
ministration of ketoconazole, a potent inhibitor of CYP3A4, 400 mg daily for 5 days.
Cmax and t1/2 were increased 1.4-fold and 1.3-fold, respectively. Other strong inhibitors
of CYP3A4 (e.g., itraconazole, clarithromycin, nefazodone, troleandomycin, ritonavir,
nelfinavir) would be expected to behave similarly.
Drugs That Induce CYP3A4 (Rifampicin): Racemic zopiclone exposure was
decreased 80% by concomitant use of rifampicin, a potent inducer of CYP3A4. A
similar effect would be expected with eszopiclone.
Drugs Highly Bound To Plasma Protein: Eszopiclone is not highly bound to plasma
proteins (52-59% bound); therefore, the disposition of eszopiclone is not expected
to be sensitive to alterations in protein binding. Administration of eszopiclone 3 mg
to a patient taking another drug that is highly protein-bound would not be expected
to cause an alteration in the free concentration of either drug.
Drugs With A Narrow Therapeutic Index
Digoxin: A single dose of eszopiclone 3 mg did not affect the pharmacokinetics of
digoxin measured at steady state following dosing of 0.5 mg twice daily for one day
and 0.25 mg daily for the next 6 days.
Warfarin: Eszopiclone 3 mg administered daily for 5 days did not affect the pharma-
cokinetics of (R)- or (S)-warfarin, nor were there any changes in the pharmacody-
namic profile (prothrombin time) following a single 25-mg oral dose of warfarin.
Carcinogenesis, Mutagenesis, Impairment of Fertility
Carcinogenesis: In a carcinogenicity study in Sprague-Dawley rats in which eszopi-
clone was given by oral gavage, no increases in tumors were seen; plasma levels
(AUC) of eszopiclone at the highest dose used in this study (16 mg/kg/day) are esti-
mated to be 80 (females) and 20 (males) times those in humans receiving the max-
imum recommended human dose (MRHD). However, in a carcinogenicity study in

Sprague-Dawley rats in which racemic zopiclone was given in the diet, and in which
plasma levels of eszopiclone were reached that were greater than those reached in
the above study of eszopiclone, an increase in mammary gland adenocarcinomas in
females and an increase in thyroid gland follicular cell adenomas and carcinomas in
males were seen at the highest dose of 100 mg/kg/day. Plasma levels of eszopiclone
at this dose are estimated to be 150 (females) and 70 (males) times those in humans
receiving the MRHD. The mechanism for the increase in mammary adenocarcinomas
is unknown. The increase in thyroid tumors is thought to be due to increased levels
of TSH secondary to increased metabolism of circulating thyroid hormones, a mech-
anism that is not considered to be relevant to humans.
In a carcinogenicity study in B6C3F1 mice in which racemic zopiclone was given in
the diet, an increase in pulmonary carcinomas and carcinomas plus adenomas in
females and an increase in skin fibromas and sarcomas in males were seen at the
highest dose of 100 mg/kg/day. Plasma levels of eszopiclone at this dose are estimat-
ed to be 8 (females) and 20 (males) times those in humans receiving the MRHD. The
skin tumors were due to skin lesions induced by aggressive behavior, a mechanism
that is not relevant to humans. A carcinogenicity study was also performed in which
CD-1 mice were given eszopiclone at doses up to 100 mg/kg/day by oral gavage;
although this study did not reach a maximum tolerated dose, and was thus
inadequate for overall assessment of carcinogenic potential, no increases in either
pulmonary or skin tumors were seen at doses producing plasma levels of
eszopiclone estimated to be 90 times those in humans receiving the MRHD—i.e., 
12 times the exposure in the racemate study. 
Eszopiclone did not increase tumors in a p53 transgenic mouse bioassay at oral
doses up to 300 mg/kg/day.
Mutagenesis: Eszopiclone was positive in the mouse lymphoma chromosomal
aberration assay and produced an equivocal response in the Chinese hamster ovary
cell chromosomal aberration assay. It was not mutagenic or clastogenic in the
bacterial Ames gene mutation assay, in an unscheduled DNA synthesis assay, or in
an in vivo mouse bone marrow micronucleus assay. 
(S)-N-desmethyl zopiclone, a metabolite of eszopiclone, was positive in the Chinese
hamster ovary cell and human lymphocyte chromosomal aberration assays. It was
negative in the bacterial Ames mutation assay, in an in vitro 32P-postlabeling DNA
adduct assay, and in an in vivo mouse bone marrow chromosomal aberration and
micronucleus assay.
Impairment Of Fertility: Eszopiclone was given by oral gavage to male rats at doses
up to 45 mg/kg/day from 4 weeks premating through mating and to female rats at
doses up to 180 mg/kg/day from 2 weeks premating through day 7 of pregnancy. An
additional study was performed in which only females were treated, up to
180 mg/kg/day. Eszopiclone decreased fertility, probably because of effects in both
males and females, with no females becoming pregnant when both males and
females were treated with the highest dose; the no-effect dose in both sexes was
5 mg/kg (16 times the MRHD on a mg/m2 basis). Other effects included increased
preimplantation loss (no-effect dose 25 mg/kg), abnormal estrus cycles (no-effect
dose 25 mg/kg), and decreases in sperm number and motility and increases in mor-
phologically abnormal sperm (no-effect dose 5 mg/kg).
Pregnancy
Pregnancy Category C: Eszopiclone administered by oral gavage to pregnant rats and
rabbits during the period of organogenesis showed no evidence of teratogenicity up
to the highest doses tested (250 and 16 mg/kg/day in rats and rabbits, respectively;
these doses are 800 and 100 times, respectively, the maximum recommended
human dose [MRHD] on a mg/m2 basis). In the rat, slight reductions in fetal weight
and evidence of developmental delay were seen at maternally toxic doses of 125 and
150 mg/kg/day, but not at 62.5 mg/kg/day (200 times the MRHD on a mg/m2 basis).
Eszopiclone was also administered by oral gavage to pregnant rats throughout the
pregnancy and lactation periods at doses of up to 180 mg/kg/day. Increased post-
implantation loss, decreased postnatal pup weights and survival, and increased pup
startle response were seen at all doses; the lowest dose tested, 60 mg/kg/day, is 200
times the MRHD on a mg/m2 basis. These doses did not produce significant mater-
nal toxicity. Eszopiclone had no effects on other behavioral measures or reproductive
function in the offspring.
There are no adequate and well-controlled studies of eszopiclone in pregnant women.
Eszopiclone should be used during pregnancy only if the potential benefit justifies the
potential risk to the fetus.
Labor And Delivery: LUNESTA has no established use in labor and delivery.
Nursing Mothers: It is not known whether LUNESTA is excreted in human milk.
Because many drugs are excreted in human milk, caution should be exercised when
LUNESTA is administered to a nursing woman.
Pediatric Use: Safety and effectiveness of eszopiclone in children below the age of 18
have not been established.
Geriatric Use: A total of 287 subjects in double-blind, parallel-group, placebo-con-
trolled clinical trials who received eszopiclone were 65 to 86 years of age. The over-
all pattern of adverse events for elderly subjects (median age = 71 years) in 2-week
studies with nighttime dosing of 2 mg eszopiclone was not different from that seen
in younger adults. LUNESTA 2 mg exhibited significant reduction in sleep latency and
improvement in sleep maintenance in the elderly population.
ADVERSE REACTIONS
The premarketing development program for LUNESTA included eszopiclone
exposures in patients and/or normal subjects from two different groups of studies:
approximately 400 normal subjects in clinical pharmacology/pharmacokinetic
studies, and approximately 1550 patients in placebo-controlled clinical effectiveness
studies, corresponding to approximately 263 patient-exposure years. The conditions
and duration of treatment with LUNESTA varied greatly and included (in overlapping
categories) open-label and double-blind phases of studies, inpatients and
outpatients, and short-term and longer-term exposure. 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 tabulations 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. An
event was considered treatment-emergent if it occurred for the first time or worsened
while the patient was receiving therapy following baseline evaluation.
Adverse Findings Observed in Placebo-Controlled Trials
Adverse Events Resulting in Discontinuation of Treatment: In placebo-controlled,
parallel-group clinical trials in the elderly, 3.8% of 208 patients who received
placebo, 2.3% of 215 patients who received 2 mg LUNESTA, and 1.4% of 72 patients
who received 1 mg LUNESTA discontinued treatment due to an adverse event. In the
6-week parallel-group study in adults, no patients in the 3 mg arm discontinued
because of an adverse event. In the long-term 6-month study in adult insomnia
patients, 7.2% of 195 patients who received placebo and 12.8% of 593 patients who
received 3 mg LUNESTA discontinued due to an adverse event. No event that
resulted in discontinuation occurred at a rate of greater than 2%.
Adverse Events Observed at an Incidence of ≥2% in Controlled Trials. The follow-
ing lists the incidence (% placebo, 2 mg, 3 mg, respectively) of treatment-emergent
adverse events from a Phase 3 placebo-controlled study of LUNESTA at doses of 2
or 3 mg in non-elderly adults. Treatment duration in this trial was 44 days. Data are
limited to adverse events that occurred in 2% or more of patients treated with
LUNESTA 2 mg (n=104) or 3 mg (n=105) in which the incidence in patients treated
with LUNESTA was greater than the incidence in placebo-treated patients (n=99).1

Body as a whole: headache (13%, 21%, 17%), viral infection (1%, 3%, 3%).
Digestive system: dry mouth (3%, 5%, 7%), dyspepsia (4%, 4%, 5%), nausea (4%,
5%, 4%), vomiting (1%, 3%, 0%). Nervous system: anxiety (0%, 3%, 1%), confu-
sion (0%, 0%, 3%), depression (0%, 4%, 1%), dizziness (4%, 5%, 7%), hallucina-
tions (0%, 1%, 3%), libido decreased (0%, 0%, 3%), nervousness (3%, 5%, 0%),
somnolence (3%, 10%, 8%). Respiratory system: infection (3%, 5%, 10%). Skin and
appendages: rash (1%, 3%, 4%). Special senses: unpleasant taste (3%, 17%, 34%).
Urogenital system: dysmenorrhea* (0%, 3%, 0%), gynecomastia** (0%, 3%, 0%).
*Gender-specific adverse event in females
**Gender-specific adverse event inmales 

1Events for which the LUNESTA incidence was equal to or less than placebo are not
listed, but included the following: abnormal dreams, accidental injury, back pain,
diarrhea, flu syndrome, myalgia, pain, pharyngitis, and rhinitis.
Adverse events that suggest a dose-response relationship in adults include viral
infection, dry mouth, dizziness, hallucinations, infection, rash, and unpleasant taste,
with this relationship clearest for unpleasant taste.
The following lists the incidence (% placebo, 2 mg, 3 mg, respectively) of treatment-
emergent adverse events from combined Phase 3 placebo-controlled studies of
LUNESTA at doses of1 or 2 mg in elderly adults (ages 65-86). Treatment duration in
these trials was 14 days. Data are limited toevents that occurred in 2% or more of
patients treated with LUNESTA 1 mg (n=72) or 2 mg (n=215) in which the incidence
in patients treated with LUNESTA was greater than the incidence in placebo-treated
patients.1

Body as a whole: accidental injury (1%, 0%, 3%), headache (14%, 15%, 13%), pain
(2%, 4%, 5%). Digestive system: diarrhea(2%, 4%, 2%), dry mouth (2%, 3%, 7%),
dyspepsia (2%, 6%, 2%). Nervous system: abnormal dreams (0%, 3%, 1%), dizzi-
ness (2%, 1%, 6%), nervousness (1%, 0%, 2%), neuralgia (0%, 3%, 0%). Skin and
appendages: pruritus: (1%, 4%, 1%). Special senses: unpleasant taste (0%, 8%,
12%). Urogenital system: urinary tract infection (0%, 3%, 0%).
1Events for which the LUNESTA incidence was equal to or less than placebo are not
listed, but included the following: abdominal pain, asthenia, nausea, rash, and
somnolence.
Adverse events that suggest a dose-response relationship in elderly adults include
pain, dry mouth, and unpleasant taste, with this relationship again clearest for
unpleasant taste. These figures cannot be used to predict the incidence of adverse
events in the course of usual medical practice because patient characteristics and
other factors may differ from those that prevailed in the clinical trials. Similarly, the
cited frequencies cannot be compared with figures obtained from other clinical inves-
tigations involving different treatments, uses, and investigators.
The cited figures, however, do provide the prescribing physician with some basis for
estimating the relative contributions of drug and non-drug factors to the adverse
event incidence rate in the population studied.
Other Events Observed During The Premarketing Evaluation Of LUNESTA.
Following is a list of modified COSTART terms that reflect treatment-emergent
adverse events as defined in the introduction to the ADVERSE REACTIONS section
and reported by approximately 1550 subjects treated with LUNESTA at doses in the
range of 1 to 3.5 mg/day during Phase 2 and 3 clinical trials throughout the United
States and Canada. All reported events are included except those already listed here
or listed elsewhere in labeling, minor events common in the general population, and
events unlikely to be drug-related. Although the events reported occurred during
treatment with LUNESTA, they were not necessarily caused by it.
Events are listed in order of decreasing frequency according to the following defini-
tions: frequent adverse events are those that occurred on one or more occasions in
at least 1/100 patients; infrequent adverse events are those that occurred in fewer
than 1/100 patients but in at least 1/1,000 patients; rare adverse events are those that
occurred in fewer than 1/1,000 patients. Gender-specific events are categorized
based on their incidence for the appropriate gender. 
Frequent: chest pain, migraine, peripheral edema.
Infrequent: acne, agitation, allergic reaction, alopecia, amenorrhea, anemia, anorexia,
apathy, arthritis, asthma, ataxia, breast engorgement, breast enlargement, breast
neoplasm, breast pain, bronchitis, bursitis, cellulitis, cholelithiasis, conjunctivitis,
contact dermatitis, cystitis, dry eyes, dry skin, dyspnea, dysuria, eczema, ear pain,
emotional lability, epistaxis, face edema, female lactation, fever, halitosis, heat stroke,
hematuria, hernia, hiccup, hostility, hypercholesteremia, hypertension, hypertonia,
hypesthesia, incoordination, increased appetite, insomnia, joint disorder (mainly
swelling, stiffness, and pain), kidney calculus, kidney pain, laryngitis, leg cramps,
lymphadenopathy, malaise, mastitis, melena, memory impairment, menorrhagia,
metrorrhagia, mouth ulceration, myasthenia, neck rigidity, neurosis, nystagmus, otitis
externa, otitis media, paresthesia, photosensitivity, reflexes decreased, skin
discoloration, sweating, thinking abnormal (mainly difficulty concentrating), thirst,
tinnitus, twitching, ulcerative stomatitis, urinary frequency, urinary incontinence,
urticaria, uterine hemorrhage, vaginal hemorrhage, vaginitis, vertigo, vestibular
disorder, weight gain, weight loss.
Rare: abnormal gait, arthrosis, colitis, dehydration, dysphagia, erythema multiforme,
euphoria, furunculosis, gastritis, gout, hepatitis, hepatomegaly, herpes zoster,
hirsutism, hyperacusis, hyperesthesia, hyperlipemia, hypokalemia, hypokinesia,
iritis, liver damage, maculopapular rash, mydriasis, myopathy, neuritis, neuropathy,
oliguria, photophobia, ptosis, pyelonephritis, rectal hemorrhage, stomach ulcer,
stomatitis, stupor, thrombophlebi tis, tongue edema, trem or, urethritis,
vesiculobullous rash.
DRUG ABUSE AND DEPENDENCE
Controlled Substance Class: LUNESTA is a Schedule IV controlled substance under
the Controlled Substances Act. Other substances under the same classification are
benzodiazepines and the nonbenzodiazepine hypnotics zaleplon and zolpidem. While
eszopiclone is a hypnotic agent with a chemical structure unrelated to benzodi-
azepines, it shares some of the pharmacologic properties of the benzodiazepines.
Abuse, Dependence, and Tolerance

Abuse and Dependence: In a study of abuse liability conducted inindividuals with
known histories of benzodiazepine abuse, eszopiclone at doses of 6 and 12 mg pro-
duced euphoric effects similar to those of diazepam 20 mg. In this study, at doses
2-fold or greater than the maximum recommended doses, a dose-related increase in
reports ofamnesia and hallucinations was observed for both LUNESTA and diazepam.
The clinical trial experience with LUNESTA revealed no evidence of a serious
withdrawal syndrome. Nevertheless,the following adverse events included in DSM-IV
criteria for uncomplicated sedative/hypnotic withdrawal were reported during clinical
trials following placebo substitution occurring within 48 hours following the last
LUNESTA treatment: anxiety, abnormal dreams, nausea, and upset stomach. These
reported adverse events occur red at an incidence of 2% or less. Use of
benzodiazepines and similar agents may lead to physical and psychological
dependence. The risk of abuse and dependence increases with the dose and duration
of treatment and concomitant use of other psychoactive drugs. The risk is also greater
for patients who have a history of alcohol or drug abuse or history of psychiatric
disorders. These patients should be under careful surveillance when receiving
LUNESTA or any other hypnotic.
Tolerance: Some loss of efficacy to the hypnotic effect of benzodiazepines and benzo-
diazepine-like agents may develop after repeated use of these drugs for a few weeks.
No development of tolerance to any parameter of sleep measurement was observed
over six months. Tolerance to the efficacy of LUNESTA 3 mg was assessed by 4-week
objective and 6-week subjective measurements of time to sleep onset and sleep main-
tenance for LUNESTA in a placebo-controlled 44-day study, and by subjective assess-
ments of time to sleep onset and WASO in a placebo-controlled study for6 months.
OVERDOSAGE
There is limited premarketing clinical experience with the effects of an overdosage of
LUNESTA. In clinical trials with eszopiclone, one case of overdose with up to 36 mg
of eszopiclone was reported in which the subject fully recovered. Individuals have
fully recovered from racemic zopiclone overdoses up to 340 mg (56 times the
maximum recommended dose of eszopiclone).
Signs And Symptoms: Signs and symptoms of overdose effects ofCNS depressants
can be expected to present as exaggerations of the pharmacological effects noted in
preclinical testing. Impairment of consciousness ranging from somnolence to coma
has been described. Rare individual instances of fatal outcomes following overdose
with racemic zopiclone have been reported in European postmarketing reports, most
often associated with overdose with other CNS-depressant agents.
Recommended Treatment: General symptomatic and supportive measures should be
used along with immediate gastric lavage where appropriate. Intravenous fluids
should be administered as needed. Flumazenil may be useful. As in all cases of drug
overdose, respiration, pulse, blood pressure, and other appropriate signs should be
monitored and general supportive measures employed. Hypotension and CNS
depression should be monitored and treated by appropriate medical intervention. The
value of dialysis in the treatment of overdosage has not been determined.
Poison Control Center: As with the management of all overdosage, the possibility of
multiple drug ingestion should be considered. The physician may wish to consider
contacting a poison control center for up-to-date information on the management of
hypnotic drug product overdosage.

Rx only.

© 2005 SEPRACOR INC., MARLBOROUGH, MA 01752

3/05                  

Project1  5/26/06  4:04 PM  Page 1



9February 17, 2006 / PSYCHIATRIC NEWS

The heart and soul of Toronto
can be found in its neigh-
borhoods, which are brim-
ming with unique shops,
outstanding restaurants, and

friendly residents. 
Each neighborhood has a distinct char-

acter that has been shaped by the families
who settled there more than 100 years ago
and those who have arrived since. 

Entrepreneur Joseph Bloor founded
Yorkville in 1830 as a middle-class suburb
of Toronto characterized by Victorian
houses, tidy gardens, and quiet streets. By
the 1880s, it was no longer a suburb but a
vital part of an ever-expanding metropolis.

Small specialty shops moved from the
bustling downtown area to Yorkville in the
1950s, and in the 1960s the area became a
mecca for the counterculture. Canadian
musicians such as Joni Mitchell, Neil Young,
and Gordon Lightfoot spent the early part
of their careers playing in venues around
Yorkville. 

The area became gentrified in the 1980s
and 1990s, and coffee houses and head
shops gave way to high-end boutiques, art
galleries, and trendy restaurants. 

Today Yorkville is bounded by Bloor
Street, Yonge Street, Avenue Road, and
Davenport Road and is known as an up-
scale dining and shopping area. Bloor Street
West is dotted with shops such as Tiffany’s,
Cartier, Holt Renfrew, and Hermès.

Other popular Yorkville stores include
Birks, which is known for its jewelry, and
William Ashley’s, which sells fine china. 

The neighborhood retains much of its
old-world charm from the 1850s; cobble-
stone lanes extend from busy streets lined
with antique shops, cafés, art galleries, and
wrought-iron benches. Specialty gifts and
fashions can be found in Hazleton Lanes,
a striking shopping center built around a
series of courtyards. 

September in Yorkville is prime time for
celebrity spotting—each year the Toronto
International Film Festival draws celebrities
to Yorkville and its theaters.

Yorkville is accessible by subway via the
Bay or Yonge/Bloor stops. 

Though it is just a mile or two south of
Yorkville, Toronto’s Chinatown is worlds

largest gay communities in North Amer-
ica. In addition to its many restaurants and
street cafés, Gay Village is packed with
trendy nightspots and bars. 

Zelda’s and Woody’s along Church
Street are popular local bars, as is El Con-
vento Rico on College Street, a lively club
where Latino music provides the beat for
the crowd on the dance floor. 

The Showtime series “Queer as Folk”
is not actually shot in Pittsburgh, where the
storyline is set, but in Gay Village.

No visit to Toronto is complete without
a stop at St. Lawrence Market, known both
as a neighborhood and a market.

The market is located in the oldest part
of town. In 1793, when the town of York
(now Toronto) was established, the town’s
center stood at the corner of Front and
Jarvis streets. A market stood a block away
in a building that also housed the city coun-
cil chambers. 

Though a fire destroyed most of the
neighborhood in 1849, St. Lawrence Mar-
ket was rebuilt around the turn of the 20th
century and now comprises two buildings
that stand on Front Street. 

The north building, open only on Sat-
urdays, offers some of the area’s best pro-
duce. The south building is home to dozens
of permanent stalls where vendors sell
meats, cheeses, breads, and crafts and is
open each day of the week. ■

away, populated by about 400,000 Chinese-
Canadian residents. It is centered at the in-
tersection of Dundas Street West and Spad-
ina Road. 

Chinatown formed around the turn of
the century as immigrants began arriving
from China, and by 1935 there were 300
Chinese laundries within a four-block ra-
dius. The population of Chinese immigrants
grew rapidly between the mid-1940s and
1960 and included students, laborers, and
business leaders from Hong Kong and Chi-
nese communities in other countries. In the
past 15 to 20 years, new throngs of Chi-
nese immigrants have fanned out to form
five additional Chinatowns, most of which
are located in the city’s suburbs. 

Streets signs in the main area of China-
town, centered at the intersection of Dun-
das Street West and Spadina Avenue, ap-
pear in Chinese and English. The open-air

food stalls, souvenir stores, and restaurants
entice visitors to tarry a while. 

At Dragon City, a shopping mall at the
corner of Spadina and Dundas, visitors can
buy Chinese herbs and preserves, as well as
Asian books, music, and clothes. 

Some of the city’s best Asian food can
be found in Chinatown. At the Bright Pearl
Seafood Restaurant on Spadina Road, carts
of dim sum tantalize diners throughout the
day. 

Just as lively is Toronto’s Greektown, or
The Danforth, because it runs along Dan-
forth Street on the east side of the city.
Many of the street signs are in Greek and
English, and Greek restaurants, pastry
shops, and produce stands abound. 

Around the turn of the century, the area
around Danforth was primarily Anglo-
Saxon, and later Italian. It was not until the
1950s that Greek immigrants who arrived
in Ontario to work on the railroads and
mines began to flock to the Danforth area.

Today, Toronto’s Greek population is
the second largest outside of Greece, mak-
ing it the perfect location for the 2002
movie “My Big Fat Greek Wedding.” The
largest Greek population resides in the
Queens borough of New York City.

The area along Church and Wellesley
streets, known as Gay Village, is located
downtown, just a short walk east from the
Wellesley Station. It is home to one of the

Walkable Neighborhoods
Spotlight Diverse Cultures
Toronto’s diversity is probably best exemplified by its neighborhoods,
which, though close in proximity, are wonderfully dissimilar from one
another.

BY EVE BENDER

Get Walking!

Overview of Toronto’s neighborhoods:
www.123toronto.com/toronto-neigh-
borhoods.htm; www.torcon3.on.ca/
outside/neighborhoods.html

Chinatown: www.showmetoronto.com/
toronto_tour_chinatown.htm

The Danforth: http://danforthtoronto.
com/tour/

Gay Village: www.angelfire.com/
home/qaf/toronto.html

St. Lawrence Marrket: www.
stlawrencemarket.com/
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sumption alter the effectiveness of psychi-
atric medications? Are there shared factors
that contribute to the risk of AUDs and
other psychiatric disorders? How might
practitioners comprehensively address the
need for specialized follow-up and refer-
rals for people with addiction and co-oc-
curring disorders? Several NIAAA-sup-
ported sessions are designed to offer
information on advances in dual diagnosis,
screening and brief intervention, and ther-
apy.

Alcohol and Adolescent Development 
According to Li, alcohol is the drug of

choice among adolescents, and addressing
alcohol disorders in young people remains
a priority. Even as increasing scientific in-
terest is shedding light on the effects of al-
cohol consumption on adolescent devel-
opment, important opportunities exist for
practitioners to address alcohol-related
problems in young patients. 

Li said, “This is the intersection where
science and medicine can make significant
progress, both by integrating screening and
diagnosis for alcohol disorders in adolescents,
as well as by influencing policy decisions about
prevention, intervention, and treatment to
safeguard the health of young people.” 

A special symposium titled “Alcohol Use
Disorders and Psychiatric Comorbidity”
addresses important challenges in the psy-
chiatric assessment and management of ado-
lescents with AUDs and co-occurring men-
tal illness. The objective of the session,
which will be chaired by NIAAA Associate
Director Howard B. Moss, M.D., is to in-
form clinical practitioners of research find-
ings on the assessment and treatment of
adolescent AUDs and specific comorbidi-
ties.

Bridging Research, Practice, and Policy
NIAAA and APA organizers have put

together a wide range of sessions that fea-
ture leading specialists in pharmacother-
apy, genetics, the neurobiology of alco-
holism, and other fields. 

Two sessions chaired by Mark L. Wil-
lenbring, M.D., director of NIAAA’s Divi-
sion of Treatment and Recovery Research,
emphasize practical techniques for screen-
ing and brief intervention, motivational en-
hancement strategies, and the use of med-
ications for AUDs and comorbid disorders
in general psychiatric practice. The presen-
tations highlight an important resource for
psychiatrists and mental health profession-
als, NIAAA’s 2005 edition of Helping Patients
Who Drink Too Much—A Clinician’s Guide.

A number of presentations focus on
NESARC, the largest study ever conducted
of the co-occurrence of psychiatric disorders
among U.S. adults. The study’s director,
Bridget F. Grant, Ph.D., chief of NIAAA’s
Laboratory of Epidemiology and Biome-
try, will co-chair several sessions, including
the symposium “Substance Use Disorders:
Planning a Research Agenda for DSM-V,”
a look ahead at critical questions related to
revisions in the criteria and definitions fun-
damental to psychiatry. 

Finally, the symposium “Taking Science
to Policy: Efforts to Reduce Harm Related
to Alcohol Misuse” considers how mental
health experts can leverage their unique ex-
pertise to promote policy changes. Case
studies on underage drinking, drunken driv-
ing, and trauma-center policies are reviewed
in this session, which will be co-chaired by
Willenbring and Ralph W. Hingson, Sc.D.,
director of NIAAA’s Division of Epidemi-
ology and Prevention Research.

Each of the NIAAA sessions is noted in
the annual meeting program as a “Collab-
orative Session With the National Institute
on Alcohol Abuse and Alcoholism.” ■

“This promises to be a terrific track at
the annual meeting,” said Eric Strain, M.D.,
chair of APA’s Council on Addiction Psy-
chiatry. “Along with NIAAA’s release of its
new publication, Helping Patients Who Drink
Too Much—A Clinician’s Guide, the track will
give general psychiatrists substantial op-
portunities to update their clinical skills and
learn about recent research findings related
to alcohol use disorders.”

In keeping with the theme of this year’s
meeting, “From Science to Public Policy:
Advocacy for the Profession and Patients,”
several sessions address the mental health
profession’s broader influence on public
policy in areas such as college drinking and
the prevention of underage drinking. Other
presentations explore the potential impact of

At APA’s 2006 annual meeting
in Toronto, the National In-
stitute on Alcohol Abuse and
Alcoholism (NIAAA) is col-
laborating with APA on a se-

ries of sessions on recent advances in un-
derstanding and treating alcohol use
disorders (AUDs) and highlighting issues
related to the co-occurrence of AUDs with
other drug use and mental disorders. 

The collaborative sessions include more
than 50 lectures, workshops, and symposia
by nationally recognized experts. They ex-
plore the latest findings on at-risk drink-
ing, alcoholism, and comorbidity and fea-
ture new resources and techniques in
pharmacotherapy, screening, and other im-
portant clinical advances.

data from recent studies—including NIAAA’s
National Epidemiologic Survey on Alcohol
and Related Conditions (NESARC)—on de-
veloping the next edition of the Diagnostic
and Statistical Manual of Mental Disorders
(DSM-V).

Comorbidity a Key Issue
NESARC data indicated that almost 40

percent of people who reported a major de-
pressive episode in their lifetime also had
experienced AUDs. Significant rates of co-
morbidity were also found with co-existing
anxiety disorders, antisocial syndromes, and
other conditions, according to NIAAA Di-
rector Ting-Kai Li, M.D. 

These data not only clarify the extent
and severity of comorbidity, but also have
immediate clinical implications. How can
practitioners best screen for and diagnose
alcohol problems among psychiatric pa-
tients? To what extent does alcohol misuse
impact on psychiatric treatment? What
types of interventions are effective among
patients with comorbid alcohol and men-
tal disorders? Does heavy alcohol con-

NIAAA Series Showcases Latest 
In Research, Clinical Advances
Wide-ranging presentations in the series will stress the translation of
research advances into clinical practice.

Sunday, May 21, 2006
Lunch: 1:00–1:30 PM

Scientific Program: 1:30–4:30 PM

1:00 PM Lunch

1:30 Welcome and Introduction
Steven P. Roose, MD—Chairman
Columbia University and the New York State 

Psychiatric Institute

1:40 Vascular Disease: Mechanisms Underlying the
Relationship*
Dominique Musselman, MD 
Emory University School of Medicine

2:10 The Bidirectional Relationship Between Diabetes and
Depression*
Sanjay J. Mathew, MD
Mount Sinai School of Medicine

2:40 Post-Stroke Depression and the Vascular Depression
Hypothesis*
David C. Steffens, MD
Duke University Medical Center

3:10 Vascular Disease and Depression: Challenges in
Management and Treatment*
Christopher M. O’Connor, MD 
Duke University Medical Center

3:40 Clinical Treatment Perspectives: A Focus on Diagnosis
and Safety*
J. Craig Nelson, MD 
University of California, San Francisco School of Medicine

4:10 Panel Discussion and Q & A Session

4:30 Conclusion

*Each presentation will include 5 minutes for audience questions.

Interrupting
the Cycle of 

Vascular Disease
and Depression

Held at the APA 2006 Annual Meeting

Fairmont Royal York Hotel
Convention Floor Concert Hall
Toronto, Canada

Educational Objectives
At the conclusion of this program, participants should be able to

n Understand the mechanisms that underlie the relationship between 
vascular disease and depression

n Identify the relationship between depression and metabolism as it
relates to diabetes

n Recognize the impact that stroke has on the development of 
depression

n Manage and treat patients who present with comorbid depression
and vascular disease

n Implement safe and effective treatments for patients with vascular 
disease and depression

The American Psychiatric Association (APA) is accredited by the
Accreditation Council for Continuing Medical Education to provide 
continuing medical education for physicians.

The APA designates this educational activity for up to 3 hours in 
category 1 credit toward the AMA Physician’s Recognition Award and
for the CME requirement of the APA. Each physician should claim only
those hours of credit that he/she actually spent in the educational
activity.

Attendees must be registered for the APA Annual Meeting to attend
this symposium. Seating is limited and will be based on a first-come,
first-served basis. For more information about the meeting, please 
visit the APA Web site at www.psych.org or contact the APA at 
1-888-357-7924 (within the US or Canada) or 703-907-7300.

Supported by an educational grant from Forest Pharmaceuticals, Inc.

Sponsored by the 
American Psychiatric Association



PEXEVA® (paroxetine mesylate) tablets
BRIEF SUMMARY: See full prescribing information for complete details about PEXEVA.

Suicidality in Children and Adolescents: Antidepressants increased the risk of suicidal thinking
and behavior (suicidality) in short-term studies in children and adolescents with major
depressive disorder (MDD) and other psychiatric disorders. Anyone considering the use of
paroxetine mesylate or any other antidepressant in a child or adolescent must balance this risk
with the clinical need. Patients who are started on therapy should be observed closely for
clinical worsening, suicidality, or unusual changes in behavior. Families and caregivers should
be advised of the need for close observation and communication with the prescriber. PEXEVA®

(paroxetine mesylate) is not approved for use in pediatric patients. (See Warnings and
Precautions:  Pediatric Use). Pooled analyses of short-term (4 to 16 weeks) placebo-controlled
trials of 9 antidepressant drugs (SSRIs and others) in children and adolescents with major
depressive disorder (MDD), obsessive compulsive disorder (OCD), or other psychiatric disorders
(a total of 24 trials involving over 4400 patients) have revealed a greater risk of adverse events
representing suicidal thinking or behavior (suicidality) during the first few months of treatment
in those receiving antidepressants. The average risk of such events in patients receiving
antidepressants was 4%, twice the placebo risk of 2%. No suicides occurred in these trials.

CONTRAINDICATIONS: Concomitant use in patients taking either monoamine oxidase inhibitors (MAOIs)
or thioridazine is contraindicated. PEXEVA (paroxetine mesylate) tablets are contraindicated in patients
with a hypersensitivity to paroxetine or any of the inactive ingredients in PEXEVA (paroxetine mesylate)
tablets. WARNINGS: Clinical Worsening and Suicide Risk: Patients with major depressive disorder
(MDD), both adult and pediatric, may experience worsening of their depression and/or the emergence of
suicidal ideation and behavior (suicidality) or unusual changes in behavior, whether or not they are taking
antidepressant medications, and this risk may persist until significant remission occurs. There has been
a long-standing concern that antidepressants may have a role in inducing worsening of depression and
the emergence of suicidality in certain patients. Antidepressants increased the risk of suicidal thinking
and behavior (suicidality) in short-term studies in children and adolescents with major depressive
disorder (MDD) and other psychiatric disorders. Pooled analyses of short-term placebo-controlled trials
of 9 antidepressant drugs (SSRIs and others) in children and adolescents with MDD, OCD, other

psychiatric disorders (a total of 24 trials involving over 4400 patients) have revealed a greater risk of
adverse events representing suicidal behavior or thinking (suicidality) during the first few months of
treatment in those receiving antidepressants. The average risk of such events in patients receiving
antidepressants was 4%, twice the placebo risk of 2%. There was considerable variation in risk among
drugs, but a tendency toward an increase for almost all drugs studied. The risk of suicidality was most
consistently observed in the MDD trials, but there were signals of risk arising from some trials in other
psychiatric indications (obsessive compulsive disorder and social anxiety disorder) as well. No suicides
occurred in any of these trials. It is unknown whether the suicidality risk in pediatric patients extends
to longer-term use, i.e., beyond several months. It is also unknown whether the suicidality risk extends
to adults. All pediatric patients being treated with antidepressants for any indication should be
observed closely for clinical worsening, suicidality, and unusual changes in behavior, especially
during the initial few months of a course of drug therapy, or at times of dose changes, either
increases or decreases. Such observation would generally include at least weekly face-to-face
contact with patients or their family members or caregivers during the first 4 weeks of treatment,
then every other week visits for the next 4 weeks, then at 12 weeks, and as clinically indicated
beyond 12 weeks. Additional contact by telephone may be appropriate between face-to-face
visits. Adults with MDD or co-morbid depression in the setting of other psychiatric illness being
treated with antidepressants should be observed similarly for clinical worsening and suicidality,
especially during the initial few months of a course of drug therapy, or at times of dose changes,
either increases or decreases. The following symptoms, anxiety, agitation, panic attacks, insomnia,
irritability, hostility, aggressiveness, impulsivity, akathisia (psychomotor restlessness), hypomania, and
mania, have been reported in adult and pediatric patients being treated with antidepressants for major
depressive disorder as well as for other indications, both psychiatric and nonpsychiatric. Although a
causal link between the emergence of such symptoms and either the worsening of depression and/or
the emergence of suicidal impulses has not been established, there is concern that such symptoms may
represent precursors to emerging suicidality. Consideration should be given to changing the therapeutic
regimen, including possibly discontinuing the medication, in patients whose depression is persistently
worse, or who are experiencing emergent suicidality or symptoms that might be precursors to worsening
depression or suicidality, especially if these symptoms are severe, abrupt in onset, or were not part of
the patient’s presenting symptoms. If the decision has been made to discontinue treatment, medication
should be tapered, as rapidly as is feasible, but with recognition that abrupt discontinuation can be

associated with certain symptoms (see PRECAUTIONS and DOSAGE AND ADMINISTRATION -
Discontinuation of Treatment with Paroxetine, for a description of the risks of discontinuation of
paroxetine). Families and caregivers of pediatric patients being treated with antidepressants for
major depressive disorder or other indications, both psychiatric and nonpsychiatric, should be
alerted about the need to monitor patients for the emergence of agitation, irritability, unusual
changes in behavior, and the other symptoms described above, as well as the emergence of
suicidality, and to report such symptoms immediately to health care providers. Such monitoring
should include daily observation by families and caregivers. Prescriptions for PEXEVA (paroxetine
mesylate) should be written for the smallest quantity of tablets consistent with good patient
management, in order to reduce the risk of overdose. Families and caregivers of adults being treated for
depression should be similarly advised. Screening Patients for Bipolar Disorder: A major depressive
episode may be the initial presentation of bipolar disorder. It is generally believed that treating such an
episode with an antidepressant alone may increase the likelihood of precipitation of a mixed/manic
episode in patients at risk for bipolar disorder. Whether any of the symptoms described above represent
such a conversion is unknown. However, prior to initiating treatment with an antidepressant, patients
with depressive symptoms should be adequately screened to determine if they are at risk for bipolar
disorder; such screening should include a detailed psychiatric history, including a family history of
suicide, bipolar disorder, and depression. It should be noted that PEXEVA (paroxetine mesylate) is not
approved for use in treating bipolar depression. Potential for Interaction with Monoamine Oxidase
Inhibitors: In patients receiving another serotonin reuptake inhibitor drug in combination with a
monoamine oxidase inhibitor (MAOI), there have been reports of serious, sometimes fatal,
reactions including hyperthermia, rigidity, myoclonus, autonomic instability with possible rapid
fluctuations of vital signs, and mental status changes that include extreme agitation progressing
to delirium and coma. These reactions have also been reported in patients who have recently
discontinued that drug and have been started on a MAOI. Some cases presented with features
resembling neuroleptic malignant syndrome. While there are no human data showing such an
interaction with paroxetine, limited animal data on the effects of combined use of paroxetine and
MAOIs suggest that these drugs may act synergistically to elevate blood pressure and evoke
behavioral excitation. Therefore, it is recommended that paroxetine not be used in combination
with a MAOI, or within 14 days of discontinuing treatment with a MAOI. At least 2 weeks should
be allowed after stopping PEXEVA before starting a MAOI. Potential Interaction with Thioridazine:
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When treating depressed patients with associated anxiety symptoms

Here’s what PEXEVA® can do

FREE SAMPLE OFFER
To receive 14-day trial vouchers for 10-mg or 20-mg tablets
CALL 1-877-493-3619

PLACEBO

27%

PEXEVA®

46%

HAMD-Total score

PLACEBO

26%

PEXEVA®

44%

HAMD-Anxiety subfactor

Significant reduction in Hamilton Depression Rating Scale (HAMD)1*

REDUCTIONREDUCTION REDUCTIONREDUCTION

Please see Brief Summary of Prescribing Information, including Black Boxed WARNING and Pregnancy Warning, on bottom of page.

Indications PEXEVA® is indicated for the treatment of major depressive disorder, obsessive compulsive disorder, and panic disorder. 

Important Safety Information Suicidality in Children and Adolescents: Antidepressants increased the risk of suicidal thinking and behavior (suicidality) 
in short-term studies in children and adolescents with major depressive disorder (MDD) and other psychiatric disorders. Anyone considering the use of
paroxetine mesylate or any other antidepressant in a child or adolescent must balance this risk with the clinical need. Patients who are started on therapy
should be observed closely for clinical worsening, suicidality, or unusual changes in behavior. Families and caregivers should be advised of the need for
close observation and communication with the prescriber. PEXEVA® (paroxetine mesylate) is not approved for use in pediatric patients. (See Warnings 
and Precautions: Pediatric Use in full Prescribing Information.) 

Pooled analyses of short-term (4 to 16 weeks) placebo-controlled trials of 9 antidepressant drugs (SSRIs and others) in children and adolescents with
major depressive disorder (MDD), obsessive compulsive disorder (OCD), or other psychiatric disorders (a total of 24 trials involving over 4400 patients)
have revealed a greater risk of adverse events representing suicidal thinking or behavior (suicidality) during the first few months of treatment in those
receiving antidepressants. The average risk of such events in patients receiving antidepressants was 4%, twice the placebo risk of 2%. No suicides
occurred in these trials.

Adult patients with MDD or comorbid depression in the setting of other psychiatric illness being treated with antidepressants should be observed similarly 
for clinical worsening and suicidality, especially during the initial few months of a course of drug therapy, or at times of dose changes, either increases or
decreases. Concomitant use of PEXEVA® in patients taking monoamine oxidase inhibitors (MAOIs) or thioridazine is contraindicated. PEXEVA® (paroxetine
mesylate) tablets are contraindicated in patients with a hypersensitivity to paroxetine or any of the inactive ingredients in PEXEVA® (paroxetine mesylate)
tablets.The most common adverse events (incidence of 5% or greater and incidence for PEXEVA® at least twice that for placebo) include asthenia, 
sweating, nausea, dry mouth, constipation, decreased appetite, somnolence, dizziness, insomnia, libido decreased, tremor, nervousness, abnormal
ejaculation, impotence, other male genital disorders, and female genital disorders.

Reference: 1. Claghorn J. A double-blind comparison of paroxetine and placebo in the treatment of depressed outpatients. Int Clin Psychopharmacol. 1992;6(suppl 4):25-30. 

*Combined analysis of 4 double-blind, placebo-controlled, 6-week clinical studies with matching protocols.1



Thioridazine administration alone produces prolongation of the QTc interval, which is associated
with serious ventricular arrhythmias, such as torsade de pointes-type arrhythmias, and sudden
death. This effect appears to be dose-related. An in vivo study suggests that drugs which inhibit
P450IID6, such as paroxetine, will elevate plasma levels of thioridazine. Therefore, it is
recommended that paroxetine not be used in combination with thioridazine. Usage in Pregnancy:
Teratogenic Effects: Epidemiological studies have shown that infants born to women who had first
trimester paroxetine exposure had an increased risk of cardiovascular malformations, primarily
ventricular and atrial septal defects (VSDs and ASDs). In general, septal defects range from those that
are symptomatic and may require surgery to those that are asymptomatic and may resolve
spontaneously. If a patient becomes pregnant while taking paroxetine, she should be advised of the
potential harm to the fetus. Unless the benefits of paroxetine to the mother justify continuing treatment,
consideration should be given to either discontinuing paroxetine therapy or switching to another
antidepressant. For women who intend to become pregnant or are in their first trimester of pregnancy,
paroxetine should only be initiated after consideration of the other available treatment options. A study
based on Swedish national registry data evaluated infants of 6,896 women exposed to antidepressants
in early pregnancy (5,123 women exposed to SSRIs; including 815 for paroxetine). Infants exposed to
paroxetine in early pregnancy had an increased risk of cardiovascular malformations (primarily VSDs and
ASDs) compared to the entire registry population (OR 1.8; 95% confidence interval 1.1-2.8). The rate of
cardiovascular malformations following early pregnancy paroxetine exposure was 2% vs. 1% in the
entire registry population. Among the same paroxetine exposed infants, an examination of the data
showed no increase in the overall risk for congenital malformations. A separate retrospective cohort
study using US United Healthcare data evaluated 5,956 infants of mothers dispensed paroxetine or other
antidepressants during the first trimester (n = 815 for paroxetine). This study showed a trend towards
an increased risk for cardiovascular malformations for paroxetine compared to other antidepressants (OR
1.5; 95% confidence interval 0.8-2.9). The prevalence of cardiovascular malformations following first
trimester dispensing was 1.5% for paroxetine vs. 1% for other antidepressants. Nine out of 12 infants
with cardiovascular malformations whose mothers were dispensed paroxetine in the first trimester had
VSDs. This study also suggested an increased risk of overall major congenital malformations (inclusive
of the cardiovascular defects) for paroxetine compared to other antidepressants (OR 1.8; 95% confidence
interval 1.2-2.8). The prevalence of all congenital malformations following first trimester exposure was
4% for paroxetine vs. 2% for other antidepressants. Animal Findings: Reproduction studies were
performed at doses up to 50 mg/kg/day in rats and 6 mg/kg/day in rabbits administered during
organogenesis. These doses are approximately 8 (rat) and 2 (rabbit) times the MRHD on an mg/m2 basis.
These studies have revealed no evidence of teratogenic effects. However, in rats, there was an increase
in pup deaths during the first 4 days of lactation when dosing occurred during the last trimester of
gestation and continued throughout lactation. This effect occurred at a dose of 1 mg/kg/day or
approximately one-sixth of the MRHD on an mg/m2 basis. The no-effect dose for rat pup mortality was
not determined. The cause of these deaths is not known. Nonteratogenic Effects: Neonates exposed to
PEXEVA and other SSRIs or serotonin and norepinephrine reuptake inhibitors (SNRIs) late in the third
trimester have developed complications requiring prolonged hospitalization, respiratory support, and
tube feeding. Such complications can arise immediately upon delivery. Reported clinical findings have
included respiratory distress, cyanosis, apnea, seizures, temperature instability, feeding difficulty,
vomiting, hypoglycemia, hypotonia, hypertonia, hyperreflexia, tremor, jitteriness, irritability, and constant
crying. These features are consistent with either a direct toxic effect of SSRIs and SNRIs or, possibly, a
drug discontinuation syndrome. It should be noted that, in some cases, the clinical picture is consistent
with serotonin syndrome. There have also been postmarketing reports of premature births in pregnant
women exposed to paroxetine or other SSRIs. When treating a pregnant woman with paroxetine during
the third trimester, the physician should carefully consider the potential risks and benefits of treatment.
PRECAUTIONS: General: Activation of Mania/Hypomania: During premarketing testing, hypomania or
mania occurred in approximately 1.0% of paroxetine-treated unipolar patients compared to 1.1% of
active-control and 0.3% of placebo-treated unipolar patients. In a subset of patients classified as bipolar,
the rate of manic episodes was 2.2% for paroxetine and 11.6% for the combined active-control groups.
Paroxetine should be used cautiously in patients with a history of mania. Seizures: During premarketing
testing, seizures occurred in 0.1% of paroxetine-treated patients, a rate similar to that associated with
other drugs effective in the treatment of major depressive disorder. Paroxetine should be used cautiously
in patients with a history of seizures. It should be discontinued in any patient who develops seizures.
Because of well-established comorbidity between major depressive disorder and other psychiatric
disorders, the same precautions observed when treating patients with major depressive disorder should
be observed when treating patients with other psychiatric disorders. Discontinuation of Treatment
with Paroxetine: Recent clinical trials supporting the various approved indications for paroxetine
employed a taper-phase regimen, rather than an abrupt discontinuation of treatment. The taper-phase
regimen used in GAD and PTSD clinical trials involved an incremental decrease in the daily dose by 10
mg/day at weekly intervals. When a daily dose of 20 mg/day was reached, patients were continued on
this dose for 1 week before treatment was stopped. With this regimen in those studies, the following
adverse events were reported for paroxetine at an incidence at least twice that reported for placebo:
abnormal dreams, paresthesia, and dizziness. In the majority of patients, these events were mild to
moderate and were self-limiting and did not require medical intervention. During paroxetine marketing
and other SSRIs and SNRIs (Serotonin and Norepinephrine Reuptake Inhibitors), there have been
spontaneous reports of adverse events occurring upon the discontinuation of these drugs (particularly
when abrupt), including the following: dysphoric mood, irritability, agitation, dizziness, sensory
disturbances (e.g. paresthesias such as electric shock sensations), anxiety, confusion, headache,
lethargy, emotional lability, insomnia, and hypomania. While these events are generally self-limiting,
there have been reports of serious discontinuation symptoms. Patients should be monitored for these
symptoms when discontinuing treatment with paroxetine. A gradual reduction in the dose, rather than
abrupt cessation, is recommended whenever possible. If intolerable symptoms occur following a
decrease in the dose or upon discontinuation of treatment, then resuming the previously prescribed dose
may be considered. Subsequently, the physician may continue decreasing the dose but at a more gradual
rate. Hyponatremia: Several cases of hyponatremia have been reported. The hyponatremia appeared to
be reversible when paroxetine was discontinued. The majority of these occurrences have been in elderly
individuals, some in patients taking diuretics or who were otherwise volume depleted. Abnormal
Bleeding: Published case reports have documented the occurrence of bleeding episodes in patients
treated with psychotropic drugs that interfere with serotonin reuptake. Subsequent epidemiological
studies, both of the case-control and cohort design, have demonstrated an association between use of
psychotropic drugs that interfere with serotonin reuptake and the occurrence of upper gastrointestinal
bleeding. In two studies, concurrent use of a nonsteroidal anti-inflammatory drug (NSAID) or aspirin
potentiated the risk of bleeding. Although these studies focused on upper gastrointestinal bleeding, there
is reason to believe that bleeding at other sites may be similarly potentiated. Patients should be
cautioned regarding the risk of bleeding associated with the concomitant use of paroxetine with NSAIDS,
aspirin, or other drugs that affect coagulation. Use in Patients with Concomitant Illness: Clinical
experience with paroxetine in patients with certain concomitant systemic illness is limited. Caution is
advisable in using paroxetine in patients with diseases or conditions that could affect metabolism or
hemodynamic responses. Mydriasis has been infrequently reported in the premarketing studies with
paroxetine. A few cases of acute angle closure glaucoma associated with paroxetine therapy have been
reported in the literature. As mydriasis can cause acute angle closure in patients with narrow angle
glaucoma, caution should be used when paroxetine is prescribed for patients with narrow angle
glaucoma. Paroxetine 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 clinical studies during the product’s premarket testing. Increased plasma concentrations of
paroxetine occur in patients with severe renal impairment (creatinine clearance <30 ml/min) or severe
hepatic impairment. A lower starting dose should be used in such patients. Information for Patients:
Prescribers or other health professionals should inform patients, their families, and their caregivers about
the benefits and risks associated with treatment with paroxetine mesylate and should counsel them in
its appropriate use. A patient Medication Guide About Using Antidepressants in Children and Teenagers
is available for paroxetine mesylate. The prescriber or health professional should instruct patients, their
families, and their caregivers to read the Medication Guide and should assist them in understanding its
contents. Patients should be given the opportunity to discuss the contents of the Medication Guide and
to obtain answers to any questions they may have. The complete text of the Medication Guide is available
in the full prescribing information. Patients should be advised of the following issues and asked to alert
their prescriber if these occur while taking paroxetine mesylate. Clinical Worsening and Suicide Risk:
Patients, their families, and their caregivers should be encouraged to be alert to the emergence of
anxiety, agitation, panic attacks, insomnia, irritability, hostility, aggressiveness, impulsivity, akathisia
(psychomotor restlessness), hypomania, mania, other unusual changes in behavior, worsening of
depression, and suicidal ideation, especially early during antidepressant treatment and when the dose is
adjusted up or down. Families and caregivers of patients should be advised to observe for the emergence
of such symptoms on a day-to-day basis, since changes may be abrupt. Such symptoms should be
reported to the patient’s prescriber or health professional, especially if they are severe, abrupt in onset,
or were not part of the patient’s presenting symptoms. Symptoms such as these may be associated with
an increased risk for suicidal thinking and behavior and indicate a need for very close monitoring and
possibly changes in the medication. Interference with Cognitive and Motor Performance: Any
psychoactive drug may impair judgment, thinking, or motor skills. Patients should be cautioned about
operating hazardous machinery, including automobiles, until they are reasonably certain that paroxetine
therapy does not affect their ability to engage in such activities. Completing Course of Therapy: While
patients may notice improvement with paroxetine therapy in 1 to 4 weeks, they should be advised to
continue therapy as directed. Concomitant Medication: Patients should be advised to inform their
physician if they are taking, or plan to take, any prescription or over-the-counter drugs, since there is a
potential for interactions. Patients should be made aware that paroxetine, the active ingredient in
PEXEVA, is also the active ingredient of Paxil® (paroxetine hydrochloride) and that these two medications
should not be taken concomitantly. Alcohol: Patients should be advised to avoid alcohol while taking
PEXEVA. Pregnancy: Patients should be advised to notify their physician if they become pregnant or
intend to become pregnant during therapy. Nursing: Patients should be advised to notify their physician
if they are breast-feeding an infant. Paxil® (paroxetine hydrochloride): Paroxetine, the active ingredient
in PEXEVA, is also the active ingredient of Paxil®. Thus, these two agents should not be coadministered.
Drug interactions: Tryptophan: As with other serotonin reuptake inhibitors, an interaction between
paroxetine and tryptophan may occur when they are co-administered. Adverse experiences, consisting
primarily of headache, nausea, sweating, and dizziness, have been reported when tryptophan was
administered to patients taking paroxetine. Consequently, concomitant use of paroxetine with tryptophan
is not recommended. Monoamine Oxidase Inhibitors: See CONTRAINDICATIONS and WARNINGS.
Thioridazine: See CONTRAINDICATIONS and WARNINGS. Warfarin: Preliminary data suggest that there
may be a pharmacodynamic interaction (that causes an increased bleeding diathesis in the face of
unaltered prothrombin time) between paroxetine and warfarin. Since there is little clinical experience, the
concomitant administration of paroxetine and warfarin should be undertaken with caution. Sumatriptan:
There have been rare postmarketing reports describing patients with weakness, hyperreflexia, and
incoordination following the use of a selective serotonin reuptake inhibitor (SSRI) and sumatriptan. If
concomitant treatment with sumatriptan and an SSRI (e.g., fluoxetine, fluvoxamine, paroxetine,
sertraline) is clinically warranted, appropriate observation of the patient is advised. Drugs Affecting
Hepatic Metabolism: The metabolism and pharmacokinetics of paroxetine may be affected by the
induction or inhibition of drug-metabolizing enzymes. Cimetidine–Cimetidine inhibits many cytochrome
P450 (oxidative) enzymes. In a study where paroxetine (30 mg q.d.) was dosed orally for 4 weeks,
steady-state plasma concentrations of paroxetine were increased by approximately 50% during co-
administration with oral cimetidine (300 mg t.i.d.) for the final week. Therefore, when these drugs are
administered concurrently, dosage adjustment of paroxetine after the 20 mg starting dose should be
guided by clinical effect. The effect of paroxetine on cimetidine’s pharmacokinetics was not studied.
Phenobarbital–Phenobarbital induces many cytochrome P450 (oxidative) enzymes. When a single oral
30 mg dose of paroxetine was administered at phenobarbital steady state (100 mg q.d. for 14 days),
paroxetine AUC and T1/2 were reduced (by an average of 25% and 38%, respectively) compared to
paroxetine administered alone. The effect of paroxetine on phenobarbital pharmacokinetics was not
studied. Since paroxetine exhibits nonlinear pharmacokinetics, the results of this study may not address
the case where the 2 drugs are both being chronically dosed. No initial paroxetine dosage adjustment is
considered necessary when co-administered with phenobarbital; any subsequent adjustment should be
guided by clinical effect. Phenytoin–When a single oral 30 mg dose of paroxetine was administered at
phenytoin steady state (300 mg q.d. for 14 days), paroxetine AUC and T1/2 were reduced (by an average
of 50% and 35%, respectively) compared to paroxetine administered alone. In a separate study, when a
single oral 300 mg dose of phenytoin was administered at paroxetine steady state (30 mg q.d. for 14
days), phenytoin AUC was slightly reduced (12% on average) compared to phenytoin administered alone.
Since both drugs exhibit nonlinear pharmacokinetics, the above studies may not address the case where
the two drugs are both being chronically dosed. No initial dosage adjustments are considered necessary

when these drugs are co-administered; any subsequent adjustments should be guided by clinical effect.
Drugs Metabolized by Cytochrome P450IID6: Many drugs, including most drugs effective in the
treatment of major depressive disorder (paroxetine, other SSRIs and many tricyclics), are metabolized by
the cytochrome P450 isozyme P450IID6. Like other agents that are metabolized by P450IID6, paroxetine
may significantly inhibit the activity of this isozyme. In most patients (>90%), this P450IID6 isozyme is
saturated early during paroxetine dosing. In one study, daily dosing of paroxetine (20 mg q.d.) under
steady-state conditions increased single dose desipramine (100 mg) Cmax, AUC, and T1/2 by an average of
approximately two-, five-, and three-fold, respectively. Concomitant use of paroxetine with other drugs
metabolized by cytochrome P450IID6 has not been formally studied but may require lower doses than
usually prescribed for either paroxetine or the other drug. Therefore, co-administration of PEXEVA with
other drugs that are metabolized by this isozyme, including certain  drugs effective in the treatment of
major depressive disorder (e.g., nortriptyline, amitriptyline, imipramine, desipramine, and fluoxetine),
phenothiazines, risperidone, and Type 1C antiarrhythmics (e.g., propafenone, flecainide, and encainide),
or that inhibit this enzyme (e.g., quinidine), should be approached with caution. However, due to the risk
of serious ventricular arrhythmias and sudden death potentially associated with elevated plasma levels
of thioridazine, paroxetine, and thioridazine should not be co-administered. At steady state, when the
P450IID6 pathway is essentially saturated, paroxetine clearance is governed by alternative P450
isozymes, which, unlike P450IID6, show no evidence of saturation. Drugs Metabolized by Cytochrome
P450IIIA4: An in vivo interaction study involving the co-administration under steady-state conditions of
paroxetine and terfenadine, a substrate for cytochrome P450IIIA4, revealed no effect of paroxetine on
terfenadine pharmacokinetics. In addition, in vitro studies have shown ketoconazole, a potent inhibitor of
P450IIIA4 activity, to be at least 100 times more potent than paroxetine as an inhibitor of the metabolism
of several substrates for this enzyme, including terfenadine, astemizole, cisapride, triazolam, and
cyclosporine. Based on the assumption that the relationship between paroxetine’s in vitro Ki and its lack
of effect on terfenadine’s in vivo clearance predicts its effect on other IIIA4 substrates, paroxetine’s extent
of inhibition of IIIA4 activity is not likely to be of clinical significance. Tricyclic Antidepressants (TCA):
Caution is indicated in the co-administration of tricyclic antidepressants (TCAs) with PEXEVA, because
paroxetine may inhibit TCA metabolism. Plasma TCA concentrations may need to be monitored and the
dose of TCA may need to be reduced, if a TCA is co-administered with PEXEVA. Drugs Highly Bound to
Plasma Protein: Because paroxetine is highly bound to plasma protein, administration of PEXEVA to a
patient taking another drug that is highly protein bound may cause increased free concentrations of the
other drug, potentially resulting in adverse events. Conversely, adverse effects could result from
displacement of paroxetine by other highly bound drugs. Drugs That Interfere With Hemostasis
(NSAIDs, Aspirin, Warfarin, etc.): Serotonin release by platelets plays an important role in hemostasis.
Epidemiological studies of the case-control and cohort design that have demonstrated an association
between use of psychotropic drugs that interfere with serotonin reuptake and the occurrence of upper
gastrointestinal bleeding have also shown that concurrent use of an NSAID or aspirin potentiated the risk
of bleeding. Thus, patients should be cautioned about the use of such drugs concurrently with paroxetine.
Alcohol: Patients should be advised to avoid alcohol while taking PEXEVA. Lithium: A multiple-dose
study has shown that there is no pharmacokinetic interaction between paroxetine and lithium carbonate.
However, since there is little clinical experience, the concurrent administration of paroxetine and lithium
should be undertaken with caution. Digoxin: The steady-state pharmacokinetics of paroxetine was not
altered when administered with digoxin at steady state. Mean digoxin AUC at steady state decreased by
15% in the presence of paroxetine. Since there is little clinical experience, the concurrent administration
of paroxetine and digoxin should be undertaken with caution. Diazepam: Under steady-state conditions,
diazepam does not appear to affect paroxetine kinetics. The effects of paroxetine on diazepam were not
evaluated. Procyclidine: Daily oral dosing of paroxetine (30 mg q.d.) increased steady-state AUC0-24,
Cmax and Cmin values of procyclidine (5 mg oral q.d.) by 35%, 37%, and 67%, respectively, compared to
procyclidine alone at steady state. If anticholinergic effects are seen, the dose of procyclidine should be
reduced. Beta-Blockers: In a study where propranolol (80 mg b.i.d.) was dosed orally for 18 days, the
established steady-state plasma concentrations of propranolol were unaltered during co-administration
with paroxetine (30 mg q.d.) for the final 10 days. The effects of propranolol on paroxetine have not been
evaluated. Theophylline: Reports of elevated theophylline levels associated with paroxetine treatment
have been reported. It is recommended that theophylline levels be monitored when these drugs are
concurrently administered. Carcinogenesis, Mutagenesis, Impairment of Fertility: Carcinogenesis:
Two-year carcinogenicity studies were conducted in rodents given paroxetine in the diet at 1, 5, and 25
mg/kg/day (mice) and 1, 5, and 20 mg/kg/day (rats). These doses are up to 2.4 (mouse) and 3.9 (rat)
times the maximum recommended human dose (MRHD) for major depressive disorder on a mg/m2 basis.
Because the MRHD for major depressive disorder is slightly less than that for OCD (50 mg vs. 60 mg),
the doses used in these carcinogenicity studies were only 2.0 (mouse) and 3.2 (rat) times the MRHD for
OCD. There was a significantly greater number of male rats in the high-dose group with reticulum cell
sarcomas (1/100, 0/50, 0/50, and 4/50 for control, low-, middle-, and high-dose groups, respectively)
and a significantly increased linear trend across groups for the occurrence of lymphoreticular tumors in
male rats. Although there was a dose-related increase in the number of tumors in mice, there was no
drug-related increase in the number of mice with tumors. The relevance of these findings to humans is
unknown. Mutagenesis: Paroxetine produced no genotoxic effects in a battery of 5 in vitro and 2 in vivo
assays that included the following: bacterial mutation assay, mouse lymphoma mutation assay,
unscheduled DNA synthesis assay, and tests for cytogenetic aberrations in vivo in mouse bone marrow
and in vitro in human lymphocytes and in a dominant lethal test in rats. Impairment of Fertility: A
reduced pregnancy rate was found in reproduction studies in rats at a dose of paroxetine of 15
mg/kg/day, which is 2.9 times the MRHD for major depressive disorder or 2.4 times the MRHD for OCD
on a mg/m2 basis. Irreversible lesions occurred in the reproductive tract of male rats after dosing in
toxicity studies for 2 to 52 weeks. These lesions consisted of vacuolation of epididymal tubular
epithelium at 50 mg/kg/day and atrophic changes in the seminiferous tubules of the testes with arrested
spermatogenesis at 25 mg/kg/day (9.8 and 4.9 times the MRHD for major depressive disorder; 8.2 and
4.1 times the MRHD for OCD and PD on a mg/m2 basis). Pregnancy: Pregnancy Category D. If a patient
becomes pregnant while taking paroxetine, she should be advised of the potential harm to the fetus.
Unless the benefits of paroxetine to the mother justify continuing treatment, consideration should be
given either to discontinuing paroxetine treatment or switching to another antidepressant. For women
who intend to become pregnant or are in their first trimester of pregnancy, paroxetine should only be
initiated after consideration of the other available treatment options. See WARNINGS—Usage in
Pregnancy: Teratogenic and Nonteratogenic Effects. Labor and Delivery: The effect of paroxetine on
labor and delivery in humans is unknown. Nursing Mothers: Like many other drugs, paroxetine is
secreted in human milk, and caution should be exercised when PEXEVA is administered to a nursing
woman. Pediatric Use: Safety and effectiveness in the pediatric population have not been established
(see BOX WARNING and WARNINGS–Clinical Worsening and Suicide Risk). Three placebo-controlled trials
in 752 pediatric patients with MDD have been conducted with paroxetine, and the data were not
sufficient to support a claim for use in pediatric patients. Anyone considering the use of paroxetine
mesylate in a child or adolescent must balance the potential risks with the clinical need. Geriatric Use:
In worldwide pre-marketing paroxetine clinical trials, 17% of paroxetine-treated patients (approximately
700) were 65 years of age or older. Pharmacokinetic studies revealed a decreased clearance in the
elderly, and a lower starting dose is recommended; there were, however, no overall differences in the
adverse event profile between elderly and younger patients, and effectiveness was similar in younger
and older patients. ADVERSE REACTIONS: Associated with Discontinuation of Treatment: Twenty
percent (1,199/6,145) of paroxetine patients in worldwide clinical trials in major depressive disorder
(MDD) and 11.8% (64/542) and 9.4% (44/469) of paroxetine patients in worldwide trials in OCD and
panic disorder, respectively, discontinued treatment due to an adverse event. The most common events
(>_1%) associated with discontinuation and considered to be drug related (i.e., those events associated
with dropout at a rate approximately twice or greater for paroxetine compared to placebo) included the
following: CNS: somnolence (MDD: 2.3% vs. 0.7%; panic disorder: 1.9% vs. 0.3%); insomnia (OCD: 1.7%
vs. 0%; panic disorder: 1.3% vs. 0.3%); agitation (MDD: 1.1% vs. 0.5%); tremor (MDD: 1.1% vs. 0.3%);
dizziness (OCD: 1.5% vs. 0%). Gastrointestinal: constipation (OCD: 1.1% vs. 0%); nausea (MDD: 3.2%
vs. 1.1%; OCD: 1.9% vs. 0%; panic disorder: 3.2% vs. 1.2%); diarrhea (MDD: 1.0% vs. 0.3%); dry mouth
(MDD: 1.0% vs. 0.3%); vomiting (MDD: 1.0% vs. 0.3%). Other: asthenia (MDD: 1.6% vs. 0.4%; OCD:
1.9% vs. 0.4%); abnormal ejaculation (MDD: 1.6% vs. 0%; OCD: 2.1% vs. 0%; incidence corrected for
gender); sweating (MDD: 1.0% vs. 0.3%); and impotence (OCD: 1.5% vs. 0%; incidence corrected for
gender). Where numbers are not provided the incidence of the adverse events in paroxetine patients was
not >1% or was not greater than or equal to two times the incidence of placebo. Commonly Observed
Adverse Events: Major Depressive Disorder: The most commonly observed adverse events associated
with the use of paroxetine (incidence of 5% or greater and incidence for paroxetine at least twice that
for placebo, derived from Table 1 below) were: asthenia, sweating, nausea, decreased appetite,
somnolence, dizziness, insomnia, tremor, nervousness, ejaculatory disturbance, and other male genital
disorders. Obsessive Compulsive Disorder: The most commonly observed adverse events associated
with the use of paroxetine (incidence of 5% or greater and incidence for paroxetine at least twice that of
placebo, derived from Table 2 below) were: nausea, dry mouth, decreased appetite, constipation,
dizziness, somnolence, tremor, sweating, impotence, and abnormal ejaculation. Panic Disorder: The
most commonly observed adverse events associated with the use of paroxetine (incidence of 5% or
greater and incidence for paroxetine at least twice that for placebo, derived from Table 2 below) were:
asthenia, sweating, decreased appetite, libido decreased, tremor, abnormal ejaculation, female genital
disorders, and impotence. Incidence in Controlled Clinical Trials: The prescriber should be aware that
the figures in the tables following cannot be used to predict the incidence of side effects 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 nondrug factors to the side effect incidence rate in the populations studied. Major Depressive
Disorder: Table 1 enumerates adverse events that occurred at an incidence of 1% or more among
paroxetine-treated patients who participated in short-term (6-week) placebo-controlled trials in which
patients were dosed in a range of 20 to 50 mg/day. Reported adverse events were classified using a
standard COSTART-based Dictionary terminology. TABLE 1: Treatment-Emergent Adverse Experience
Incidence in Placebo-Controlled Clinical Trials for Major Depressive Disorder (paroxetine: n=421;
placebo: n=421).* Body as a Whole: headache (18% vs. 17%); asthenia (15% vs. 6%).
Cardiovascular: palpitation (3% vs. 1%); vasodilation (3% vs. 1%). Dermatologic: sweating (11% vs.
2%); rash (2% vs. 1%). Gastrointestinal: nausea (26% vs. 9%); dry mouth (18% vs. 12%); constipation
(14% vs. 9%); diarrhea (12% vs. 8%); decreased appetite (6% vs. 2%); flatulence (4% vs. 2%);
oropharynx disorder (includes mostly “lump in throat” and “tightness in throat”) (2% vs. 0%); dyspepsia
(2% vs. 1%). Musculoskeletal: myopathy (2% vs. 1%); myalgia (2% vs. 1%); myasthenia (1% vs. 0%).
Nervous System: somnolence (23% vs. 9%); dizziness (13% vs. 6%); insomnia (13% vs. 6%); tremor
(8% vs. 2%); nervousness (5% vs. 3%); anxiety (5% vs. 3%); paresthesia (4% vs. 2%); libido decreased
(3% vs. 0%); drugged feeling (2% vs. 1%); confusion (1% vs. 0%). Respiration: yawn (4% vs. 0%).
Special Senses: blurred vision (4% vs. 1%); taste perversion (2% vs. 0%). Urogenital System:
ejaculatory disturbance (mostly “ejaculatory delay”) (13% vs. 0%; percentage corrected for gender);
other male genital disorder (includes “anorgasmia”, “erectile difficulties”, “delayed ejaculation/orgasm”,
“sexual dysfunction”, and “impotence”) (10% vs. 0%; percentage corrected for gender); urinary
frequency (3% vs. 1%); urination disorder (includes mostly “difficulty with micturition” and “urinary
hesitancy”) (3% vs. 0%); female genital disorders (includes mostly “anorgasmia” and “difficulty reaching
climax/orgasm”) (2% vs. 0%; percentage corrected for gender). *Events reported by at least 1% of
patients treated with paroxetine are included, except the following events which had an incidence on
placebo >_ paroxetine: abdominal pain, agitation, back pain, chest pain, CNS stimulation, fever, increased
appetite, myoclonus, pharyngitis, postural hypotension, respiratory disorder (includes mostly “cold
symptoms” or “URI”), trauma, and vomiting. Obsessive Compulsive Disorder and Panic Disorder:
Table 2 enumerates adverse events that occurred at a frequency of 2% or more among OCD patients on
paroxetine who participated in placebo-controlled trials of 12-weeks duration in which patients were
dosed in a range of 20 to 60 mg/day or among patients with panic disorder on paroxetine who
participated in placebo-controlled trials of 10- to 12-weeks duration in which patients were dosed in a
range of 10 to 60 mg/day. TABLE 2: Treatment-Emergent Adverse Experience Incidence of Placebo-
Controlled Clinical Trials for Obsessive Compulsive Disorder (paroxetine: n=542; placebo: n=265)
and Panic Disorder (paroxetine: n=469; placebo: n=324).** Body as a Whole: asthenia (OCD: 22%
vs. 14%; panic disorder: 14% vs. 5%); abdominal pain (panic disorder: 4% vs. 3%); chest pain (OCD: 3%
vs. 2%); back pain (panic disorder: 3% vs. 2%); chills (OCD: 2% vs. 1%; panic disorder: 2% vs. 1%).
Cardiovascular: vasodilation (OCD: 4% vs. 1%); palpitation (OCD: 2% vs. 0%). Dermatologic: sweating
(OCD: 9% vs. 3%; panic disorder: 14% vs. 6%); rash (OCD: 3% vs. 2%). Gastrointestinal: nausea (OCD:
23% vs. 10%; panic disorder: 23% vs. 17%); dry mouth (OCD: 18% vs. 9%; panic disorder: 18% vs.
11%); constipation (OCD: 16% vs. 6%; panic disorder: 8% vs. 5%); diarrhea (OCD: 10% vs. 10%; panic
disorder: 12% vs. 7%); decreased appetite (OCD: 9% vs. 3%; panic disorder: 7% vs. 3%); increased
appetite (OCD: 4% vs. 3%; panic disorder: 2% vs. 1%). Nervous System: insomnia (OCD: 24% vs. 13%;

panic disorder: 18% vs. 10%); somnolence (OCD: 24% vs. 7%; panic disorder: 19% vs. 11%); dizziness
(OCD: 12% vs. 6%; panic disorder: 14% vs. 10%); tremor (OCD: 11% vs. 1%; panic disorder: 9% vs. 1%);
nervousness (OCD: 9% vs. 8%); libido decreased (OCD: 7% vs. 4%; panic disorder: 9% vs. 1%); agitation
(panic disorder: 5% vs. 4%); anxiety (panic disorder: 5% vs. 4%); abnormal dreams (OCD: 4% vs. 1%);
concentration impaired (OCD: 3% vs. 2%); depersonalization (OCD: 3% vs. 0%); myoclonus (OCD: 3% vs.
0%; panic disorder: 3% vs. 2%); amnesia (OCD: 2% vs. 1). Respiratory System: rhinitis (panic disorder:
3% vs. 0%). Special Senses: abnormal vision (OCD: 4% vs. 2%); taste perversion (OCD: 2% vs. 0%).
Urogenital System: abnormal ejaculation (OCD: 23% vs. 1%; panic disorder: 21% vs. 1%; percentage
corrected for gender); female genital disorder (OCD: 3% vs. 0%; panic disorder: 9% vs. 1%; percentage
corrected for gender); impotence (OCD: 8% vs. 1%; panic disorder: 5% vs. 0%; percentage corrected for
gender); urinary frequency (OCD: 3% vs. 1%; panic disorder: 2% vs. 0%); urination impaired (OCD: 3%
vs. 0%); urinary tract infection (OCD: 2% vs. 1%; panic disorder: 2% vs. 1%). **Events reported by at
least 2% of OCD or panic disorder paroxetine-treated patients are included, except the following events
which had an incidence on placebo >_ paroxetine [OCD]: abdominal pain, agitation, anxiety, back pain,
cough increased, depression, headache, hyperkinesia, infection, paresthesia, pharyngitis, respiratory
disorder, rhinitis, and sinusitis. [Panic Disorder]: abnormal dreams, abnormal vision, chest pain, cough
increased, depersonalization, depression, dysmenorrhea, dyspepsia, flu syndrome, headache, infection,
myalgia, nervousness, palpitation, paresthesia, pharyngitis, rash, respiratory disorder, sinusitis, taste
perversion, trauma, urination impaired, and vasodilation. Dose Dependency of Adverse Events: A
comparison of adverse event rates in a fixed-dose study comparing paroxetine 10, 20, 30, and 40
mg/day with placebo in the treatment of major depressive disorder revealed a clear dose dependency
for some of the more common adverse events associated with paroxetine use, as shown in the following
table. TABLE 3: Treatment-Emergent Adverse Experience Incidence in a Dose-Comparison Trial in
the Treatment of Major Depressive Disorder (placebo: n=51; paroxetine 10 mg: n=102, 20 mg:
n=104, 30 mg: n=101, 40 mg: n=102) (Rule for including adverse events in table: incidence at least
5% for one of paroxetine groups and >_ twice the placebo incidence for at least one paroxetine group.)
Body as a Whole: asthenia (0.0% vs. 2.9%, 10.6%, 13.9%, 12.7%). Dermatology: sweating (2.0% vs.
1.0%, 6.7%, 8.9%, 11.8%). Gastrointestinal: constipation (5.9% vs. 4.9%, 7.7%, 9.9%, 12.7%);
decreased appetite (2.0% vs. 2.0%, 5.8%, 4.0%, 4.9%); diarrhea (7.8% vs. 9.8%, 19.2%, 7.9%, 14.7%);
dry mouth (2.0% vs. 10.8%, 18.3%, 15.8%, 20.6%); nausea (13.7% vs. 14.7%, 26.9%, 34.7%, 36.3%).
Nervous System: anxiety (0.0% vs. 2.0%, 5.8%, 5.9%, 5.9%); dizziness (3.9% vs. 6.9%, 6.7%, 8.9%,
12.7%); nervousness (0.0% vs. 5.9%, 5.8%, 4.0%, 2.9%); paresthesia (0.0% vs. 2.9%, 1.0%, 5.0%,
5.9%); somnolence (7.8% vs. 12.7%, 18.3%, 20.8%, 21.6%); tremor (0.0% vs. 0.0%, 7.7%, 7.9%,
14.7%). Special Senses: blurred vision (2.0% vs. 2.9%, 2.9%, 2.0%, 7.8%). Urogenital System:
abnormal ejaculation (0.0% vs. 5.8%, 6.5%, 10.6%, 13.0%); impotence (0.0% vs. 1.9%, 4.3%, 6.4%,
1.9%); male genital disorders (0.0% vs. 3.8%, 8.7%, 6.4%, 3.7%). In a fixed-dose study comparing
placebo and paroxetine 20, 40, and 60 mg in the treatment of OCD, there was no clear relationship
between adverse events and the dose of paroxetine to which patients were assigned. No new adverse
events were observed in the paroxetine 60 mg dose group compared to any of the other treatment
groups. In a fixed-dose study comparing placebo and paroxetine 10, 20, and 40 mg in the treatment of
panic disorder, there was no clear relationship between adverse events and the dose of paroxetine to
which patients were assigned, except for asthenia, dry mouth, anxiety, libido decreased, tremor and
abnormal ejaculation. In flexible dose studies, no new adverse events were observed in patients
receiving paroxetine 60 mg compared to any of the other treatment groups. Adaptation to Certain
Adverse Events: Over a 4- to 6-week period, there was evidence of adaptation to some adverse events
with continued therapy (e.g., nausea and dizziness), but less to other effects (e.g., dry mouth,
somnolence, and asthenia). Male and Female Sexual Dysfunction with SSRIs: Although changes in
sexual desire, sexual performance, and sexual satisfaction often occur as manifestations of a psychiatric
disorder, they may also be a consequence of pharmacologic treatment. In particular, some evidence
suggests that selective serotonin reuptake inhibitors (SSRIs) can cause such untoward sexual
experiences. Reliable estimates of the incidence and severity of untoward experiences involving sexual
desire, performance and satisfaction are difficult to obtain, however, in part because patients and
physicians may be reluctant to discuss them. Accordingly, estimates of the incidence of untoward sexual
experience and performance cited in product labelling are likely to underestimate their actual incidence.
In placebo-controlled clinical trials involving more than 1,800 patients, the ranges for the reported
incidence of sexual side effects in males and females with major depressive disorder, OCD, and panic
disorder are displayed in Table 4. Table 4. Incidence of Sexual Adverse Events in Controlled Clinical
Trials (in males only: paroxetine: n=925; placebo: n=655): decreased libido (6% - 14% vs. 0% - 5%),
ejaculatory disturbance (13% - 28% vs. 0% - 1%), impotence (2% - 8% vs. 0% - 1%); (in females only:
paroxetine: n=932; placebo: n=694): decreased libido (1% - 9% vs. 0% - 2%), orgasmic disturbance
(2% - 9% vs. 0% -1%). There are no adequate and well-controlled studies examining sexual dysfunction
with paroxetine treatment. Paroxetine treatment has been associated with several cases of priapism. In
those cases with a known outcome, patients recovered without sequelae. While it is difficult to know the
precise risk of sexual dysfunction associated with the use of SSRIs, physicians should routinely inquire
about such possible side effects. Weight and Vital Sign Changes: Significant weight loss may be an
undesirable result of treatment with paroxetine for some patients but, on average, patients in controlled
trials had minimal (about 1 pound) weight loss vs. smaller changes on placebo and active control. No
significant changes in vital signs (systolic and diastolic blood pressure, pulse and temperature) were
observed in patients treated with paroxetine in controlled clinical trials. Other Events Observed During
the Premarketing Evaluation of Paroxetine: During its premarketing assessment in major depressive
disorder, multiple doses of paroxetine were administered to 6,145 patients in phase 2 and 3 studies. The
conditions and duration of exposure to paroxetine varied greatly and included (in overlapping categories)
open and double blind studies, uncontrolled and controlled studies, inpatient and outpatient studies, and
fixed-dose and titration studies. During premarketing clinical trials in OCD and panic disorder, 542 and
469 patients, respectively, received multiple doses of paroxetine. Untoward events associated with this
exposure were 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 untoward events into a smaller number of standardized
event categories. In the tabulations that follow, reported adverse events were classified using a standard
COSTART-based Dictionary terminology. The frequencies presented, therefore, represent the proportion
of the 9,089 patients exposed to multiple doses of paroxetine who experienced an event of the type cited
on at least one occasion while receiving paroxetine. All reported events are included except those already
listed in Tables 1 and 2, those reported in terms so general as to be uninformative and those events
where a drug cause was remote. It is important to emphasize that although the events reported occurred
during treatment with paroxetine, 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 (only
those not already listed in the tabulated results from placebo-controlled trials appear in this listing);
infrequent adverse events are those occurring in 1/100 to 1/1000 patients; rare events are those
occurring in fewer than 1/1000 patients. Events of major clinical importance are also described in the
PRECAUTIONS section. Body as a Whole: infrequent: allergic reaction, chills, face edema, malaise, neck
pain; rare: adrenergic syndrome, cellulitis, moniliasis, neck rigidity, pelvic pain, peritonitis, sepsis, ulcer.
Cardiovascular System: frequent: hypertension, tachycardia; infrequent: bradycardia, hematoma,
hypotension, migraine, syncope; rare: angina pectoris, arrhythmia nodal, atrial fibrillation, bundle branch
block, cerebral ischemia, cerebrovascular accident, congestive heart failure, heart block, low cardiac
output, myocardial infarct, myocardial ischemia, pallor, phlebitis, pulmonary embolus, supraventricular
extrasystoles, thrombophlebitis, thrombosis, varicose vein, vascular headache, ventricular extrasystoles.
Digestive System: infrequent: bruxism, colitis, dysphagia, eructation, gastritis, gastroenteritis, gingivitis,
glossitis, increased salivation, liver function tests abnormal, rectal hemorrhage, ulcerative stomatitis;
rare: aphthous stomatitis, bloody diarrhea, bulimia, cardiospasm, chlolelithiasis, duodenitis, enteritis,
esophagitis, fecal impactions, fecal incontinence, gum hemorrhage, hematemesis, hepatitis, ileitis, ileus,
intestinal obstruction, jaundice, melena, mouth ulceration, peptic ulcer, salivary gland enlargement,
sialadenitis, stomach ulcer, stomatitis, tongue discoloration, tongue edema, tooth caries. Endocrine
System: rare: diabetes mellitus, goiter, hyperthyroidism, hypothyroidism, thyroiditis. Hemic and
Lymphatic Systems: infrequent: anemia, leukopenia, lymphadenopathy, purpura; rare: abnormal
erythrocytes, basophilia, bleeding time increased, eosinophilia, hypochromic anemia, iron deficiency
anemia, leukocytosis, lymphedema, abnormal lymphocytes, lymphocytosis, microcytic anemia,
monocytosis, normocytic anemia, thrombocythemia, thrombocytopenia. Metabolic and Nutritional:
frequent: weight gain; infrequent: edema, peripheral edema, SGOT increased, SGPT increased, thirst,
weight loss; rare: alkaline phosphatase increased, bilirubinemia, BUN increased, creatinine
phosphokinase increased, dehydration, gamma globulins increased, gout, hypercalcemia,
hypercholesteremia, hyperglycemia, hyperkalemia, hyperphosphatemia, hypocalcemia, hypoglycemia,
hypokalemia, hyponatremia, ketosis, lactic dehydrogenase increased, non-protein nitrogen (NPN)
increased. Musculoskeletal System: frequent: arthralgia; infrequent: arthritis, arthrosis; rare: bursitis,
myositis, osteoporosis, generalized spasm, tenosynovitis, tetany. Nervous System: frequent: emotional
lability, vertigo; infrequent: abnormal thinking, alcohol abuse, ataxia, dystonia, dyskinesia, euphoria,
hallucinations, hostility, hypertonia, hypesthesia, hypokinesia, incoordination, lack of emotion, libido
increased, manic reaction, neurosis, paralysis, paranoid reaction; rare: abnormal gait, akinesia, antisocial
reaction, aphasia, choreoathetosis, circumoral paresthesias, convulsion, delirium, delusions, diplopia,
drug dependence, dysarthria, extrapyramidal syndrome, fasciculations, grand mal convulsion,
hyperalgesia, hysteria, manic-depressive reaction, meningitis, myelitis, neuralgia, neuropathy,
nystagmus, peripheral neuritis, psychotic depression, psychosis, reflexes decreased, reflexes increased,
stupor, torticollis, trismus, withdrawal syndrome. Respiratory System: infrequent: asthma, bronchitis,
dyspnea, epistaxis, hyperventilation, pneumonia, respiratory flu; rare: emphysema, hemoptysis, hiccups,
lung fibrosis, pulmonary edema, sputum increased, stridor, voice alteration. Skin and Appendages:
frequent: pruritus; infrequent: acne, alopecia, contact dermatitis, dry skin, ecchymosis, eczema, herpes
simplex, photosensitivity, urticaria; rare: angioedema, erythema nodosum, erythema multiforme,
exfoliative dermatitis, fungal dermatitis, furunculosis, herpes zoster, hirsutism, maculopapular rash,
seborrhea, skin discoloration, skin hypertrophy, skin ulcer, sweating decreased, vesiculobullous rash.
Special Senses: frequent: tinnitus; infrequent: abnormality of accommodation, conjunctivitis, ear pain,
eye pain, keratoconjunctivitis, mydriasis, otitis media; rare: amblyopia, anisocoria, blepharitis, cataract,
conjunctival edema, corneal ulcer, deafness, exophthalmos, eye hemorrhage, glaucoma, hyperacusis,
night blindness, otitis externa, parosmia, photophobia ptosis, retinal hemorrhage, taste loss, visual field
defect. Urogenital System: infrequent: amenorrhea, breast pain, cystitis, dysuria, hematuria,
menorrhagia, nocturia, pyuria, polyuria, urinary incontinence, urinary retention, urinary urgency, vaginitis;
rare: abortion, breast atrophy, breast enlargement, endometrial disorder, epididymitis, female lactation,
fibrocystic breast, kidney calculus, kidney pain, leukorrhea, mastitis, metrorrhagia, nephritis, oliguria,
salpingitis, urethritis, urinary casts, uterine spasm, urolith, vaginal hemorrhage, vaginal moniliasis.
Postmarketing Reports: Voluntary reports of adverse events in patients taking paroxetine that have
been received since market introduction and not listed above that may have no causal relationship with
the drug include acute pancreatitis, elevated liver function tests (the most severe cases were deaths due
to liver necrosis, and grossly elevated transaminases associated with severe liver dysfunction), Guillain-
Barré syndrome, toxic epidermal necrolysis, priapism, syndrome of inappropriate ADH secretion,
symptoms suggestive of prolactinemia and galactorrhea, neuroleptic malignant syndrome-like events;
extrapyramidal symptoms which have included akathisia, bradykinesia, cogwheel rigidity, dystonia,
hypertonia, oculogyric crisis which has been associated with concomitant use of pimozide, tremor and
trismus; serotonin syndrome, associated in some cases with concomitant use of serotonergic drugs and
with drugs which may have impaired paroxetine metabolism (symptoms have included agitation,
confusion, diaphoresis, hallucinations, hyperreflexia, myoclonus, shivering, tachycardia and tremor),
status epilepticus, acute renal failure, pulmonary hypertension, allergic alveolitis, anaphylaxis, eclampsia,
laryngismus, optic neuritis, porphyria, ventricular fibrillation, ventricular tachycardia (including torsade de
pointes), thrombocytopenia, hemolytic anemia, events related to impaired hematopoiesis (including
aplastic anemia, pancytopenia, bone marrow aplasia, and agranulocytosis), and vasculitic syndromes
(such as Henoch-Schönlein purpura). There has been a case report of an elevated phenytoin level after
4 weeks of paroxetine and phenytoin co-administration. There has been a case report of severe
hypotension when paroxetine was added to chronic metoprolol treatment.
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Lauri, VNS Therapy
since 1999
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In t roduc ing VNS Therapy

Discover sustained 
efficacy and 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

� Quality-of-life benefits that improve over time1

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

� High continuation and adherence rates1
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*Hamilton Rating Scale for Depression, 24 items.
†All treatments met ATHF (Antidepressant Treatment History Form) criteria for adequate dose,
duration, and peer-reviewed published data from a randomized controlled trial.

Baseline HAMD24* score

Duration of lifetime illness

Duration of current episode

Number of failed treatments, current episode

Number of adequate failed treatments,†

current episode

Vagus nerve stimulation (VNS) Therapy 
involves a straightforward 
procedure

� The VNS Therapy System consists of 
an implanted pacemaker-like pulse 
generator and nerve stimulation 
electrodes, which deliver intermittent 
stimulation to the patient’s left 
vagus nerve

� Implant procedure takes approximately 
1 hour, and the procedure does not 
involve the brain

� VNS Therapy may be added to any 
regimen for treatment-resistant depression (TRD)1

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

Average Baseline Characteristics 
of Patients in Clinical Study

for  t reatment-resis tant  depress ionNEW

28

26 years

50 months

10

4

Electrodes

Thin, flexible wire

Vagus nerve

Pulse generator

PLEASE REFER TO THE ACCOMPANYING BRIEF SUMMARY FOR PRESCRIBING AND SAFETY INFORMATION.
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24 months

HAMD24 Remission* and Response† Rates
(Evaluable Patients—Pivotal Study, n=205)

VNS Therapy efficacy improves over time1

*”Remission” defined as HAMD24 score ≤9 (symptom-free).
†”Response” defined as ≥50% reduction in HAMD24 score.

For more information, visit www.VNSTherapy.com.
© 2005 Cyberonics, Inc. All Rights Reserved. DJA05-22-1000

At 24 months...
� 17% of patients with TRD achieved remission (HAMD24 ≤ 9)1

� 32% of patients with TRD achieved clinical response (≥50% reduction in HAMD24 score)1

� 70% of patients who responded acutely maintained their response1

VNS Therapy offers a unique safety profile 
� Sleep disturbance and weight gain (commonly reported with other antidepressant 

treatments) have been reported by <2% of patients receiving VNS Therapy3

� VNS Therapy has not been associated with sexual dysfunction1

� VNS Therapy has shown no evidence of deterioration in any neurocognitive measures4

� Stimulation-related side effects include hoarseness, cough, neck pain, and shortness 
of breath; are mild to moderate; and decrease over time1

� Adding VNS Therapy has been shown to provide sustained efficacy and clinical
benefits that improve over time1
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References: 1. Depression Physician’s Manual. VNS Therapy™ Pulse Model 102 Generator and VNS Therapy™ Pulse Duo Model 102R Generator. Houston, Tex:
Cyberonics, Inc.; May 2005. 2. George MS, Nahas Z, Bohning DE, et al. Vagus nerve stimulation: a new form of therapeutic brain stimulation. CNS 
Spectr. 2000;5(11):43-52. 3. Data on file. Cyberonics, Inc.; Houston, Tex. 4. Sackeim HA, Keilp JG, Rush AJ, et al. The effects of vagus nerve stimulation on
cognitive performance in patients with treatment-resistant depression. Neuropsychiatry Neuropsychol Behav Neurol. 2001;14:53-62.
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Health Supported by Solvay Wyeth Phar-
maceuticals

A. Pharmacologic Treatment of
Schizophrenia: The State of the Art John
M. Kane, M.D.

B. From Dopamine to Delusions:
Understanding Psychosis From the
Bench to the Bedside Shitij Kapur, M.D.

C. Cognitive Functioning in Schizo-
phrenia: Cognitive Impairments as Clues
for Treatment Development Robert M.
Bilder, Ph.D.

D. Metabolic Risks of Second-Gener-
ation Antipsychotic Medications
Christoph U. Correll, M.D.

IS15. Vital Signs in Psychiatry: A Per-
spective on Sleep Across the Life
Cycle Supported by Sepracor Inc.

A. Sleep in Infancy, Childhood, and
Adolescence: Normal Sleep Patterns, De-
velopmental Issues, and Sleep Problems
Jodi Mindell, M.D.

B. Insomnia in Adulthood: Causes,
Consequences, and Treatment Ned H.
Kalin, M.D.

C. Insomnia Secondary to Medical or
Psychiatric Comorbidity: Implications for
Evaluation and Management Matthias K.
Lee, M.D.

D. Sleep in Women Across the Life
Cycle: How the Reproductive Cycle Im-
pacts Sleep Meir Kryger, M.D.

E. Sleep in the Elderly: Is Poor Sleep
a Normal Concomitant of Advancing
Age? Sanford Finkel, M.D.

IS16. Interrupting the Cycle of Vascu-
lar Disease and Depression Supported by
Forest Pharmaceuticals Inc.

A. Vascular Disease: Mechanisms
Underlying the Relationship Dominique
L. Musselman, M.D.

B. The Bidirectional Relationship
Between Diabetes and Depression Sanjay
Mathew, M.D.

C. Post-Stroke Depression and the
Vascular Depression Hypothesis David C.
Steffens, M.D.

D. Vascular Disease and Depression:
Challenges in Management and Treat-
ment Christopher M. O’Connor, M.D.

E. Clinical Treatment Perspectives: A
Focus on Diagnosis and Safety J. Craig
Nelson, M.D.

IS17. Update on Insights From and
Future Course of the Collaborative
Depression Study Supported by Wyeth
Pharmaceuticals

A. The Pernicious Course of De-
pression and the Impact of New In-
sights From Imaging, Genomics, Neu-
robiology, and Learning Martin B.
Keller, M.D.

B. Update on the Clinical Course of
Major Depression Audrey R. Tyrka, M.D.

C. Using Pharmacogenetics in Prac-
tice Alan F. Schatzberg, M.D.

D. Biological and Imaging Changes in
Depression K. Ranga R. Krishnan, M.B.

E. Review of the Current State of Ev-
idence-Based Treatment of Depression
Madhukar H. Trivedi, M.D.

IS18. Misdiagnosis of Bipolar II:
Methods for Screening Patients at
Risk for Bipolar Disorder Supported by
GlaxoSmithKline

A. Diagnosing Bipolar Disorder and

Evidence and Public Policy Supported by
Bristol-Myers Squibb Co.

A. The Neurobiology of Depression:
Bringing the Latest in Science to Clini-
cians Charles B. Nemeroff, M.D.

B. Phenomenology of Atypical De-
pression Hans-Juergen Moeller, M.D.

C. An Evidence-Based Approach to
Managing the Disabilities of Atypical De-
pression Justine M. Kent, M.D.

D. Future Directions in the Treat-
ment of Atypical Depression Michael E.
Thase, M.D.

IS25. Insomnia From the Inside Out:
From Neuroscience to Clinical Expe-
rience to Public Policy Supported by
Pfizer Inc. and Neurocrine Biosciences Inc.

A. The Science of Insomnia Phyllis C.
Zee, M.D.

B. Putting the Science to Work
Daniel J. Buysse, M.D.

C. Insomnia: Symptom, Syndrome,
or Disorder Martin B. Keller, M.D.

D. Insomnia: Cost of Illness, Public
Policy, and Medicolegal Issues Alan W.
Newman, M.D. ■

the Role of Screening Instruments Terence
A. Ketter, M.D.

B. Antidepressants and the Bipolar
Spectrum S. Nassir Ghaemi, M.D.

C. Major Depression: Clues to Bipo-
larity Hagop S. Akiskal, M.D.

D. Characteristics and Treatment of
Bipolar II Disorder Ross J. Baldessarini,
M.D.

E. Depression and the Affective
Spectrum: The Role of Mood Stabilizers
Frederick K Goodwin, M.D.

IS19. Advances in the Understanding
of the Dementia Spectrum Supported by
Eisai Inc. and Pfizer Inc.

A. The Neurobiology of Alzheimer’s
Disease David A. Bennett, M.D.

B. Therapeutic Options in the Man-
agement of Vascular Dementia David
Wilkinson, M.B.

C. Evolution in the Understanding
and Treatment of Mild Cognitive Impair-
ment Gregory A. Jicha, M.D.

D. Improving Outcomes for Patients
With Advanced Dementia Howard Feld-
man, M.D.

E. Optimizing Behavioral Outcomes
Across the Dementia Spectrum Jeffrey L.
Cummings, M.D.

2:30 p.m.-4 p.m.
Lecture

L1. The Challenge of Employ-
ment-Related Psychiatric Evaluations
Liza H. Gold, M.D., AAPL/APA’s Manfred
S. Guttmacher Award Lecture

5 p.m.-6:30 p.m.
Opening Session and Presidential Ad-
dress

7 p.m.-10 p.m.
Industry-Supported Symposia
IS20. Alzheimer’s Disease: Challeng-
ing the Practice Paradigm Supported by
Forest Pharmacueticals Inc.

A. Variability in the Clinical Presen-
tation of Alzheimer’s Disease M. Saleem
Ismail, M.D.

B. Treatment Initiation in
Alzheimer’s Disease Pierre N. Tariot,
M.D.

C. Individualizing Alzheimer’s Dis-
ease Therapy Over the Disease Course
Constantine Lyketsos, M.D.

D. Neuropsychiatric Symptoms in
Alzheimer’s Disease: Preventing Emer-
gence and Decreasing Severity Jeffrey L.
Cummings, M.D.

IS21. Effectiveness of Antipsychotic
Drugs in Chronic Schizophrenia:
Complete Results of the CATIE Trial
Supported by Eli Lilly and Co.

A. Comparison of the Primary Out-
come Measures of Efficacy and Safety
Jeffrey A. Lieberman, M.D.

B. Comparison of Clozapine Versus
Other Atypical Drugs in Prospectively
Defined, Unresponsive Patients Joseph P.
McEvoy, M.D.

C. Comparison of Ziprasidone Versus
Other Atypical Drugs in Prospectively
Defined, Unresponsive Patients Thomas
S. Stroup, M.D.

D. Comparison of Treatment Effects
on Cognition Richard S.E. Keefe, Ph.D.

E. Comparison of Treatments on
Health Service Utilization and Cost-Effec-

tiveness Measures Robert A. Rosenheck, M.D.

IS22. Pseudobulbar Affect: A Common
Syndrome That Is Underrecognized,
Misdiagnosed, and Undertreated Sup-
ported by Avanir Pharmaceuticals 

A. The Differential Diagnosis of
Pseudobulbar Affect David B. Arciniegas,
M.D.

B. The Pathophysiology of
Pseudobulbar Affect Edward C. Lauter-
bach, M.D.

C. Treatment Options for Pseudobul-
bar Affect Michael C. Graves M.D.

IS23. Advances in the Neurobiology
and Therapeutics of ADHD Supported
by Cephalon Inc.

A. Sleep and ADHD Eric Mick, Sc.D.
B. New Therapeutic Developments

in ADHD Joseph Biederman, M.D.
C. Defining Executive Function

Deficits in ADHD Ronna Fried, Ed.D.
D. Advances in f-MRI Research in

ADHD George Bush, M.D.

IS24. Atypical Depression: Merging

Foundation Offers Opportunities for
Education, Entertainment, and
Philanthropy

By Tara Burkholder

The American Psychiatric Foundation is hosting four events at APA’s 2006 annual meeting
that will provide opportunities for learning, relaxation, and supporting the foundation’s pro-
grams that advance public understanding of mental illness.

The foundation will kick off the meeting with its annual benefit, which this year is titled
“Toronto Tapestry.” It will be held at the Royal Ontario Museum on Saturday, May 20, from 7
p.m. to 10 p.m. The event will feature the museum’s historic art collections, international cui-
sine, live music, and the presentation of the Awards for Advancing Minority Mental Health. Pro-
ceeds support the foundation’s programs. Tickets are $100 per person if purchased by April 1
and $125 thereafter. Tickets can be ordered by phone at (703) 907-8512 or online at
<www.psychfoundation.org>. The benefit is supported by AstraZeneca Pharmaceuticals, Bris-
tol-Myers Squibb Co., Janssen Pharmaceutica Products, Pfizer, Shire, Wyeth Pharmaceuticals,
Abbott Laboratories, Cyberonics, Forest Laboratories, Otsuka America Pharmaceutical, and
Professional Risk Management Services.

On Monday, May 22, the Golfers of APA will engage in friendly competition at its annual
golf tournament, which will be held at Angus Glen Golf Club. The event will begin at 7:30 a.m.
with a shotgun start. Registration is $250, which includes transportation, greens fees, carts,
and prizes. All proceeds benefit the foundation. More information on the course is posted at
<www.angusglen.com>. To enter the tournament, contact Stan Jennings at mbears@
comcast.net or (804) 320-7881.

The foundation’s fifth annual “Conversations”
event will be Tuesday, May 23. This year’s guest is
Mariel Hemingway, a successful model, actress,
author, and mother who will discuss her family con-
nection with mental illness and its impact on future
generations. “Conversations” is an interactive dis-
cussion series that offers psychiatrists an opportu-
nity to hear unique perspectives on mental illness.
The event is supported by an unrestricted educa-
tional grant from AstraZeneca Pharmaceuticals.

Baseball fans can enjoy an evening at the ball
park and simultaneously support the foundation’s
philanthropic work on Tuesday, May 23, or
Wednesday, May 24. First-rate field-level baseline
tickets are available through a special discount offer to watch the Toronto Blue JJays and
Tampa Bay Devil Rays play in two games. A portion of the cost of each ticket sold is con-
tributed to the foundation. To order tickets, call Harry Einbinder at (888) 654-6529,
ext.1666, or send an e-mail to harry.einbinder@bluejays.com. A seating chart and order
form are posted at <www.psychfoundation.org>.

The foundation is APA’s philanthropic and educational arm. Its mission is to advance public
understanding that mental illnesses are real and can be effectively treated.

Tara Burkholder is the foundation’s marketing and communications manager.

Mariel Hemingway

t o r o n t o SUNDAYMAY21
159th annual meeting
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IW14. New Research Advances in
Ethnopsychopharmacology Co-Chair-
persons: Pedro Ruiz, M.D., William B.
Lawson, M.D.

IW15. Online Peer Support
Groups and Support Group Members
Chairperson: Robert C. Hsiung, M.D.

9 a.m.-Noon
Media Workshops

MW1. “Go”: A Triple-Take in the
World of Drugs Co-Chairpersons: Petros
Levounis, M.D., Jose P. Vito, M.D.

MW2. “Do I Look Fat?” Eating Dis-
order Pathology in Gay Men Chairper-
son: Daniel Garza, M.D.

9 a.m.-4 p.m.
CME Courses 45-50

10 a.m.-5:30 p.m.
Exhibits Open
APA Member Center Open
Publishers’ Bookfair Open

11 a.m.-12:30 p.m.
Discussion Groups

5. Jack Drescher, M.D., on The Psy-
chology of the Closet

6. Nathan Strahl, M.D., on TBD
(Meet the Authors)

7. John Oldham, M.D., on TBD 
8. Ashwin Patkar, M.D., on TBD 
9. Marian I. Butterfield,M.D., on

Challenges Unique to Women Psychia-
trists (for residents only)

Focus Live Session 2. Presenters: Joel
Yager, M.D., and Stephen B. Levine, M.D.,
on Eating Disorders and Sexual Disorders

Lectures
L5.TBD Pedro L. Delgado, M.D.,

APA’s Simon Bolivar Award Lecture
L6. Emotional Processing and

Schizophrenia: Neuropsychiatric Per-
spectives Raquel Gur, M.D., Distinguished
Psychiatrist

L7.The Discourse on Human Sexu-
ality and AIDS Anke Ehrhardt, Ph.D.,
Frontiers of Science Lecture Series

Master Educator Clinical Consulta-
tions

4. Shaila Misri, M.D., on Perinatal
Psychiatric Disorders on Current Issues
in Pregnant and Postpartum Mothers
(for APA members only)

5. Marion Goldstein, M.D., on Late
Life Aging Processes and Mental Illness
(for APA members only)

6. David Baron, D.O., Geetha Ja-
yaram, M.D., on Clinical Research
Across Geographic Borders: Chal-
lenges and Opportunities (for APA
members only)

Medical Update 1. Heather Ross, M.D.,
on Congestive Heart Failure

Research Consultation 1. Mark L. Wil-
lenbring, M.D., on Clinical Research on
Alcohol Use Disorders Collaborative Ses-
sion With the National Institute on Alcohol
Abuse and Alcoholism

Scientific and Clinical Reports
Session 1. Presidential Theme: From

Tiamson, M.D. (for APA members only)
2. Sealed With a Kiss: Using the

Sexual History in Psychodyamic Psy-
chotherapy Jennifer I. Downey, M.D.,
Richard C. Friedman, M.D., Diane McLean,
M.D., Ph.D. (for APA members only)

Debate
1. Resolved: Does CATIE Really

Inform the Practice of Psychotherapy?
Moderator: Richard E. D’Alli, M.D.

Discussion Groups
1. Laura Roberts, M.D., on TBD

(Meet the Authors)
2. Donna E. Stewart, M.D., on Why

Women’s Mental Health (Meet the Au-
thors) 

3. Jesse H. Wright, M.D., on TBD
(Meet the Authors)

4. Michelle B. Riba, M.D., M.S., on
TBD (Meet the Authors)

Focus Live Session 1. Presenter: Glen O.
Gabbard, M.D., on Personality Disorders

Lectures
L2. Culture, Spirituality, and Psy-

chiatry: A Psycho-Historical Study of
King Saul Albert C. Gaw, M.D., APA’s
Kun-Po Soo Award Lecture

L3. Rediscovering Our Place in the
World David T. Suzuki, Ph.D., Frontiers of
Science Lecture Series

L4. The Search for Quality and Eq-
uity in Care for Psychiatric Disorders:
A Story of Opportunity, Evidence, and
Partners Kenneth B. Wells, M.D., APA’s
Research in Psychiatry Award Lecture

Master Educator Clinical Consulta-
tions

1. Renato Alarçon, M.D., on Clinical
Dimensions of Cultural Psychiatry

2. Laura J. Miller, M.D., on Psychi-
atric Disorders Across the Female Repro-
ductive Cycle

3. Meera Narasimhan, M.D., on Re-
fractory Depression: Diagnostic and
Treatment Implications

New Research Young Investigators’
Poster Session 1

Component Workshops
CW1. Disaster Psychiatry: Practical

Skills to Help District Branches De-
velop Disaster Plans for Their Com-
munities APA Committee on Psychiatric
Dimensions of Disasters; Co-Chairpersons:
Lisa A. Catapano, M.D., Christina V. Man-
gurian, M.D.

CW2. Pay for Performance: Link-
ing Incentives to Provider Perfor-
mance on Quality Measures APA Coun-
cil on Quality Care and APA Council on
Healthcare Systems and Financing; Co-
Chairpersons: Richard C. Hermann, M.D.,
Bruce J. Schwartz, M.D. 

CW3. Career Choices in Psychia-
try: Exploring Fellowship Training
APA Assembly Committee of Area Member-
in-Training Representatives; Chairperson:
Vincent J. Blanch, M.D.

CW4. Severely Mentally Ill Per-
sons in Jails and Prisons: Who Should
Stay? APA Corresponding Committee on
Jails and Prisons; Chairperson: Henry C.
Weinstein, M.D.

CW5. Crime and Cruel, Not 

7 a.m.-8:30 a.m.
Industry-Supported Breakfast Sym-
posia
IS26. Clinical Implications of Choices
of Atypical Antipsychotics: Realities
and Myths (Part 1) Supported by Bristol-
Myers Squibb Co.

A. Impact of Short-Term Decision on
Long-Term Outcomes Stephen R. Marder,
M.D.

B. Neurocognition, Functional Out-
comes, and Psychopharmacology Michael
Green, M.D.

IS27. Evidence, Outcomes, and Advo-
cacy: Shaping the Management of
GAD (Part 1) Supported by Cephalon Inc.

A. Evidence-Based Advocacy: A
Data-Driven Look at the Somatic Ex-
pression of GAD Philip R. Muskin, M.D.

B. Comorbidity in GAD: A Public
Health Challenge John L. Beyer, M.D.

IS28. Attaining and Sustaining Remis-
sion in Treatment of Depression With
Comorbid or Residual Anxiety (Part 1)
Supported by Wyeth Pharmaceuticals

A. Impact of Associated Anxiety
Symptoms on Depression Peter P. Roy-
Byrne, M.D.

B. Collaborative Management Strate-
gies for Patients With Comorbid Anxiety
With Depression Wayne J. Katon, M.D.

C. Strategies to Achieve and Sustain
Remission Shaily Jain, M.D.

Residents Session
Meet the Experts: Sunny-Side Up

7:30 a.m.-5:30 p.m.
Registration/Course Enrollment Open

8 a.m.-Noon
CME Courses 38-43

8 a.m.-5 p.m.
CME Course 44

9 a.m.-10:30 a.m. 
Clinical Case Conferences

1. Honorable Discharge: Severe
Brain-Injured Psychological Symp-
toms in the Female Veteran Susan
Stabinsky, M.D., Michael Blumenfield,
M.D., Capt. Frances Stewart, M.D., Maria

Unusual Punishment: The Need for
Juvenile Justice Mental Health Care
Reform APA Alliance; Chairperson: Louis
J. Kraus, M.D.

CW6. Closing a Practice: What
Every Psychiatrist’s Office and Their
Family Should Know APA Corresponding
Committee on Physician Health, Illness, and
Impairment; Chairperson: John A. Fromson,
M.D.

CW7. Conquering the Shame, 
Secrecy, and Stigma of Suicide in
Young Asian-American Adults APA
Committee of Asian-American Psychiatrists;
Chairperson: Surinder S. Nand, M.D.

CW8. CPT Coding and Docu-
mentation Update APA Committee on
RBRVS, Codes, and Reimbursements; Chair-
person: Chester W. Schmidt Jr., M.D.

CW9. New Developments in APA
Practice Guidelines on Bipolar Disor-
der, MDD, and Panic Disorder APA
Steering Committee on Practice Guidelines;
Chairperson: Jack S. McIntyre, M.D.

Issue Workshops
IW1. A Dimension of Mind: Simu-

lations/Emulations of Psychiatric
Symptoms Using the Performing Art
of Magic Chairperson: Bruce C. Ballon,
M.D.

IW2. What Do You Do With a Pa-
tient Who Has Access to a Gun?
Chairperson: Donna M. Norris, M.D.

IW3. Managing Complex Comor-
bid Psychiatric and Alcohol Use Dis-
orders in Psychiatric Practice Collabo-
rative Session With the National Institute on
Alcohol Abuse and Alcoholism; Chairperson:
Mark L. Willenbring, M.D.

IW4. Extrapyramidal Side Effects
and Tardive Dyskinesia in the Atypical
Antipsychotic Era Chairperson: Thomas
E. Hansen, M.D.

IW5. Neurocybernetics: Novel Ap-
proach in the Treatment of Psychi-
atric Disorders Chairperson: Alan L.
Summers, M.D.

IW6. Treatment of Pregnancy-Re-
lated Mood Disorders: From Psychia-
try to Pediatrics Co-Chairpersons: Janet
A. Martin, M.D., Syed S. A. Naqvi, M.D.

IW7. Risk Management Issues in
Psychiatric Practice Chairperson: Alan I.
Levenson, M.D.

IW8. But Can We Do It Here?
Challenges of Implementing Cogni-
tive-Behavior Therapy for Schizo-
phrenia Programs in the U.S. Co-
Chairpersons: Page Burkholder, M.D., Peter
J. Weiden, M.D.

IW9. Religious and Spiritual As-
sessment in Clinical Practice Co-Chair-
persons: Francis G. Lu, M.D., Christina M.
Puchalski, M.D.

IW10. Early Detection and Treat-
ment of Bipolar Illness Chairperson: Eric
R Marcus, M.D.

IW11. What Is a Mood Stabilizer?
Chairperson: Eduard Vieta, M.D.

IW12. Reinventing Careers: Tran-
sitions and Later-Life Strategies for
Psychiatrists Co-Chairpersons: Carolyn B.
Robinowitz, M.D., Abram M. Hostetter,
M.D. 

IW13. American Board of Psychia-
try and Neurology Update: Certifica-
tion and Maintenance of Certification
in Psychiatry and Its Subspecialties
Chairperson: Stephen C. Scheiber, M.D. continued on page 16

Have You Received
Your Medallion Yet? 

APA members who were elected to APA
distinguished fellowship in prior years

but never attended an annual meeting Con-
vocation to receive their medallion are in-
vited to participate in the Convocation cer-
emony at this year’s meeting on Monday,
May 22, from 5:30 p.m. to 7:30 p.m. in Ex-
hibit Hall A, North Level 300, at the Toronto
Convention Centre. These distinguished fel-
lows are asked to notify the APA Member-
ship Department that they plan to attend so
that they can be sent further details. 

The Membership Department may be
contacted by mail at 1000 Wilson Boule-
vard, Suite 1825, Arlington, Va. 22209-
3901; by phone at (888) 35-PSYCH, ext.
7351; by fax at (703) 907-1085; or by 
e-mail at ppardee@psych.org. ■
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V I T A L  S I G N S  I N  P S Y C H I A T R Y :
A PERSPECTIVE ON SLEEP ACROSS THE L IFE CYCLE

A CME Symposium to be held during the 2006 American Psychiatric Association (APA) Annual Meeting

Sunday, May 21, 2006
1:00 PM – 1:30 PM Lunch

1:30 PM – 4:30 PM CME Symposium

TARGET AUDIENCE
This activity has been designed to meet the educational needs
of psychiatrists involved in the management of sleep dysfunction
and insomnia. 

LEARNING OBJECTIVES
At the conclusion of the symposium, the participant should be
able to:

• Understand normal sleep patterns, sleep architecture, and sleep 
behaviors as they develop and change from infancy through
adolescence

• Discuss the epidemiology, impact, evaluation, and general 
approaches to treatment of insomnia in the adult population

• Review medical and psychiatric comorbidities associated with 
insomnia and discuss the importance of addressing underlying
conditions when managing sleep dysfunction

• Describe gender-related differences in sleep architecture and the 
development of sleep-related disorders

• Identify changes in the pattern of normal sleep that occur with 
advancing age

REGISTRATION
Attendees must be registered for the APA Annual Meeting to attend
this symposium. Seating is limited and will be based on a first-come,
first-served basis. For more information about the meeting, please visit
the APA Web site at www.psych.org, or contact the APA toll-free
at 1-888-357-7924 (within the US or Canada) or 703-907-7300. 

ACCREDITATION STATEMENT
The American Psychiatric Association (APA) is accredited by the
Accreditation Council for Continuing Medical Education to provide
continuing medical education for physicians. The APA designates this
educational activity for a maximum of 3 category 1 credits toward
the AMA Physician’s Recognition Award and for the CME requirement
of the APA. Each physician should claim only those credits that
he/she actually spent in the activity.

CREDIT DESIGNATION
The APA is approved by the American Medical Association (AMA) to
award category 1 credit toward the Physician’s Recognition Award.

FACULTY DISCLOSURE STATEMENTS
All faculty participating in industry-supported symposia must sign and
submit the Disclosure of Financial Interests or Other Affiliations form.
Additionally, faculty must disclose to the audience any financial
interests or commercial relations. 

Interactive debate-style format!

The Fairmont Royal York
Canadian Room, Convention Floor

Toronto, Ontario, Canada

AGENDA

1:00 PM-1:30 PM Lunch

1:30 PM-1:40 PM Introduction and Overview
Eric A. Nofzinger, MD (Chair)
University of Pittsburgh School of Medicine
Pittsburgh, Pennsylvania

1:40 PM-2:05 PM Sleep in Infancy, Childhood, and Adolescence: 
Normal Sleep Patterns, Developmental Issues,
and Sleep Problems
Jodi A. Mindell, PhD 
Saint Joseph’s University
Philadelphia, Pennsylvania

2:05 PM-2:30 PM Insomnia in Adulthood: Causes, Consequences, 
and Treatment
Ned H. Kalin, MD
University of Wisconsin Medical School
Madison, Wisconsin 

2:30 PM-2:55 PM Insomnia Secondary to Medical or Psychiatric 
Comorbidity: Implications for Evaluation
and Management
Matthias K. Lee, MD
Virginia Mason Sleep Disorders Center
Seattle, Washington

2:55 PM-3:20 PM Sleep in Women Across the Life Cycle:
How the Reproductive Cycle Impacts Sleep
Meir H. Kryger, MD, FRCPC
University of Manitoba
Winnipeg, Manitoba

3:20 PM-3:45 PM Sleep in the Elderly: Is Poor Sleep a Normal 
Concomitant of Advancing Age?
Sanford I. Finkel, MD
University of Chicago Medical School
Chicago, Illinois 

3:45 PM-4:30 PM Audience Questions/Panel Discussion
Eric A. Nofzinger, MD (Chair)
University of Pittsburgh School of Medicine
Pittsburgh, Pennsylvania

Supported by an educational grant from Sepracor Inc.
Sponsored by the American Psychiatric Association
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Emotional, and Sexual Abuse: How Do
We Ask About Abuse? Brett D. Thombs,
Ph.D.

20. Kennedy Axis V: The Next Step
for Axis V? James A. Kennedy, M.D.

21. Dimensional Approaches to DSM
and the Impact on Diagnostic Instru-
ments Maritza Rubio-Stipec, Sc.D.

Session 8. Consultation-Liaison Psy-
chiatry

22. Teaching of Psychiatry in Primary
Care Residencies: Do Training Directors
of Primary Care and Psychiatry See Eye
to Eye? Hoyle Leigh, M.D.

23. Unrecognized Post-Traumatic
Symptoms Triggered by Routine Hospi-
tal Care in Patients With Previous
Trauma Histories Sarah Birmingham,
M.D.

24. Is Asthma Severity Related to Cur-
rent Major Depressive Episode and Gen-
eralized Anxiety Disorder? A Case-Con-
trol Study Claudia Meneses, M.D.

Session 9. Psychiatric Education
25. Psychiatric CMEs and Commer-

cial Bias: Are New ACCME Standards
Effective? Daniel J. Carlat, M.D.

26. Relationships Between Self-As-
sessment Skills, Test Performance, and
Other Variables in Psychiatry Residents
David J. Lynn, M.D.

27. Coaching Communication Using
Standardized Patient Encounters: An Ed-
ucational Research Study Paula Ravitz,
M.D.

Session 10. Biological Psychiatry and
Neuroscience

28. From Synapse to Psychotherapy:
The Fascinating Evolution of Neuro-
science Bernadette Grosjean, M.D.

29. Can Neurological Soft Signs Dis-
criminate Between Four Axis-I Diagnos-
tic Categories in the Prison Population?
Seyed Mohammad Assadi, M.D.

30. An Association Study of a Brain-
Derived Neurotrophic Factor Val66Met
Polymorphism and Zotepine Response of
Inpatients With Acute Schizophrenia
Ching-Hua Lin, M.D.

Session 11. Geriatric Psychiatry
31. The Influence of Dementia on the

Treatment of Depression in Geriatric In-
patients John W. Goethe, M.D.

32. Overall Efficacy and Time to Re-
sponse for Duloxetine 60 mg Once Daily
Versus Placebo in Elderly Patients With
MDD Joel Raskin, M.D.

33. Safety and Efficacy of Intra-Mus-
cular Ziprasidone Treatment of Acute
Psychotic Agitation in Elderly Patients
With Schizophrenia Alex Aviv

Component Workshops
CW10. The Gift of Life: A Psychi-

atric Perspective on Living Hepatic
Organ Donation APA Council on Psycho-
somatic Medicine; Co-Chairpersons: Philip R.
Muskin, M.D., Silvia Hafliger, M.D.

CW11. Toward a Better Under-
standing of Cultural Issues in Clinical
Practice: Residents’ Perspective of a
Model Curriculum for Residency
Training Programs APA/AstraZeneca
Minority Fellows; Chairperson: Angel A.
Caraballo, M.D.

Science to Public Policy: Advocacy for
Patients and the Profession 

1. The Impact of an Integrated Com-
munity Arts Studio on Stigmatizing Be-
liefs and Experiences Thomas C. Zelnik,
M.D.

2. Health Policies and the Diagnostic
and Statistical Manual Roger Peele, M.D.

3. The System for Classification of
Inpatient Psychiatry: A New Case-Mix
Methodology for Mental Health John P.
Hirdes, Ph.D.

Session 2. Ethics and Human Rights
4. Ethics and Psychobiological Re-

search Cherise Rosen, Ph.D.
5. Terrorism and Medical Ethics:

Conflicting Loyalties for American Psy-
chiatrists David A. Rothstein, M.D.

6. A New Mental Health Act: An Aus-
tralian Experience Darryl P. Watson, M.D.

Session 3. Attention Spectrum Disor-
ders

7. Transdermal Methylphenidate
Versus Placebo in Pediatric ADHD
Robert L. Findling, M.D.

8. Effects of Transdermal
Methylphenidate in a Laboratory Class-
room Study James J. McGough, M.D.

9. Modafinil-ADHD: Long-Term
Efficacy and Safety in Children and Ado-
lescents With ADHD Samuel W. Boellner,
M.D.

Session 4. Current Trends in Schizo-
phrenia

10. Recurring Psychosis in Schizo-
phrenia: A 20-Year Multi, Follow-Up
Study Martin Harrow, Ph.D.

11. Identifying the Neurobiological
Basis for Schizophrenia Zeinab S. Elbaz,
M.D.

12. Key Findings From the Interconti-
nental Schizophrenia Outpatients Health
Outcomes Study (IC-SOHO): Disease
Burden and Clinical Outcomes Associ-
ated With Antipsychotic Treatment for
Schizophrenia Martin Dossenbach

Session 5. Medication Response in
MDD

13. Duloxetine Versus Escitalopram
and Placebo in the Long-Term Treat-
ment of Patients With MDD Teresa A.
Pigott, M.D.

14. Conditional Probability of Re-
sponse to Placebo in MDD Jennifer
Covino, M.P.A.

15. Addition of Atomoxetine for De-
pression Incompletely Responsive to Ser-
traline: A Randomized, Double-Blind,
Placebo-Controlled Study David Michel-
son, M.D.

Session 6. Treatment Management
and Outcomes in Mood Disorders

16. Management of Side Effects Asso-
ciated With New Treatments for Bipolar
Depression Joseph R. Calabrese, M.D.

17. Treatment-Resistant Depression:
Changes in Symptoms and Functioning
in a Clinical Sample Alex A. Cardoni,
M.S.

18. Specificity of Effect of Quetiapine
in Bipolar Depression Robert M. A.
Hirschfeld, M.D.

Session 7. Diagnostic Issues
19. Screening for History of Physical,

Entering Private Practice
A Handbook for Psychiatrists

Edited by Jeremy A. Lazarus, M.D.

Packed with practical advice from
experts, and based on the editor’s many

years of organizing career seminars for psychiatric
residents, Entering Private Practice: A Handbook for
Psychiatrists offers a comprehensive and systematic approach to 
setting out on a career in private practice.

The book details the advantages and disadvantages of private practice,
emphasizing that practitioners must love their work and balance it with
a successful personal life. Highlighted throughout by user-friendly
forms, samples, and checklists–– distinguished contributors present 
the nuts and bolts of how to find a private practice job, set up a private
practice office (including technology and décor), market a private
practice (internally and externally), navigate the ins and outs of insur-
ance billing and relationships, relate to primary care physicians, steer
clear of legal pitfalls, and handle common ethical problems.

The First and Last Word in Psychiatry

1000 Wilson Boulevard, Suite 1825
Arlington, VA 22209-3901
Phone: 703-907-7322 or 1-800-368-5777, Mon.-Fri., 9 AM TO 5:30 PM, ET
Fax: 703-907-1091 | Email: appi@psych.org | Web: www.appi.org
Please reference priority code AH605 when ordering.

2005 ● 192 pages ● ISBN 1-58562-141-2 ● Paperback ● $34.95 ● Item #62141

MONDAYMAY22
159th annual meeting

continued on page 18



Prescribe Focalin XR— 
QD ADHD treatment that starts working by 1 hour

	 	A	product	of	single-isomer	science	approved	for	
adults,	adolescents,	and	children

	 	Low	discontinuation	rates,	with	no	discontinuations		
due	to	adverse	events	in	a	pediatric	study	(versus		
2.1%	for	placebo)1

	 	Available	in	3	convenient	dosage	strengths		
(5	mg,	10	mg,	and	20	mg);	capsule	can	be		
opened	and	contents	sprinkled	on	applesauce		
for	easy	administration

Reference: 1. Greenhill	LL,	Muniz	R,	Pestreich	L,	et	al.	Effective	control	of	pediatric		
ADHD	symptoms	using	once-daily	dexmethylphenidate.	Poster	presented	at:		
51st	Annual	Meeting	of	the	American	Academy	of	Child	and	Adolescent	Psychiatry;		
October	19-24,	2004;	Washington,	DC.

For more information, visit www.FocalinXR.com.

Please see brief summary of prescribing information,  
including Boxed Warning, on adjacent page.

A fast start. Once a day.

A different choice in ADHD therapy.
Focalin XR is indicated for the treatment of Attention Deficit 
Hyperactivity Disorder (ADHD) in adults, adolescents, and 
children 6 years and older. Focalin XR is indicated as an integral 
part of a total treatment program for ADHD that may include 
other measures (eg, psychological, educational, social) for patients 
with this syndrome.

Important safety information: The	most	common	adverse	
events	 seen	 with	 Focalin	 XR	 were	 dyspepsia,	 decreased	
appetite,	headache,	and	anxiety	in	pediatric	studies;	and	dry	
mouth,	dyspepsia,	feeling	jittery,	dizziness,	headache,	and	
anxiety	in	adult	studies.

Focalin	XR	is	contraindicated	in	patients	with	marked	anxiety,	
tension,	 and	agitation,	 since	 the	drug	may	aggravate	 these	
symptoms;	 in	 patients	 known	 to	 be	 hypersensitive	 to	
methylphenidate	 or	 other	 components	 of	 the	 product;	 in	
patients	with	glaucoma;	in	patients	with	motor	tics	or	with	a	
family	history	or	diagnosis	of	Tourette’s	syndrome;	and	during	
or	following	treatment	with	monoamine	oxidase	inhibitors.

Focalin	 XR	 should	 not	 be	 used	 to	 treat	 severe	 depression		
or	for	the	prevention	or	treatment	of	normal	fatigue	states.	
Focalin	 XR	 should	 be	 used	 with	 caution	 in	 patients	 with	
psychosis,	a	prior	history	of	seizures	or	EEG	abnormalities,	or	
hypertension.	Focalin	XR	should	generally	not	be	used	in	those	
who	have	structural	cardiac	abnormalities.	Focalin	XR	has	been	
associated	in	rare	cases	with	visual	disturbances.	Difficulty	with	
visual	accommodation	and	blurred	vision	have	been	reported	
with	methylphenidate.	Suppression	of	growth	has	been	reported	
with	long-term	use	of	stimulants.	(See	WARNINGS.)

Focalin XR should be given cautiously to patients with 
a history of drug dependence or alcoholism. Chronic 
abusive use can lead to marked tolerance and 
psychological dependence with varying degrees 
of abnormal behavior. Frank psychotic episodes 
can occur, especially with parenteral abuse. 
(See Boxed Warning.)



Focalin™ XR
(dexmethylphenidate hydrochloride) 
extended-release capsules
Rx only

BRIEF SUMMARY: Please see package insert for full prescribing information.

INDICATIONS AND USAGE
Focalin™ XR (dexmethylphenidate hydrochloride) extended-release capsules is indicated for the treatment of Attention
Deficit Hyperactivity Disorder (ADHD) in patients aged 6 years and older. 
The effectiveness of Focalin XR in the treatment of ADHD in patients aged 6 years and older was established in two
placebo-controlled studies in patients meeting DSM-IV criteria for ADHD (see CLINICAL STUDIES in the full prescrib-
ing information).
A diagnosis of Attention Deficit Hyperactivity Disorder (ADHD; DSM-IV) implies the presence of hyperactive-impulsive
or inattentive symptoms that caused impairment and were present before age 7 years. The symptoms must cause
clinically significant impairment, e.g., in social, academic, or occupational functioning, and be present in two or more
settings, e.g., school (or work) and at home. The symptoms must not be better accounted for by another mental dis-
order. For the Inattentive Type, at least six of the following symptoms must have persisted for at least 6 months: lack
of attention to details/careless mistakes; lack of sustained attention; poor listener; failure to follow through on tasks;
poor organization; avoids tasks requiring sustained mental effort; loses things; easily distracted; forgetful. For the
Hyperactive-Impulsive Type, at least six of the following symptoms must have persisted for at least 6 months: fidgeting/
squirming; leaving seat; inappropriate running/climbing; difficulty with quiet activities; “on the go”; excessive talking;
blurting answers; can’t wait turn; intrusive. The Combined Types requires both inattentive and hyperactive-impulsive
criteria to be met.  
Special Diagnostic Considerations  
Specific etiology of this syndrome is unknown, and there is no single diagnostic test. Adequate diagnosis requires 
the use not only of medical but of special psychological, educational, and social resources. Learning may or may not
be impaired. The diagnosis must be based upon a complete history and evaluation of the child and not solely on the
presence of the required number of DSM-IV characteristics.  
Need for Comprehensive Treatment Program
Focalin XR is indicated as an integral part of a total treatment program for ADHD that may include other measures
(psychological, educational, social) for patients with this syndrome. Drug treatment may not be indicated for all chil-
dren with this syndrome. Stimulants are not intended for use in the child who exhibits symptoms secondary to envi-
ronmental factors and/or other primary psychiatric disorders, including psychosis. Appropriate educational placement
is essential and psychosocial intervention is often helpful. When remedial measures alone are insufficient, the deci-
sion to prescribe stimulant medication will depend upon the physician’s assessment of the chronicity and severity of
the child’s symptoms.
Long-Term Use
The effectiveness of Focalin XR for long-term use, i.e., for more than 7 weeks, has not been systematically evaluated
in controlled trials. Therefore, the physician who elects to use Focalin XR for extended periods should periodically
reevaluate the long-term usefulness of the drug for the individual patient (see DOSAGE AND ADMINISTRATION in the
full prescribing information).
CONTRAINDICATIONS 
Agitation
Focalin™ XR (dexmethylphenidate hydrochloride) extended-release capsules is contraindicated in patients with marked
anxiety, tension, and agitation, since the drug may aggravate these symptoms. 
Hypersensitivity to Methylphenidate
Focalin XR is contraindicated in patients known to be hypersensitive to methylphenidate, or other components of the
product. 
Glaucoma
Focalin XR is contraindicated in patients with glaucoma.
Tics
Focalin XR is contraindicated in patients with motor tics or with a family history or diagnosis of Tourette’s syndrome.
(See ADVERSE REACTIONS.)
Monoamine Oxidase Inhibitors
Focalin XR is contraindicated during treatment with monoamine oxidase inhibitors, and also within a minimum of 14
days following discontinuation of treatment with a monoamine oxidase inhibitor (hypertensive crises may result).
WARNINGS 
Depression
Focalin™ XR (dexmethylphenidate hydrochloride) extended-release capsules should not be used to treat severe depression.
Fatigue
Focalin XR should not be used for the prevention or treatment of normal fatigue states.
Long-Term Suppression of Growth
Sufficient data on the long-term effects on growth of dexmethylphenidate in children are not yet available. Although 
a causal relationship has not been established, suppression of growth (i.e., weight gain, and/or height) has been
reported with the long-term use of stimulants in children. Therefore, patients requiring long-term therapy should be
carefully monitored. Patients who are not growing or gaining weight as expected should have their treatment inter-
rupted. In the 7-week double-blind placebo-controlled study of Focalin XR, the mean weight gain was greater for
patients receiving placebo (+0.4 kg) than for patients receiving Focalin XR (-0.5 kg).
Psychosis
Clinical experience suggests that in psychotic patients, administration of methylphenidate may exacerbate symptoms
of behavior disturbance and thought disorder.
Seizures
There is some clinical evidence that methylphenidate may lower the convulsive threshold in patients with prior history
of seizures, in patients with prior EEG abnormalities in the absence of a history of seizures, and, very rarely, in patients
without a history of seizures and no prior EEG evidence of seizures. Safe concomitant use of anticonvulsants and
methylphenidate has not been established. In the presence of seizures, Focalin XR should be discontinued.
Sudden Death and Pre-Existing Structural Cardiac Abnormalities
Sudden death has been reported in association with CNS stimulant treatment at usual doses in children with struc-
tural cardiac abnormalities. Although some structural cardiac abnormalities alone may carry an increased risk of sud-
den death, stimulant products generally should not be used in children, adolescents, or adults with known structural
cardiac abnormalities.
Hypertension and Other Cardiovascular Conditions
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 preexisting hypertension, heart failure, recent myocardial infarction, car-
diac arrhythmia or hyperthyroidism. Blood pressure should be monitored at appropriate intervals in patients taking
Focalin XR, especially patients with hypertension. Studies of Focalin XR and methylphenidate have shown small, mean,
dose-related, increases of resting pulse and blood pressure in both pediatric patients and adults. 
Visual Disturbance
Symptoms of visual disturbances have been encountered in rare cases. Difficulties with accommodation and blurring
of vision have been reported with methylphenidate.
Use in Children Under Six Years of Age
Focalin XR should not be used in children under 6 years of age, since safety and efficacy in this age group have not
been established.

PRECAUTIONS 
Hematologic Monitoring
Periodic CBC, differential, and platelet counts are advised during prolonged therapy.
Information for Patients
To assure safe and effective use of Focalin™ XR (dexmethylphenidate hydrochloride) extended-release capsules, the
patient information should be discussed with patients.
Drug Interactions
Focalin XR should not be used in patients being treated (currently or within the preceding two weeks) with MAO
Inhibitors (see CONTRAINDICATIONS, Monoamine Oxidase Inhibitors).
Because of possible effects on blood pressure, Focalin XR should be used cautiously with pressor agents. 
Methylphenidate may decrease the effectiveness of drugs used to treat hypertension. 
Dexmethylphenidate is metabolized primarily to d-ritalinic acid by de-esterification and not through oxidative pathways.

The effects of gastrointestinal pH alterations on the absorption of dexmethylphenidate from Focalin XR have not been
studied. Since the modified release characteristics of Focalin XR are pH dependent, the coadministration of antacids
or acid suppressants could alter the release of dexmethylphenidate.
Human pharmacologic studies have shown that racemic methylphenidate may inhibit the metabolism of coumarin
anticoagulants, anticonvulsants (e.g., phenobarbital, phenytoin, primidone), and tricyclic drugs (e.g., imipramine,
clomipramine, desipramine). Downward dose adjustments of these drugs may be required when given concomitantly
with methylphenidate. It may be necessary to adjust the dosage and monitor plasma drug concentration (or, in the
case of coumarin, coagulation times), when initiating or discontinuing methylphenidate. 
Serious adverse events have been reported in concomitant use with clonidine, although no causality for the combina-
tion has been established. The safety of using methylphenidate in combination with clonidine or other centrally-acting
alpha-2-agonists has not been systematically evaluated.
Carcinogenesis, Mutagenesis, and Impairment of Fertility
Lifetime carcinogenicity studies have not been carried out with dexmethylphenidate. In a lifetime carcinogenicity study
carried out in B6C3F1 mice, racemic methylphenidate caused an increase in hepatocellular adenomas, and in males
only, an increase in hepatoblastomas at a daily dose of approximately 60 mg/kg/day. Hepatoblastoma is a relatively
rare rodent malignant tumor type. There was no increase in total malignant hepatic tumors. The mouse strain used is
sensitive to the development of hepatic tumors, and the significance of these results to humans is unknown.  
Racemic methylphenidate did not cause any increase in tumors in a lifetime carcinogenicity study carried out in F344
rats; the highest dose used was approximately 45 mg/kg/day.
In a 24-week study of racemic methylphenidate in the transgenic mouse strain p53+/-, which is sensitive to genotoxic
carcinogens, there was no evidence of carcinogenicity. Mice were fed diets containing the same concentrations as in
the lifetime carcinogenicity study; the high-dose group was exposed to 60-74 mg/kg/day of racemic methylphenidate.
Dexmethylphenidate was not mutagenic in the in vitro Ames reverse mutation assay, the in vitro mouse lymphoma
cell forward mutation assay, or the in vivo mouse bone marrow micronucleus test.  
Racemic methylphenidate was not mutagenic in the in vitro Ames reverse mutation assay or the in vitro mouse lym-
phoma cell forward mutation assay, and was negative in vivo in the mouse bone marrow micronucleus assay. How-
ever, sister chromatid exchanges and chromosome aberrations were increased, indicative of a weak clastogenic
response, in an in vitro assay of racemic methylphenidate in cultured Chinese Hamster Ovary (CHO) cells.
Racemic methylphenidate did not impair fertility in male or female mice that were fed diets containing the drug in an
18-week Continuous Breeding study. The study was conducted at doses of up to 160 mg/kg/day.
Pregnancy
Pregnancy Category C
In studies conducted in rats and rabbits, dexmethylphenidate was administered orally at doses of up to 20 and
100 mg/kg/day, respectively, during the period of organogenesis. No evidence of teratogenic activity was found in either
the rat or rabbit study; however, delayed fetal skeletal ossification was observed at the highest dose level in rats. When
dexmethylphenidate was administered to rats throughout pregnancy and lactation at doses of up to 20 mg/kg/day, 
postweaning body weight gain was decreased in male offspring at the highest dose, but no other effects on postnatal
development were observed. At the highest doses tested, plasma levels (AUCs) of dexmethylphenidate in pregnant 
rats and rabbits were approximately 5 and 1 times, respectively, those in adults dosed with 20 mg/day.
Racemic methylphenidate has been shown to have teratogenic effects in rabbits when given in doses of 200 mg/kg/day
throughout organogenesis.
Adequate and well-controlled studies in pregnant women have not been conducted. Focalin XR should be used during
pregnancy only if the potential benefit justifies the potential risk to the fetus.  
Nursing Mothers
It is not known whether dexmethylphenidate is excreted in human milk. Because many drugs are excreted in human
milk, caution should be exercised if Focalin XR is administered to a nursing woman.
Pediatric Use
The safety and efficacy of Focalin XR in children under 6 years old have not been established. Long-term effects of
Focalin in children have not been well established (see WARNINGS).
In a study conducted in young rats, racemic methylphenidate was administered orally at doses of up to 100 mg/kg/day
for 9 weeks, starting early in the postnatal period (Postnatal Day 7) and continuing through sexual maturity (Postnatal
Week 10). When these animals were tested as adults (Postnatal Weeks 13-14), decreased spontaneous locomotor
activity was observed in males and females previously treated with 50 mg/kg/day (approximately 6 times the maxi-
mum recommended human dose [MRHD] of racemic methylphenidate on a mg/m2 basis) or greater, and a deficit in
the acquisition of a specific learning task was seen in females exposed to the highest dose (12 times the racemic
MRHD on a mg/m2 basis). The no effect level for juvenile neurobehavioral development in rats was 5 mg/kg/day (half
the racemic MRHD on a mg/m2 basis). The clinical significance of the long-term behavioral effects observed in rats 
is unknown.
ADVERSE REACTIONS
Focalin™ XR (dexmethylphenidate hydrochloride) extended-release capsules was administered to 46 children and 
7 adolescents with ADHD for up to 7 weeks and 206 adults with ADHD in clinical studies. During the clinical studies,
101 adult patients were treated for at least 6 months.
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 pro-
portion of individuals experiencing adverse events without first grouping similar types of events into a smaller num-
ber of standardized event categories. In the tables and listings that follow, MedDRA 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. An event was considered treatment
emergent if it occurred for the first time or worsened while receiving therapy following baseline evaluation.
Adverse Events in Acute Clinical Studies with Focalin™ XR – Children
Adverse Events Associated with Discontinuation of Treatment
Overall, 50 of 684 children treated with Focalin immediate-release formulation (7.3%) experienced an adverse event
that resulted in discontinuation. The most common reasons for discontinuation were twitching (described as motor or
vocal tics), anorexia, insomnia, and tachycardia (approximately 1% each). None of the 53 Focalin XR-treated pediatric
patients discontinued treatment due to adverse events in the 7-week placebo-controlled study.  
Adverse Events Occurring at an Incidence of 5% or More Among Focalin™ XR-Treated Patients
Table 1 enumerates treatment-emergent adverse events for the placebo-controlled, parallel-group study in children
and adolescents with ADHD at flexible Focalin XR doses of 5-30 mg/day. The table includes only those events that
occurred in 5% or more of patients treated with Focalin XR and for which the incidence in patients treated with
Focalin XR was at least twice the incidence in placebo-treated patients. The prescriber should be aware that these fig-
ures 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 rel-
ative contribution of drug and non-drug factors to the adverse event incidence rate in the population studied.

Table 1
Treatment-Emergent Adverse Events1 Occurring During Double-Blind Treatment – Pediatric Patients  

Focalin™ XR Placebo
N=53 N=47

No. of Patients with AEs
Total 76% 57%

Primary System Organ Class/ 
Adverse Event Preferred Term 
Gastrointestinal Disorders 38% 19%

Dyspepsia 8% 4%
Metabolism and Nutrition Disorders 34% 11%

Decreased Appetite 30% 9%
Nervous System Disorders 30% 13%

Headache 25% 11%
Psychiatric Disorders 26% 15%

Anxiety 6% 0%
1Events, regardless of causality, for which the incidence for patients treated with Focalin XR was at least 5% and twice
the incidence among placebo-treated patients. Incidence has been rounded to the nearest whole number.

Adverse Events in Clinical Studies with Focalin™ XR – Adults
Adverse Events Associated with Discontinuation of Treatment
In the adult placebo-controlled study, 10.7% of the Focalin XR-treated patients and 7.5% of the placebo-treated
patients discontinued for adverse events. Among Focalin XR-treated patients, insomnia (1.8%, n=3), feeling jittery
(1.8%, n=3), anorexia (1.2%, n=2), and anxiety (1.2%, n=2) were the reasons for discontinuation reported by more
than 1 patient. 
Adverse Events Occurring at an Incidence of 5% or More Among Focalin™ XR-Treated Patients
Table 2 enumerates treatment-emergent adverse events for the placebo-controlled, parallel-group study in adults with
ADHD at fixed Focalin XR doses of 20, 30, and 40 mg/day. The table includes only those events that occurred in 5% or
more of patients in a Focalin XR dose group and for which the incidences in patients treated with Focalin XR appeared
to increase with dose. 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 

Drug Dependence
Focalin XR should be given cautiously to patients with a history of drug dependence or alcoholism. Chronic 
abusive use can lead to marked tolerance and psychological dependence with varying degrees of abnormal behav-
ior. Frank psychotic episodes can occur, especially with parenteral abuse. Careful supervision is required during
withdrawal from abusive use, since severe depression may occur. Withdrawal following chronic therapeutic use
may unmask symptoms of the underlying disorder that may require follow-up.

©2006 Novartis 4/06 FCL-AD-0111-B 
Novartis Pharmaceuticals Corporation
East Hanover, New Jersey 07936-1080 

Under license from Celgene Corporation
Summit, New Jersey 07901 

Please see adjacent page for continued brief summary of prescribing information.
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slowly. A meeting scheduled at 9 a.m. hap-
pens at 10:30 because time in the rural areas
is pretty meaningless, and much of my day
consists of sitting under a tree trying not to
die from thirst or heat or hunger.”

But perhaps the most unusual undertak-
ing you can embark on in the Ontario Sci-
ence Centre is to enter the Amazing Aging
Machine. Located in the Human Body Hall,
the machine will show you what you will
look like a few years hence. The shock is
tempered, however, by the reminder that
computer-software aging is not inevitably
destiny—that how people care for their bod-
ies over the years can make a big difference
as far as the course of aging is concerned.

Altogether the Ontario Science Centre
has some 800 interactive exhibits in 10 gar-
gantuan halls, Frommer’s 2005 Guide to
Toronto points out. So in order to see and
enjoy everything, it is a good idea to arrive
at the center at opening time.

“It has been called a museum of the 21st
century, but it’s much more than that,”
Fodor’s 2006 Guide to Toronto declared.
“Where else can you stand at the edge of a
black hole, work hand-in-clamp with a
robot, or land on the moon?”

The Ontario Science Centre is located at
770 Don Mills Road (at the corner of Eglin-
ton Avenue East), about seven miles north-
east of downtown Toronto. More informa-
tion is available by phone at (416) 696-1000;
e-mail at call_centre@osc.on.ca; or online
at <www.ontariosciencecentre.ca>. ■

For 114 days, a team of explor-
ers encountered dangerous
rapids, deadly crocodiles and
hippos, gunfire from bandits,
malaria, and the fierce Sahara

sun as they descended the world’s longest
river—the Nile. 

You and your family can join them in
this chilling descent when you visit the On-
tario Science Centre in Toronto in con-
junction with APA’s 2006 annual meeting.
The trip has been captured in an IMAX
film shown at the center’s OMNIMAX
Theatre.

If crocodiles and hippos aren’t your style,
you can view another IMAX film called
“Bugs! A Rainforest Adventure.” It provides
extraordinary images of those “creepy
crawlies,” whether they are evolving to ma-
turity or preying or being preyed upon.

Or if insects aren’t your passion, you
might take in an IMAX film called “The
Human Body.” It offers film footage of bod-
ily dramas that you never viewed in medical
school. For instance, you can view a tomato
being blended by the stomach and a red cell
zipping through 100 miles of veins and ar-
teries. The film is a combination of live ac-
tion, computer-generated graphics, mi-
croscopy, the latest medical imaging, and
cutting-edge cinematic techniques.

Still other titillating adventures await
you and your family if you visit the Cen-
tre’s Weston Family Innovation Centre,
Phase One, which opened in March 2005. 

It is sort of a scientific Times Square
where visitors can explore current science
issues—say, avian flu or tsunamis—
through multimedia presentations and live
updates presented on a stage. Among the
more popular displays are “electricity
demonstrations with the Van de Graaff
generator Hot Spots that are hosted by
our science hosts throughout the day,”
Ellen Flowers, media relations officer for
the Ontario Science Centre, told Psychi-
atric News. These demonstrations will lit-
erally make your hair stand on end.

In the Weston Family Innovation Centre,
you can also read field diaries from scien-
tists working in various countries. For ex-
ample, Mike Quinn reported on November
11, 2005, from Zambia, where he was help-
ing sorghum farmers improve their harvests:
“On the upside. . . I get to bomb around on
my motorbike,” he explained, “but on the
flipside, it’s hot. . . and life moves very, very

Uncover Mysterious Life
Of Creatures Large, Small
Adventures await at the Ontario Science Centre, which has an Amaz-
ing Aging Machine and electricity demonstrations that will make your
hair stand on end.

BY JOAN AREHART-TREICHEL

Opened in 1969, the Ontario Science Centre pioneered the concept of the interactive science
museum.
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The Ontario Science Centre offers hair-raising
adventure for kids.
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Music of a Genius Chairperson: Richard
Kogan, M.D.

4. Women and Alcohol Use Disor-
ders, Collaborative Session With the Na-
tional Institute on Alcohol Abuse and Alco-
holism; Chairperson: Shelly F. Greenfield,
M.D.

5. The Theory and Practice of
Apology Chairperson: Aaron Lazare, M.D.

1 p.m.-2:30 p.m.
New Research Young Investigators’
Oral/Slide Sessions 2-4

1 p.m.-5 p.m.
CME Courses 51-57

2 p.m.-3:30 p.m.
Focus Live Session 3. Presenter: Jerald
Kay, M.D., on Psychotherapy

Lectures
L8. Heart Rate Variability and Psy-

chiatry: Beyond Heart-Mind Link
Krishnamachari Srinivasan, M.D., Interna-
tional Lecture

L9. New Advances in Cognitive
Therapy Aaron T. Beck, M.D., APA’s Adolf
Meyer Award Lecture

2 p.m.-5 p.m.
Presidential Symposium 1. 
The Public Mental Health System: Criti-
cal Issues APA Committee on Family Vio-

Assembly Committee of Representatives of
Minority/Underrepresented Groups; Chair-
person: Jagannathan Srinivasaraghavan,
M.D.

Issue Workshops
IW16. Assessment of Capacity:

Developments, DVDs, and Defense
Organizations Chairperson: M.E. Jan
Wise, M.R.C. Psych.

IW17. Biopsychosocial and Spiri-
tual Aspects of Treating Our Physi-
cian Colleagues Co-Chairpersons: Mon-
isha R. Vasa, M.D., Syed S. A. Naqvi, M.D.

IW18. Oral Boards Boot Camp:
2006 Chairperson: Elyse D. Weiner, M.D.

IW19. The Other Desperate
Housewives: Hidden Violence in the
Home Chairperson: Susan J. Hatters-
Friedman, M.D.

IW20. Treating First- and Second-
Generation Immigrants With Psy-
chotherapy During Residency Train-
ing Chairperson: Anu A. Matorin, M.D.

IW21. Physician Heal Thyself:
Workplace Burnout Among Psychia-
trists Co-Chairpersons: John Sharkey,
M.D., Steve Choong Kam Chong, M.D.

IW22. Psychotherapy Training and
International Medical Graduates: The
Influence of Cultural Factors Chairper-
son: Nyapati R. Rao, M.D.

IW23. Cognitive-Behavior Ther-
apy for Psychosis: Basic Techniques
for Psychiatrists Chairperson: Shanaya

CW12. Ethnicity and Caregiving
Across the Psychiatric Spectrum APA
Committee on Ethnic Minority Elderly; Co-
Chairpersons: Iqbal Ahmed, M.D., Warachal
E. Faison, M.D.

CW13. Sexuality and Its Impact on
the HIV Pandemic APA Committee on
HIV/AIDS; Chairperson: Marshall Forstein,
M.D.

CW14. Psychiatric Ethics in the
United States and Throughout the
World APA Ethics Committee; Co-Chair-
persons: Spencer Eth, M.D., George
Christodoulou, M.D.

CW15. Teaching the Working 
Alliance as a Core Process Across the
Psychotherapies APA Committee on Psy-
chotherapy by Psychiatrists; Chairperson: Eric
M. Plakun, M.D.

CW16. Scales in the Clinical Prac-
tice of Geriatric Psychiatry APA Com-
mittee on Access and Effectiveness of Psychi-
atric Services for the Elderly; Chairperson:
Allan A. Anderson, M.D.

CW17. Winning the Fight for Men-
tal Health Benefits: Partnering With
Employers APA Committee on APA/Busi-
ness Relationships; Chairperson: Dauda A.
Griffin, M.D.

CW18. Culture as a Rationalization
for Violence Against Women APA
Committee on Family Violence and Abuse;
Chairperson: Gail E. Robinson, M.D.

CW19. Facilitating Minorities to
Excel in Academic Psychiatry APA 

Rathod, M.D.
IW24. Teaching Cognitive-Behav-

ior Therapy to Residents Co-Chairper-
sons: Judith S. Beck, Ph.D., Donna M.
Sudak, M.D.

IW25. Establishing a Women’s
Mental Health Program in an Acade-
mic or Private Setting Co-Chairpersons:
Catherine A. Birndorf, M.D., Nehama
Dresner, M.D. 

IW26. Secrets in Family Therapy:
To Tell or Not to Tell Co-Chairpersons:
Eva C. Ritvo, M.D., Michael Hughes, M.D.

IW27. Virtual Reality and Video
Games in the Treatment of Mental
Health Disorders and Addictions: An
Evidence-Based Analysis Co-Chairper-
sons: William Huang, M.D., Jeffery N.
Wilkins, M.D.

IW28. Multidisciplinary Treat-
ment of Adults With Asperger’s Syn-
drome and Related Disorders: Lessons
From the University of Pennsylvania
Social Learning Disorders Program
Co-Chairpersons: Anthony L. Rostain, M.D.,
Edward S. Brodkin, M.D.

Noon-1:30 p.m.
Forums

1. Harry Potter and the Half-
Blood Prince: Harry Grows Up Chair-
person: JoAnne Isbey, A.B.D.

2. DSM-V Chairperson: Darrel Regier,
M.D.

3. Mozart at 250: The Mind and continued on page 22

t o r o n t oMONDAYMAY22
159th annual meeting
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100% REFUND FOR ORAL & WRITTEN BOARD EXAM

SPECIALTY PREPARATION IS THE ONLY PUBLISHER TO NOW GUARAN-
TEE 100% REFUNDS.  It does so because its courses are the most effective & time-
efficient means to prepare for the Board.  All needed to pass is offered. Lecturers
include faculty of Harvard, Yale, Columbia, Cornell & Brown.  APA Practice
Guidelines.  Review books designed to reinforce lecture material & facilitate
memorization.  Multiple-choice books modeled after the Board Exam.
www.PsychiatryBoards.com

VIDEOTAPED REVIEW OF PSYCHIATRY
23 Studio-Filmed Lectures (VHS), Review Book (400 pages) & Multiple Choice Book with test-
taking and anxiety reduction strategies. $695. (Institutions $1,095.)

VIDEOTAPED REVIEW OF NEUROLOGY
16 Studio-Filmed Lectures (VHS), Review Book (150 pages), & Multiple Choice Test Book with
test taking strategies.                  $545. (Institutions $945.)
100% Refund for those who purchase both courses and fail Part I Test.
Deduct $100. from any purchase of both Courses.

THESE COURSES ARE UNIQUE because they offer ready-to-use, diagnosis-specific templates
on case presentation, differential diagnosis, comorbidity, & Rx planning.  The templates make
elegant case presentation possible despite the stress of the exam.

HOW TO SUCCEED IN THE ORAL BOARD
16 Studio-Filmed Lectures (VHS) & Book (250 pages) teach the science of each diagnosis
encountered in the Exam, instruct how  to examine patients in each diagnostic category, organize
your presentation and offer a literature-driven discussion. $695 (Institutions $1,095)

THE INTERVIEW FOR THE BOARD
10 Patient Interviews followed by Presentation & Discussion demonstrate how to apply the
instructions of "How to Succeed" Course in the Live and the Videotaped Interviews of the Board.  

$545. (Institutions $945.)
100% Refund for purchases of both courses & fail Part II Test.  Deduct $100 from any purchase
of both courses.

11 Video Lectures (VHS) & Book (400 pages).  100% refund if failed. $495.

TO ORDER: Mail check to Specialty Preparation, Inc., PO Box 398, Rye, N.Y. 10580. Add $15 for shipping.
NY residents add local tax. Information: www.PsychiatryBoards.com or call (914) 921 0900.

AFTER 18 YEARS OF SUCCESS (94% PASS),
WE REVOLUTIONIZED BOARD PREPARATION AGAIN

PSYCHIATRY PART I (100% REFUND)

PSYCHOPHARMACOLOGY EXAM (100% REFUND)

PSYCHIATRY PART II (100% REFUND)

For further information, please contact: 

Annual Meetings Department
American Psychiatric Association

1000 Wilson Boulevard
Suite 1825

Arlington, VA  22209-3901
Telephone:  (703) 907-7822

Fax:  (703) 907-1090
www.psych.org

AMERICAN PSYCHIATRIC ASSOCIATION

159th Annual Meeting
May 20-25, 2006, Toronto, Canada

"From Science to Public Policy: 
Advocacy for Patients & the Profession"

Small Group Formats will include:
● Meeting informally with prominent colleagues

(Discussion Groups)
● Clinically-based seminars with outstanding educators 

(Master Educator Clinical Consultations)
● Discussing problem areas in psychiatric research with senior

research colleagues (Research Consultation With Series)

Plus many other educational formats and exhibits.

● Advances in Research ● Forums ● Symposia
● Workshops ● Scientific and Clinical Reports

● Debates ● CME Courses ● Review of Psychiatry Sessions
● Clinical and Continuous Case Conferences

● Research Advances in Medicine
● Medical Updates ● Distinguished Speakers

● New Research Sessions

Psychiatry on the World Stage

The APA Office of International Activities and its components, the Council on Global Psychia-
try, Committee on Psychiatric Dimensions of Disasters, and Corresponding Committee on
Misuse and Abuse of Psychiatry, will present several timely symposia and workshops at this
year’s annual meeting. Among them:

Monday, May 22
2 p.m.-5 p.m. Symposium: “Science, Diagnoses, and the Clinician”

Cosponsored by APA and the WPA and chaired by Rodrigo Muñoz, M.D.
Royal York, Mezzanine Floor, Alberta Room,

Tuesday, May 23
11 a.m.-12:30 p.m. Component Workshop and Europe Discussion Group: “European Psychi-

atry: Health and Mental Health Poolicy After the Helsinki Summit”
Cosponsored by the Council on Global Psychiatry and the WPA’s Conflict
Management and Conflict Resolution Section and co-chaired by Rodrigo
Muñoz, M.D., and Eliot Sorel, M.D.
Toronto Convention Centre, South, Level 700, Room 703

2 p.m.-5 p.m. APA-WPA Presidential Symposium: “International Advocacy Towards  a
Psychiatry for the Person”
Cosponsored and co-chaired by APA President Steven Sharfstein, M.D.,
and WPA President Juan Mezzich, M.D., Ph.D.
Toronto Convention Centre, South, Level 700, Room 701A,

2 p.m.-5 p.m. Symposium: “APA/APAL: Addressing Psychiatric Patients Needs in
Latinn America”
Cosponsored by the Council on Global Psychiatry and the Asociación
Psiquiátrica de América Latina (APAL) and co-chaired by Rodrigo
Muñoz, M.D., and Pedro Ruiz, M.D.
Toronto Convention Centre, South, Level 700, Room 714B,

Wednesday, May 24
11 a.m.-12:30 p.m. Component Workshop: “Global Psychiatry: Establishing Formal and In-

formal Mental Health Exchanges””
Chaired by Samuel Okpaku, M.D.
Toronto Convention Centre, North, Level 100, Room 104A

Noon-1:30 p.m. “South Asian Forum”
Co-chaired by Rodrigo Muñoz, M.D., and Pedro Ruiz, M.D.
Toronto Convention Centre, South, Level 800, Room 801B

Thursday, May 25
9 a.m.-10:30 a.m. Issue Workshop: “International South Asian Forum: A Model for Im-

proved Psychiatric Services in Deeveloping Countries”
Chaired by Jagannathan Srinivasaraghavan, M.D.
Toronto Convention Centre, North, Level 200, Room 201D

2 p.m.-5 p.m. Symposium: “Global Mental Health Disparities: A Cultural Perspective
and the  Potential for Formal and Informal International Exchanges”
Sponsored by the Council on Global Psychiatry and co-chaired by Ro-
drigo Muñoz, M.D., and Samuel Okpaku, M.D.
Toronto Convention Centre, North, Level 200, Room 206C/D,

Other activities include five discussion groups that will examine current issues in psychi-
atry pertinent to Europe, Latin America, South Asia, Africa, and the Middle East.

• Africa Discussion Group: Sunday, May 21, 3 p.m.-5 p.m., Renaissance Toronto Hotel
Downtown, Aurora Room, Second Floor 

• South Assia Discussion Group: Monday, May 22, noon-2 p.m., Renaissance Toronto Hotel
Downtown, Club Room, Lobby Level

• Europe Discussion Group and Council on Global Psychiatry Component Workshop:: “Euro-
pean Psychiatry: Health and Mental Health Policy After the Helsinki Summit,” Tuesday,
May 23, 11 a.m.-12:30 p.m., Toronto Convention Centre, South, Level 700, Room 703

• Latin America Discussion Group and Council on Global Psychiatry Symposium:
“APA/APAL: Addressing Psychiatric Patients’ Needs in Latin America,” Tuesday, May 23, 2
p.m.-5 p.m., Toronto Convention Centre, South, Level 700, Room 714 B

• Middle East Discusssion Group: Wednesday, May 24, 9 a.m.-11 a.m., Renaissance
Toronto Hotel Downtown, Club Room, Lobby Level

In addition to the many international activities, and in response to Hurricane Katrina’s
devastation on the Gulf Coast and the subsequent need for disaster psychiatry services, the
Committee on Psychiatric Dimensions of Disaster will host two important sessions:

• Course: “Psychiatric Interventions in Disasters and Public Health Emergencies: Theoory to
Practice”: Sunday, May 21, 1 p.m.-5 p.m. (advance registration required)

• Component Workshop: “Disaster Psychiatry: Practical Skills to Help District Brancches De-
velop Disaster Plans for Their Communities”: Monday, May 22, 9 a.m.-10:30 a.m.,
Toronto Convention Centre, North, Level 100, Room 104A

The goals of the Office of International Activities are to strengthen APA’s international
membership base and carry on APA’s long tradition of international collaboration with re-
lated organizations devoted to furthering the mission of psychiatry.

Information about the Office of International Activities is posted at <www.psych.org/
research/dor/iinternational/index.cfm> or can be obtained by e-mail to
internationaloffice@psych.org.
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Canadians are born into a so-
ciety that lives and bleeds ice
hockey. They start young and
stay with it forever, even be-
yond the grave.

The late Canadian novelist Mordecai
Richler was a sportswriter manqué and such
passionate fan of the long-dismal Montreal
Canadiens that his obituary suggested me-
morial donations to aid the desperate: the
Canadian Cancer Society, Medicins sans
Frontieres, or “the Canadiens hockey team,
a real lost cause.”

Or take the less-extreme case of Mon-
treal psychiatrist Albert Plante, M.D. He
began playing at age 6 and swears he hung
up his skates four years ago at 61. He was-
n’t too old to be ridden into the boards by
fearsome, stick-wielding opponents, he
maintained. His schedule just got too busy
to let him practice during the week, “and
you can’t just play on the weekends.”

The game’s hold on the big nation may
rest on culture, tradition, or maybe the cli-
mate, said Plante: “Hockey is Canada’s pre-
mier sport because the winters are so long.”

“Either you embraced the hockey cul-
ture and played the game, or you sat out the
winter alone in your room, banned from so-
ciety,” recalled Bruce Bell, author (with pho-
tographer Elan Penn) of Toronto: A Pictorial
Celebration (Sterling, 2006). Neighborhood
rinks and flooded, frozen backyards re-
sounded each winter to the sound of pucks
whacking the boards, said Bell. Dreams of
glory on ice were never far away. Everyone
seems to know someone who became a star.

Bell grew up in Sudbury, Ontario, next
door to one National Hockey League star
and down the street from another. Plante
coached current New Jersey Devils and
Canada’s 2006 Olympic goalie Martin
Brodeur when Brodeur was 6. An un-
promising player as a tyke, young Brodeur
appears to have improved since, Plante said.

Hockey is Canada’s official winter
sport—lacrosse gets the nod in warm
weather—and if it occupies a place in the
hearts of Canadians closer to religion than
sport, then Toronto is home to its chief pil-
grimage site, the Hockey Hall of Fame. 

More Shrine Than Museum
The Hall of Fame even looks the part

of a shrine. Surrounded by glass-and-steel
office buildings, the hall is nestled into the
former Bank of Montreal building, an or-
nate 1886 structure three blocks from the
Toronto Convention Centre.

The hall was founded in 1941 and moved
to its present site in 1993. The main room
of the old bank is a quiet sanctuary, lined
with plaques citing the sport’s heroes, where
the “honoured members,” as these heroes
are formally called, are inducted into the
Hall of Fame.

The induction ceremonies are intimate
affairs, since the space has room to seat only
200 people. Yet so great is the sense of tra-
dition that even Wayne Gretzky, possibly the
game’s greatest player, whose induction might
have filled any arena in the country, insisted
on holding the ceremony inside the old bank.

No Longer Small Potatoes
The Hall of Fame contains 56,000

square feet of space showing the game’s evo-

members of Canada’s literary firmament.
“As in the world of literature, sometimes

hockey’s not pretty,” said novelist Margaret
Atwood, decked out on the ice in goalie’s
pads and mask for a satiric Canadian tele-
vision show. “I don’t like to hotdog, but if
the puck carrier’s really putting lumber on
it, then Momma can get nasty!” ■

lution from frozen ponds to a global busi-
ness, said spokesperson Kelly Massey. Be-
sides the plaques of the 300-plus honored
members, there’s a reconstructed Montreal
Canadiens’ locker room, the actual Stanley
Cup, and the “Lucky Loonie” that some
say brought Canada its double victories in
men’s and women’s hockey in the 2002
Olympics.

The “loonie,” for the benefit of U.S. cit-
izens, is the unofficial term for Canada’s
one dollar coin, named for the image of a
loon stamped on the reverse. A Canadian
who supervised installation of the ice at the
Salt Lake City Olympics used the coin to
mark center ice before flooding the rink.
Only a select few of the Canadian hockey
players got the word in advance, but ap-
parently that was enough inspiration—or
ice magic—to guarantee a victory for the
Canadians.

The hall also features adventures for
hockey fans that go beyond the usual in-
teractive computer games. Visitors can take
up real hockey sticks and take real shots on
a real goal to test their skills, for instance. 

Hockey’s origins are obscure and subject
to debate. Some trace its beginnings to a ver-
sion of lacrosse played on ice. Others hint at
European origins, pointing to 17th century
Dutch paintings showing youths playing a
game on ice with sticks and balls. Several
towns in Nova Scotia claim to be the home
of the game before 1800, but a recent report
by the Society for International Hockey Re-
search says the question of hockey’s origins
“may never be conclusively answered.” 

Whatever its beginnings, the game
spread across Canada and into the United
States by the mid-19th century. Student

teams at Montreal’s McGill University sub-
stituted the puck for a ball and are credited
with playing the first games under stan-
dardized rules in the 1870s. Women have
played for over a century, and the first
recorded game between women’s teams was
played in 1891.

Toronto has another shrine to hockey,
although one not in the pristine condition
of the Hall of Fame. Maple Leaf Gardens,
home for more than 65 years to the local
NHL team, now stands empty, awaiting ei-
ther the wrecking ball or conversion into a
large supermarket that might preserve its
art moderne exterior.

Conn Smythe, the team owner who built
the Gardens in 1931, was responsible for
one of the major innovations of 20th cen-
tury hockey. Smythe changed what began as
a gentleman’s game at McGill into some-
thing memorialized by Rodney Danger-
field: “I went to see a fight the other night
and a hockey game broke out.”

“If you can’t beat them in the alley, you
can’t beat them on the ice,” Smythe allegedly
told his players. After witnessing one fight
on the ice, he was heard saying: “We’ll have
to stamp out that kind of thing or the peo-
ple are going to keep buying tickets.”

The pugnacious attitude and love for the
game seems to have rubbed off on other

Cure That Puckish Feeling
At Toronto’s Shrine to Hockey
The fast and furious history and heroes of ice hockey await visitors at
the Hockey Hall of Fame in Toronto.

T rue, you can get an idea of what the
Olympic Games are all about in the
United States—at, for example, the

Utah Olympic Park near Salt Lake City or
the Olympic Visitor Center in Colorado
Springs, Colo.

But if you want to really immerse your-
self in the world of the Olympics and vic-
ariously participate in the Olympic Games,
then visit Olympic Spirit Toronto. It is the
world’s first permanent entertainment com-
plex themed around the Olympic Games.

For example, the initial thrust that starts
a bobsled can mean the difference between
victory and defeat. So one of the exhibits
features a bobsled on tracks where you can
experience the challenge of starting a fully
weighted bobsled in a race against the
clock.

In another exhibit, you can try to recre-
ate the record-setting Olympic long jump
of nearly 30 feet. It was achieved by an
American Olympian at the 1968 Olympics

in Mexico City. Here, you grasp what the
Canadians call a “flying fox.” It is a bar sus-
pended from the ceiling like a trapeze, but
is capable of moving forward. You grab the
bar, take a few running strides, and then,
while still holding the bar, leap forward.
Whether you and the bar will be able to
move forward 30 feet depends on your
height and weight. Most adults can man-
age it. Of course, the Olympian who made
the gargantuan leap of 30 feet did so with-
out a mechanical aid such as the flying fox.

In yet a third exhibit, a sprint simulator
allows you to test your speed against an
Olympic record in the 100-meter sprint.
Before you take your mark, a virtual
Olympic sprinter will offer you tips.

You can also challenge yourself on a cy-
cling-training simulator, a rowing-training
simulator, or a cross-country-skiing simu-
lator. You can pit yourself against a virtual
ice hockey goalie. And thanks to another
simulator, you can even experience the vi-

sual and tactile thrill of ski jumping—a dis-
cipline that requires power, rapidity, sensi-
tivity, precision, equilibrium, and concen-
tration, and one where even the most
minuscule of errors can compromise the
entire jump. 

The center, however, is not just about
exercise and entertainment, but also about
learning. For example, one display com-
pares ancient and modern Olympic sports
and shows how Olympia in Greece looks
today. Another display informs visitors
about what kinds of nutrition various
sports require. Athletes have likewise been
hired by the center to answer visitors’ ques-
tions.

And the center is about inspiration as
well. Visitors can watch emotionally charged
films capturing the passion, pride, and spirit
of Olympic contenders. You can see
whether the Olympic creed, introduced at
the Olympic Games a century ago, may
have an impact on your own life. The creed
states: “The most important thing in the
Olympic Games is not to win, but to take
part, just as the most important thing in life
is not the triumph, but the struggle. The
essential thing is not to have conquered,
but to have fought well.”

Olympic Spirit Toronto is in down-
town Toronto at Dundas and Victoria
streets. More information is available
by phone at (888) 466-9991 or online
at <www.OlympicSpirit.ca>. ■

BY AARON LEVIN

Olympians May Be In Italy,
But Their Spirit Lives in Toronto
If you want to get some exercise while attending the annual meeting,
put on your jogging shoes and head for Olympic Spirit Toronto. There,
you can work out while pretending to be an Olympic champ.

BY JOAN AREHART-TREICHEL

Originally built as a bank in 1885, this ornate stone building at the corner of Yonge and Front
streets was restored and renovated, and opened as the Hockey Hall of Fame in 1993.
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Lord Stanley's Vault, a refurbished bank vault,
houses the original Stanley Cup bowl donated
by Lord Stanley of Preston in 1892.
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D. Immigration-Repatriation and
Mental Health: The Case of Greece
George G. Christodoulou, M.D.

E. Raised Incidence of Psychosis in
Ethnic Minority Groups in the U.K.:
The AESOP Study Paul Fearon

F. Migration and Mental Health in
Canada: Can Provincial Policy Help?
Stephen R. Kisely, M.D.

S4. Psychosocial Intervention and
Cancer Survival

A. Supportive-Expressive Group Ther-
apy and Survival in Patients With Metasta-
tic Breast Cancer: A Randomized Clinical
Intervention Trial David Spiegel, M.D.

B. RCT of Supportive-Expressive
Group Therapy in Advanced Breast Can-
cer: Survival, Psychosocial, and Anti-
Cancer Treatment Adherence Outcomes
David W. Kissane, M.D.

C. Treatment Outcomes of Group
Supportive-Expressive Therapy for
Women With Metastatic Breast Cancer
Molyn Leszcz, M.D.

D. Impact of Psychotherapeutic Sup-
port on Gastrointestinal Cancer Patients
Undergoing Surgery: 10-Year Follow-Up
Survival Results of a Randomized Trial
Thomas Kuechler, Ph.D.

E. Malignant Melanoma: Effects of a
Brief, Structured Psychiatric Intervention
on Survival and Recurrence at 10-Year
Follow-Up Fawzy I. Fawzy, M.D.

S5. Sexual Orientation and Sports In-
ternational Society for Sport Psychiatry

A. Being Gay in Sports Eric D. Morse,
M.D.

B. Gender Role Conflict in Female
Athletes Altha J. Stewart, M.D.

C. Suicide and the Homosexual Ath-
lete Antonia L. Baum, M.D.

S6. Insomnia: What Is It?
A. Insomnia: Diagnosis and Treat-

ment Challenges Thomas W. Uhde, M.D.
B. Epidemiology of Chronic Insom-

nia Edward Bixler, Ph.D.
C. Chronic Insomnia: Cause-Effect

Relationship to Depression and Anxiety
Disorders Ravi K. Singareddy, M.D.

D. A Vgontzas Biological Model of
Chronic Insomnia: Clinical Implications
Alexandros Vgontzas, M.D.

E. Health Correlates of Insomnia in
Young Adults Antonio Vela-Bueno, M.D.

S7. The African Diaspora: Identifying
and Eliminating Barriers to Mental
Health

A. African Belief Systems and Corre-
sponding Healing Practices Samuel O.
Okpaku, M.D.

B. Why Is Stigma so Rife in Nigeria?
Oye Gureje

C. The Haitian Diaspora: Barriers in
Accessing Mental Health Services Mary
Titus-Villedrouin

D. Barriers to Mental Health Service
Delivery to Ethiopian Immigrants and
Refugees in the U.S.: How Should We
Tackle This Problem? Yeshashwork Kibour

E. The Postcolonial Challenge to the
Stigma of Mental Illness in Jamaica Fred-
erick W. Hickling, M.D.

F. Stigma and Mental Health: A
South African Perspective Solomon Ratae-
mane

Mental Illness in South Africa: Prevalence,
Policies, and Practice Pamela Y. Collins

E. HIV Risk and Risk-Reduction Ef-
forts Among Persons Having Serious
Mental Illness and Substance Use Issues
in the U.S. Laura Otto-Salaj, Ph.D.

S2. Therapeutic Misconception in
Clinical Research

A. Therapeutic Misconception: An
Overview of the Phenomenon Paul S. Ap-
pelbaum, M.D.

B. How Prevalent Is Therapeutic
Misconception? Charles W. Lidz, Ph.D.

C. Assessment of Therapeutic Mis-
conception in Older Patients With Schiz-
ophrenia Laura B. Dunn, M.D.

D. Reaching Consensus on the Con-

lence and Abuse and Council on Social Issues
and Public Psychiatry; Chairperson: Yvonne
B. Ferguson, M.D.

Symposia
S1. HIV Prevention Interventions
With Psychiatric Patients From
Around the World: Turning Research
Into Practice

A. SMI HIV Research Trajectory and
Needs Karen McKinnon M.A.

B. Ethnography of HIV Risk in Two
Psychiatric Settings Paulo E. Mattos

C. Severe Mental Illness and HIV
Risk in India With an Emphasis on the
Special Threats to Women Prabha S.
Chandra, M.D.

D. HIV Prevention and People With

ceptual Definition of Therapeutic Mis-
conception Gail Henderson

E. The Ethical Significance of the
Therapeutic Misconception Franklin G.
Miller, Ph.D.

S3. Migration and Mental Illness
Around the World Royal College of Psy-
chiatrists

A. Refugee Mental Health Chal-
lenges in Africa Frank G. Njenga, M.D.

B. Mental Health of Sudanese
Refugees: An Egyptian Perspective Nasser
F. Loza, M.D.

C. PTSD Among a Group of Afghan
Refugees Attending a Psychiatric Service
in Peshawar, Pakistan Khalid A. Mufti,
M.D.

continued on page 24

Treatment-Resistant

Depression:
New Data, New Approaches

Saturday, May 20, 2006
Dinner 
5:30–6:00 PM

Scientific Program 
6:00–9:00 PM

Sheraton Centre Toronto Hotel  
Lower Concourse Grand Ballroom
Toronto, Ontario, Canada

Held at the APA 2006 Annual Meeting

Agenda
6:00 PM Introduction

David L. Dunner, MD—Chairman
University of Washington School of Medicine

6:05 Definitions and Clinical Characteristics of 
Treatment-Resistant Depression 
David L. Dunner, MD

6:30 Treatment Resistance and Genes:
The Biology vs. Pharmacology Enigma
Francisco A. Moreno, MD • University of Arizona College of Medicine

6:55 Positron Emission Tomography of Chronic Vagus Nerve
Stimulation for Severe Treatment-Resistant Depression
Jose V. Pardo, MD • University of Minnesota Medical School

7:20 Augmentation Strategies for Patients With Difficult-to-Treat
Major Depressive Disorder
Alicia Ruelaz, MD • Cedars-Sinai Health System

7:45 Brain Stimulation Therapies for Treatment-Resistant Depression
Linda L. Carpenter, MD • Brown Medical School 

8:10 Panel Discussion and Q&A Session

9:00 Conclusion

The American Psychiatric Association (APA) is accredited by the Accreditation Council for
Continuing Medical Education to provide continuing medical education for physicians.

The APA designates this educational activity for up to 3 hours in category 1 credit
toward the AMA Physician's Recognition Award and for the CME requirement of the
APA. Each physician should claim only those hours of credit that he/she actually
spent in the educational activity.

Attendees must be registered for the APA Annual Meeting to attend this symposium.
Seating is limited and will be based on a first-come, first-served basis. For more 
information about the meeting, please visit the APA website at www.psych.org 
or contact the APA toll free at 1-888-357-7924 (within the US or Canada) or 
703-907-7300.

Statement of Need
This symposium will present new findings regarding treatment-resistant depression
(TRD). About half of all patients who are treated for depression either do not respond 
to therapy or do not achieve a full remission of symptoms. Persistence of depression in
these patients results in continued impairment in psychosocial function and increases
the likelihood of medical morbidity and suicide mortality. In this symposium, there 
will be a discussion of the definition of TRD, its clinical, neuroradiological, and familial
characteristics, psychotherapeutic and psychopharmacologic treatment strategies, and
the use of physical therapies to enhance response. Novel treatments undergoing
research in this population will be presented. Patients with TRD pose considerable 
problems for clinicians involved in their care. Presentations from this symposium will 
be aimed at providing rational and systematic approaches for clinicians to improve 
outcomes in patients with TRD.

Educational Objectives
At the conclusion of this program, the participants should be better able to

n Assess the therapeutic approach to treating patients with treatment-resistant 
depression (TRD)

n Identify the complexities of a diagnosis of TRD

n Recognize the “naturalistic” treatment outcome of TRD

n Identify brain metabolic correlates of TRD and describe the effects of chronic 
vagus nerve stimulation (VNS) on brain metabolism in TRD

n Define the role of genetics in depressive disorders

n Describe genetic and environmental influences in the biology of depression and 
treatment resistance

n Evaluate the strengths and weaknesses of the existing acute treatment data 
investigating the efficacy of augmentation treatment for difficult-to-treat major 
depressive disorder

n Utilize efficacy data for established and investigational central neuromodulatory 
treatments for TRD, including electroconvulsive therapy (ECT), repetitive transcranial
magnetic stimulation (rTMS), magnetic seizure therapy (MST), and vagus nerve
stimulation (VNS) therapy

Sponsored by the American Psychiatric Association Supported by an educational grant from
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S21. Criminalization of Mental Illness:
Getting In and Out in New York
American Association for Social Psychiatry

A. Only Some People With Mental
Illness Are Criminalized Zebulon C. Tain-
tor, M.D.

B. Substance Abuse, Spirituality, and
Deviant Behavior Marc Galanter, M.D.

C. Mental Health Treatment in New
York State Prisons and Outcome Abra-
ham L. Halpern, M.D.

D. Alternatives to Incarceration: As-
sisted Outpatient Treatment and Drug
Courts Gary R. Collins, M.D.

S22. Psychocultural Foundations of
Political Terrorism APA Council on
Global Psychiatry and International Society
of Political Psychology

A. Combating the Virus of Islamist
Militancy: A Public Health Perspective
Jerrold M. Post M.D.

B. Toward a Scientific Revolution in
the Application of Behavioral Sciences to
the Study of the Deep Roots of Terrorism
Jeff Victoroff, M.D.

C. The Appeal of Radical Islam for
Young British Muslims Amy Waldman

D. Terrorism and Diasporas Stevan
M. Weine, M.D.

E. Religion and Terrorism in U.S.
Prisons: Crucible for Commitment or
Contagion? Gregory B. Saathoff, M.D.

F. Moral Agents, Immoral Violence:
Mechanisms of Moral Disengagement in
Islamic Suicide Missions Mohammad
Hafez

S23. Science, Diagnoses, and the Clin-
ician World Psychiatric Association

A. A Proposal to Include a Dimen-
sional Component in DSM-V John E.
Helzer

B. Dualism and the DSM: Emerging
from the Shadow of the 17th Century G.
Scott Waterman, M.D.

C. DSM in the 21st Century and Be-
yond: The Interface of Genomics and
Neuroscience With Our Diagnostic Sys-
tem James J. Hudziak, M.D.

D. Improving the Validity of DSM
Categories Lee N. Robins, D. Phil.

S24. The Effective Psychotherapist:
The Role of Common and Specific
Factors

A. Factors Common to All Evidence-
Based Psychotherapies John Manring,
M.D.

B. Cognitive-Behavioral Therapy for
Anxiety Disorders: Common and Specific
Aspects Edna B. Foa, Ph.D.

C. Integrating Common and Specific
Factors in Psychotherapy Training: Mc-
Master and Syracuse Models Priyanthy
Weerasekera, M.D.

D. TBD Scott P. Stuart, M.D.

S25. Developing Strategies in Psy-
chotherapy Research

A. Assessing the Quality of Random-
ized, Controlled Trials of Psychotherapy
Andrew J. Gerber, M.D.

B. Long-Term Outcome in Psy-
chotherapy Research James H. Kocsis,
M.D.

C. An Outcome Study for Psycho-
analysis Steven P. Roose, M.D.

D. Comparison and Combination of

D. Ethnic and Cultural Issues in the
Care of Elderly Patients With Bipolar
Disorder Iqbal Ahmed, M.D.

S12. When Usual Treatments Fail:
Augmentation Strategies for Refrac-
tory Schizophrenia

A. Herbal Medicinal Strategies in Re-
fractory Schizophrenia Richard P. Brown,
M.D.

B. NMDA Intervention Strategies in
Refractory Schizophrenia Guochuan E.
Tsai, M.D.

C. Augmentation Strategies for the
Patient With Treatment-Refractory
Schizophrenia Peter F. Buckley, M.D.

S13. Substance Use Disorders in the
U.S. Collaborative Session With the Na-
tional Institute on Alcohol Abuse and Alco-
holism

A. Prevalence and Correlates of Pre-
scription Drugs Nonmedical Use and
Use Disorders in the U.S.: 1991-1992
and 2001-2002 Carlos Blanco-Jerez, M.D.

B. Alcohol and Drug Dependence
and the Specificity of Family History
Deborah S. Hasin, Ph.D.

C. Prevalence, Correlates, and Co-
morbidity of DSM-IV Drug Use Disor-
ders Bridget F. Grant, Ph.D.

D. Lifetime Comorbidity of DSM-IV
Mood and Anxiety Disorders and Specific
Drug Use Disorders: Results From the
National Epidemiologic Survey on Alco-
hol and Related Conditions Kevin Con-
way, Ph.D.

E. The Relationship of Family His-
tory to Cocaine and Cannabis First Use
and Dependence Gary Heiman, Ph.D.

S14. The Mid-Life Crisis as Inter-
preted in Film and Television

A. Depression and Other Psy-
chopathology at Mid-Life Anton C.
Trinidad, M.D.

B. The Mind of the Mid-Life TV
Addict Robert J. Boland, M.D.

C. TBD Josepha A. Cheong, M.D.

S15. First-Episode Schizophrenia:
How Can We Improve Treatment
Outcome?

A. Measures to Prevent Relapse in
Long-Term Treatment: Results From the
German Research Network on Schizo-
phrenia Wolfgang Gaebel, M.D.

B. The European First Episode
Schizophrenia Trial René S Kahn, M.D.

C. Management of Impaired Cogni-
tion Stephen R. Marder, M.D.

D. Social Cognition in Schizophrenia:
Impairments and Psychological Treat-
ment Wolfgang Woelwer, Ph.D.

E. Effects of Pharmacolgical Treat-
ment on the Quality of Life George Awad,
M.D.

S16. Adolescent Brain Development:
Implications for Psychiatric Treat-
ment National Institute on Drug Abuse

A. Adolescent Brain Development: A
Period of Vulnerabilities and Opportuni-
ties Ronald E. Dahl, M.D.

B. Interacting Effects of Cannabis
and Tobacco Use on Brain Function in
Adolescents Leslie K. Jacobsen

C. Prefrontal-Limbic Brain Matura-
tion and Risk for Psychopathology in
Adolescence Isabelle M. Rosso, Ph.D.

S8. Treatment Issues in Schizophrenia
With Comorbid Disorders American
Association of Practicing Psychiatrists

A. TBD Robert R. Conley
B. Treatment of Schizophrenia With

Obsessive-Compulsive Disorder Michael
Y. Hwang, M.D.

C. Substance Abuse Among Patients
With Schizophrenia Spectrum Disorders
Douglas Noordsy, M.D.

D. Cognitive Functioning and Out-
come in Schizophrenia Philip D. Harvey,
Ph.D.

E. Schizophrenia and Comorbid Ag-
gressive Behavior: Update 2006 Leslie L.
Citrome, M.D.

F. Eating Disorders in Schizophrenia
Sun Young Yum, M.D.

S9. Rehabilitation in France, Canada,
and the U.S.: From Science to Recov-
ery: A Joint Meeting With the French
Psychiatric Association: Vive la Differ-
ence

A. Neuropsychological Therapy Pro-
tocol on Young Schizophrenia Patients in
Day Hospitals Christine Germain

B. Implementing Innovative Rehabil-
itation Modules: The Case of IPT in a
Canadian Province Site Alain D. Lesage,
M.D.

C. Recovery From Schizophrenia:
Current Research Robert P. Liberman,
M.D.

D. Evidence-Based Practices and Re-
covery in Schizophrenia Alan S. Bellack,
Ph.D.

E. A New Rehabilitation Program for
Schizophrenia Patients: Development
and Preliminary Results Christophe Lancon

S10. Model Curricula on Religion and
Spirituality for Psychiatry Residency
Training Programs

A. Development of a Departmental-
Based Curriculum of Spirituality in
Health Care for Psychiatry Residents,
Other Health Care Professionals, and
Clergy/Pastoral Care Professionals Joan
M. Collison, M.D.

B. Incorporating a Spiritual World
View Within Psychiatry in the Bible Belt:
University of South Carolina/Palmetto
Health Curriculum on Spirituality Nioaka
N. Campbell, M.D.

C. Bridging the Gap: Science and
Spirituality Patricia E. Murphy, Ph.D.

D. The Interface Between Spiritual-
ity, Religion, and Psychiatry: A Course
for Psychiatry Residents at the University
of British Columbia Andrea D. Grabovac,
M.D.

E. Spirituality and Psychiatry: The
Harvard Longwood Course Psychiatry
Residency Course: Eight Years Later John
R. Peteet, M.D.

S11. The Long-Term Care and Treat-
ment of Elderly Patients With Bipolar
Disorder APA Council on Aging

A. The Impact of Elderly Patients
With Bipolar Disorder on the Health
Care System Helen H. Kyomen, M.D.

B. Predictors of Functioning and
Treatment of Community Dwelling
Older People With Bipolar Disorder
Sarah Pratt, Ph.D.

C. Treatment Interventions for El-
derly Patients With Bipolar Disorder
Melanie T Gentry, M.D.

D. The Immature Adolescent Brain
and Cognitive Control Beatriz Luna, Ph.D.

S17. Ethnicity, Age, and Gender as
Factors in the Management of Anxiety
and Depression

A. A Clinical Update on Response
Rates in Psychiatric Disorders and Eth-
nicity DiAnne Bradford, M.D.

B. Identifying and Treating Depres-
sive and Anxiety Disorders in Children
and Adolescents Melissa P. DelBello,
M.D.

C. Treatment Considerations in Spe-
cial Populations: Sex Differences Diana
O. Perkins, M.D.

D. New Pharmacologic Approaches
in Treating Depression and Anxiety
David E. Adson, M.D.

S18. Personality Disorders and Co-
morbidity: Predictive Factors and
Clinical Implications

A. Personality Disorders and Affec-
tive Disorders: Ploughing the Sands or
Fertile Soil? Predictors and Clinical Im-
plications Simone Kool, M.D.

B. Efficacy of Depression Treatment
in Patients With or Without Comorbid
Personality Disorders: Does Clinical
Lore Reflect the Findings From the Lit-
erature? Robert A. Schoevers, M.D.

C. The Relation Between Personality
Pathology and Pathological Gambling R.
Michael Bagby, Ph.D.

D. Gender Differences in Personality
Disorders Among Depressed Outpatients
as Compared to the General Population
Cecilia M.T. Gijsbers Van Wijk, Ph.D.

E. Drug Treatment of Personality
Disorder: A Critical Review Thomas
Rinne, M.D.

S19. Toward a Developmental Trauma
Disorder

A. Childhood Abuse, Regional Brain
Development, and Psychiatric Vulnera-
bilities: Evidence for Sensitive Periods
Martin H. Teicher, M.D.

B. Developmental Trauma Disorder:
Evidence From the Adolescent Years
Marylene Cloitre, Ph.D.

C. Empirical Foundations for a De-
velopmental Trauma Disorder Bessel A.
Van Der Kolk, M.D.

D. Developmental Trauma Disorder:
A Missing Link in Child Psychiatric
Nosology and Treatment Planning Julian
Ford

E. Child Trauma History Profile, In-
terference With Developmental Compe-
tencies, and Influence on Other Major
Psychiatric Disorders in Children and
Adolescents Robert S. Pynoos, M.D.

S20. Borderline Mothers and Infant
Interactions: Chaotic Contingency

A. Neurobiological Insights Into the
Consequences of Early Nurturing Expe-
rience Cort A. Pedersen, M.D.

B. Distortion of Borderline Mothers
and Infant Interaction and Emotional
Regulation at Three Months Gisèle Apter-
Danon, M.D.

C. Practical Applications of Treating
Women in the Postpartum Period
Samantha E. Meltzer-Brody, M.D.

D. Interventions for New Mothers
With PTSD and BPD Marian I. Butter-
field, M.D. continued on page 26
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Are you wondering where to
go for a bushel of fresh crabs
and quality vintage clothing?
Or maybe you just want to
people watch in a place

where people do both? If eclectic and au-
thentic are your watchwords then Kens-
ington Market is a must-do Toronto desti-
nation.

You’ll know you have found the market
when you are immersed in a maze of nar-

By the 1950s the market had become
more diversified, with a post-war immi-
grant influx. Today the area represents more
than 30 cultures, including Portuguese, East
Indian, Ethiopian, and Caribbean.

The market has achieved fame through-
out Canada by lending its name to CBC
television shows and a sitcom. A 1960s band
called Kensington Market helped shape its
image as a hippie enclave.

Today the neighborhood is a welcom-
ing tourist attraction and a center of
Toronto’s cultural life as artists and writers
moved into the area. Although its land val-
ues have risen in recent years, Kensington
remains a predominantly working class, im-
migrant community.

Locals suggest visitors take public trans-
portation to the market because parking is
difficult. The city’s subway, the TTC, has
a nearby stop at Queen’s Park Station.

Hit the Highlights
Saturdays may be the best time to ap-

preciate the bustle of the market’s narrow
streets. Some Kensington Market land-
marks visitors should see include Bellevue
Square Park, Tom’s Place, St. Stephen’s
Community House, and the Number 10
Fire Station.

There are still other highlights in the
market.The owners of the Free Times Café
describe it as a 25-year home of alternative
Canadian/Jewish culture, food, and drink.
The café features nightly concerts of orig-
inal Canadian folk music, art shows, poetry,
and theater. Rancho Relaxo is an authentic
Mexican restaurant with live music. Kol-
beh restaurant offers Persian dishes, a great
beer selection, and a belly dancer on the
weekends. My Market Bakery is known for
great bread, Portuguese custard tarts, and
cheesecake.

Additional information about the
market is posted at <www.toronto.com/
attractions/listing/000-213-802>. ■

row streets and alleys, bustling with shops
and lined with brightly painted Victorian
houses.

The labyrinthine streets on the western
side of the city’s Chinatown are home to
not only some great prices but also some
of the best local produce and fresh meat
in the city. Among its many appeals, Kens-
ington Market draws most of its visitors
because its dozens of tiny shops and pro-
duce stands make it a haven of fresh fruit,

vegetables, and dry-goods stores.
The shops reflect Toronto’s rich, mul-

ticultural mix. The many small stores are
packed with items from Europe, the
Caribbean, the Middle East, South Amer-
ica, and Asia. Among the foods the locals
search out at the market: great cheeses, cof-
fee, nuts, and international delicacies. Vis-
itors describe the market as a sensory trip
around the world because of the different
foods and spices that fill the air with their
tantalizing aromas. 

The ambience comes complete with
fishmongers, street musicians, impromptu
speechmakers, and shoppers. The sidewalk
music can range from sitar, funk, and reg-
gae to punk music.

It’s also a trove of vintage clothing shops,
tucked in among eclectic restaurants and
cafés. 

The market area, loosely defined by the
borders of College and Dundas streets and
Augusta and Spadina avenues, is also home
to a variety of tiny cafés

Market Moves Through History
Kensington has been reinventing itself

since the 1880s, when houses were built on
small plots for Irish and Scottish immigrant
laborers. Many of these houses still stand,
and the inexpensive homes have housed
successive waves of immigrants.

By the early 1900s, the area had be-
come home to more than 80 percent of
the city’s Jewish community. Shut out of
the city’s mainstream commercial areas,
many residents began selling goods from
the back of their homes or from carts in
front of their houses. The successful “Jew-
ish Market”—as it is still known to some
today—sold a diverse array of items im-
ported from the homelands of the various
immigrant communities. These success-
ful immigrants later moved to wealthier
suburban areas and were replaced by new
immigrants. 

Eclectic Neighborhood Offers
Round-the-World Trip
From the first spicy smells, visitors to Kensington Market know they
have entered a part of Toronto where people do the business of liv-
ing, as well as selling.

ship caused them to auction off its furnish-
ings for a fraction of their original cost and
move to more humble lodgings. 

Casa Loma stood empty for about a
decade, and various schemes for the prop-
erty, such as one that converted the castle
into a hotel, failed.

Thanks to the conservation efforts of
the city of Toronto, which assumed own-
ership of the site in the 1930s, and the Ki-
wanis Club of Casa Loma, which operates
it, Casa Loma is open to visitors and has
become a popular venue for weddings and
other events. 

Visitors have plenty at which to marvel.
Just across from the main entrance stands
the grand library, with its herringbone hard-

When in 1911 business magnate Sir
Henry Pellatt commissioned
famed Toronto architect E.J.

Lennox to build a medieval-style castle

overlooking the city of Toronto for himself
and his wife, he planned to spend
$250,000—a lot in those days. 

As it turned out, they would spend that
much just on the stone wall surrounding
Casa Loma, which is Spanish for “house
on the hill.” Construction of Casa Loma
took 300 men nearly three years to com-
plete. 

The castle ended up costing Pellatt
around $3.5 million, and plans for indoor
rifle range, swimming pool, and three bowl-
ing alleys in the basement had to be dis-
carded due to the mounting costs.

At age 23, Pellatt became a full partner
in his father’s brokerage firm, Pellatt and
Pellatt, and made his fortune by investing
in Northwest Land Company and the
Canadian Pacific Railway. He also founded
the Toronto Electric Light Company in
1883, which in the years to come eventually
monopolized street lighting throughout the
city. 

However, Pellatt went into debt when
ownership of electricity became public and
the economy slumped after World War I. 

The Pellatts lived in the 98-room cas-
tle for only 10 years before financial hard-

Revisit Time When $3 Million
Bought a Real Castle
Though its heyday is long past, Sir Henry Pellatt’s medieval castle on
the hill offers visitors a glimpse of what it life was like for Canada’s rich
and famous in the early 1900s.

BY RICH DALY

BY EVE BENDER

wood floors. Grand glass and wood cabi-
nets can store 10,000 books, which during
Pellatt’s stay consisted mostly of those on
gardening and military history. 

The Pellatt family crest is molded on
the Elizabethan-style ceiling and reads,
“Devant Si Je Puis,” or “Foremost If I
Can.”

The conservatory is a sort of oasis stand-
ing at the end of Peacock Alley, the main
hallway on the first floor of the castle. Here,
Pellatt spared no expense. He imported
Italian marble for the floor and fashioned
each of the two $10,000 bronze and glass
doors after those in an Italian villa he vis-
ited.

Casa Loma is known for its massive towers, intricate wood carvings, gardens, and hidden
passageways. Though its original owners could not afford to live there for long, today anyone
can enjoy its opulence.

Open for over 20 years, Exile has been a fixture in Toronto’s eclectic Kensington Market
neighbohood. The store carries mostly vintage and funky new clothes and baubles.
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Casa Loma’s conservatory boasts exotic
plants and an imported stained-glass dome.
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please see Castle on page 62
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C. Acute Management of Bipolar De-
pression Sidney H. Kennedy, M.D.

D. Bipolar II Disorder: Emerging
Guidelines for Treatment Claire M.
O’Donovan, M.B.

E. U.S. and International Perspective
on CANMAT Guidelines for Bipolar
Disorder Joseph R. Calabrese, M.D.

S29. Dementia in Patients With Down
Syndrome: Risk Factors, Biomarkers,
Diagnosis, and Treatment

A. Risk Factors and Biomarkers for
Dementia in Adults With Down Syn-
drome Nicole Schupf, Ph.D.

B. Cognitive Assessment of Aging
Persons With Down Syndrome Arthur
Dalton, Ph.D.

C. Trials to Assess Treatment Strate-
gies for Dementia in Down Syndrome
Mary Sano, Ph.D.

S30. Geriatric Psychiatry: New Ideas
and New Practices for the 21st Cen-
tury

A. Pharmacogenomics in Clinical
Practice and Research Larry Ereshefsky,
Pharm.D.

B. The Future of Magnetic and Elec-
trical Stimulation Therapies in Geriatrics
Sarah H. Lisanby, M.D.

C. New Pharmaceuticals Sandra A.
Jacobson, M.D.

D. Best New Technologies for Im-
proved Patient Care Myron L. Pulier,
M.D.

D. Implementing Alcohol Treatment
for People With Co-Occurring Disorders
in Pychiatric Treatment Settings Robert
Drake

E. What Kind of Treatment System Is
Necessary to Implement Evidence-Based
Practices? A. Thomas McLellan, Ph.D.

S27. Not Just Dopamine any More:
Emerging Glutamatergic Therapies
for Schizophrenia

A. Endogenous Modulators of Gluta-
matergic Neurotransmission and the
Pathophysiology of Schizophrenia Joseph
T. Coyle Jr.

B. AMPA Agonists Agonists (Am-
pakines) in Schizophrenia Donald C. Goff,
M.D.

Psychotherapy and Medication in Out-
come Trials Michael E. Thase, M.D.

S26. Taking Science to Policy: Efforts
to Reduce Harms Related to Alcohol
Misuse Collaborative Session With the Na-
tional Institute on Alcohol Abuse and Alco-
holism

A. The Magnitude and Prevention of
Underage Drinking Problems Ralph
Hingson

B. Pragmatic Science: The New
NIAAA Clinician’s Guide Mark L. Wil-
lenbring, M.D.

C. Alcohol Interventions in Trauma
Centers Reduce Reinjury Rates: State
Laws and Insurance Regulations Prevent
Their Implementation Larry Gentilello

C. The PCP Model of Schizophrenia:
45 Years and Counting Daniel Javitt,
M.D.

D. NMDA Glycine Site Agonists in
the Treatment of the Schizophrenia
Prodome Scott W. Woods, M.D.

S28. CANMAT Guidelines for the
Management of Bipolar Disorder: An
Effort Toward International Consen-
sus

A. Foundations of Management: Ap-
plying Chronic Disease Models and Psy-
chosocial Interventions to Bipolar Disor-
der Sagar V. Parikh, M.D.

B. CANMAT Guidelines for Acute
and Continuation Treatment of Mania
Lakshmi N. Yatham, M.D.

T he APA Committee on Patient Safety
is sponsoring the symposium “Patient

Safety: To Err Is Human, To Be Safe Is Di-
vine” at APA’s 2006 annual meeting. The
symposium, chaired by Geetha Jayaram,
M.D., and Al Herzog, M.D., will be pre-
sented from 2 p.m. to 5 p.m. on Tuesday,
May 24, in Room 717 A, Level 700, in the
Toronto Convention Centre South.

The session should be of interest to all
psychiatrists, but several segments pay par-
ticular attention to teaching medical stu-
dents, residents, and faculty.

Presentations will focus on examining
critical concepts such as “collective mind-
fulness,” “error-prone institutions,” and the
“code of silence,” with particular attention
to the presentation, disclosure, and resolu-
tion of medical mistakes; problems that arise
(and potential solutions) when patients with
psychiatric disorders have long lengths of
stay in an emergency room; prescribing er-
rors; high-risk prescribing situations; ways
to prevent errors when ordering medica-
tions that have look-alike or sound-alike
names; concerns about suicidal risk, in-
cluding the integration of risk-profile as-
sessments into daily practice; understand-
ing diverse cultural norms; applying
accurate medication-related and psy-
chotherapeutic interventions to render care
safely; and an increased awareness of the
complexities of patient safety, practicing
safer medicine at the solo and system level,
and becoming a patient-safety advocate in
one’s practice community. ■

Patient-Safety Issues
To Be in Spotlight

continued on page 28

APA 2006 ANNUAL MEETING: ISS-11

Attendees must be registered for the APA 2006 Annual Meeting to 
attend this symposium. Seating is limited and will be based on first-
come, first-served. For more information about the meeting, please 
visit the APA website at www.psych.org or contact the APA toll free 
at 1-888-357-7924 (within the US or Canada) or 703-907-7300.

Learning Objectives:
At the conclusion of this symposium, the participant should be able to:

1. Describe neuropsychological dysfunctions in ADHD

2. Explain the mechanism of action of the various psychostimulants 
used for ADHD

3. Describe the involvement of the dopaminergic and adrenergic 
systems in the pathophysiology of ADHD

4. Evaluate available pharmacotherapeutic options for ADHD

The American Psychiatric Association (APA) is accredited by the 
Accreditation Council for Continuing Medical Education to provide 
continuing medical education for physicians.

The APA designates this educational activity for a maximum of 3 
category 1 credits toward the AMA Physician’s Recognition Award 
and for the CME requirement of the APA. Each physician should 
claim only those credits that he/she actually spent in the activity.

Breakfast
7:30 AM – 8:00 AM

Program
8:00 AM • Welcome/Introduction
Thomas J. Spencer, MD, Chair • Massachusetts General Hospital

8:05 AM • ADHD Neuropsychology and Executive Function Deficits  
Larry J. Seidman, PhD • Harvard Medical School 

8:30 AM • Stimulants: Therapeutic and Reinforcing Effects  
Nora D. Volkow, MD • National Institute on Drug Abuse

8:55 AM • The Relevance of the Trace Amine Phenylethylamine 
(PEA) to ADHD 
Bertha K. Madras, PhD • Harvard Medical School

9:15 AM • New Insights Into the Noradrenergic System in ADHD
Amy F.T. Arnsten, PhD • Yale University School of Medicine

9:40 AM • Advances in the Therapeutics of ADHD
Paul G. Hammerness, MD • Massachusetts General Hospital

10:05 AM • Discussant
Thomas J. Spencer, MD • Massachusetts General Hospital

10:15 AM • Question and Answer Session 
Faculty

11:00 AM • Adjournment

Sponsored by the American Psychiatric Association.

Supported by an educational grant from Shire.

Expanding the 
Neurobiological and 
Neuropsychological 
Foundation of 
ADHD: Impact to 
Clinical Practice
Sunday, May 21, 2006
7:30 AM – 8:00 AM Breakfast • 8:00 AM – 11:00 AM Program
The Fairmont Royal York Hotel • Convention Floor Concert Hall
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Expanding the 
Neurobiological and 
Neuropsychological 
Foundation of 
ADHD: Impact to 
Clinical Practice
Sunday, May 21, 2006
7:30 AM – 8:00 AM Breakfast • 8:00 AM – 11:00 AM Program
The Fairmont Royal York Hotel • Convention Floor Concert Hall
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TARGET AUDIENCE
This educational activity is intended for psychiatrists and other
mental health care professionals attending the 2006 Annual
Meeting of the American Psychiatric Association.

LEARNING OBJECTIVES
After attending this symposium, participants should be better
able to:
■ Discuss basic neurobiologic and genetic factors underlying

the pathophysiology of bipolar disorder
■ Differentiate between bipolar disorder and unipolar disorder,

based on clinical presentation and other factors

■ Evaluate the most recent clinical trial data assessing the
efficacy of behavioral and pharmacologic therapies for
bipolar disorder

ACCREDITATION STATEMENT
The American Psychiatric Association is accredited by the
Accreditation Council for Continuing Medical Education to
provide continuing medical education for physicians.

DESIGNATION STATEMENT
The APA designates this educational activity for a maximum
of 3 category 1 credits toward the AMA Physician’s
Recognition Award and for the CME requirement of the APA.
Each physician should claim only those credits that he/she
actually spent in the activity.

DISCLAIMER STATEMENT
The opinions or views expressed in this CME activity
are those of the presenters and do not necessarily reflect the
opinions or recommendations of the APA or the commercial
supporters. Attendees should critically appraise the information
presented and are encouraged to consult appropriate
resources for information surrounding any product or
device mentioned.

Attendees must be registered for the APA 2006 Annual
Meeting to attend this symposium. Seating is limited and will
be based on a first-come, first-served basis. For more
information about the meeting, please visit the APA
web site at www.psych.org or contact APA toll free at
1-888-357-7924 (within the US or Canada) or 1-703-907-7300.

ACTIVITY CHAIRPERSON
GARY SACHS, MD
Associate Professor of Psychiatry
Department of Psychiatry
Harvard Medical School 
Boston, Massachusetts 

FACULTY
KIKI CHANG, MD
Assistant Professor
Department of Psychiatry and Behavioral Sciences
Stanford University School of Medicine
Stanford, California 

HOLLY A. SWARTZ, MD
Assistant Professor of Psychiatry
Department of Psychiatry
University of Pittsburgh School of Medicine
Pittsburgh, Pennsylvania

CLAUDIA F. BALDASSANO, MD
Assistant Professor of Psychiatry
University of Pennsylvania 
Philadelphia, Pennsylvania

AGENDA

SATURDAY, MAY 20TH, 2006

12:00 PM – 12:30 PM LUNCH

12:30 PM – 12:35 PM WELCOME AND INTRODUCTION
Gary Sachs, MD

12:35 PM – 1:05 PM IMPACT OF MISDIAGNOSIS OF BIPOLAR DISORDER
ON PATIENT OUTCOMES
Claudia F. Baldassano, MD

1:05 PM – 1:35 PM BRAINS AND GENES:
IMPLICATIONS FOR THE TREATMENT
OF BIPOLAR DISORDER
Kiki Chang, MD

1:35 PM – 2:05 PM EVALUATION OF CLINICAL TRIALS
IN BIPOLAR DISEASE
Gary Sachs, MD

2:05 PM – 2:35 PM IMPACT OF PATIENT SATISFACTION
ON TREATMENT OUTCOMES
Holly A. Swartz, MD

2:35 PM – 3:25 PM PANEL DISCUSSION
Moderator: Gary Sachs, MD

3:25 PM – 3:30 PM CLOSING REMARKS
Gary Sachs, MD

MAINTAINING WELLNESS
IN PATIENTS WITH BIPOLAR DISORDER MOVING BEYOND EFFICACY TO EFFECTIVENESS
DATE SATURDAY, MAY 20TH TIME 12:30 PM – 3:30 PM ACTIVITY CHAIRPERSON GARY SACHS, MD
THE FAIRMONT ROYAL YORK ■ CANADIAN ROOM ■ TORONTO, CANADA

2 0 0 6  A P A  A N N U A L  M E E T I N G

Sponsored by the American Psychiatric Association Supported by an educational grant from and
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B. ADHD “Not Otherwise Speci-
fied”: Conceptual Issues Stephen V.
Faraone, Ph.D.

C. ADHD Behind the Wheel: Dri-
ving With ADHD Craig B.H. Surman,
M.D.

D. ADHD Goes to College: Plan-
ning, Protecting, and Prospering Sharon
B. Wigal, Ph.D.

E. Emerging Therapies in the
Treatment of ADHD Timothy E. Wilens,
M.D.

IS32. The Cognition, Neurocircuitry,
and Disability Interface: Bringing Evi-
dence to Practice Supported by Cephalon
Inc.

A. The Neurocircuitry of Cognition
John H. Krystal, M.D.

B. Cognition: What Is the Role of
Genetics? Daniel R. Weinberger, M.D.

C. Cognition, Attention, and Execu-
tive Function: How Do They Translate
in Our Patients? Philip D. Harvey,
Ph.D.

D. From Brain to Bedside: Under-
standing the Clinical Interface of Cogni-
tion and Neurocircuity of Depression
Boadie W. Dunlop, M.D.

E. Novel Treatments for Cognitive
Enhancement: Can Drugs Make People
Smarter? Trevor Robbins, Ph.D.

IS33. Taking Control of Negative
Symptoms: The Next Step for Im-
proved Patient Outcomes in Schizo-
phrenia Supported by Organon USA Inc.
and Pfizer Inc.

A. Recognizing Negative Symptoms
and Their Importance Joseph M. Pierre,
M.D.

B. Psychosis Circuits, Negative
Symptoms, and Brain Imaging Steven G.
Potkin, M.D.

C. Treatment of Negative Symptoms
Hans-Juergen Moeller, M.D.

D. Positive Outcomes With Nega-
tive Symptoms: Measuring and Moni-
toring Your Patients Dawn I. Velligan,
Ph.D. ■

in Borderline Personality Paul S. Links,
M.D.

C. Effectiveness of Inpatient Dialec-
tical Behavioral Therapy for Borderline
Personality Disorder: A Controlled
Trial and Follow-Up Data Martin Bohus,
M.D.

D. Empirical Observations on the Re-
lationship of Borderline Personality Dis-
order and Bipolar Disorders John G.
Gunderson, M.D.

E. Randomized Control Trial of Psy-
chodynamic Treatments Compared With
DBT for Borderline Personality Disorder
John F. Clarkin, Ph.D.

2 p.m.-5:30 p.m.
Advances in Psychopharmacology Alan
F. Schatzberg, M.D. 

3 p.m.-5 p.m.
New Research Poster Session 5

5:30 p.m.-6:30 p.m.
Convocation of Distinguished Fellows

Lecture 
L10. Connecting the Dots: The Inter-
acting Problems of Poverty David K.
Shipler, William C. Memorial Lecture

7 p.m.-10 p.m.
Industry-Supported Symposia
IS29. Pharmacotherapy of Psychotic

S31. Nancy Andreasen: Festschrift for
Her 13 Years as Journal Editor

A. Scientific Journals and the Trans-
mission of Knowledge to Clinicians Floyd
E. Bloom, M.D.

B. Interaction Between Gene Expres-
sion and Social Behavior Leon Eisenberg,
M.D.

C. Brain Imaging and the Human
Brain at Work Marcus Raichle, M.D.

D. The History of Episodic Memory
Endel Tulving, Ph.D.

S32. A Spanish Language Update on
the Assessment and Management of
Depression American Society of Hispanic
Psychiatry

A. Update on the Neurobiology of
Depression Pedro L. Delgado, M.D.

B. Suicide Maria A. Oquendo, M.D.
C. Treatment of Depression in

Parkinson’s Disease Humberto Marin,
M.D.

D. Depression in Cognitive-Intact
and Cognitive-Impaired Elderly Persons
Jacobo E. Mintzer, M.D.

S33. Recent Advances in Clinical Care
and Clinical Research in BPD

A. Course of Acute and Tempera-
mental Symptoms of Borderline Person-
ality Disorder Over 10 Years of Prospec-
tive Follow-Up Mary C. Zanarini, Ed.D.

B. Affective Instability and Suicidality

and Mood Disorders With Co-Exist-
ing Medical Illness Supported by As-
traZeneca Pharmaceuticals

A. Optimal Selection of Pharma-
cotherapy in Psychotic and Mood Disor-
ders With Co-Existing Metabolic Disor-
ders Henry A. Nasrallah, M.D.

B. Patients With Mental Illness and
Cancer Diana O. Perkins, M.D.

C. Pharmacotherapy of Psychotic and
Mood Disorders in the Context of
Thromboembolic Disease Quinton E.
Moss, M.D.

D. When Mental Illness Is Compli-
cated by Respiratory Symptoms: Man-
agement Implications Peter J. Weiden,
M.D.

E. When HIV Complicates Psychosis
or Mood Disorder: Pharmacotherapeutic
Considerations and Drug Interactions
Glenn J. Treisman, M.D.

IS30. Helping Depressed Patients
Achieve Remission: Advocacy for Im-
provement Supported by Bristol-Myers
Squibb Co.

A. Heterogeneity in Response and
Remission: Implications for Optimizing
Treatment A. John Rush, M.D.

B. Switching Treatments: For
Whom and to What Effect? Maurizio
Fava, M.D.

C. Optimizing Antidepressant Treat-
ments: Use of Augmentations and Com-
binations to Achieve Remission Andrew
A. Nierenberg, M.D.

D. Psychotherapy: For Whom and To
What Effect? Michael E. Thase, M.D.

E. Pharmacogenetics: Can We Cus-
tomize the Treatments of Depression?
Roy H. Perlis, M.D.

IS31. Understanding and Managing
the Transition of ADHD From Ado-
lescence to Young Adulthood: The
Maturation of the Disorder Supported
by Shire US Inc.

A. Imaging the Brains of ADHD
Adults: New Findings George Bush,
M.D.

Since its launch in April 2005, the por-
tal Web site PsychiatryOnline.com,
from American Psychiatric Publish-

ing Inc. (APPI), has seen substantial in-
creases in the number of subscribers, fea-
tures, and content.

“The site was a hit with early sub-
scribers,” according to Bob Pursell, APPI’s
director of sales and marketing. “As word
of mouth spreads about the richness of the
site, it’s gaining momentum among a wider
array of psychiatrists and mental health pro-
fessionals.” 

Libraries have been enthusiastic sup-
porters from the beginning. Site licenses,
which provide access for an entire institu-
tion for one fee, open the door to
APA/APPI books and journals for a huge
universe of users. Institutional subscribers
are as wide ranging as university systems,
medical schools, hospital libraries, individ-
ual medical practices, pharmaceutical com-
panies, and state and federal government
agencies.

The number of visitors to Psychiatry-
Online.com has grown each month, reach-
ing 60,000 in December 2005. And hits—
the number of requests for a file—recently
topped the million mark. The site has a
global audience, logging visitors from
North America, Europe, Asia, Australia,
South America, and Africa.

Opportunities to test-drive the site will
be offered in the APPI Bookstore at APA’s
2006 annual meeting. And a video demon-

stration is available on the site itself; click
“Take a Guided Tour of the Site” from the
homepage at <www.psychiatryonline.
com>.

A popular new feature at Psychiatry-
Online.com is the Book of the Month.
Subscribers are given electronic access (in
pdf) to the full text of a different book each
month from the APPI collection. This fea-
ture gives subscribers a peek inside popu-
lar titles so they can better evaluate
whether they would like to purchase the
print book.

The site currently offers access to DSM-
IV-TR, differential diagnostic advice and
case examples, APA’s practice guidelines (in-
cluding new guidelines and revisions as they
are released by APA), Hales and Yudofsky’s
Textbook of Clinical Psychiatry (with interac-
tive self-assessment), and the American Jour-
nal of Psychiatry and other journals published
by APA and APPI. 

Just how is the diverse content from
these books and journals integrated within
the site? “It’s hard to explain just how dy-
namic the PsychiatryOnline.com Web site
is,” said Pam Harley, APPI’s director of
e-publishing. “It’s something you really
need to see in action. As a result of seman-
tic tags added by indexers and the National
Library of Medicine, new connections
among related pieces of content are always
being generated, allowing readers to dis-
cover relevant information they didn’t even
know existed.” ■

Visit the APPI Bookstore in the exhibit area of the Toronto Convention
Centre and see this Web site in action.

PsychiatryOnline to Showcase
New Features, Updates
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Important Safety Information for ZYPREXA® (olanzapine)

Safety experience in elderly patients with 
dementia-related psychosis 
In placebo-controlled clinical trials of elderly patients with dementia-
related psychosis, the incidence of death in olanzapine-treated
patients was significantly greater than placebo-treated patients 
(3.5% vs 1.5%, respectively). Risk factors that may predispose 
this patient population to increased mortality when treated with 
olanzapine include age 80 years, sedation, concomitant use 
of benzodiazepines, or presence of pulmonary conditions (eg,
pneumonia, with or without aspiration). ZYPREXA is not approved 
for the treatment of patients with dementia-related psychosis.

Cerebrovascular adverse events (CVAE), including stroke,
in elderly patients with dementia
Cerebrovascular adverse events (eg, stroke, transient ischemic
attack), including fatalities, were reported in patients 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 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. Assessment of the relationship
between atypical antipsychotic use and glucose abnormalities is
complicated by the possibility of an increased background risk of
diabetes mellitus in patients with schizophrenia and the increasing
incidence of diabetes mellitus in the general population. 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.

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%).

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. Periodic assessment of transaminases 
is recommended in patients with significant hepatic disease.

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.

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 ZYPREXA and placebo.
Some patients may have persisting modest prolactin elevations.

Special populations—elderly 
Esophageal dysmotility and aspiration have been associated 
with antipsychotic drug use. In 5 studies in elderly patients with
dementia-related psychosis, adverse events observed at a greater
incidence 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. As with other CNS-active drugs, ZYPREXA 
should be used with caution in elderly patients with dementia.
Olanzapine is not approved for the treatment of patients with
dementia-related psychosis.

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.

As with all antipsychotic medications, the following 
considerations should be taken into account when 
prescribing ZYPREXA:
Neuroleptic malignant syndrome (NMS)—as with all antipsychotic
medications, a rare 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.

Seizures—occurred infrequently in premarketing clinical trials
(22/2500, 0.9%). Confounding factors may have contributed to 
many of these occurrences. ZYPREXA should be used cautiously in
patients with a history of seizures or with conditions that lower the
seizure threshold. Such conditions may be more prevalent in patients
age 65 years or older.

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

The most common treatment-emergent adverse event associated
with ZYPREXA (vs placebo) in 3- and 4-week bipolar mania trials was
somnolence‡ (35% vs 13%). Other common events were 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%).

* In acute-phase schizophrenia trials with oral olanzapine (n=366),
dizziness (11% vs 4%) and tachycardia (4% vs 1%) were reported; 
these events were not always associated with hypotension.

†  COSTART term for nonaggressive objectionable behavior.
‡  In bipolar mania trials, 4 adverse events occurred with statistically  

significantly higher incidence with olanzapine than with placebo; 
none of these resulted in discontinuation.

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.

OL36806 3000134629 ©2005, ELI LILLY AND COMPANY. ALL RIGHTS RESERVED.



I have bipolar disorder.
But I won’t let it have me.

If  I have to fight it the rest of my life,
with the help of my doctor, and my family,
and my friends, I will do it.

Because I am the most important 
thing in her world, and being her 
mother is the most important 
thing in mine.

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

For important safety information, including 
boxed warning, see adjacent pages and 
Brief Summary of Prescribing Information.
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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. 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, 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.
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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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7 a.m.-8:30 a.m.
Industry-Supported Breakfast Sym-
posia
IS26. Clinical Implications of Choices
of Atypical Antipsychotics: Realities
and Myths (Part 2) Supported by Bristol-
Myers Squibb Co.

A. Bridging Pharmacology and Clini-
cal Effectiveness in Schizophrenia Anissa
Abi-Dargham, M.D.

B. Advances in Pharmacotherapy for
Maintenance Treatment in Bipolar Dis-
order Terence A. Ketter, M.D.

IS27. Evidence, Outcomes, and Ad-
vocacy: Shaping the Management of
GAD (Part 2) Supported by Cephalon
Inc.

A. The Cognitive Expression of GAD
David J. Nutt, M.D.

B. Gender Differences in GAD From
Menarche to Menopause Marlene P. Free-
man, M.D.

C. The Evidence Supporting Tar-
geted Pharmacotherapy in GAD David V.
Sheehan, M.D.

IS28. Attaining and Sustaining Remis-
sion in Treatment of Depression With
Comorbid or Residual Anxiety (Part 2)
Supported by Wyeth Pharmaceuticals

A. New Strategies to Address Anxiety
and Resistant Somatic Symptoms Mark
H. Rapaport, M.D.

B. How to Monitor Progress of
Treatment of Depression With Anxiety
Madhukar H. Trivedi, M.D.

7:30 a.m.-6 p.m.
Registration/Course Enrollment Open

8 a.m.-Noon
CME Courses 58-64

9 a.m.-10:30 a.m.
Clinical Case Conferences 

3. Rocking the Cradle: A Case of
Postpartum Infanticide Nicole F. Wolfe,
M.D., Diana Dell, M.D., Alyson Kuroski-
Mazzei, D.O., Donna M. Norris, M.D.
(for APA members only)
Continuous Clinical Case Conference
1. R. Rao Gogineni, M.D., Sheila Judge,
M.D., Richard P. Kluft, M.D., Robert
Michels, M.D., on 20 Therapies Later: 
Addressing Tranference Resistance (for
APA members only) 

Debate 2. Medications in Pregnancy
and Lactation: What Have We
Learned? Moderator: Linda L.M. Worley,
M.D.

Discussion Groups
10. Eric Hollander, M.D., on New De-

velopments in Impulse-Control Disor-
ders and Autism

11. Vivien Burt, M.D., on TBD (Meet
the Authors)

12. Robert Cabaj, M.D., on Gay Men
and Crystal Meth Abuse

13. Carol Bernstein, M.D., on TBD

Lectures
L11. Personality Disorders: Psychi-

atry’s Stepchildren Come of Age Joel
Paris, M.D. Distinguished Psychiatrist Lec-
ture Series

L12. Prevention, Early Interven-
tion, and Elimination Loretta E Duvall,

Clinical Use of Buprenorphine
15. Nada Stotland, M.D., on Emerging

Issues in Women’s Mental Health Care
16. Avram Mack, M.D., on Killer Ado-

lescents: Drugs, School, and the Courts
17. Mary Jane Massie, M.D., on Psy-

chotherapy With Women With Breast
Cancer

18. TBD (for residents only.)

Lectures
L14. History of Mental Health

Care Disparities and Corrective Pro-
posals Milton C. Hollar, M.D., APA’s
Solomon Carter Fuller Award Lecture

L15. Priorities, Initiatives, and
Women’s Health Research Vivian Pinn,
M.D. 

L16. Psychiatric Implications of
Displacement: The Emotional Costs
of Losing Human Habitat Mindy J.
Fullilove, M.D. Distinguished Psychiatrist
Lecture Series

Master Educator Clinical Consultations
10. Prakash S. Masand, M.D., on Atypi-

cal Antipsychotics: 2006 and Beyond (for
APA members only)

11. John Livesley, M.D., on Current Is-
sues in the Treatment of Personality Dis-
order (for APA members only)

12. Robin Hurley, M.D., on Neuropsy-
chiatric Aspects of Traumatic Brain In-
jury (for APA members only)

Medical Update 2. Richard P. Brown,
M.D., on ADD Kids Get Smart Natu-
rally: Complementary Treatments for
ADD

Research Consultation With 2. Paul S.
Links, M.D., on Clinical Research Into
Suicide

Scientific and Clinical Reports
Session 12. Gender Differences in
Child and Adolescent Behaviors

34. Prediction of Suicidality and Vio-
lence in Hospitalized Adolescents: Com-
parisons by Gender Daniel F. Becker, 
M.D.

35. Daily Cigarette Smoking Among
Colombian High School Students: Gen-
der Related Factors Jorge A. Martínez-
Mantilla

36. Subtypes of Aggression: Incidence
and Gender Differences in Adolescents
Melissa McMullin, B.A.

Session 13. Violence, Trauma, and
Victimization

37. Terrorism: A Phenomenon at the
Interface Between Individual and Group
Psychology David A. Rothstein, M.D.

38. The Role of the Psychiatrist in
Hospital Emergency Planning Julia B.
Frank, M.D.

39. Psychopathological Effects of
Workplace Harassment Jose L. Gonzalez
de Rivera, M.D.

Session 14. Emotionality, Gender, and
Life Satisfaction in Adolescents

40. The Role of Subjective Emotional
Reactivity to Affective Pictures in Pre-
dicting Emotional-Behavior Disorders
Over a One-Year Period in an Unselected
Community Sample of Children Between
the Ages of 7 and 11 Carla Sharp, Ph.D.

APA’s Patient Advocacy Award Lecture
L13. What Have We Learned

About Alcoholism From Animal Mod-
els? Tiang Kai Li, M.D., Collaborative Ses-
sion With the National Institute on Alcohol
Abuse and Alcoholism

Master Educator Clinical Consulta-
tions

7. Ronald O Rieder, M.D., on Building
a Research Career in Psychiatry (for
APA members only)

8. Michael Myers, M.D., on Treating
Physicians and Their Families: Clinical
Dilemmas (for APA members only)

9. Zebulon Taintor, M.D., on TBD (for
APA members only)

Component Workshops
CW20. The End of Hospitalization?

Trends in Intensive Mental Health
Services for Children and Adolescents
APA Council on Children, Adolescents, and
Their Families; Co-Chairpersons: Brady G.
Case, M.D., Harold Alan Pincus, M.D.

CW21. Bridge Suicide: The Prince
Edward Viaduct in Toronto and the
Golden Gate Bridge in San Francisco
APA Northern California Psychiatric Society;
Chairperson: Mel Blaustein, M.D.

CW22. You Can Be Leaders Too: A
Workshop for IMGs and Minorities
APA Committee on International Medical
Graduates; Chairperson: Josie L. Olympia,
M.D.

CW23. Managed Pharmacy and Pay
for Performance: The New Managed
Care APA Committee on Managed Care;
Chairperson: Paul H. Wick, M.D.

CW24. Doing It in Public: Oppor-
tunities in Public Sector Psychiatry
APA Council on Social Issues and Public Psy-
chiatry; Co-Chairpersons: Cassandra F.
Newkirk, M.D., Matthew O. Hurford, M.D.

CW25. It Takes a Village: Assessing
Behavioral and Psychiatric Disorders
in Mentally Retarded Individuals APA
Committee on Developmental Disabilities;
Chairperson: Roxanne Dryden-Edwards,
M.D.

CW26. Media Outreach to Latinos:
Enhancing Access and Reducing
Stigma APA Committee of Hispanic Psychi-
atrists; Co-Chairpersons: Andres J. Pumar-
iega, M.D., Ana E. Campo, M.D.

CW27. Buprenorphine: Clinical
Issues and Managing More Compli-
cated Patients APA Corresponding Com-
mittee on Training and Education in Ad-
diction Psychiatry; Chairperson: John A.
Renner Jr., M.D.

CW28. 10 Ways to Stay Out of
Trouble: Ethics and Etiquette APA
Ethics Committee and APA Ethics Appeal
Board; Chairperson: Spencer Eth, M.D.

Issue Workshops
IW29. Pharmaceutical Bias in Pre-

sentations: Dos and Don’ts for Educa-
tors Association for Academic Psychiatry;
Co-Chairpersons: Donald M. Hilty, M.D.,
Kelli J. R. Harding, M.D.

IW30. When Psychiatrists Get
Cancer Chairperson: Michelle B. Riba,
M.D., Leah J. Dickstein, M.D.

IW31. The Creation and Function
of a Mental Health Court Co-Chairper-
sons: Lawrence K. Richards, M.D., Roger
Peele, M.D.

IW32. Metabolic Screening of Pa-

tients on Antipsychotic Medications:
Development of a Quality Improve-
ment Program in an Urban Training
Clinic; Co-Chairpersons: Diane B. Gottlieb,
M.D., Karen Melendez, M.D.

IW33. The Difficult-to-Treat Bu-
limia Nervosa Chairperson: Jennifer L.
McLain, M.D.

IW34. Initiating Couples Therapy
Today Chairperson: Ian E. Alger, M.D.

IW35. Legal Issues in Consulta-
tion-Liaison Psychiatry Chairperson:
Renee M. Sorrentino, M.D.

IW36. Compulsive Hoarding:
Conceptualization and Treatment
Chairperson: Jose A. Yaryura-Tobias, M.D.

IW37. Cognitive Therapy for Per-
sonality Disorders Chairperson: Judith S.
Beck, Ph.D.

IW38. Evidence-Supported, Risk-
Minimizing, and Cost-Conscious Ap-
proaches in Psychopharmacology
Chairperson: David N. Osser, M.D.

IW39. Murder Mysteries, Games,
and Psychiatric Education: How and
Why to Do a “Who Done It?” Chair-
person: Andrea E. Waddell, M.D.

IW40. Practical Pharmacotherapy
for the Treatment of Alcohol Depen-
dence Collaborative Session With the Na-
tional Institute on Alcohol Abuse and Alco-
holism; Chairperson: Robert M. Swift, M.D.

IW41. How to Launch a Successful
Private Practice: Part 1 Co-Chairpersons:
William E. Callahan Jr., M.D., Keith W.
Young, M.D.

IW42. Grassroots Advocacy for
Patients and for the Psychiatric Pro-
fession: How Medical Students, Resi-
dents, and Early Career Psychiatrists
Can Affect the Legislative, Regulatory,
and Political Process Co-Chairpersons:
Jose P. Vito, M.D., Tony B. Shivers

9 a.m.-11 a.m.
Research Advances in Medicine
Aging, Longevity, and Neurological
Disorders Chairperson: Anand Pandya,
M.D.

9 a.m.-Noon
Media Workshop
MW3. “Crash”: A Portrait of Multicul-
tural America at the Flashpoint APA
Council on Minority Mental Health and
Health Disparities; Co-Chairpersons: Francis
G. Lu, M.D., Heather M. Hall, M.D.

9 a.m.-12:30 p.m.
Advances in Personality Disorders
John M. Oldham, M.D.

Continuous Clinical Case Conference
1. R. Rao Gogineni, M.D., Sheila Judge,
M.D., Richard P. Kluft, M.D., Robert
Michels, M.D., on 20 Therapies Later: Ad-
dressing Tranference Resistance (for
APA members only)

9 a.m.-4 p.m.
CME Courses 65-70

10 a.m.-6 p.m.
Exhibits Open
APA Member Center Open
Publishers’ Bookfair Open

11 a.m.-12:30 p.m.
Discussion Groups

14. David McDowell, M.D., on The continued on page 34
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Are We There Yet? Henry R. Kranzler,
M.D., Frontiers of Science Lecture Series;
Collaborative Session With the National In-
stitute on Alcohol Abuse and Alcoholism

L19. An Evidence-Based Clinician’s
Guide to the New Pharmacotherapies
for Alcoholism Barbara J. Mason, Ph.D.,
Frontiers of Science Lecture Series

2 p.m.-5 p.m.
Presidential Symposium 2. 
International Advocacy Toward a Psy-
chiatry for the Person World Psychiatric
Association; Chairperson: Steven S. Sharf-
stein, M.D.

Symposia
S34. Predictors of Outcome and
Treatment Response in Eating Disor-
ders: Results From New Research on
Anorexia Nervosa, Bulimia Nervosa,
and Binge Eating Disorder

A. Fluoxetine Versus Placebo to Pre-
vent Relapse in Anorexia Nervosa 
B. Timothy Walsh, M.D.

B. Fluoxetine Versus Placebo to Pre-
vent Relapse in Anorexia Nervosa: Pre-
dictors of Outcome After One Year of
Treatment Allan S. Kaplan, M.D.

C. Fluoxetine Versus Placebo to Pre-
vent Relapse in Anorexia Nervosa: Body
Composition Predicts Outcome After One
Year of Treatment Laurel Mayer, M.D.

D. Early Response to Medication
Among Women With Bulimia Nervosa
Robyn Sysko, M.S.

E. Long-Term Outcome of Psy-
chotherapy and Medication for Binge-
Eating Disorder Michael J. Devlin, M.D.

S35. Impulsivity in Axis I and Axis II:
Common Substrates, Different Pre-
sentations?

A. Compulsive Shopping: Epidemiol-
ogy, Comorbidity, and Treatment Donald
W. Black, M.D.

B. Pathological Gambling: From
Neurobioloby to Evidence-Based Treat-
ment Carlos Blanco-Jerez, M.D.

C. Borderline Personality Disorder:
Affective or Impulse Control Disorder?
S. Charles Schulz, M.D.

D. Kleptomania: Clinical Presenta-
tion, Neuroimaging, and Treatment Jon
E. Grant, M.D.

S36. Diagnostic Criteria in
Alzheimer’s Disease and Dementia:
Future Challenges

A. Neuroimaging as a Surrogate
Marker of Dementia Gary W. Small,
M.D.

B. Neuropsychological Testing in the
Diagnosis of Dementia Mary Sano, Ph.D.

C. The Search for Biomarkers as Di-
agnostic Aides in Alzheimer’s Disease
Trey Sunderland, M.D.

S37. Bullying in the Workplace: Psy-
chiatric and Public Health Perspec-
tives

A. Setting the Stage: Prevalence, An-
tecedents, and Effects of Workplace Bul-
lying Loraleigh Keashly, Ph.D.

B. Bullying at Work: Psychiatric Is-
sues Renato Gilioli, M.D.

C. Workplace Bullying, Alcohol Use,
Abuse, and Service Utilization Judith A.
Richman, Ph.D.

D. Workplace Bullying and Employee

Increase 10-Year Cardiovascular Risk:
Comparison With Haloperidol in Pa-
tients With Schizophrenia Yoram Barak,
M.D.

Session 21. Neuropsychiatry
61. Psychosocial Treatment of De-

pression in Parkinson’s Disease Amy
Farabaugh, Ph.D.

62. Frequency of EEG Abnormalities
and Results of Antiepileptic Drug Ther-
apy in Unstable Mood Disorders Drake
Duane, M.D.

63. Juvenile Epilepsy and Bipolar Dis-
order: Clinical Challenges Smadar Ce-
lestin-Westreich, Ph.D.

Session 22. International Epidemiol-
ogy

64. Mental Health in Iranian Medical
Students and Doctors Seyed M. Assadi,
M.D.

65. Three-Year, Follow-Up Study of
the Psychosocial Predictors of Delayed
and Unresolved Post-Traumatic Stress
Symptoms of Geriatric Earthquake Sur-
vivors in Yu-Chi, Taiwan Frank H. Chou,
M.D.

66. Three-Year, Follow-Up Study of
the Relationship Between Post-Trau-
matic Stress Symptoms and Quality of
Life Among Geriatric Earthquake Sur-
vivors in Yu-Chi, Taiwan Kuan-Yi Tsai,
M.D.

Component Workshops
CW29. Advances in the Treatment

of Intimate Partner Violence APA
Rhode Island Psychiatric Society’s Committee
on Women; Chairperson: Alison M Heru,
M.D.

CW30. Employment in the Post-
Residency Years: Getting What You
Want APA Committee of Residents and Fel-
lows; Chairperson: William C. Wood, M.D.

CW31. Can We Talk? A Model for
Constructive Conversation Between
Opponents and Advocates of Same-
Sex Relationships APA Corresponding
Committee on Religion, Spirituality, and
Psychiatry; Co-Chairpersons: John R. Peteet,
M.D., Allan M. Josephson, M.D. 

CW32. From Diagnosis to Treat-
ment of Infants and Young Children
APA Corresponding Committee on Infancy
and Early Childhood; Chairperson: Irene
Chatoor, M.D.

CW33. Moving the Psychiatric
Agenda in the House of Medicine
APA/AMA Delegation Section Council on
Psychiatry; Chairperson: Jack S. McIntyre,
M.D.

CW34. European Psychiatry:
Health and Mental Health Policy
After the Helsinki Summit APA Coun-
cil on Global Psychiatry and the World Psy-
chiatric Association Conflict Management
and Conflict Resolution Section; Co-Chair-
persons: Eliot Sorel, M.D., Rodrigo A.
Muñoz, M.D. 

CW35. From Fantasy to Reality:
Recruitment of Minorities in Clinical
Research APA Council on Minority Mental
Health and Health Disparities; Co-Chair-
persons: Annelle B. Primm, M.D., Sanjay
Dube, M.D.

CW36. Integrating Evidence-
Based Psychiatry With Clinical Intel-
ligence APA Lifers; Co-Chairpersons:
Abram M. Hostetter, M.D., Sheila H.
Gray, M.D.

41. Life Satisfaction in Young Urban
Adolescents Maribeth Pender, Ph.D.

42. Effectiveness of Group Interven-
tions for Parents of Gender-Variant Chil-
dren Edgardo J. Menvielle, M.D.

Session 15. Neurobiology and Psy-
choimmunology

43. Lymphocyte and Platelet Alter-
ation of the 5HT Transporter in Patients
With Psychosis Donatella Marazziti,
M.D.

44. Potential Role of Interleukin-6
and HPA Axis in Breast Cancer Patients
With MDD Haldun Soygur, M.D.

45. NMDA Receptors and BPD: A
Critical Mediator Bernadette M. Grosjean,
M.D.

Session 16. Medication Response in
Bipolar Disorder

46. Galantamine-CR for Cognitive
Dysfunction in Bipolar Disorder: Efficacy
and Biological Correlates Dan V. Iosifescu,
M.D.

47. Rate of Improvement With Queti-
apine Across Different Symptoms and
Symptom Clusters in Bipolar Disorder
Terence A. Ketter, M.D.

48. Efficacy of the Antipsychotics in
Anxiety Symptoms With or Without
Bipolar Disorder Keming Gao, M.D.

Session 17. Prescription and Compli-
ance in Bipolar Disorder

49. Prescription Patterns for Latin
Americans Treated for MDD in Natural-
istic Clinical Practice Settings Hector J.
Duenas, M.D.

50. Nonadherence in Bipolar Disor-
der: A Qualitative Study Exploring Per-
ceptual and Practical Barriers to Taking
Medication Jane Clatworthy

51. Patient Dissatisfaction With Infor-
mation Received About Medicines Pre-
scribed for Bipolar Disorder Richard
Bowskill

Session 18. Special Populations and
Mood Disorders

52. Juvenile Bipolar Disorder: Toward
a Validation of the Episodic-Chronic
Distinction Giulio Perugi, M.D.

53. Treatment of SAD With a Carbo-
hydrate-Rich Nutrient Mixture David
Mischoulon, M.D.

54. Impaired Mood and Social Func-
tioning Among Adult Children of Parents
With Depression Christine Timko, Ph.D.

Session 19. Brain Imaging
55. fMRI of the Brain Reward System:

Manipulation of Risk and Reward Value
Juliana Yacubian, Ph.D.

56. Brain Structure and Outcome in
Schizophrenia: The Northern Finland
1966 Birth Cohort Erika Lauronen, M.D.

57. Progressive Glutamatergic and
Gray Matter Changes in First-Episode
Patients With Schizophrenia and High
Field Proton MRS Peter C. Williamson,
M.D.

Session 20. Medical Issues in the
Treatment of Schizophrenia

58. Metabolic Syndrome in Thai Pa-
tients With Schizophrenia: Prevalence
and Incidence Manit Srisurapanont, M.D.

59. The Swedish Study of Metabolic
Risks in Psychiatry Urban P. Osby, M.D.

60. Olanzapine Treatment Does Not

Issue Workshops
IW43. The Psychiatry Resident as

Educator: Implementation of a Teach-
ing Curriculum Co-Chairpersons: Ruth
M. Lamdan, M.D., Autumn Ning, M.D.

IW44. Teaching on the Fly: Practical
Tips for Teaching Medical Students
One-to-One Co-Chairpersons: Andrea E.
Waddell, M.D., Jodi S. Lofchy, M.D. 

IW45. Infertility: From Patient
Care to Advocacy and Public Policy
Chairperson: Roxanne Dryden-Edwards,
M.D.

IW46. An Integrative Approach to
Cultural Competence Training for
Resident and Staff Psychiatrists Co-
Chairpersons: Kenneth P. Fung, M.D., Ted
Lo, M.D.

IW47. Career Advancement in
Academic Psychiatry for Early Career
Psychiatrists Co-Chairpersons: Dimitri D
Markov, M.D., Elisabeth J.S. Kunkel, M.D.

IW48. How to Launch a Successful
Private Practice: Part 2 Chairperson:
William E. Callahan Jr., M.D.

IW49. Does Beauty Equal Happi-
ness? Co-Chairpersons: Stephanie M. 
Stewart, M.D., Alicia R. Ruelaz, M.D.

IW50. Teaching Boundaries to
Practicing Clinicians Chairperson:
Werner Tschan, M.D.

IW51. Multidisciplinary Treat-
ment of Chronic Pain Co-Chairpersons:
Vladimir Bokarius, M.D., Steven H.
Richeimer, M.D.

IW52. Are There Limits to
Boundary Limits? Chairperson: Malkah
T. Notman, M.D.

IW53. Sexual History: The Art and
the Science Co-Chairpersons: Shahrad R.
Amiri, M.D., Danni Z. Michaeli, M.D.

IW54. The Psychiatry Resident as
Advocate: Practical Steps From the
Clinic to the Capitol Co-Chairpersons:
Joan M. Anzia, M.D., James L. Griffith,
M.D.

Noon-1:30 p.m.
Forums

6. To Understand and Assess the
Complex Issues of Addiction to Pre-
scription Medication National Institute on
Drug Abuse; Chairperson: Nora Volkow, M.D.

7. Hot Topics in Psychiatric Drug
Safety APA Scientific Program Committee
and APA Council on Research; Chairperson:
P. Murali Doraiswamy, M.D.

8. Worldwide Interpersonal and
Group Terrorism Toward Women
Chairperson: Leah Dickstein, M.D.

9. Alcohol Related Research by
Psychiatry Residents Collaborative Ses-
sion With the National Institute on Alcohol
Abuse and Alcoholism; Chairperson: Mark
Willenbring, M.D.

Noon-2 p.m.
New Research Poster Session 6

1 p.m.-5 p.m.
CME Courses 71-78

2 p.m.-3:30 p.m.
Lectures

L17. Changing the Landscape of
American Psychiatry: An African-
American Perspective on Feminine
Expansive Personality Altha J. Stewart,
M.D., APA’s Alexandra Symonds Award
Lecture

L18. Pharmacogenetics of Alcohol: continued on page 36
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TARGET AUDIENCE
This educational activity is intended for psychiatrists and
other mental health care professionals attending the 2006
Annual Meeting of the American Psychiatric Association.

LEARNING OBJECTIVES
After attending this symposium, participants should be better
able to:

■ Identify the role of genetic effects on brain physiology and
treatment response in schizophrenia

■ Recognize insights from neuroimaging on the physiology
of pharmacotherapy and the implications for drug
development

■ Discuss the differential adverse event profiles of and
subjective tolerability to atypical antipsychotics with
regard to patient-centered treatment outcomes

ACCREDITATION STATEMENT
The American Psychiatric Association is accredited by the
Accreditation Council for Continuing Medical Education to
provide continuing medical education for physicians.

DESIGNATION STATEMENT
The APA designates this educational activity for a maximum
of 3 category 1 credits toward the AMA Physician’s
Recognition Award and for the CME requirement of the APA.
Each physician should claim only those credits that he/she
actually spent in the activity.

DISCLAIMER STATEMENT
The opinions or views expressed in this CME activity
are those of the presenters and do not necessarily reflect the
opinions or recommendations of the APA or the commercial
supporters. Attendees should critically appraise the information
presented and are encouraged to consult appropriate
resources for information surrounding any product or
device mentioned.

Attendees must be registered for the APA 2006 Annual
Meeting to attend this symposium. Seating is limited and will
be based on a first-come, first-served basis. For more
information about the meeting, please visit the APA
web site at www.psych.org or contact APA toll free at
1-888-357-7924 (within the US or Canada) or 1-703-907-7300.

ACTIVITY CHAIRPERSON
PETER F. BUCKLEY, MD
Professor and Chairman
Department of Psychiatry and Health Behavior 
Medical College of Georgia
Augusta, Georgia 

FACULTY
ANIL MALHOTRA, MD 
Associate Professor of Psychiatry

and Behavioral Sciences 
The Albert Einstein College of Medicine 
Bronx, New York

CAROL A. TAMMINGA, MD
Professor of Psychiatry 
Graduate School of Biomedical Sciences 
UT Southwestern Medical Center at Dallas
Dallas, Texas 

MEERA NARASIMHAN, MD
Clinical Assistant Professor 
Neuropsychiatry & Behavioral Science 
University of South Carolina School of Medicine
Columbia, South Carolina

AGENDA

SATURDAY, MAY 20TH, 2006

5:30 PM – 6:00 PM DINNER

6:00 PM – 6:05 PM WELCOME AND INTRODUCTION
Peter F. Buckley, MD

6:05 PM – 6:35 PM FUNCTIONAL GENOMICS AND THERAPEUTIC EFFECTS
OF ANTIPSYCHOTICS 
Anil Malhotra, MD

6:35 PM – 7:05 PM INSIGHTS FROM NEUROIMAGING TO GUIDE
DRUG CHOICE AND DEVELOPMENT
Carol A. Tamminga, MD

7:05 PM – 7:35 PM THE SCIENCE OF SUBJECTIVE TOLERABILITY :
“WELLNESS” AS A TREATMENT OUTCOME
Meera Narasimhan, MD

7:35 PM – 8:05 PM RECOVERY AND REMISSION:
DEFINITIONS, DILEMMAS, AND THE EMERGENT
ROLE OF PEER SUPPORT
Peter F. Buckley, MD

8:05 PM – 8:50 PM PANEL DISCUSSION
Moderator: Peter F. Buckley, MD

8:50 PM – 9:00 PM CLOSING REMARKS
Peter F. Buckley, MD

VERGING ON REALITY
EMERGENT THERAPEUTIC APPROACHES FOR SCHIZOPHRENIA
DATE SATURDAY, MAY 20TH TIME 6:00 PM – 9:00 PM ACTIVITY CHAIRPERSON PETER F. BUCKLEY, MD
THE FAIRMONT ROYAL YORK ■ CANADIAN ROOM ■ TORONTO, CANADA

2006 APA ANNUAL MEETING

Sponsored by the American Psychiatric Association Supported by an educational grant from and
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sion: Do We Know Where to Begin?
Robert A. Schoevers, M.D.

S51. How to Launch a Successful Pri-
vate Practice: Part 3

A. Personal Factors Leading to a Suc-
cessful Private Practice William E. Calla-
han Jr., M.D.

B. Office Location and Design for
Efficiency and Success Keith W. Young,
M.D.

C. Streamlining Overhead and Man-
aging Your Business in Private Practice
Keith W. Young, M.D.

D. Marketing Your Unique Private
Practice William E. Callahan Jr., M.D.

S52. Choosing the Right Treatment
for Substance Abuse

A. Choosing the Right Treatment for
Cocaine Dependence Adam M. Bisaga,
M.D.

B. Treatment of Comorbid Condi-
tions Frances R. Levin, M.D.

C. Marijuana and Club Drugs: Cut-
ting-Edge Developments, New and Po-
tential Treatments David M. McDowell,
M.D.

D. Behavioral Treatments for Sub-
stance Dependence and Integrating Be-
havioral Therapy With Medication Ed-
ward V. Nunes, M.D.

E. Choosing the Right Treatment for
Opioid Dependence Herbert D. Kleber,
M.D.

S53. Stress-Induced and Fear Cir-
cuitry Disorders: Planning the Re-
search Agenda for DSM-V

A. The Role of Cognition in Stress-
Induced and Fear Circuitry Disorders
Edna B. Foa, Ph.D.

B. Overlap and Distinctiveness
Among Stress-Induced and Fear-Cir-
cuitry Disorders Abby Fyer, M.D.

C. Neurochemisry/Neuroendocrine
Signals and Noise in Anxiety Disorders
Rachel Yehuda, M.D.

D. Serotonin, the Hippocampus, and
Emotional Behavior Rene Hen, M.D.

S54. The Methamphetamine Epi-
demic in the U.S. National Institute
on Drug Abuse

A. Neurobiological Effects of
Methamphetamine Abuse: Acute and
Long Term Linda Chang, M.D.

B. Methamphetamine Use, Abuse,
Dependence, and Treatment: Survey
Findings, 2002-2004 James D. Colliver,
Ph.D.

C. The Epidemiolgy of Methampeta-
mine Use in NYC: Prevention and Inter-
vention Implications Perry Halkitis

S55. Preventing Schizophrenia: Op-
portunities and Challenges

A. Reducing the Damage of the First
Psychosis Onset Ingrid Melle, M.D.

B. Treatment of the Schizophrenia
Prodrome: Update 2006 Scott Woods, M.D.

C. Predicting Schizophrenia: Early
Risk Factors Barbara A. Cornblatt, Ph.D.

D. Psychological Interventions for
Those at Ultra High Risk of Psychosis
Jean Addington, Ph.D.

E. Prevention Research in Psychosis:
Current State of the Art Thomas H. Mc-
Glashan, M.D.

E. Clinical Application of a Dimen-
sional Model of Personality Disorder
John Livesley

S41. Sleep, Fatigue, and Depression in
Medically Ill Patients

A. Sleep and Fatigue in Breast Can-
cer Sonia Ancoli-Israel, Ph.D.

B. Sleep, Fatigue, Pain, and Depres-
sion in Patients With Diabetes Mellitus
Wayne J. Katon, M.D.

C. Insomnia, Depression, Quality of
Life, and Survival in Patients With End-
Stage Renal Disease and Following Renal
Transplantation Marta Novak, M.D.

D. Sleep Disruption, Fatigue, and
Depression in the Medically Ill Colin M.
Shapiro, Ph.D.

S42. Scaling Up Against HIV/AIDS: A
Culturally Sensitive and Comprehen-
sive Approach

A. Understanding the Linkages Be-
tween HIV/AIDS and Development
Scholastica Kimaryo

B. Culture, Indigenous Knowledge,
and Information and Communications
Technology in the Response to the
HIV/AIDS Challenge Joseph Okpaku,
M.D.

C. Defining and Describing a Mod-
ern Epidemic: The Case of HIV/AIDS in
Sub-Sahara Africa Samuel O. Okpaku,
M.D.

D. Challenges to Implement Cultur-
ally Adapted HIV/AIDS Programs in
Haiti Vladimir Berthaud

S43. Suicide Research in Canada
A. Neurobiological Studies of Suicide

Completers Gustavo Turecki, Ph.D.
B. Prospective Community Study of

Suicidality in Young Adults Joel F. Paris,
M.D.

C. Affective Instability and Suicidality
in Borderline Personality Disorder Paul
S. Links, M.D.

D. Clinical Guidelines for Suicidality
Isaac Sakinofsky, M.D.

S44. Neurobiological Basis for Co-
Occurring Substance Abuse and Other
Psychiatric Disorders National Institute
on Drug Abuse

A. Smoking and Schizophrenia: Does
Comorbidity of Substance Abuse and
Disease Suggest Self-Medication? Sherry
Leonard, Ph.D.

B. Insights From Animal Models of
Dual Diagnosis: How Common Neuro-
circuit Abnormalities Underlie Both
Mental Illness and Addiction Vulnerabil-
ity Robert A. Chambers, M.D.

C. Nicotine-Induced Sensitization
and ADHD Jean King, Ph.D.

D. Effects of Nicotine and Other
Drugs of Abuse on Cognitive Dysfunc-
tion in Individuals With Schizophrenia
Tony P. George, M.D.

S45. Bipolar Disorder and the U.S.
Legal System

A. Bipolar Disorder and the Legal
System Mark A. Frye, M.D.

B. Clinical and Legal Characteristics
of Inmates With Bipolar Disorder
Cameron D. Quanbeck, M.D.

C. An Epidemiologic Perspective on
Forensic History in Bipolar I Disorder
Benjamin I. Goldstein, M.D.

Benefits: Enabling the Traumatized
Worker to Seek Help for Psychiatric Ill-
ness David Yamada, J.D.

E. Syndrome of Morbidity Associated
With School Bullying: Implications for
Adulthood Jorge C. Srabstein, M.D.

S38. Screening, Diagnosis, and Man-
agement of Alcohol Use Disorders in
Psychiatric Practice Collaborative Session
With the National Institute on Alcohol Abuse
and Alcoholism

A. Screening, Assessment, and Man-
agement Using the NIAAA Clinicians
Guide Mark L. Willenbring, M.D.

B. Motivational Enhancement Strate-
gies to Address Substance Use Disorders
Douglas M. Ziedonis, M.D.

C. Integrating Pharmacotherapy for
Alcohol Dependence Into General Psy-
chiatric Practice Hugh Myrick, M.D.

D. Meeting the Addiction Medicine
Needs of Patients in a General Psychi-
atric Practice Michael M. Miller, M.D.

S39. Therapeutic Neuromodulation:
Methods and Mechanisms

A. Therapeutic Neuromodulation:
The Arrival of a Paradigm Shift Mark
Demitrack, M.D.

B. Vagus Nerve Stimulation: A Review
of the Evidence Philip G. Janicak, M.D.

C. Repetitive Transcranial Magnetic
Stimulation at 10 Hz in the Treatment of
Pharmacoresistant Major Depression:
Results From a Controlled Multicenter
Clinical Trial John P. O’Reardon, M.D.

D. Therapeutic Neuromodulation
Mechanisms of Action Elliott Richelson,
M.D.

S40. APA Research Agenda for DSM-
V Personality Disorders

A. Alternative Dimensional Models:
Toward an Integration Thomas A. Widi-
ger, Ph.D.

B. Issues and Challenges in Develop-
ing an Etiologically Based Dimensional
Classification of Personality Disorder
Kerry L. Jang, Ph.D.

C. Toward A Developmental View of
Personality Pathology Rebecca L. Shiner,
Ph.D.

D. The Major Dimensions of Person-
ality: Cross-Cultural Evidence Based on
the Lexical Approach Michael C. Ashton,
Ph.D.

D. Can Psychiatry Reduce the Crimi-
nalization of the Severely Mentally Ill?
Elizabeth Walsh, M.D.

S46. APA/APAL: Addressing Psychi-
atric Patients’ Needs in Latin America
APA Council on Global Psychiatry

A. APA/APAL Addressing Psychiatric
Patients’ Needs in Latin America Angel
Valmaggia, M.D.

B. Future Perspectives With Respect
to APA/APAL Cesar M. Mejias, M.D.

C. Structure of Strategic Collabora-
tion Between APA and APAL Edgard
Belfort, M.D.

D. Improving Mental Health Care in
Latin America: The Role of International
Cooperation Jose M. Caldas de Almeida,
Ph.D.

S47. Helping Returning Veterans:
Veterans Affairs Community Collabo-
rations

A. The Public Health Approach in
Department of Defense/Veteran Af-
fairs Outreach to Service
Members/Veterans and Their Families
Harold Kudler, M.D.

B. A Model for Interagency Collabo-
rative Care of Stress Disorders Related to
Military Deployment Miles McFall, Ph.D.

C. Collaborative Interventions Ad-
dressing Sexual Trauma in Female Veter-
ans Post-Deployment Marian I. Butter-
field, M.D.

D. The Ohio Cares Initiative Col.
Terry C. Washam, L.I.S.W.

S48. Substance Use Disorders: Plan-
ning a Research Agenda for DSM-V
Collaborative Session With the National In-
stitute on Alcohol Abuse and Alcoholism

A. Adolescents and Substance-Re-
lated Disorders: Research Agenda to
Guide Decisions on DSM-V Thomas J.
Crowley, M.D.

B. Methods for DSM-V Research
Workgroups to Address Key Diagnostic
Issues for Substance Use Disorders Linda
B. Cottler, Ph.D.

C. Substance Use Disorder Comor-
bidity and DSM-V Deborah S. Hasin,
Ph.D.

D. What Can Human Brain Imaging
Tell Us About Addiction? Anna R. Chil-
dress, M.D.

S49. The Use of Atypical Antipsy-
chotics in Elderly Patients With De-
mentia: What Next?

A. Use of Antipsychotics in Elderly
Patients With Dementia: What’s Next?
Soo Borson, M.D.

B. Pharmacological Strategies for the
Management of Behavior Disorders in
Dementia Bruce G. Pollock, M.D.

C. Thinking Outside the Black Box:
Risk Management for Using Atypical An-
tipsychotic Medications With the Elderly
Patricia R. Recupero, M.D.

S50. Prevention of Common Mental
Disorders: Is It Time to Start?

A. Cost-Effectiveness of Preventing
Depression in Primary Care Patients:
randomized Trial Filip E Smit M.S.C.

B. Prevention of New Cases of Men-
tal Disorders: Problems and Solutions
Prof. Pim Cuijpers

C. Prevention of Late-life Depres- continued on page 39

APA Job Bank

The APA Job Bank is your comprehen-
sive source for psychiatric job place-
ment. Meet prospective employers or
talented candidates at APA’s 2006 an-
nual meeting in Toronto. Before the
meeting, visit the APA Job Bank at
<www.psych.org/jobbank> and use the
new Conference Tool to facilitate face-
to-face meetings with candidates and
employers attending the meeting.

The Job Bank will be located next to
the APPI Bookstore in the Exhibit Hall.
There, APA members can search for
psychiatric employment opportunities by
specialty or location, explore the online
resume database, and access the new
resource center that offers career devel-
opment articles and tools.

t o r o n t oTUESDAYMAY23
159th annual meeting
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Serious shoppers won’t need to be
told where to go when they ar-
rive in Toronto for APA’s annual
meeting in May. Stretching two
full city blocks, the Toronto

Eaton Centre is a historical landmark and
with more than 250 retailers is today one
of Canada’s best-known retail shopping des-
tinations, attracting approximately 50 mil-
lion visitors annually. 

The Toronto Eaton Centre is a six-story,
glass-ceilinged structure named after Tim-
othy Eaton, an Irish immigrant whose four-
story flagship department store at the cor-
ner of Queen and Yonge streets was built
in 1883. In the 1960s, Eaton’s department
store moved to the corner of Yonge and
Dundas, and its competitor, Simpsons,
opened at Yonge and Queen. Today, these
stores have been replaced by Sears (Eaton’s)
and the Bay (Simpsons). 

According to the Eaton Centre’s Web
site at <www.torontoeatoncentre.com>, the
complex is modeled after Milan’s Galleria
Vittorio Emanuele. The Eaton Centre’s ar-
chitect, Eb Zeilder, created the retail por-
tion of the complex to feature a four-level
shopping center with a glass-domed ceil-
ing running the length of the complex.
Hanging from the ceiling is a mobile of a

flock of Canadian geese, “Flight Stop,” de-
signed by artist Michael Snow. 

“The whole complex is becoming the
center of the city, as well as the epicenter
of shopping in Toronto,” said Andrew Weir,
a spokesperson for the Toronto Conven-
tion and Visitors Association. 

Here are some of the shops and stores at
Eaton Centre: 

• Hollister Co., located on level one, is a
southern California lifestyle retailer.
• Pinstripe Menswear offers a combina-
tion of classic and contemporary clothing
styles for men. It is located on the concourse
level by the North Food Court.
• Mango, on the third level at the south
end of the complex, is a Spanish retailer
dedicated to the design, manufacture, and
marketing of clothing garments and acces-
sories for women.
• Bebe Sport is part of a distinctive line
of contemporary women’s apparel that was
founded in 1976. Bebe Sport is located on
the second level by the Queen Street en-
trance.
• Pink Paw offers animal lovers a variety
of pet accessories for animal lovers, such as
colorful leashes, stylish hair accessories, and
entertaining beds. They are in a second-

For Great Shopping,
Follow the Geese
A mobile of a flock of geese flying across the glass ceiling of The Eaton
Centre is a Toronto landmark.

BY MARK MORAN

The sculpture “Flight Stop” hangs from the ceiling of the Toronto Eaton Centre, a multilevel
shopping complex that is one of Toronto's most visited attractions.
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level kiosk by Tip Top Tailors.
• lululemon athletica is a Yoga-inspired
athletic apparel company. Authentic to its
West Coast roots, lululemon continues to
focus on a healthy, balanced, fun-filled way
of life. 

The Eaton Centre is bordered by Dun-
das Street (north), Yonge Street (east), Queen
Street (south), and Bay Street (west) and is
accessible in several ways. To take the sub-
way, ride the Yonge Line to either Dundas
or Queen Station. To take the streetcar, ride
the Dundas line to Yonge and Dundas or the
Queen line to Yonge and Queen. ■
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W ith anticipated publication of
DSM-V now only five years away,
APA’s 2006 annual meeting will

feature numerous sessions that will high-
light scientific, clinical, and methodologi-

cal issues being explored to improve diag-
nosis, according to Darrel Regier, M.D.,
M.P.H, director of APA’s Division of Re-
search and executive director of the Amer-
ican Psychiatric Institute for Research and
Education (APIRE). 

“Since the publication of DSM-IV in
1994, there has been extraordinary progress
in research in so many areas—brain circuitry,
genetics, family studies, and new data analy-

sis techniques—that could potentially help
us to make unprecedented leaps in the way
we diagnose our patients,” Regier noted. 

APIRE has an NIH-funded, five-year
research planning conference grant de-
signed to engage work groups represent-
ing the global research community in rec-
ommending what research needs to be
conducted to incorporate these scientific
leaps into a diagnostic reality. Titled “The
Future of Psychiatric Diagnosis: Refining
the Research Agenda,” the project com-
prises 12 research work groups, 10 focused
on specific diagnostic topics and two on
methodologic issues. At the annual meeting,
four of these work groups will review their
recommendations and describe research
now under way to implement them. 

At noon on Monday, May 22, Regier will
chair the forum “Research Planning for the
DSM-V,” which will provide an overview of
the progress to date on this dynamic project. 

“The research planning work groups,
which consist of expert scientists and clini-
cians throughout the world from various dis-
ciplines, were challenged to focus their col-
lective knowledge on three questions: What
are the strengths and weaknesses of the cur-
rent DSM criteria? What research findings
currently exist that might justify changes in
criteria? And what research needs to be done
that could be tested within the next couple
of years to make the classification more valid
and useful?,” explained William Narrow,
M.D., M.P.H., associate director for diag-
nosis and classification in the Division of Re-
search and a co-principal investigator with
Regier for the conference grant. 

Beyond stimulating the field to conduct
needed research, the recommendations gen-
erated through the conferences will serve
as resources for future DSM-V work groups
and, at the discretion of the WHO leader-
ship, for the pending ICD-11 revision. 

DSM-V Research Planning Sessions

Monday, May 22
Noon-1:30 p.m. Research Planning for the DSM-V

Chair: Darrel Regier, M.D.
Presenters: Dennis Charney, M.D., Wilson Compton, M.D., Norman
Sartorius, M.D., Trey Sunderland, M.D., Carol Tamminga, M.D.

Tuesday, May 23
2 p.m.-5 p.m Diagnostic Criteria in Alzheimer’s Disease and Dementia: Research

Challenges and Implications for DSM-V
Chair: Trey Sunderland, M.D.

Substance Use Disorders: Planning a Research Agenda for DSM-V
Co-chairs: Marc Schuckit, M.D., Bridget Grant, Ph.D.

Stress-Induced and Fear Circuitry Disorders: Planning the Research
Agenda for DSM-V
Chair: Dennis Charney, M.D.

APA Research Agenda for DSM-V: Personality Disorders
Co-chairs: John Livesley, Ph.D., Thomas Widiger, M.D.

Sessions Offer Window Into
DSM-V Development Process
The state-of-the-science in several diagnostic areas looking toward
DSM-V will be illuminated at APA’s 2006 annual meeting.

BY JENNIFER SHUPINKA
PAUL SIROVATKA

In addition to the forum, four symposia
will review in greater detail evidence aris-
ing from conferences on personality disor-
ders, substance use disorders, stress-induced
and fear circuitry disorders, and dementia.
All of these symposia will take place on
Tuesday, May 23, at 2 p.m. 

A principal focus of the work group on
personality disorders has been to examine
the scientific rationale and prospects for in-
tegrating alternative dimensional models into
currently used categorical approaches to the
diagnosis of personality disorders. The sym-
posium will be chaired by John Livesley,
Ph.D., and co-chaired by Thomas Widiger,
Ph.D., who also co-chaired the research plan-
ning conference on personality disorders.

“Substance Use Disorders: Planning a
Research Agenda for DSM-V” will high-
light research opportunities that could fa-
cilitate evidence for changes in substance
use disorder definitions and criteria: Should
dependence criteria be tailored to specific
substances? How might a research focus on
withdrawal help validate orthogonal con-
cepts of dependence and abuse? Presenta-
tions will review these and other research
priorities generated from this research plan-
ning group’s efforts. Marc Schuckit, M.D.,
and Bridget Grant, Ph.D., will co-chair the
symposium.

Dennis Charney, M.D., dean for re-
search at Mt. Sinai School of Medicine, will
lead the symposium “Stress-Induced and
Fear Circuitry Disorders.” The research
planning work group on this topic ques-
tioned whether future research on selected
current anxiety disorder classifications could
be improved or changed by building from
brain-based phenotypes. The presentation
will review highlights of state-of the-sci-
ence findings, including neural mechanisms
of fear and anxiety, the role of cognitions,

please see DSM on page 62

Jennifer Shupinka is the DSM program man-
ager in APA’s Division of Research, and Paul
Sirovatka is director of policy analysis in the Di-
vision of Research.



TARGET AUDIENCE
This educational activity is intended for psychiatrists and
other mental health care professionals attending the 2006
Annual Meeting of the American Psychiatric Association.

LEARNING OBJECTIVES
After attending this symposium, participants should be better
able to:

■ Discuss the differential pharmacology of atypical
antipsychotics and the clinical implications in patients
with psychotic disorders

■ Differentiate between atypical antipsychotics and mood
stabilizers with respect to efficacy, safety, and tolerability

■ Consider the impact of sedation on functionality and
cognition in patients with psychotic disorders

ACCREDITATION STATEMENT
The American Psychiatric Association is accredited by the
Accreditation Council for Continuing Medical Education to
provide continuing medical education for physicians.

DESIGNATION STATEMENT
The APA designates this educational activity for a maximum
of 3 category 1 credits toward the AMA Physician’s
Recognition Award and for the CME requirement of the APA.
Each physician should claim only those credits that he/she
actually spent in the activity.

DISCLAIMER STATEMENT
The opinions or views expressed in this CME activity
are those of the presenters and do not necessarily reflect the
opinions or recommendations of the APA or the commercial
supporters. Attendees should critically appraise the information
presented and are encouraged to consult appropriate
resources for information surrounding any product or
device mentioned.

Attendees must be registered for the APA 2006 Annual
Meeting to attend this symposium. Seating is limited and will
be based on a first-come, first-served basis. For more
information about the meeting, please visit the APA
web site at www.psych.org or contact APA toll free at
1-888-357-7924 (within the US or Canada) or 1-703-907-7300.
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AGENDA

MONDAY, MAY 22ND, 2006

6:30 AM – 7:00 AM BREAKFAST

7:00 AM – 7:05 AM WELCOME AND INTRODUCTION
Robert E. Hales, MD, MBA | Stuart C. Yudofsky, MD

7:05 AM – 7:30 AM IMPACT OF SHORT-TERM TREATMENT
ON LONG-TERM PATIENT OUTCOMES
Stephen R. Marder, MD

7:30 AM – 7:55 AM NEUROCOGNITION, FUNCTIONAL OUTCOMES,
AND PSYCHOPHARMACOLOGY
Michael F. Green, PhD

7:55 AM – 8:25 AM PANEL DISCUSSION
Discussant: Claudia F. Baldassano, MD

8:25 AM – 8:30 AM CLOSING REMARKS
Robert E. Hales, MD, MBA | Stuart C. Yudofsky, MD

TUESDAY, MAY 23RD, 2006

6:30 AM – 7:00 AM BREAKFAST

7:00 AM – 7:05 AM WELCOME AND INTRODUCTION
Robert E. Hales, MD, MBA | Stuart C. Yudofsky, MD

7:05 AM – 7:30 AM BRIDGING PHARMACOLOGY AND CLINICAL
EFFECTIVENESS IN SCHIZOPHRENIA
Anissa Abi-Dargham, MD

7:30 AM – 7:55 AM ADVANCES IN PHARMACOTHERAPY FOR 
MAINTENANCE TREATMENT IN BIPOLAR DISORDER
Terence A. Ketter, MD

7:55 AM – 8:25 AM PANEL DISCUSSION
Discussant: Claudia F. Baldassano, MD

8:25 AM – 8:30 AM CLOSING REMARKS
Robert E. Hales, MD, MBA | Stuart C. Yudofsky, MD

CLINICAL IMPLICATIONS OF
CHOICE OF ATYPICAL ANTIPSYCHOTIC
DATE MONDAY, MAY 22ND TIME 7:00 AM – 8:30 AM

TUESDAY, MAY 23RD 7:00 AM – 8:30 AM
ACTIVITY CHAIRPERSON ROBERT E. HALES, MD, MBA
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S56. HIV Update for Psychiatric Care
APA Committee on AIDS

A. HIV Medical Update Milton L.
Wainberg, M.D.

B. Hepatitis C and HIV Infection
Antoine B. Douaihy, M.D.

C. Club Drugs and HIV Khakasa H.
Wapenyi, M.D.

D. Body Image and HIV Marshall
Forstein, M.D.

S57. Voting by Persons With Cogni-
tive Impairment

A. Voting by Persons With Cognitive
Impairment: Overview of the Issues
Richard Bonnie, J.D.

B. Voting By Persons With Cognitive
Impairments: The Legal Issues Pamela
Karlan

C. Assessing Competence to Vote in a
Cognitively Impaired Population Paul S.
Appelbaum, M.D.

D. Respecting Rights and Preserving
The Integrity of Elections: The Chal-
lenges of Voting in Long-Term-Care Fa-
cilities Jason Karlawish, M.D.

S58. Not Your Parents’ EEG: Clinical
Applications of Auditory and Visual
Event-Related Potentials

A. Event-Related Potential Abnor-
malities in Schizophrenia Daniel C. Javitt,
M.D.

B. Probing the Cognitive, Clinical,
and Functional Impairments of Schizo-
phrenia Patients With Mismatch Nega-
tivity Gregory A. Light, Ph.D.

C. Event-Related Potential P300 and
Mismatch Negativity Abnormalities in
Patients at Ultra-High Risk for Schizo-
phrenia Daniel H. Mathalon, M.D.

D. Use of Auditory Event-Related
Potentials and Other Quantitative Mea-
sures in an Evidence-Based, Person-Cen-
tered Psychosis Treatment Program
Steven B. Schwarzkopf, M.D.

S59. Genetic Findings Related to Al-
cohol Dependence and Related Con-
ditions Collaborative Session With the Na-
tional Institute on Alcohol Abuse and
Alcoholism

A. Genetic Susceptibility for Alcohol
Dependence: Recent Findings Howard J.
Edenberg, Ph.D.

B. At-Risk Families: A Multigenera-
tional Study of Alcoholism Laura J.
Bierut, M.D.

C. Further Characterization of the
Risk Associated With GABA-A Receptor
Genes Danielle M. Dick, Ph.D.

D. Neurophysiological Endopheno-
types and the Risk for Alcohol Depen-
dence and Related Disorders Bernice Por-
jesz, Ph.D.

E. Prediction of Alcohol Problems
Using a Prospective Longitudinal Design
Including Genotype John I. Nurnberger
Jr., M.D.

S60. The Meanings of Medication: Is-
sues in Patients’ Compliance With
Psychotropic Drugs American Academy
of Psychoanalysis and Dynamic Psychiatry

A. Medication Management: A Clini-
cal Misnomer Leah Davidson, M.D.

B. Compliance as Accord, Not Sub-
mission Eve Leeman M.D.

C. Transferences to Medication and

ADHD Christopher J. Kratochvil, M.D.
C. The Impact of Sleep/Wake Dis-

turbances in ADHD Judith Owens, M.D.
D. Evidence-Based Pharmacotherapy

of ADHD Timothy E. Wilens, M.D.
E. Role of Family and Social Support

Systems in the Management of ADHD
Scott Kollins, Pharm.D.

IS38. The Maze of Mood and Anxiety
in the Elderly Patient: A Case Series
Supported by GlaxoSmithKline

A. The Impact of Medical Comor-
bidity on Mood and Anxiety Disorders in
the Elderly Patient Prakash S. Masand,
M.D.

B. Achieving a Better Understanding
of the Neurobiology of Mood and Anxi-
ety Disorders in the Elderly Eric J.Lenze,
M.D.

C. An Evidence-Based Approach to
the Acute Management of Mood and
Anxiety Disorders in the Elderly Popula-
tion Warren D. Taylor, M.D.

D. Deciphering the Maze of Mood
and Anxiety Symptoms in the Elderly Pa-
tient Charles F. Reynolds III, M.D. ■

Implications for the Structure of the Ego
Eric R. Marcus, M.D.

D. Poison or Cure: Meanings of
Medication in Schizophrenia Paul J.
Rosenfield, M.D.

E. The Meanings of Medication: Is-
sues in Patients’ Compliance With Psy-
chotropic Drugs: Be Careful What You
Wish for Jeffrey Rubin, M.D.

S61. Pharmacogenetics and Drug
Abuse Research National Institute on
Drug Abuse

A. Allele Specific Gene Expression in
Addiction Genes Wolfgang Sadee

B. Assaying Functional SNPs for Psy-
chiatric Disease Robert K. Moyzis, M.D.

C. Pharmacogenetics and Smoking
Cessation With Nicotine Replacement
Therapy Caryn Lerman, Ph.D.

D. Pharmacogenetics of Smoking
Cessation Using Non-Nicotine Replace-
ment Therapies Huijun Z. Ring, Ph.D.

E. Pharmacogenetics of Alcohol
Treatment David W. Oslin, M.D.

S62. Eating Disorders 2006: From Sci-
ence to Practice

A. Altered Dopamine and Optimal
Stimulus Response in Anorexia Nervosa
Walter H. Kaye, M.D.

B. Gender Difference Comparisons of
Eating Difference Comparisons of Eating
and Other Psychiatric Disorders in
Course of Illness Katherine A. Halmi, M.D.

C. Federal Advocacy for Eating Dis-
orders David B. Herzog, M.D.

D. Night Eating Syndrome James E.
Mitchell III, M.Ed.

E. The 2006 APA Practice Guidelines
for Eating Disorders Joel Yager, M.D.

S63. Vascular Depression: Measure-
ment and Treatment Issues of a Pro-
posed Diagnostic Entity

A. Vascular Risk Factors, Frontolim-
bic Dysfunction, and Course of Geriatric
Depression George S. Alexopoulos, M.D.

B. Treatment of Vascular Depression
Including New Data on rTMS Robert G.
Robinson, M.D.

C. Neuroimaging of Cerebrovascular
Disease David C. Steffens, M.D.

D. Vascular Depression: A Distinct
Diagnostic Entity? Joel R. Sneed, Ph.D.

S64. Deep Brain Stimulation for
Treatment-Resistant Psychiatric Dis-
orders

A. History and Ethics of Neuro-
surgery for Treatment-Refractory Psychi-
atric Disorders George E. Tesar, M.D.

B. Deep Brain Stimulation Surgery
for Treatment of Intractable Psychiatric
Disorders Ali R. Rezai, M.D.

C. DBS for OCD: Targeting and
Clinical Results Benjamin D. Greenberg,
M.D.

D. Deep-Brain Stimulation in Psychi-
atric Disorders: Surgical Candidates and
Preliminary Results in Major Depression
Donald A. Malone Jr., M.D.

S65. Complex Depression: The Inter-
face Between Personality Disorders
and Major Depression

A. The Neurobiology of the Links
Between Personality Traits and Depres-
sion Glenda M. MacQueen, M.D.

B. Patient Personality as a Differen-

tial Predictor of Treatment Outcome to
Psychotherapy Versus Pharmacotherapy
R. Michael Bagby, Ph.D.

C. Managing Patients With Com-
plex Depression Sidney H. Kennedy,
M.D.

D. Key Psychotherapy Issues in Com-
plex Depression: Patients With Major
Depression and Personality Psy-
chopathology Michael B. Rosenbluth, M.D.

2 p.m.-5:30 p.m.
Advances in Psychodynamic Psy-
chotherapy: The State of the Art Glen
O. Gabbard, M.D.

3 p.m.-5 p.m.
New Research Poster Session 7

7 p.m.-10 p.m.
Industry-Supported Symposia
IS34. Management of Psychosis in the
Elderly: The Science and the Art Sup-
ported by Solvay Wyeth Pharmaceuticals

A. Management of Psychosis in the
Elderly: The Science and the Art Carl
Salzman, M.D.

B. Efficacy and Effectiveness of An-
tipsychotics for Dementia Lon S. Schnei-
der, M.D.

C. Safety of Antipsychotics in Elderly
Patients Dilip V. Jeste, M.D.

D. Novel Antipsychotic Strategies:
Implications for Biology and Future
Treatment P. Murali Doraiswamy, M.D.

E. Nonpharmacologic Interventions
for Psychosis in the Elderly Warachal E.
Faison, M.D.

IS35. Multiple and Complex Presenta-
tions of Bipolar Disorder Supported by
Abbott Laboratories

A. Presentations of Bipolar Disorder
in Children and Adolescents Kiki D.
Chang, M.D.

B. The Impulsive-Aggression Symp-
tom Domain in Personality Disorders
Eric Hollander, M.D.

C. Bipolar II Disorder and Suicidal
Behaviors William H. Coryell, M.D.

D. Predicting Maintenance Response
From the Acute Episode Charles L. Bow-
den, M.D.

IS36. Treating the Early Stages of
Schizophrenia Supported by AstraZeneca
Pharmaceuticals

A. Genetic and Clinical Risk Fac-
tors for Schizophrenia: Predicting the
Onset and Outcomes of the Illness and
Treatment Response Dolores Malaspina,
M.D.

B. Treatment of First Episode Schiz-
ophrenia: Tolerability and Adherence
Delbert G. Robinson, M.D.

C. Pharmacologic Strategies for the
Treatment of Prodromal Schizophrenia
Daniel C. Javitt, M.D.

D. Treatment of the Early Stages of
Schizophrenia: The Possibility of Neuro-
protection Jeffrey A. Lieberman, M.D.

E. Evaluation of Prodromal Schizo-
phrenia Cheryl Corcoran, M.D.

IS37. Advocating for Change Through
Evidence-Based Medicine: A Focus on
ADHD Supported by Cephalon Inc.

A. Neurocircuitry of ADHD James J.
Hudziak, M.D.

B. Phenomenology and Diagnosis of

Do I Need a
Passport?

U.S. citizens traveling to and from
Canada must have proof of U.S. citizen-
ship, such as a U.S. passport (preferred)
or certified copy of their birth certificate,
and photo identification, such as a cur-
rent, valid driver’s license. Naturalized cit-
izens should travel with their naturaliza-
tion certificate. A driver’s license, voter’s
registration card, or Social Security card
is not valid proof of citizenship. Alien per-
manent residents of the U.S. must pres-
ent their Alien Registration Card, also
known as a “green card.”

More information is posted at
<http://travel.state.gov/> and
<www.cic.gc.ca/english/visit/index.htmll>.
Additional information for individuals with
a J-1 visa is posted at
<www.nih.gov/od/ors/dirs/isb//j1_travel
canada.htm>. Information about entry re-
quirements, health insurance, and cus-
toms is posted at <http://travel.state.gov/
travel/tips/regional/regional_1170.html>.

A PA members are invited to attend the
Seventh Annual Meeting of the Hel-

lenic American Psychiatric Association
(HAPA), which is being held in conjunc-
tion with APA’s 2006 annual meeting in
Toronto. 

The meeting has been scheduled for
Tuesday, May 23, from 7 p.m. to 10 p.m.
at the Westin Harbor Castle. The meeting
includes dinner and a scientific presenta-
tion.

More information can be obtained by
sending an e-mail to office@hellenic-
psych.org. Registration information is
posted on HAPA’s Web site at <www.
hellenic-psych.org>. ■

Hellenic Association 
To Meet

t o r o n t oTUESDAYMAY23
159th annual meeting
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on Psychiatric Administration and Manage-
ment; Chairperson: Sy A. Saeed, M.D.

CW40. Teaching the History of
Psychiatry to Students and Residents:
A Workshop Discussion on Content,
Methods, and Ideals APA Corresponding
Committee on History and Library; Chair-
person: Avram H. Mack, M.D.

CW41. How to Be a More Creative
Teacher: Winning Strategies for Resi-
dents and Faculty APA Council on Med-
ical Education and Lifelong Learning; Co-
Chairpersons: Joan M. Anzia, M.D., Lowell
D. Tong, M.D.

CW42. The National Health Infor-
mation Network and Psychiatry: How
Will the Coming National Electronic
Health Record Impact Our Patients

Lecture Series, Collaborative Session With
the National Institute on Alcohol Abuse and
Alcoholism

L22. Psychiatry and Education:
When the Twain Meet James Comer,
M.D.

Master Educator Clinical Consultations
13. James L. Griffith, M.D., Christina

Puchalski, M.D., on The Role of Spiritual-
ity in the Care of Patients

14. Robert P. Cabaj, M.D., on Sexual
Orientation and Gender Identity in Clin-
ical Care

15. Helga Hannesdottir, M.D., on
Doing a Residency Training in Psychia-
try in the U.S. and Returning Home to
Practice

7 a.m.-8:30 a.m.
Industry-Supported Breakfast Sym-
posia
IS39. Emerging Evidence in the
Treatment of Bipolar Depression
(Part 1) Supported by AstraZeneca Phar-
maceuticals

A. The Clinical Management of
Bipolar Disorder Frederick K. Goodwin,
M.D.

B. How Guidelines Influence Acute
and Long-Term Treatment of Bipolar
Depression Robert M.A. Hirschfeld, M.D.

C. Treatment of Alcohol and Drug
Abuse in Bipolar Disorder Kathleen T.
Brady, M.D.

IS40. Bipolar Illness: The Road to Re-
mission (Part 1) Supported by Bristol-
Myers Squibb Co.

A. Is Remission Achievable in Bipolar
Disorder? John L. Beyer, M.D.

B. Roadblocks to Remission in the
Bipolar Patient Prakash S. Masand, M.D.

IS41. New Frontiers in Depression:
Providing Solutions to Unmet Needs
(Part 1) Supported by Solvay Wyeth Phar-
maceuticals

A. Genetic Mechanisms of Mood
and Temperament Daniel R. Weinberger,
M.D.

B. Chronic Pain and Major Depres-
sion Alan F. Schatzberg, M.D.

IS42. What the Psychiatrist Needs to
Know About Sleep-Related Move-
ment Disorders (Part 1) Supported by
GlaxoSmithKline

A. Diagnosis, Epidemiology, and
Natural History of Restless Legs Syn-
drome and Periodic Limb Movements of
Sleep Philip M. Becker, M.D.

B. Sleep, Health, and Quality of Life
Consequences R. Robert Auger, M.D.

C. Diagnostic Challenges and Initial
Treatment Strategies Cynthia L. Comella,
M.D.

7:30 a.m.-5 p.m.
Registration/Course Enrollment Open

8 a.m.-12 p.m.
CME Courses 79-84

9 a.m.-10:30 a.m. 
Clinical Case Conferences 

4. Crossing the Line: Determining
Your Patient Is Too Dangerous to Drive
Carl B. Greiner, M.D., Laura W. Roberts,
M.D., Steven P. Wengel, M.D., Nicole F.
Wolfe, M.D. (for APA members only)

Discussion Groups
19. Marc Galanter, M.D., on How to

Retain Addicted Patients in Ongoing
Ambulatory Therapy

20. Marcia Goin, M.D., on Borderline
Personality Disorder: Talking With Pa-
tients About Their Illness “What Do You
Say?”

Lectures
L20. Psychiatry and Aging: Contri-

butions of the International Medical
Graduates Dilip V. Jeste, M.D., APA’s
George Tarjan Award Lecture

L21. Combining Neuroimaging
and Pharmacology to Better Treat Al-
coholism Karl Mann, M.D., International

Roundtable
Child and Adolescent Bipolar Disor-
der: Out of a Diagnostic Quandry
Moderator: Richard E. D’Alli, M.D.

Component Workshops
CW37. Data Coupled With Advo-

cacy Shaping Public Policy APA Illinois
Psychiatric Society; Co-Chairpersons: Jagan-
nathan Srinivasaraghavan, M.D., Daniel
W. Hardy, M.D.

CW38. Disasters, Disparities, and
Cultural Psychiatry APA/SAMHSA
Minority Fellows Chairperson: Niranjan
S. Karnik, M.D.

CW39. Doing More With Less:
Challenges and Rewards of Becoming
a Psychiatrist Executive APA Committee

t o r o n t oWEDNESDAYMAY24
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and Our Practice? APA Corresponding
Committee on Electronic Health Records;
Chairperson: John J. Boronow, M.D.

CW43. Novel Careers in Psychia-
try: Women Who Have Made Their
Own Way APA Committee on Women; Co-
Chairpersons: Marisa A. Giggie, M.D.,
Melva I. Green, M.D.

Issue Workshops
IW55. Supervising the Supervi-

sors: See One, Do One, Teach One
Model Shattered! An Innovative
Group to Train Faculty to Teach
Medical Students Co-Chairpersons:
Joseph M. Garbely D.O., Javed A. Joy,
M.D.

IW56. Psycho-Killers: Mental Ill-

Mary Pittman, M.S.

9 a.m.-Noon
Media Workshops

MW4. I Used. I Am Sorry. Can I
Come Back? “Sister Helen” Says: Piss
Off APA Corresponding Committee on
Treatment Services for Patients With Addic-
tive Disorders; Co-Chairpersons: Petros Lev-
ounis, M.D., Marjorie E. Waldbaum, M.D.

MW5. The Movie “Fun” as a
Framework for Exploring Conduct
Disorder in Adolescent Girls Chairper-
son: Jessica C. Morgan, M.D.

MW6. Carter’s Addiction: Sub-
stance Use Disorders in Physicians
Collaborative Session With the National 

ness and Homicide Chairperson: Renee
M. Sorrentino, M.D.

IW57. Psychiatric Aspects of Deep
Brain Stimulation for Parkinson’s Dis-
ease Chairperson: Valerie Voon, M.D.

IW58. Dynamic Therapy With
Self-Destructive Borderlines Co-Chair-
persons: Eric M. Plakun, M.D., Edward R.
Shapiro, M.D.

IW59. Training Psychiatric Resi-
dents in the Cognitive Therapy of
Schizophrenia Chairperson: Page 
Burkholder, M.D.

IW60. The Mirror Has a Reflec-
tion: Teaching and Modeling Cultural
Competency to General Psychiatry
Residents Co-Chairpersons: Dionne A.
Hart, M.D., Renato D. Alarçon, M.D.

IW61. Assisted Outpatient Treat-
ment and Its Role in the Fabric of the
Mental Health System Chairperson:
Daniel Garza, M.D.

IW62. Psychiatrists in the Dean’s
Office: Career Opportunities and Ca-
reer Development Chairperson: Carolyn
B. Robinowitz, M.D.

IW63. Detection of Malingering;
Chairperson: Alan R. Hirsch, M.D.

IW64. The Quality Information
System: A New System for Measuring
Progress in the Doctor-Patient Rela-
tionshi; Chairperson: Victor J. Buwalda,
M.D.

IW65. Connection Is the Cure:
Treating Relational Disorders Co-
Chairpersons: Glenn N. Siegel, M.D.,

NONSCHEDULED ROZEREM—

ZERO
EVIDENCE OF ABUSE OR DEPENDENCE

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

• First and only—nonscheduled prescription
insomnia medication...not a controlled
substance and approved for long-term 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 act by CNS depression1

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

Please visit www.rozerem.com

*A randomized, single-center, double-blind, dose run-up study (N=6) and
a single-center, randomized, double-blind, placebo-controlled crossover study
(N=14) specifically assessed the abuse liability of Rozerem in patients with a
history of substance abuse.2

FIRST
IN A NOVEL

CLASS OF

AGENTS
SLEEP

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

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. Exercise caution if consuming alcohol in
combination with Rozerem. 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.

continued on page 43
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Point Lighthouse. Built in 1809, the light-
house is the oldest landmark in Toronto.
With walls nearly six feet thick at the base,
the structure stands over 63 feet tall. Today
many believe the structure is haunted by the
ghost of the first lightkeeper, who is said to
have met an untimely and suspicious death.

Children and kids at heart alike will find
great pleasure at Centreville Amusement
Park, which has more than 30 rides and 14
food outlets on the park’s 600 acres. The
park’s carousel is an original Dentzell (circa
1905) and is the only operating Dentzell
carousel in Canada. Centreville boasts a
flume ride, antique cars, train and pony
rides, and an antique windmill Ferris wheel.
Centerville will be open May 20 to 23 daily
from 10:30 a.m. to 8 p.m.

Youngsters will also be fascinated by
Franklin Children’s Garden, inspired by the
character Franklin the Turtle in the Paulette
Bourgeois series of children’s books. The
garden is a great place to play and to learn.
In addition, storytelling abounds, with some
of Canada’s best children’s performers read-
ing.

Nature Did Its Work 
The islands were originally a peninsula

formed by a series of continuously moving
sandbars. By the early 1800s Lake Ontario’s
currents had extended the bars some nine
kilometers (about five and a half miles),
forming a natural harbor between the lake
and the mainland. In 1858, however, a fierce
storm permanently separated the peninsula
from the mainland.

First surveyed by the British Navy in
1792, Europeans established permanent
settlements beginning in the 1830s. By
the 1920s Toronto’s wealthier citizens
were retreating to the islands each sum-
mer, and soon crowds were attending
baseball games at an island stadium
(where Babe Ruth hit his first professional
home run—a statue and plaque still mark
the spot) and spending the weekends at
the amusement park. With the advent of
World War II the stadium and original
amusement park were demolished to
make way for Toronto Island Airport,
where the Royal Norwegian Air Force
once trained.

Of the nine actual islands, two—Wards
(the largest) and Algonquin—are the only
ones today with full-time permanent resi-
dents. Beautiful Victorian summerhouses,
built by some of Toronto’s wealthiest fam-
ilies, still line Lake Shore Avenue along with
St. Andrew-by-the-Lake Anglican Church.

More information on Toronto Island
Park is posted at <www.toronto.ca/parks/
island/index.htm> and at <http://toronto
island.org>. ■

eral islands home to just about every out-
door recreational activity imaginable. Fer-
ries depart every 15 minutes from the docks
to three points on Toronto Island Park.

Something for Everyone 
Whether you’re looking for golfing,

boating, yachting, swimming, volleyball,
tennis, softball, or something more sedate
such as a bicycle ride or leisurely walk,
you’ll find it all at Toronto Island Park.
Indeed, if you just want to relax on the
beach, Toronto Island Park has you cov-
ered—or uncovered, as it were—yes, cloth-

Whether it is rest and
relaxation or a wide
array of recreational
activities you are
seeking between all

of those symposia, lectures, and courses
you’ll be attending at APA’s 2006 annual
meeting, plan some time to follow Toronto’s
city dwellers across the inner harbor to
Toronto Island Park.

A short ferry ride across the harbor from
the mainland Ferry Terminal (located at the
base of Yonge Street at Queen’s Quay),
Toronto Island Park actually consists of sev-

ing is optional at Hanlan’s Point Beach.
History buffs will delight in Gibraltar

Excitement, Relaxation Just
A Ferry Ride Away
With a little bit of everything for everyone, Toronto Island Park is the
perfect retreat to take you away from the hustle and bustle of a busy
annual meeting.

©2006 Takeda Pharmaceuticals North America, Inc. SS02-0161-1 1/06 Printed in U.S.A.

References: 1. Rozerem package insert, Takeda Pharmaceuticals America,
Inc. 2. Data on file, Takeda Pharmaceuticals North America, Inc. 

Brief Summary of Prescribing Information
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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

BY JIM ROSACK

Toronto Island Park offers many peaceful places to enjoy the great outdoors.
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Institute on Alcohol Abuse and Alcoholism;
Chairperson: Christopher J. Welsh, M.D.

9 a.m.-12:30 p.m.
Advances in Mood Disorders David J.
Kupfer, M.D.

Continuous Clinical Case Conference
1, Part 2. R. Rao Gogineni, M.D., Sheila
Judge, M.D., Richard P. Kluft, M.D.,
Robert Michels, M.D., on 20 Therapies
Later: Addressing Tranference Resistance
(for APA members only)

9 a.m.-4 p.m.
CME Courses 85-91

10 a.m.-3 p.m.
Exhibits Open (last day)
APA Member Center Open (last day)
Publishers’ Bookfair Open (last day)

11 a.m.-12:30 p.m.
Discussion Groups

21. Michelle B. Riba, M.D., on The
Role of the Psychiatrist in End-of-Life
Care

22. Patricia Ordorica, M.D., on The
Future of Psychiatry: What the Resident
Should Know (for residents only)

Scientific and Clinical Reports
Session 23. Sleep Disorders

67. Effect of Armodafinil on Reducing
Fatigue in Patients With Narcolepsy Rus-
sell Rosenberg, Ph.D.

68. Effect of Armodafinil on Attention
in Patients With Excessive Sleepiness As-

Lectures
L23. High on Neurosteroids:

Mechanisms and Therapeutic Rele-
vance A. Leslie Morrow, Ph.D., Frontiers of
Science Lecture Series 

L24. I Am All in Favor of Re-
search But I Need Help Tomorrow
or Next Week: The Plaint of a Uni-
versity President on the Firing Line
of Leadership in an Alcohol-Satu-
rated Peer Culture Edward Malloy,
Ph.D., Collaborative Session With the Na-
tional Institute on Alcohol Abuse and Alco-
holism

L25. Medications That Act at Ion
Channels as Treatment for Alcohol
Dependence Bankole Johnson, M.D., Dis-
tinguished Psychiatrist Lecture Series, Col-
laborative Session With the National Insti-
tute on Alcohol Abuse and Alcoholism

Master Educator Clinical Consultations
16. David Baron, D.O., on Perfor-

mance-Enhancing Drug Use in Adoles-
cent Athletes: A Sports Psychiatry Per-
spective

17. Ellen Haller, M.D., on Working
With Lesbian, Gay, Bisexual, and Trans-
gendered Patients: What Do You Need
to Know?

Medical Update 3. Jerald Bain, M.D. on
Testosterone Replacement Therapy in
the Aging Male: Implications for Psychia-
try and Other Disciplines

Research Consultation 3. Howard Gold-
man, M.D., on Mental Health Policy Re-
search continued on page 49

Annual Meeting Events 
For Residents, Fellows
APA has planned a full schedule of events for psychiatry residents and fellows so they can meet
and socialize with one another, ask questions, share information, and learn more about their
chosen profession. A number of events will also help residents meet leaders in psychiatry and
become more involved in APA. More information about annual meeting opportunities for resi-
dents is available by contacting Nancy Delanoche at (703) 907-8635 or
ndelanoche@psych.org.

Sunday, May 21
10 a.m.-11:30 a.m. “How to Survive the Annual Meeting”

Orientation for Medical Students and Residents
Niagara Room, Lower Level, Intercontinental Hotel

Noon-2 p.m. Roeske and Bland Award Luncheon for Educators, Medical Studeents,
and Residents
Imperial Room, Main Level, Royal York Hotel

2 p.m.-4:30 p.m. Global Psychosomatic Medicine: A Session for U.S. and International
Residents
Kingsway Room, Main Level, Intercontinental Hotel

Monday, May 22
7 a.m.-8:30 a.m. “Meet the Experts: Sunny-Side Up” Breakfast

Ballroom B, Lower Level, Intercontinental Hotel
Nationally recognized experts meet informally over breakfast in small
groups with residents to discuss career issues and opportunities in psy-
chiatry. This year's topics include addiction psychiatry, child and adoles-
cent psychiatry, cultural competency, forensic psychiatry, geriatric psy-
chiatry, psychodynamic psychotherapy, psychosomatic medicine, public
and community psychiatry, and many more.

9 a.m.-10:30 a.m. Component Workshop: “Career Choices in Psychiatry: EExploring Fellow-
ship Training”
Room 205 A, Level 200, Toronto Convention Centre, North

Issue Workshop: “ABPN Update: Certification and Maintenance of Certti-
fication in Psychiatry and its Subspecialties”
Room 801 A, Level 800, Toronto Convention Centre, South  

11 a.m.-12:30 p.m. Issue Workshop: “Oral Boards Boot Camp: 2006”
Toronto Convention Centre, South Level 700, Room 713 A/B 

Component Workshop: "Toward a Better Understanding of Cultural Issues
in Clinical Practice: Residents'' Perspective of a Model Curriculum for Resi-
dency Training Programs" by the APA/AstraZeneca Minority Fellows
Room 205 B, Level 200, Toronto Convention Centre, North

Tuesday, May 23
9 a.m.-10:30 a.m. Issue Workshop: “Grassroots Advocacy for Patients and for the Psychiatric

Profession: How Medical SStudents, Residents, and Early Career Psychia-
trists Can Affect the Legislative, Regulatory, and Pollitical Process”
Room 810, Level 800, Toronto Convention Centre, South 

Issue Workshop: “How to Launch a Successful Private Practice, Part 1”
Room 801 A, Level 800, Toronto Convention Centre, South

11 a.m.-12:30 p.m. Issue Worksshop: “The Psychiatry Resident as Educator: Implementation
of a Teaching Curriculum”
Room 709, Level 700, Toronto Convention Centre, South 

Issue Workshop:: “The Psychiatry Resident as Advocate: Practical Steps
From the Clinic to the Capitol”
Salon A, Convention Floor, Royal York Hotel

Issue Workshhop: “How to Launch a Successful Private Practice, Part 2”
Room 801 A, Level 800, Toronto Convention Centre, South 

Component Workshop: “Employment in the Poost-Residency Years: Get-
ting What You Want” by the APA Committee of Residents and Fellows
Room 205 B, Level 200, Toronto Convention Centre, North 

2 p.m.-5 p.m. Symposium: “How to Launch a Successful Private Pracctice, Part 3”
Room 801 A, Level 800, Toronto Convention Centre, South

Wednesday, May 24
9 a.m.-10:30 a.m. Component Workshop: “Disasters, Disparities, and Cultural Psychiatry”

by the APA/SAMHSA Minority Feellows
Room 104 D, Level 100, Toronto Convention Centre, North

Component Workshop: “How To Be a More Creative Teacher: Winning
Strategies for Residents and  Faculty” by the APA Council on Medical Ed-
ucation and Lifelong Learning
Room 205 B, Level 200, Toronto Convention Centre, North

11 a.m.-12:30 p.m. Component Workshop: “Welcome to the Jungle: The Dynamics Between
Residents and Industryy” by the APA/GlaxoSmithKline Fellows
Room 205 D, Level 200, Toronto Convention Centre, North

Component Workshop: “Trauma of Hearts and Minds: Racism and Pssy-
chiatry in the 21st Century” by the APA/SAMHSA and APA/AstraZeneca
Minority Fellows
Room 206 C/D, Level 200, Toronto Convention Centre, North

Issue Workshop: “Countertransference and Boundary Issues of Resi-
ddents Treating Medical Students, Fellow Residents, and Attendings”
Room 707, Level 700, Toronto Convention Centre, South

2 p.m.-4 p.m. Department of Minority/National  Affairs “Film Fest 2006”
Humber Room, Main Level, Intercontinental Hotel

Toronto’s Old Town neighborhood features historic sites dating to 1793.
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EDUCATION. ENTERTAINMENT. PHILANTHROPY.

Join the American Psychiatric Foundation for four special events at the
2006 APA Annual Meeting.

2006 Annual Benefit "Toronto Tapestry"

Saturday, May 20, 2006
7:00 – 10:00 p.m.
The Royal Ontario Museum
100 Queen's Park
Toronto, Ontario

You are invited to an exciting special evening featuring the Royal Ontario Museum's historic art collections, a menu of eclectic and
delicious international cuisine, live music and the presentation of the Awards for Advancing Minority Mental Health. Event proceeds
support the foundation's programs that advance public understanding that mental illnesses are real and treatable.

Tickets:
$100 USD per person if purchased by April 1 or $125 USD per person thereafter. To order tickets, please call (703) 907-8512 or visit
www.psychfoundation.org.

Supported By: 

Abbott Laboratories
Cyberonics, Inc.
Forest Laboratories, Inc.
Otsuka America Pharmaceutical, Inc.
Professional Risk Mangement Services, Inc.

Tuesday, May 23, 2006 - 5:30 – 6:30 p.m.
Hall A of the Toronto Convention Center
Open to all annual meeting attendees

Don't miss our 5th annual "Conversations" event, an interactive series that offers psychiatrists an opportunity to hear unique
perspectives on mental illness. Mariel Hemingway, a successful model, actress, author and mother, will be our guest. Hemingway
will discuss her family connection with mental illness and its impact on future generations.

Supported by an unrestricted educational grant from:

Take Me Out to the Ball Game

Tuesday, May 23, 2006 – 7:00 p.m. $22 CAD per ticket ($7 to the foundation) – Ticket value of $29
Wednesday May 24, 2006 – 7:00 p.m. $30 CAD per ticket ($10 to the foundation) – Ticket value of $39

Enjoy a spring evening at the ball park (directly across from the convention center) while supporting the philanthropic work of the
foundation. First-rate, field level baseline tickets are available for two Toronto Blue Jays vs. the Tampa Bay Devil Rays games through
a special discount offer. A portion of each ticket sold is contributed to the foundation. To order tickets, call Harry Einbinder at (888)
654-6529 ext.1666 or harry.einbinder@bluejays.com. For a seating chart and order form, visit www.psychfoundation.org.

Golfers of the APA 2006 Annual Golf Tournament

Monday, May 22, 2006 
7:30 a.m. with a shotgun start
Angus Glen Golf Club

Enjoy friendly competition and 18 holes of golf at the north course of Angus Glen, site of the 2007 Canadian Open. $250 USD includes
transportation, greens fees, carts and prizes. All event proceeds will benefit the foundation. For more information on the course, visit
www.angusglen.com. To enter the tournament, contact Stan Jennings at mbears@comcast.net or (804) 320-7881.

"Conversations" featuring Mariel Hemingway



At the first sign of moderate Alzheimer’s disease



Extend cognition with NAMENDA

First-line—for newly diagnosed moderate or severe
patients and those who do not tolerate AChEIs

Significantly superior cognitive benefits vs placebo1,2
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Results from a randomized, multicenter, 
double-blind, parallel-group, placebo-controlled
U.S. study investigating the  efficacy and safety
of NAMENDA in 175 outpatients with
moderate to severe Alzheimer’s disease (AD).
Results shown are from observed cases (OC)
analysis. Patients received treatment with
NAMENDA (10 mg BID) or placebo BID 
for 28 weeks.1

*SIB=Severe Impairment Battery. Evaluates
cognitive performance in moderate to severe
AD. It is a 40-item scale that assesses
attention, language, praxis, visuospatial ability,
construction, memory, orientation, orienting to
name, and social interaction. The test is 
scored from 0 (greatest impairment) to 100.3

† Separate placebo-controlled cost analysis.

Results from a randomized, multicenter, 
double-blind, parallel-group, placebo-controlled
U.S. study investigating the efficacy of
NAMENDA plus donepezil in patients with
moderate to severe AD. Results shown are from
OC analysis. The study involved 404
outpatients ≥50 years of age with a Mini-Mental
State Examination (MMSE) score of 5 to 14
points. Patients were randomized to treatment
with NAMENDA (10 mg BID) or placebo
added to a stable regimen of donepezil 
(5 mg-10 mg/day) for 24 weeks.5

‡ Donepezil therapy could have been 
6 months or longer.

§ Alzheimer’s Disease Cooperative Study
Activities of Daily Living19 (ADCS-ADL19)
Inventory. Autonomy subscale included: using a
telephone, watching television, traveling, and
being left alone; higher-level functions subscale
included: conversing, finding belongings,
obtaining a beverage, and turning a light off.2

NAMENDA provided a significantly superior effect on cognition vs placebo over 
the first 28 weeks of the study period (P=0.002)1

NAMENDA significantly:
• Reduced monthly caregiving time by 46 hours (P=0.02)
• Reduced monthly costs by $824 (P=0.03) 4†

In combination—for patients taking AChEIs

NAMENDA in combination with donepezil significantly improved and sustained
cognitive performance above baseline for 6 months vs progressive decline seen
with donepezil+placebo (P<0.001)5‡

NAMENDA-treated patients also maintained significantly more autonomy and 
higher-level functioning than patients taking donepezil+placebo (P<0.05) 2

Autonomy and higher-level function are subscales derived from the ADCS-ADL19
§
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Improved cognitive benefits with NAMENDA+donepezil5

hours savedhours saved
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Results from a randomized, multicenter,
double-blind, parallel-group, placebo-
controlled U.S. study investigating the
efficacy of NAMENDA plus donepezil in
patients with moderate to severe AD.
Results shown are from OC analysis. 
The study involved 404 outpatients ≥50
years of age with an MMSE score of 
5 to 14 points. Patients were randomized 
to treatment with NAMENDA (10 mg BID)
or placebo added to a stable regimen of
donepezil (5 mg-10 mg/day) for 24 weeks.5

|| NPI=Neuropsychiatric Inventory. The NPI is
designed to assess behavioral disturbances
occurring in patients with Alzheimer’s
disease or other dementias. It is particularly
relevant because it is based on scripted
questions administered to caregivers.7

In combination—for patients taking AChEIs

NAMENDA+donepezil sustains behavior above baseline5,6

As measured by caregivers, NAMENDA+donepezil significantly improved behavioral 
function for 6 months compared with the progressive decline seen with patients taking 
donepezil+placebo (P=0.01)5,6

© 2005 Forest Laboratories, Inc. 62-1006662-4TR 10/05

NAMENDA® (memantine HCl) is contraindicated in patients with known hypersensitivity to memantine HCl or any
excipients used in the formulation. The most common adverse events reported with NAMENDA vs placebo (≥5% and
higher than placebo) were dizziness, confusion, headache, and constipation. In patients with severe renal impairment,
the dosage should be reduced.

References: 1. Reisberg B, Doody R, Stöffler A, Schmitt F, Ferris S, Möbius HJ, for the Memantine Study Group. Memantine in moderate-to-severe Alzheimer’s disease. 
N Engl J Med. 2003;348:1333-1341. 2. Data on file. Forest Laboratories, Inc. 3. Saxton J, McGonigle KL, Swihart A, Boller F. The Severe Impairment Battery. Bury St
Edmunds, England: Thames Valley Test Company; 1993. 4. Wimo A, Winblad B, Stöffler A, Wirth Y, Möbius HJ. Resource utilisation and cost analysis of memantine in
patients with moderate to severe Alzheimer’s disease. Pharmacoeconomics. 2003;21:327-340. 5. Tariot PN, Farlow MR, Grossberg GT, Graham SM, McDonald S, Gergel I,
for the Memantine Study Group. Memantine treatment in patients with moderate to severe Alzheimer disease already receiving donepezil: a randomized controlled trial.
JAMA. 2004;291:317-324. 6. Cummings JL, Schneider E, Tariot PN, Graham SM, for the Memantine Study Group. Effect of memantine on behavioral outcomes in
moderate to severe Alzheimer’s disease. Poster presented at: Annual Meeting of the American College of Neuropsychopharmacology; December 12-16, 2004; San Juan,
Puerto Rico. 7. Cummings JL, Mega M, Gray K, Rosenberg-Thompson S, Carusi DA, Gornbein J. The Neuropsychiatric Inventory: comprehensive assessment of
psychopathology in dementia. Neurology. 1994;44:2308-2314. 

AChEIs=acetylcholinesterase inhibitors.

Please see brief summary of Prescribing Information 
on the last page of this advertisement.

For more details, visit www.namenda.com

Improve behavioral symptoms

Behavior

Function

Cognition
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Brief Summary of Prescribing Information.
For complete details, please see full Prescribing Information for Namenda.

INDICATIONS AND USAGE
Namenda (memantine hydrochloride) is indicated for the treatment of
moderate to severe dementia of the Alzheimer’s type.

CONTRAINDICATIONS
Namenda (memantine hydrochloride) is contraindicated in patients with
known hypersensitivity to memantine hydrochloride or to any excipients
used in the formulation.

PRECAUTIONS
Information for Patients and Caregivers: Caregivers should be instructed
in the recommended administration (twice per day for doses above 5 mg)
and dose escalation (minimum interval of one week between dose increases).
Neurological Conditions
Seizures: Namenda has not been systematically evaluated in patients
with a seizure disorder. In clinical trials of Namenda, seizures occurred in
0.2% of patients treated with Namenda and 0.5% of patients treated
with placebo.
Genitourinary Conditions
Conditions that raise urine pH may decrease the urinary elimination of
memantine resulting in increased plasma levels of memantine.
Special Populations
Hepatic Impairment
Namenda undergoes partial hepatic metabolism, with about 48% of
administered dose excreted in urine as unchanged drug or as the sum of
parent drug and the N-glucuronide conjugate (74%). The pharmacokinetics
of memantine in patients with hepatic impairment have not been
investigated, but would be expected to be only modestly affected.
Renal Impairment
No dosage adjustment is needed in patients with mild or moderate renal
impairment. A dosage reduction is recommended in patients with severe
renal impairment.
Drug-Drug Interactions
N-methyl-D-aspartate (NMDA) antagonists: The combined use of
Namenda with other NMDA antagonists (amantadine, ketamine, and
dextromethorphan) has not been systematically evaluated and such use
should be approached with caution.
Effects of Namenda on substrates of microsomal enzymes: In vitro studies
conducted with marker substrates of CYP450 enzymes (CYP1A2, -2A6,
-2C9, -2D6, -2E1, -3A4) showed minimal inhibition of these enzymes by
memantine. In addition, in vitro studies indicate that at concentrations
exceeding those associated with efficacy, memantine does not induce the
cytochrome P450 isoenzymes CYP1A2, CYP2C9, CYP2E1, and CYP3A4/5.
No pharmacokinetic interactions with drugs metabolized by these enzymes
are expected.
Effects of inhibitors and/or substrates of microsomal enzymes on Namenda:
Memantine is predominantly renally eliminated, and drugs that are
substrates and/or inhibitors of the CYP450 system are not expected to
alter the metabolism of memantine.
Acetylcholinesterase (AChE) inhibitors: Coadministration of Namenda with
the AChE inhibitor donepezil HCl did not affect the pharmacokinetics of
either compound. In a 24-week controlled clinical study in patients with
moderate to severe Alzheimer’s disease, the adverse event profile observed
with a combination of memantine and donepezil was similar to that of
donepezil alone.
Drugs eliminated via renal mechanisms: Because memantine is
eliminated in part by tubular secretion, coadministration of drugs that use
the same renal cationic system, including hydrochlorothiazide (HCTZ),
triamterene (TA), metformin, cimetidine, ranitidine, quinidine, and nicotine,
could potentially result in altered plasma levels of both agents. However,
coadministration of Namenda and HCTZ/TA did not affect the bioavailability
of either memantine or TA, and the bioavailability of HCTZ decreased by 20%.
In addition, coadministration of memantine with the antihyperglycemic
drug Glucovance® (glyburide and metformin HCl) did not affect 
the pharmacokinetics of memantine, metformin and glyburide.
Furthermore, memantine did not modify the serum glucose lowering effect
of Glucovance®.
Drugs that make the urine alkaline: The clearance of memantine was
reduced by about 80% under alkaline urine conditions at pH 8.Therefore,
alterations of urine pH towards the alkaline condition may lead to an
accumulation of the drug with a possible increase in adverse effects.
Urine pH is altered by diet, drugs (e.g. carbonic anhydrase inhibitors, sodium
bicarbonate) and clinical state of the patient (e.g. renal tubular acidosis or
severe infections of the urinary tract). Hence, memantine should be used
with caution under these conditions.
Carcinogenesis, Mutagenesis and Impairment of Fertility
There was no evidence of carcinogenicity in a 113-week oral study in
mice at doses up to 40 mg/kg/day (10 times the maximum recommended
human dose [MRHD] on a mg/m2 basis). There was also no evidence of
carcinogenicity in rats orally dosed at up to 40 mg/kg/day for 71 weeks
followed by 20 mg/kg/day (20 and 10 times the MRHD on a mg/m2 basis,
respectively) through 128 weeks.
Memantine produced no evidence of genotoxic potential when evaluated
in the in vitro S. typhimurium or E. coli reverse mutation assay, an in vitro
chromosomal aberration test in human lymphocytes, an in vivo cytogenetics
assay for chromosome damage in rats, and the in vivo mouse micronucleus
assay. The results were equivocal in an in vitro gene mutation assay using
Chinese hamster V79 cells.
No impairment of fertility or reproductive performance was seen in rats
administered up to 18 mg/kg/day (9 times the MRHD on a mg/m2 basis)
orally from 14 days prior to mating through gestation and lactation in
females, or for 60 days prior to mating in males.
Pregnancy
Pregnancy Category B: Memantine given orally to pregnant rats and pregnant
rabbits during the period of organogenesis was not teratogenic up to the
highest doses tested (18 mg/kg/day in rats and 30 mg/kg/day in rabbits,
which are 9 and 30 times, respectively, the maximum recommended
human dose [MRHD] on a mg/m2 basis).

Slight maternal toxicity, decreased pup weights and an increased incidence
of non-ossified cervical vertebrae were seen at an oral dose of
18 mg/kg/day in a study in which rats were given oral memantine beginning
pre-mating and continuing through the postpartum period. Slight maternal
toxicity and decreased pup weights were also seen at this dose in a study
in which rats were treated from day 15 of gestation through the post-
partum period. The no-effect dose for these effects was 6 mg/kg, which
is 3 times the MRHD on a mg/m2 basis.
There are no adequate and well-controlled studies of memantine in pregnant
women. Memantine should be used during pregnancy only if the potential
benefit justifies the potential risk to the fetus.
Nursing Mothers
It is not known whether memantine is excreted in human breast milk.
Because many drugs are excreted in human milk, caution should be
exercised when memantine is administered to a nursing mother.
Pediatric Use
There are no adequate and well-controlled trials documenting the safety
and efficacy of memantine in any illness occurring in children.

ADVERSE REACTIONS
The experience described in this section derives from studies in patients
with Alzheimer’s disease and vascular dementia.
Adverse Events Leading to Discontinuation: In placebo-controlled trials
in which dementia patients received doses of Namenda up to 20 mg/day,
the likelihood of discontinuation because of an adverse event was the
same in the Namenda group as in the placebo group. No individual
adverse event was associated with the discontinuation of treatment in 1%
or more of Namenda-treated patients and at a rate greater than placebo.
Adverse Events Reported in Controlled Trials: The reported adverse
events in Namenda (memantine hydrochloride) trials reflect experience
gained under closely monitored conditions in a highly selected patient
population. In actual practice or in other clinical trials, these frequency
estimates may not apply, as the conditions of use, reporting behavior and
the types of patients treated may differ. Table 1 lists treatment-emergent
signs and symptoms that were reported in at least 2% of patients in
placebo-controlled dementia trials and for which the rate of occurrence
was greater for patients treated with Namenda than for those treated with
placebo. No adverse event occurred at a frequency of at least 5% and
twice the placebo rate.

Table 1: Adverse Events Reported in Controlled Clinical Trials in at Least
2% of Patients Receiving Namenda and at a Higher Frequency than
Placebo-treated Patients.

Other adverse events occurring with an incidence of at least 2% in
Namenda-treated patients but at a greater or equal rate on placebo were
agitation, fall, inflicted injury, urinary incontinence, diarrhea, bronchitis,
insomnia, urinary tract infection, influenza-like symptoms, abnormal gait,
depression, upper respiratory tract infection, anxiety, peripheral edema,
nausea, anorexia, and arthralgia.
The overall profile of adverse events and the incidence rates for individual
adverse events in the subpopulation of patients with moderate to severe
Alzheimer’s disease were not different from the profile and incidence
rates described above for the overall dementia population.
Vital Sign Changes: Namenda and placebo groups were compared with
respect to (1) mean change from baseline in vital signs (pulse, systolic
blood pressure, diastolic blood pressure, and weight) and (2) the incidence
of patients meeting criteria for potentially clinically significant changes
from baseline in these variables. There were no clinically important
changes in vital signs in patients treated with Namenda. A comparison of
supine and standing vital sign measures for Namenda and placebo in
elderly normal subjects indicated that Namenda treatment is not associated
with orthostatic changes.
Laboratory Changes: Namenda 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 clinically important changes
in laboratory test parameters associated with Namenda treatment.
ECG Changes: Namenda and placebo groups were compared with
respect to (1) mean change from baseline in various ECG parameters and
(2) the incidence of patients meeting criteria for potentially clinically
significant changes from baseline in these variables. These analyses
revealed no clinically important changes in ECG parameters associated
with Namenda treatment.
Other Adverse Events Observed During Clinical Trials
Namenda has been administered to approximately 1350 patients with
dementia, of whom more than 1200 received the maximum recommended
dose of 20 mg/day. Patients received Namenda treatment for periods of
up to 884 days, with 862 patients receiving at least 24 weeks of treatment
and 387 patients receiving 48 weeks or more of treatment.

Treatment emergent signs and symptoms that occurred during 8 controlled
clinical trials and 4 open-label trials were recorded as adverse events by
the clinical investigators using terminology of their own choosing. To provide
an overall estimate of the proportion of individuals having similar types of
events, the events were grouped into a smaller number of standardized
categories using WHO terminology, and event frequencies were calculated
across all studies.
All adverse events occurring in at least two patients are included, except
for those already listed in Table 1, WHO terms too general to be informative,
minor symptoms or events unlikely to be drug-caused, e.g., because they
are common in the study population. Events are classified by body system
and listed using the following definitions: frequent adverse events - those
occurring in at least 1/100 patients; infrequent adverse events
- those occurring in 1/100 to 1/1000 patients. These adverse events are
not necessarily related to Namenda treatment and in most cases were
observed at a similar frequency in placebo-treated patients in the
controlled studies.
Body as a Whole: Frequent: syncope. Infrequent: hypothermia, allergic
reaction.
Cardiovascular System: Frequent: cardiac failure. Infrequent: angina 
pectoris, bradycardia, myocardial infarction, thrombophlebitis, atrial 
fibrillation, hypotension, cardiac arrest, postural hypotension, pulmonary
embolism, pulmonary edema.
Central and Peripheral Nervous System: Frequent: transient ischemic
attack, cerebrovascular accident, vertigo, ataxia, hypokinesia. Infrequent:
paresthesia, convulsions, extrapyramidal disorder, hypertonia, tremor,
aphasia, hypoesthesia, abnormal coordination, hemiplegia, hyperkinesia,
involuntary muscle contractions, stupor, cerebral hemorrhage, neuralgia,
ptosis, neuropathy.
Gastrointestinal System: Infrequent: gastroenteritis, diverticulitis,
gastrointestinal hemorrhage, melena, esophageal ulceration.
Hemic and Lymphatic Disorders: Frequent: anemia. Infrequent: leukopenia.
Metabolic and Nutritional Disorders: Frequent: increased alkaline 
phosphatase, decreased weight. Infrequent: dehydration, hyponatremia,
aggravated diabetes mellitus.
Psychiatric Disorders: Frequent: aggressive reaction. Infrequent: delusion,
personality disorder, emotional lability, nervousness, sleep disorder, libido
increased, psychosis, amnesia, apathy, paranoid reaction, thinking abnormal,
crying abnormal, appetite increased, paroniria, delirium, depersonalization,
neurosis, suicide attempt.
Respiratory System: Frequent: pneumonia. Infrequent: apnea, asthma,
hemoptysis.
Skin and Appendages: Frequent: rash. Infrequent: skin ulceration, pruritus,
cellulitis, eczema, dermatitis, erythematous rash, alopecia, urticaria.
Special Senses: Frequent: cataract, conjunctivitis. Infrequent: macula 
lutea degeneration, decreased visual acuity, decreased hearing, tinnitus,
blepharitis, blurred vision, corneal opacity, glaucoma, conjunctival 
hemorrhage, eye pain, retinal hemorrhage, xerophthalmia, diplopia,
abnormal lacrimation, myopia, retinal detachment.
Urinary System: Frequent: frequent micturition. Infrequent: dysuria,
hematuria, urinary retention.
Events Reported Subsequent to the Marketing of Namenda, both US
and Ex-US
Although no causal relationship to memantine treatment has been found,
the following adverse events have been reported to be temporally
associated with memantine treatment and are not described elsewhere in
labeling: atrioventricular block, bone fracture, carpal tunnel syndrome,
cerebral infarction, chest pain, claudication, colitis, dyskinesia, dysphagia,
gastritis, gastroesophageal reflux, grand mal convulsions, intracranial
hemorrhage, hepatic failure, hyperlipidemia, hypoglycemia, ileus,
impotence, malaise, neuroleptic malignant syndrome, acute pancreatitis,
aspiration pneumonia, acute renal failure, prolonged QT interval,
restlessness, Stevens-Johnson syndrome, sudden death, supraventricular
tachycardia, tachycardia, tardive dyskinesia, and thrombocytopenia.

ANIMAL TOXICOLOGY
Memantine induced neuronal lesions (vacuolation and necrosis) in the
multipolar and pyramidal cells in cortical layers III and IV of the posterior
cingulate and retrosplenial neocortices in rats, similar to those which are
known to occur in rodents administered other NMDA receptor antagonists.
Lesions were seen after a single dose of memantine. In a study in which
rats were given daily oral doses of memantine for 14 days, the no-effect
dose for neuronal necrosis was 6 times the maximum recommended
human dose on a mg/m2 basis.The potential for induction of central neuronal
vacuolation and necrosis by NMDA receptor antagonists in humans
is unknown.

DRUG ABUSE AND DEPENDENCE
Controlled Substance Class: Memantine HCl is not a controlled substance.
Physical and Psychological Dependence: Memantine HCl is a low to 
moderate affinity uncompetitive NMDA antagonist that did not produce
any evidence of drug-seeking behavior or withdrawal symptoms upon 
discontinuation in 2,504 patients who participated in clinical trials at 
therapeutic doses. Post marketing data, outside the U.S., retrospectively
collected, has provided no evidence of drug abuse or dependence.

OVERDOSAGE
Because strategies for the management of overdose are continually
evolving, it is advisable to contact a poison control center to determine the
latest recommendations for the management of an overdose of any drug.
As in any cases of overdose, general supportive measures should be utilized,
and treatment should be symptomatic. Elimination of memantine can be
enhanced by acidification of urine. In a documented case of an
overdosage with up to 400 mg of memantine, the patient experienced
restlessness, psychosis, visual hallucinations, somnolence, stupor and
loss of consciousness. The patient recovered without permanent sequelae.
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Body System Placebo Namenda 
Adverse Event (N = 922) (N = 940)

% % 
Body as a Whole

Fatigue 1 2
Pain 1 3

Cardiovascular System
Hypertension 2 4

Central and Peripheral
Nervous System

Dizziness 5 7
Headache 3 6

Gastrointestinal System
Constipation 3 5
Vomiting 2 3

Musculoskeletal System
Back pain 2 3

Psychiatric Disorders
Confusion 5 6
Somnolence 2 3
Hallucination 2 3

Respiratory System
Coughing 3 4
Dyspnea 1 2
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sociated With Narcolepsy, Obstructive
Sleep Apnea/Hypopnea Syndrome, and
Shift Work Sleep Disorder Keith Wesnes,
Ph.D.

69. Armodafinil Improves Wakeful-
ness in Patients With Excessive Sleepi-
ness Associated With Narcolepsy, Ob-
structive Sleep Apnea/Hypopnea
Syndrome, and Shift Work Sleep Disor-
der Milton Erman, M.D.

Session 24. ECT
70. Predictors of Referral for ECT

Bonnie L. Szarek, R.N.
71. ECT Stimulus Dose as Physiologi-

cal Volume of Seizure Foci Conrad M.
Swartz, M.D.

72. The Efficacy and Outcome of
Combining ECT and Atypical Antipsy-
chotics for Treatment-Resistant Depres-
sion Randall T. Espinoza, M.D.

Session 25. Health, Nutrition, and
Weight in Schizophrenia

73. Assessing Health and Nutrition
Status of Urban Psychiatric Outpatients
David J. Hellerstein, M.D.

74. Are Females at Special Risk for
Obesity if They Become Psychotic? The
Longitudinal Northern Finland 1966
Birth Cohort Study Hannu J. Koponen,
M.D.

75. A 12-Week Open-Label Trial of
Topiramate for Limiting Weight Gain
During Olanzapine Treatment in Patients
With Schizophrenia Jin-Hun Kim

Session 26. Developmental Issues in
Schizophrenia

76. Altered Developmental Trajecto-
ries in Schizophrenia Matti K. Isohanni,
Dr. Med. Sc.

77. Characteristics of the Interper-
sonal Distance of Patients With Schizo-
phrenia in the Virtual Environment
Sung-Hyouk Park, M.D.

78. Familial Risk of Psychosis and
Prodromal Features of Psychosis at the
Age of 15-16 Years Juha M. Veijola, M.D.

Session 27. Treatment of Schizophre-
nia

79. An Effectiveness Trial of a Brief
Cognitive-Behavioral Intervention by
Mental Health Nurses in Schizophrenia:
Clinically Important Outcomes in the
Medium Term Shanaya Rathod, M.D.

80. Efficacy and Tolerability of Olan-
zapine, Quetiapine, and Risperidone in
the Treatment of First-Episode Psy-
chosis: A Randomized, Double-Blind, 52-
Week Comparison Joseph P. McEvoy,
M.D.

81. Quetiapine for Bipolar Disorder
and Schizophrenia: Appropriate Dose for
Optimal Response Arthur L. Lazarus,
M.D.

Session 28. Recent Research on SSRIs
82. Early Symptomatic Worsening

During Treatment With Fluoxetine in
MDD: A Replication Study Cristina
Cusin, M.D.

83. Meta-Analysis of Efficacy of
Paroxetine Versus Placebo Utilizing the
GlaxoSmithKline Clinical Trials Registry
Lawrence W. Adler, M.D.

84. Resolution of Sleepiness and Fa-
tigue in the Treatment of MDD: A Com-
parison of Bupropion and SSRIs George I.

try and Law APA Council on Psychiatry
and Law; Chairperson: Paul S. Appelbaum,
M.D.

Issue Workshops
IW66. Psychiatry Training for

Primary Care Physicians: An Ongo-
ing Challenge Chairperson: Hoyle Leigh,
M.D.

IW67. When Therapeutic Lifestyle
Changes Fail: Pharmacologic Manage-
ment of Metabolic Syndrome in Psy-
chiatry Co-Chairpersons: Peter Manu,
M.D., Raymond E. Suarez, M.D.

IW68. Countertransference and
Boundary Issues of Residents Treat-
ing Medical Students, Fellow Resi-
dents, and Attendings Chairperson: 
Benjamin D. Lederer, M.D.

IW69. Applying for National Insti-
tute of Alcohol Abuse and Alcoholism
Research Money: Some Things You
Didn’t Learn in Graduate School Col-
laborative Session With the National Insti-
tute on Alcohol Abuse and Alcoholism; Chair-
person: Robert Huebner, Ph.D.

IW70. The Nature of Nurture:
The Long-Lasting Impacts of Early
Adverse Life Events Co-Chairpersons:
Mireya Nadal-Vicens, M.D., Stacy S.
Drury, M.D.

IW71. Maintenance of Certifica-
tion for Diplomates of the American

Papakostas, M.D.

Session 29. Epidemiological Studies of
Adverse Events in Institutionalized
Populations

85. Death by Unnatural Causes Dur-
ing Childhood and Early Adulthood in
Offspring of Psychiatric Inpatients Roger
T. Webb, M.S.C.

86. The Incidence and Prevalence of
Diabetes Mellitus Among Inpatients in
State-Operated Psychiatric Hospitals in
New York State 1997-2004 Leslie L. Cit-
rome, M.D.

87. Associations Between Psychiatric
Disorder and Commitment Criteria in
Acute Involuntarily Admitted Patients in
the Netherlands Cornelis Mulder, M.D.

Session 30. Treatment of Adverse
Events

88. PDE5I Sildenafil Treatment of
Serotonergic Antidepressant Associated
Sexual Dysfunction in Women With
MDD in Remission: An Eight-Week
Randomized, Double-Blind, Placebo-
Controlled Trial With Eight-Week
Open-Label Continuation H. George
Nurnberg, M.D.

89. Theoretical Implications of Im-
proved Depression Severity by PDE5I
Sildenafil Treatment of Erectile Dysfunc-
tion Associated With Treated or Un-
treated MDD for Endothelial Dysfunc-
tion Mediation Richard L. Siegel, M.D.

90. Efficacy of Sildenafil for the Treat-
ment of Erectile Dysfunction in Men
Taking Antidepressant Medication: Meta-
Analysis of Randomized, Double-Blind,
Placebo-Controlled Studies Joseph C.
Cappelleri, Ph.D.

Session 31. BPD
91. Structural Brain Abnormalities in

BPD Paul H. Soloff, M.D.
92. Neurobiological Correlates of Di-

agnosis and Underlying Traits in Patients
With BPD Compared With Normal
Controls Joel F. Paris, M.D.

93. BPD and Suicide Attempt: Are
There Any Correlates Between At-
tempters and Non-Attempters? Tavi
Thongdy, M.D.

Session 32. Women’s Health Issues
94. Gender Differences in Schizo-

phrenia and Other Psychotic Disorders:
A 20-Year Follow-Up Study Linda S.
Grossman, Ph.D.

95. Severe Personality Disorders in
the Offspring of Antenatally Depressed
Mothers: A 31-Year Follow-Up of the
Northern Finland 1966 Birth Cohort
Pirjo H. Maki, M.D.

96. Outcome of Prenatal Anxiety,
Stress, and Depression Gisèle Apter-
Danon, M.D.

Session 33. Cross-Cultural and Mi-
nority Issues

97. All Equal? Advocating Equity in
Mental Health Services in France to Eth-
nic-Minority Disadvantaged Youth and
Their Families Through Evidence-Based
Protocols Leon-Patrice Celestin, M.D.

98. Stories About Mental Health: A
Cross-Cultural Relapse-Prevention Study
in Northern Territory Aboriginal Com-
munities Tricia M. Nagel

99. Recognizing and Engaging De-

pressed Chinese Americans in Treatment
in a Primary Care Setting Albert Yeung,
M.D.

Component Workshop
CW44. Global Psychiatry: Estab-

lishing Formal and Informal Mental
Health Exchanges APA Council on Global
Psychiatry; Co-Chairpersons: Samuel O. Ok-
paku, M.D., William Lawson, M.D.

CW45. School-Based Suicide Pre-
vention: Evidence-Based Strategies
and New Approaches APA Correspond-
ing Committee on Mental Health and
Schools; Co-Chairpersons: Eugenio M. Rothe,
M.D., Daniel Castellanos, M.D. 

CW46. A Research Agenda for
DSM-V: Mental Health in the Gay,
Lesbian, and Bisexual Populations
APA Committee on Gay, Lesbian, and Bisex-
ual Issues; Co-Chairpersons: Benjamin H.
McCommon, M.D., Jack Drescher, M.D.

CW47. Welcome to the Jungle:
The Dynamics Between Residents and
Industry APA/GlaxoSmithKline Fellows;
Co-Chairpersons: Lisa A. Catapano, M.D.,
Itai Danovitch, M.D.

CW48. Trauma of Hearts and
Minds: Racism and Psychiatry in the
21st Century APA/SAMHSA and
APA/AstraZeneca Minority Fellowships; Co-
Chairpersons: Napoleon B. Higgins Jr.,
M.D., Jean-Marie E. Alves-Bradford, M.D. 

CW49. Current Issues in Psychia- continued on page 52

Learn the Latest on HIV Psychiatry

More than a million people are infected with HIV in the United States, and most of them will
experience a psychiatric disorder during the course of their illness. The Office of HIV Psychi-
atry and the APA Committee on AIDS offer annual meeting programs to provide you with
what you need to know to deliver quality care to your HIV-infected patients. Geared to psy-
chiatrists with varying levels of experience, this year’s sessions in Toronto will provide useful
clinical information on HIV-related complications and treatments.

Residents Training
Sunday, May 21, 12:30 p.m.-4:30 p.m.
The Committee on AIDS will present a program for psychiatry residents on assessing and
treating patients with HIV-related psychiatric and neuropsychiatric disorders. The workshop
will provide practical information including “10 Things You Need to Know About HIV Psy-
chiatry.” The program is designed to be interactive, with plenty of time for case discus-
sion. A box lunch will be provided, but you must RSVP by May 7 by calling (703) 907-
8641 or e-mailing aids@psych.org.

Sexuality and Its Impact on the HIV Pandemic
Monday, May 22, 11 a.m.-12:30 p.m.
In this highly interactive component workshop, panelists will discuss sexuality across a vari-
ety of cultures and communities, cultural attitudes toward sexual practices, sexual behaviors
that place individuals at risk for contracting HIV, and the role of the psychiatrist in prevention
education. Participants are asked to bring clinical problems, countertransference issues,
and ethical dilemmas to discuss during the workshop.

HIV Update for Psychiatric Care
Tuesday, May 23, 2 p.m.-5 p.m.
In this symposium, psychiatrists will offer a snapshot of trends in the HIV epidemic in the
United States. A medical update will provide information on epidemiology, new clinical chal-
lenges, current treatments, patient management, integrated care, and drug interactions and
toxicity. Other presentations will cover the effects of hepatitis C co-infection/treatment and
its role in cognitive function, liver function, and substance use; club-drug use (including
crystal methamphetamine) and its impact on the brain, immune function, and risk behavior;
and body image and metabolic complications of treatment and their impact on physical and
mental functioning, treatment adherence, and quality of life.

Don’t forget to stop by the exhibit in the APA Member Center to pick up HIV-related policy
guidelinees, training request forms, and clinical materials for your practice and for members
of your treatmennt team.

t o r o n t oWEDNESDAYMAY24
159th annual meeting
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ator along with the Adobe Acrobat Reader
for your PDA. If you are using Mac OS
X, go to the print menu, click on “Print,”

then “PDF,” and finally,
“Save as PDF.” For
older operating systems,
you can use the Mac ver-
sion of Adobe Acrobat
(the creator program,
not the reader), but it is
expensive. Other options
include PrintToPDF for
OS 9, which is share-
ware, and JAWS PDF
Creator, which costs
$85. If all of that sounds
complicated, sign up for
one of the three PDA
courses offered this year

to learn how!
The annual meeting of the AATP is

being held in conjunction with APA’s an-
nual meeting on Saturday, May 20, from 8
a.m. to 5 p.m., in the Toronto Marriott
Eaton Centre.

The AATP’s annual meeting will cover
a wide range of topics. David Medvedeff,
Pharm.D., M.B.A., will discuss how tech-
nology plays a vital role in disaster response
in the session “Disaster Health Informat-
ics.” Alex Young, M.D., will lead the ses-
sion “The Quality Enhancement Research
Initiative,” which is an informatics system
to support collaborative care for chronic
illness. J. David Moore, M.D., will speak
on behavioral health care and informatics
from his perspective as medical director for
Florida Health Partners. Thomas Kim,
M.D., has been working with former Sur-
geon General David Satcher, M.D., on dis-
aster telepsychiatry in response to Hurri-
cane Katrina. APA President Steven
Sharfstein, M.D., will speak on psychiatric
informatics and public policy, and will pro-
vide APA’s perspective. Ross Martin, M.D.,
M.B.A., director of business technology at
Pfizer, will provide an overview of recent
efforts to develop health care information
technology standards for the interoper-
ability of various electronic medical record
and information networks with respect to
Medicare Part D.

The following sessions are part of the
APA annual meeting program:

Course: “Computer-Assisted Diagnos-
tic Interivew”; Sunday, May 21, 1 p.m. to
5 p.m.; Room 717 B, Level 700, Toronto
Convention Centre, South

This course demonstrates the use of the
CADI Rom, a computer-based program on
PCs and PDAs that assists psychiatric di-
agnosis of adults with guided structured in-
terviews, data collection, and differential-di-
agnoses generation. CADI Rom diagnostic
precision (accuracy, completeness, and re-
liability) is equal to gold standards (SCID,
consensus-diagnosis).

Issue Workshop: “Online Peer Support
Groups and Support Group Members”;
Monday, May 22, 9 a.m. to 10:30 a.m.;
Room 803 A/B, Level 800, Toronto Con-
vention Centre, South

This workshop discusses how the Inter-
net empowers patients by connecting them
not only to information, but also to each other
via online peer-support groups. Moderators
of the groups will explain how the groups
function, what their goals are, how group
members interact, what topics are discussed,
how the moderators moderate, and what the
pros and cons of the groups are.

larity, some of the CME courses are repeats
of courses presented in past years, so sign
up early. Please note that there is an addi-
tional fee to attend courses, and you must
register in advance. 

One of the new features of APA’s Web
site is the ability to search the scientific
program based on topic, keyword, or pre-
senter. In addition, you can create an on-
line account and save your searches to
create an itinerary. To access this tool, go
to the annual meeting page at
<www.psych.org/edu/ann_mtgs/am/06/
index.cfm> and scroll down to the gold
box labeled “Scientific Program Itiner-

This article will highlight the many in-
formatics offerings at APA’s 2006 an-
nual meeting and the annual meeting

of the American Association for Technology
in Psychiatry (AATP) in Toronto that ad-
dress some of your informatics needs. Every
year there are many workshops, symposia,
and courses that cover a range of topics in
medical informatics. Due to great popu-

ary Planner, Search for Session Details.”
A very nice feature of the tool is that it
highlights scheduling conflicts you may
have created by selecting
sessions offered at the
same time. 

After you have saved
your searches into an itin-
erary, you can either print
the page to take with you
or save it on your per-
sonal digital assistant
(PDA). To save the itin-
erary on your PDA, you
must have an account
with AvantGo, a mobile
content provider that of-
fers no-charge accounts.
If you are a Windows
user, an alternative to using AvantGo is to
create a PDF from the Itinerary using ei-
ther Adobe Acrobat or another PDF cre-

Technology Training at Meeting
To Transform Your Practice

connections

BY JOHN LUO, M.D.

John Luo, M.D., is an assistant professor of
psychiatry at the UCLA Semel Institute for Neu-
roscience and Human Behavior in Los Angeles
and past president of the American Association
for Technology in Psychiatry.

please see Connections on page 62

Sunday, May 21, 2006 • 6:30 PM – 7:00 PM Dinner • 7:00 PM – 10:00 PM Symposium
Metropolitan Ballroom, Convention Level, Westin Harbour Castle • Toronto, Ontario, Canada 

APA 2006 Annual Meeting

At the conclusion of this program, participants should be able to:

• Review the science of insomnia from the neurobiology 
to clinical practice.

• Assess the ways the practitioner can be informed by 
the clinical research.

• Demonstrate an understanding of the impact of insomnia
on the individual, health care, and public policy.

Attendees must be registered for the APA Annual Meeting to attend
this symposium.  Seating is limited and will be based on a first-come,
first-served basis. For more information about the meeting, please
visit the APA Web site at www.psych.org or contact the APA toll-free
at 1-888-357-7924 (within the US or Canada) or (703) 907-7300.

The American Psychiatric Association (APA) is accredited by the
Accreditation Council for Continuing Medical Education to provide
continuing medical education for physicians.

The APA designates this educational activity for a maximum of
3 category 1 credits toward the AMA Physician’s Recognition Award
and for the CME requirement of the APA.  Each physician should
claim only those credit hours that he/she actually spent in the activity.

7:00 PM–7:15 PM

Welcome and Introduction
David Kupfer, MD and Ellen Frank,   

PhD, Co-Chairs
University of Pittsburgh School of 

Medicine
Western Psychiatric Institute and   

Clinic
Pittsburgh, PA

7:15 PM–7:45 PM

Insomnia: Symptom, Syndrome
or Disorder

Martin Keller, MD
Brown University
Providence, RI

7:45 PM–8:15 PM

The Science of Insomnia
Phyllis Zee, MD, PhD
Northwestern University
Chicago, IL

8:15 PM–8:45 PM

Putting the Science to Work
Daniel Buysse, MD
University of Pittsburgh School

of Medicine
Pittsburgh, PA

8:45 PM–9:15 PM

Insomnia: Cost of Illness, Public
Policy and Medico–legal Issues

Alan Newman, MD
Georgetown University Hospital
Washington, DC

9:15 PM–10:00 PM

Question-and-Answer Session
Faculty Panel

Sponsored by the 
American Psychiatric

Association

Supported by an educational grant from
Neurocrine Biosciences Inc. and Pfizer Inc.

OBJECTIVESAGENDA



TARGET AUDIENCE
This educational activity is intended for psychiatrists and
other mental health care professionals attending the 2006
Annual Meeting of the American Psychiatric Association.

LEARNING OBJECTIVES
After attending this symposium, participants should be better
able to:
■ Outline a long-term strategy for maintenance therapy

that maintains or improves cognitive function and
minimizes the risk of metabolic abnormalities in patients
with bipolar disorder

■ Discuss the different rates of remission associated with
various pharmacotherapeutic regimens

■ Describe the role of psychosocial therapies in maintaining
remission in bipolar disorder

ACCREDITATION STATEMENT
The American Psychiatric Association is accredited by the
Accreditation Council for Continuing Medical Education to
provide continuing medical education for physicians.

DESIGNATION STATEMENT
The APA designates this educational activity for a maximum
of 3 category 1 credits toward the AMA Physician’s
Recognition Award and for the CME requirement of the APA.
Each physician should claim only those credits that he/she
actually spent in the activity.

DISCLAIMER STATEMENT
The opinions or views expressed in this CME activity
are those of the presenters and do not necessarily reflect the
opinions or recommendations of the APA or the commercial
supporters. Attendees should critically appraise the information
presented and are encouraged to consult appropriate
resources for information surrounding any product or
device mentioned.

Attendees must be registered for the APA 2006 Annual
Meeting to attend this symposium. Seating is limited and will
be based on a first-come, first-served basis. For more
information about the meeting, please visit the APA
web site at www.psych.org or contact APA toll free at
1-888-357-7924 (within the US or Canada) or 1-703-907-7300. 

ACTIVITY CHAIRPERSON
PRAKASH S. MASAND, MD
Consulting Professor of Psychiatry

and Behavioral Sciences 
Duke University Medical Center 
Durham, North Carolina

FACULTY
JOHN L. BEYER, MD
Assistant Clinical Professor
Department of Psychiatry

and Behavioral Sciences
Duke University Medical Center
Durham, North Carolina

ROGER S. MCINTYRE, MD, FRCPC
Assistant Professor of Psychiatry 

and Pharmacology
Department of Psychiatry
University of Toronto 
Toronto, Canada

EDUARDO VIETA, MD, PHD
Director of Research 
Clinical Institute of Neuroscience 
Director of the Bipolar Disorders Program 

Hospital Clinic, University of Barcelona 
Barcelona, Spain

AGENDA

WEDNESDAY, MAY 24TH, 2006

6:30 AM – 7:00 AM BREAKFAST

7:00 AM – 7:05 AM WELCOME AND INTRODUCTION
Prakash S. Masand, MD

7:05 AM – 7:30 AM IS REMISSION ACHIEVABLE IN BIPOLAR DISORDER?
John L. Beyer, MD

7:30 AM – 7:55 AM ROADBLOCKS TO REMISSION IN
PATIENTS WITH BIPOLAR DISORDER
Prakash S. Masand, MD

7:55 AM – 8:25 AM PANEL DISCUSSION
Moderator: Prakash S. Masand, MD

8:25 AM – 8:30 AM CLOSING REMARKS
Prakash S. Masand, MD

THURSDAY, MAY 25TH, 2006

6:30 AM – 7:00 AM BREAKFAST
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2 p.m.-5 p.m.
Presidential Symposia

3. Collaboration in Crisis: Acade-
mic Medical Centers’ Response to
Hurricanes Katrina and Rita Chairper-
son: Joseph D. Hamilton, M.D.

4. Psychiatric Participation in In-
terrogation of Detainees: Ethical Con-
siderations Chairperson: Steven S. Sharf-
stein, M.D.

Symposia
S66. Risk Factors, Personality Vari-
ables, and Addictive Disorders Collabo-
rative Session With the National Institute on
Alcohol Abuse and Alcoholism

A. Risk Factors for Addictive Disor-
ders Maurice Corcos, Ph.D.

B. Dependency and Suicidality in Ad-
dictive Disorders Gwenole Loas, M.D.

C. Depressive Psychopathology in Ad-
dictive Disorders Mario Speranza, M.D.

D. Sensation Seeking and Addictive
Disorders Alexandra Pham-Scottez

E. Addictive Disorder: Goodman’s
Concept of Addiction: A Study of 692
Addictive Subjects Ludovic A. Gicquel,
Ph.D.

S67. Reductionism in Psychiatry: Im-
plications and Limits Association for the
Advancement of Philosophy and Psychiatry

A. Is Modern Biological Psychiatry
Reductionistic or Integrative? G. Scott
Waterman, M.D.

B. Dr. Chekhov and the Multiplicity
of Psychiatric Experience Bradley E. Lewis

C. Reduction in Psychiatry Ian Gold,
Ph.D.

D. Reducing Reductionism: Reclaim-
ing Psychiatry Wesley E. Sowers, M.D.

S68. Complex PTSD Across the
Lifespan: Implications for DSM-V

A. Disorders of Extreme Stress: Re-
sults from the DSM-IV Field Trial Bessel
A. Van Der Kolk, M.D.

B. Self-Regulation as a Framework
for Conceptualizing and Treating Com-
plex PTSD Julian Ford, Ph.D.

C. Early Childhood Trauma, Insecure
Attachment, and Complex PTSD Mary-
lene Cloitre, Ph.D.

S69. Pharmaceutical Industry Influ-
ence in Psychiatry

A. Physicians and Industry: A Review
of Commercial Influence on Medical
Decision Making Jerome P. Kassirer, M.D.

B. Psychiatric CMEs and Commer-
cial Bias: Are New ACCME Standards
Effective? Daniel J. Carlat, M.D.

C. The ADHD/Psychostimulant Epi-
demic: The Role of the Pharmaceutical
Industry Lawrence H. Diller, M.D.

D. Relationship Between Drug Com-
pany Funding and Outcomes of Clinical
Psychiatric Research Robert E. Kelly Jr.,
M.D.

E. Psychiatric Research as Marketing:
Common Distortions of Research Design
in Industry-Sponsored Clinical Trials
Daniel J. Safer, M.D.

S70. New Directions in Community
Psychiatry

A. Poverty Reduction Strategies: An
Important Focus for Early Intervention
Programs Terry Krupa, Ph.D.

families: The Psychological, Social,
and Financial Impact of Grandparents
Raising Grandchildren American Acad-
emy of Child and Adolescent Psychiatry; Co-
Chairpersons: James E. Lee Jr., M.D., San-
dra C. Walker, M.D.

Noon-1:30 p.m.
Forums

10. Correctional Mental Health Is-
sues: An International Perspective
Chairperson: Jeffrey L. Metzner, M.D.

11. Katrina: Psychiatric Responses
and Care for Individuals and Communi-
ties Chairperson: Robert J. Ursano, M.D.

12. Addressing Psychiatric Needs in
Asia APA Council on Global Psychiatry;
Chairperson: Pedro Ruiz, M.D.

Board of Psychiatry and Neurology
Chairperson: Stephen C. Scheiber, M.D.

IW72. Responding to the Impact
of Suicide on Clinicians Chairperson:
Eric M. Plakun, M.D.

IW73. Non-Governmental Orga-
nizations: Response to Mental Health
Consequences of Asian Tsunami
Chairperson: Jagannathan Srinivasaragha-
van, M.D.

IW74. Approaches to Chronic Dis-
ease Management: Opportunities for
Psychiatry Chairperson: Nick Kates, M.B.

IW75. The Key to Success, Men-
torship Matters: A Practical Guide for
Trainees and Educators Chairperson:
Anita R. Kishore, M.D.

IW76. The Evolution of Grand-

13. Environmental Psychiatry:
From Sick Buildings to the Gulf War
Chairperson: Claudia S. Miller, M.D.

Noon-2 p.m.
New Research Poster Session 8

1 p.m.-5 p.m.
CME Courses 92-97

2 p.m.-3:30 p.m.
Lecture

L26. Beyond Dopamine: Neuro-
adaptations, Negative Affect, and
Clinically Relevant Treatment Targets
in Alcoholism, Markus Heilig, M.D., Col-
laborative Session With the National Insti-
tute on Alcohol Abuse and Alcoholism

Benefit Concert
With the 

Toronto  Welsh Male Voice 

Choir

May 22, 2006    at   7:00 PM
Metro Toronto Convention Centre

Proceeds to 

the Disaster 

Relief Fund
continued on page 57
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are not fully compliant with 
their antipsychotic medication 
within 1 year1

are not fully compliant with 
their antipsychotic medication
within 7–10 days2

Up to

In patients with schizophrenia who have been discharged…

When you recognize these patients...
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The only long-acting

Consider

RISPERDAL

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® CONSTA® (risperidone) 
is not approved for the treatment of patients with Dementia-Related Psychosis.

RISPERDAL CONSTA is indicated for the treatment of schizophrenia.

Please see brief summary of full Prescribing Information, including Boxed Warning, on adjacent page.

Commonly observed events: Treatment-emergent adverse events with an incidence of 5% or greater in at least one of the RISPERDAL CONSTA groups (25 mg or 50 mg) and at least
twice that of placebo were: somnolence, akathisia, parkinsonism, dyspepsia, constipation, dry mouth, fatigue, and weight increase.
Hyperglycemia and diabetes: Hyperglycemia, in some cases extreme and associated with ketoacidosis, hyperosmolar coma or death, has been reported in patients treated with atypical
antipsychotics (APS), including RISPERDAL CONSTA. 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 CONSTA  should be considered. In the integrated database of multiple-dose studies, the incidence of TD was 0.6% (9/1499 patients).
Neuroleptic malignant syndrome (NMS): NMS has been reported rarely with this class of medications, including RISPERDAL CONSTA, and appropriate management should be employed.
Cerebrovascular adverse events (CAEs): CAEs, including fatalities, have been reported in elderly patients with dementia-related psychosis taking oral risperidone in clinical trials. The
incidence of CAEs with oral risperidone was significantly higher than with placebo. RISPERDAL CONSTA is not approved for treating these patients.

Visit our Web site at risperdalconsta.com
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recognize and intervene when a 
patient misses a dose

atypical antipsychotic
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BEFORE PRESCRIBING, PLEASE CONSULT COMPLETE PRESCRIBING INFORMATION OF WHICH THE FOLLOWING IS A BRIEF
SUMMARY.

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® CONSTA® (risperidone) is not approved for the treatment of
patients with Dementia-Related Psychosis.

INDICATIONS AND USAGE: RISPERDAL® CONSTA® (risperidone) is indicated for the treatment of schizophrenia. 
CONTRAINDICATIONS: RISPERDAL® CONSTA® (risperidone) is contraindicated in patients with a known hypersensitivity to the product or any
of its components. 
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® CONSTA® (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® CONSTA®, drug discontinuation should be
considered. However, some patients may require treatment with RISPERDAL® CONSTA® 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 oral 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 oral risperidone compared to patients treated with placebo. RISPERDAL® CONSTA® 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 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® CONSTA® (risperidone) may induce orthostatic hypotension associated with dizziness, tachycardia, and
in some patients, syncope, probably reflecting its alpha-adrenergic antagonistic properties. Syncope was reported in 0.8% (12/1499 patients) of
patients treated with RISPERDAL® CONSTA® in multiple-dose studies. Patients should be instructed in nonpharmacologic interventions that help
to reduce the occurrence of orthostatic hypotension (e.g., sitting on the edge of the bed for several minutes before attempting to stand in the
morning and slowly rising from a seated position). RISPERDAL® CONSTA® should be used with particular caution in (1) 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, and (2) in the elderly and patients with renal or
hepatic impairment. Monitoring of orthostatic vital signs should be considered in all such patients, and a dose reduction should be considered if
hypotension occurs. Clinically significant hypotension has been observed with concomitant use of oral RISPERDAL® and antihypertensive
medication.
Seizures During premarketing testing, seizures occurred in 0.3% (5/1499 patients) of patients treated with RISPERDAL® CONSTA®. Therefore,
RISPERDAL® CONSTA® 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® CONSTA® 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.)
Osteodystrophy and Tumors in Animals RISPERDAL® CONSTA® produced osteodystrophy in male and female rats in a 1-year toxicity study and a
2-year carcinogenicity study at a dose of 40 mg/kg administered IM every 2 weeks. RISPERDAL® CONSTA® produced renal tubular tumors
(adenoma, adenocarcinoma) and adrenomedullary pheochromocytomas in male rats in the 2-year carcinogenicity study at 40 mg/kg administered IM
every 2 weeks. In addition, RISPERDAL® CONSTA® produced an increase in a marker of cellular proliferation in renal tissue in males in the 1-year
toxicity study and in renal tumor-bearing males in the 2-year carcinogenicity study at 40 mg/kg administered IM every 2 weeks. 
Neither the renal or adrenal tumors, nor osteodystrophy, were seen in studies of orally administered risperidone. Osteodystrophy was not
observed in dogs at doses up to 14 times (based on AUC) the IM MRHD in a 1-year toxicity study.
The renal tubular and adrenomedullary tumors in male rats and other tumor findings are described in more detail under PRECAUTIONS,
Carcinogenicity, Mutagenesis, Impairment of Fertility. The relevance of these findings to human risk is unknown.
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 reported by 5% of patients treated with RISPERDAL® CONSTA® in multiple-
dose trials. Patients should be cautioned about operating hazardous machinery, including automobiles, until they are reasonably certain that
treatment with RISPERDAL® CONSTA® does not affect them adversely. 
Priapism No cases of priapism have been reported in patients treated with RISPERDAL® CONSTA®. However, rare cases of priapism have been
reported in patients treated with oral RISPERDAL®. 
Thrombotic Thrombocytopenic Purpura (TTP) A single case of TTP was reported in a 28 year-old female patient receiving oral 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. 
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® CONSTA® in patients with certain concomitant systemic
illnesses is limited. Patients with Parkinson’s Disease or Dementia with Lewy Bodies who receive antipsychotics 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 when using
RISPERDAL® CONSTA® in patients with diseases or conditions that could affect metabolism or hemodynamic responses. Increased plasma
concentrations of risperidone and 9-hydroxyrisperidone occur in patients with severe renal impairment and seen in patients with severe hepatic
impairment. Patients with renal or hepatic impairment should be carefully titrated on oral RISPERDAL® before treatment with RISPERDAL®

CONSTA® is initiated (see DOSAGE AND ADMINISTRATION). 
Drug Interactions The interactions of RISPERDAL® CONSTA® and other drugs have not been systematically evaluated. Given the primary CNS
effects of risperidone, caution should be used when RISPERDAL® CONSTA® is administered in combination with other centrally-acting drugs or
alcohol. Because of its potential for inducing hypotension, RISPERDAL® CONSTA® may enhance the hypotensive effects of other therapeutic
agents with this potential. RISPERDAL® CONSTA® may antagonize the effects of levodopa and dopamine agonists. Amytriptyline does not affect
the pharmocokinetics of risperidone or the active antipsychotic fraction. Cimetidine and ranitidine increased the bioavailability of risperidone, but
only marginally increased the plasma concentration of the active antipsychotic fraction. 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 oral 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. 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. At the initiation of therapy with carbamazepine or other known hepatic enzyme
inducers, patients should be closely monitored during the first 4-8 weeks, since the dose of RISPERDAL® CONSTA® may need to be adjusted. A
dose increase, or additional oral RISPERDAL®, may need to be considered. On discontinuation of carbamazepine or other hepatic enzyme
inducers, the dosage of RISPERDAL® CONSTA® should be re-evaluated and, if necessary, decreased. Patients may be placed on a lower dose of
RISPERDAL® CONSTA® between 2 to 4 weeks before the planned discontinuation of carbamazepine therapy to adjust for the expected increase
in plasma concentrations of risperidone plus 9-hydroxyrisperidone. For patients treated with the lowest available dose (25 mg) of RISPERDAL®

CONSTA®, it is recommended to continue treatment with the 25-mg dose unless clinical judgment necessitates interruption of treatment with
RISPERDAL® CONSTA®. 
Fluoxetine and Paroxetine Fluoxetine (20 mg QD) and paroxetine (20 mg QD), which inhibits CYP 2D6, 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 an average of 13%. When either concomitant fluoxetine or paroxetine is initiated or
discontinued, the physician should re-evaluate the dosage of RISPERDAL® CONSTA®. When initiation of fluoxetine or paroxetine is considered,
patients may be placed on a lower dose of RISPERDAL® CONSTA® between 2 to 4 weeks before the planned start of fluoxetine or paroxetine
therapy to adjust for the expected increase in plasma concentrations of risperidone. For patients treated with the lowest available dose (25 mg), it is
recommended to continue treatment with the 25-mg dose unless clinical judgment necessitates interruption of treatment with RISPERDAL®

CONSTA®. 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). 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 patients) 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).
Drugs Metabolized by CYP 2D6 In vitro studies indicate that risperidone is a relatively weak inhibitor of CYP 2D6. Therefore, RISPERDAL®

CONSTA® is not expected to substantially inhibit the clearance of drugs that are metabolized by this enzymatic pathway. In drug interaction
studies, oral risperidone did not significantly affect the pharmacokinetics of donepezil and galantamine, which are metabolized by CYP 2D6. 
Carcinogenesis, Mutagenesis, Impairment of Fertility
Carcinogenesis - Oral 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 oral
maximum recommended human dose (MRHD) (16 mg/day) on a mg/kg basis, or 0.2, 0.75, and 3 times the oral MRHD (mice) or 0.4, 1.5, and 6
times the oral MRHD (rats) on a mg/m2 basis. A maximum tolerated dose was not achieved in male mice. There was a significant increase in
pituitary gland adenomas in female mice at doses 0.75 and 3 times the oral MRHD on a mg/m2 basis. There was a significant increase in
endocrine pancreatic adenomas in male rats at doses 1.5 and 6 times the oral MRHD on a mg/m2 basis. Mammary gland adenocarcinomas were
significantly increased in female mice at all doses tested (0.2, 0.75, and 3 times the oral MRHD on a mg/m2 basis), in female rats at all doses
tested (0.4, 1.5, and 6 times the oral MRHD on a mg/m2 basis), and in male rats at a dose 6 times the oral MRHD on a mg/m2 basis.
Carcinogenesis - IM RISPERDAL® CONSTA® was evaluated in a 24-month carcinogenicity study in which SPF Wistar rats were treated every 2
weeks with IM injections of either 5 mg/kg or 40 mg/kg of risperidone. These doses are 1 and 8 times the MRHD (50 mg) on a mg/m2 basis. A
control group received injections of 0.9% NaCl, and a vehicle control group was injected with placebo microspheres. There was a significant
increase in pituitary gland adenomas, endocrine pancreas adenomas, and adrenomedullary pheochromocytomas at 8 times the IM MRHD on a
mg/m2 basis. The incidence of mammary gland adenocarcinomas was significantly increased in female rats at both doses (1 and 8 times the IM
MRHD on a mg/m2 basis). A significant increase in renal tubular tumors (adenoma, adenocarcinomas) was observed in male rats at 8 times the IM
MRHD on a mg/m2 basis. Plasma exposures (AUC) in rats were 0.3 and 2 times (at 5 and 40 mg/kg, respectively) the expected plasma exposure
(AUC) at the IM MRHD. The relevance for human risk of the findings of prolactin-mediated endocrine tumors in rodents is unknown (see
PRECAUTIONS - Hyperprolactinemia). 
Mutagenesis No evidence of mutagenic potential for oral risperidone was found. In addition, no evidence of mutagenic potential was found in the
in vitro Ames reverse mutation test for RISPERDAL® CONSTA®. 
Impairment of Fertility Oral 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 oral maximum recommended human dose. No mating and fertility studies were conducted with RISPERDAL®

CONSTA®.
Pregnancy - Pregnancy Category C
The teratogenic potential of oral risperidone was studied in three embryofetal development studies in Sprague-Dawley and Wistar rats (0.63-10 mg/kg
or 0.4 to 6 times the oral maximum recommended human dose [MRHD] on a mg/m2 basis) and in one embryofetal development study in New Zealand
rabbits (0.31-5 mg/kg or 0.4 to 6 times the oral 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 oral MRHD on a mg/m2 basis. In three reproductive studies in rats (two peri/post-natal development
studies 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 oral 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 peri/post-natal development study, there was an increase in stillborn rat
pups at a dose of 2.5 mg/kg or 1.5 times the oral 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
Days 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 oral MRHD on a mg/m2 basis. No studies were conducted with RISPERDAL® CONSTA®. 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 oral RISPERDAL® therapy is unknown.
RISPERDAL® CONSTA® should be used during pregnancy only if the potential benefit justifies the potential risk to the fetus. 
Labor and Delivery 
The effect of RISPERDAL® CONSTA® 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 should not breast-feed during treatment with RISPERDAL® CONSTA® and for at least 12 weeks after the last
injection. 
Pediatric Use RISPERDAL® CONSTA® has not been studied in children younger than 18 years old. 
Geriatric Use In an open-label study, 57 clinically stable, elderly patients (≥65 years old) with schizophrenia or schizoaffective disorder received
RISPERDAL® CONSTA® every 2 weeks for up to 12 months. In general, no differences in the tolerability of RISPERDAL® CONSTA® were
observed between otherwise healthy elderly and nonelderly patients. Therefore, dosing recommendations for otherwise healthy elderly patients
are the same as for nonelderly patients. Because elderly patients exhibit a greater tendency to orthostatic hypotension than nonelderly patients,
elderly patients should be instructed in nonpharmacologic interventions that help to reduce the occurrence of orthostatic hypotension (e.g., sitting
on the edge of the bed for several minutes before attempting to stand in the morning and slowly rising from a seated position). In addition,
monitoring of orthostatic vital signs should be considered in elderly patients for whom orthostatic hypotension is of concern (see CLINICAL
PHARMACOLOGY, PRECAUTIONS, and DOSAGE AND ADMINISTRATION). 
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 oral risperidone (7.3%; mean
age 89 years, range 75-97) when compared to patients treated with oral risperidone alone (3.1%; mean age 84 years, range 70-96) or furosemide
alone (4.1%; mean age 80 years, range 67-90). The increase in mortality in patients treated with furosemide plus oral risperidone was observed in
two of the four clinical trials.
No pathophysiological mechanism has been identified to explain this finding, and no consistent pattern for cause of death observed. Nevertheless,
caution should be exercised and the risks and benefits of this combination should be considered prior to the decision to use. There was no
increased incidence of mortality among patients taking other diuretics as concomitant medication with risperidone. Irrespective of treatment,
dehydration was an overall risk factor for mortality and should therefore be carefully avoided in elderly patients with dementia-related psychosis.
RISPERDAL® CONSTA® 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.)
ADVERSE REACTIONS 
Associated with Discontinuation of Treatment In the 12-week, placebo-controlled trial, the incidence of schizophrenic patients who
discontinued treatment due to an adverse event was lower with RISPERDAL® CONSTA® (11%; 22/202 patients) than with placebo (13%; 13/98
patients). 
Incidence in Controlled Trials Commonly Observed Adverse Events in Controlled Clinical Trials
In the 12 week placebo-controlled trial, spontaneously reported, treatment-emergent adverse events with an incidence of 5% or greater in at least
one of the RISPERDAL® CONSTA® groups (25 mg or 50 mg) and at least twice that of placebo were: somnolence, akathisia, parkinsonism,
dyspepsia, constipation, dry mouth, fatigue, weight increase. Adverse Events Occurring at an Incidence of 2% or More in Patients Treated with
RISPERDAL® CONSTA®: were at least as frequent among patients treated with 25 mg or 50 mg RISPERDAL® CONSTA® as patients treated with
placebo in the 12-week, placebo-controlled trial. 
Dose Dependency of Adverse Events
Extrapyramidal Symptoms: The overall incidence of EPS-related adverse events (akathisia, dystonia, parkinsonism, and tremor) in patients treated
with 25 mg RISPERDAL® CONSTA® was comparable to that of patients treated with placebo; the incidence of EPS-related adverse events was
higher in patients treated with 50 mg RISPERDAL® CONSTA®. 
Vital Sign Changes: RISPERDAL® is associated with orthostatic hypotension and tachycardia (see PRECAUTIONS). In the placebo-controlled
trial, orthostatic hypotension was observed in 2% of patients treated with 25 mg or 50 mg RISPERDAL® CONSTA® (see PRECAUTIONS).
Weight Changes: In the 12-week, placebo-controlled trial, 9% of patients treated with RISPERDAL® CONSTA®, compared with 6% of patients
treated with placebo, experienced a weight gain of >7% of body weight at endpoint. 
Laboratory Changes: The percentage of patients treated with RISPERDAL® CONSTA® who experienced potentially important changes in routine
serum chemistry, hematology, or urinalysis parameters was similar to or less than that of placebo patients. Additionally, no patients discontinued
treatment due to changes in serum chemistry, hematology, or urinalysis parameters. 
ECG Changes:The electrocardiograms of 202 schizophrenic patients treated with 25 mg or 50 mg RISPERDAL® CONSTA® and 98 schizophrenic
patients treated with placebo in a 12-week, double-blind, placebo-controlled trial were evaluated. Compared with placebo, there were no
statistically significant differences in QTc intervals (using Fridericia’s and linear correction factors) during treatment with RISPERDAL® CONSTA®.
Pain assessment and local injection site reactions: The mean intensity of injection pain reported by patients using a visual analog scale decreased
in all treatment groups from the first to the last injection. After the sixth injection (Week 10), investigator ratings indicated that 1% of patients
treated with 25 mg or 50 mg RISPERDAL® CONSTA® experienced redness, swelling, or induration at the injection site. 
Other Events Observed During the Premarketing Evaluation of RISPERDAL® CONSTA® During its premarketing assessment, RISPERDAL®

CONSTA® was administered to 1499 patients in multiple-dose studies. The conditions and duration of exposure to RISPERDAL® CONSTA® varied
greatly, and included (in overlapping categories) open-label and double-blind studies, uncontrolled and controlled studies, inpatient and outpatient
studies, fixed-dose and titration studies, and short-term and long-term exposure studies. 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; rare
events are those occurring in fewer than 1/1000 patients. It is important to emphasize that, although the events reported occurred during treatment
with RISPERDAL® CONSTA®, they were not necessarily caused by it.)
Psychiatric Disorders Frequent: anxiety, psychosis, depression, agitation, nervousness, paranoid reaction, delusion, apathy. Infrequent:
anorexia, impaired concentration, impotence, emotional lability, manic reaction, decreased libido, increased appetite, amnesia, confusion,
euphoria, depersonalization, paroniria, delirium, psychotic depression. 
Central and Peripheral Nervous System Disorders Frequent: hypertonia, dystonia. Infrequent: dyskinesia, vertigo, leg cramps, tardive
dyskinesiaa, involuntary muscle contractions, paraesthesia, abnormal gait, bradykinesia, convulsions, hypokinesia, ataxia, fecal incontinence,
oculogyric crisis, tetany, apraxia, dementia, migraine. Rare: neuroleptic malignant syndrome.
Body as a Whole/General Disorders Frequent: back pain, chest pain, asthenia. Infrequent: malaise, choking. Gastrointestinal Disorders
Frequent: nausea, vomiting, abdominal pain. Infrequent: gastritis, gastroesophageal reflux, flatulence, hemorrhoids, melena, dysphagia, rectal
hemorrhage, stomatitis, colitis, gastric ulcer, gingivitis, irritable bowel syndrome, ulcerative stomatitis. Respiratory System Disorders Frequent:
dyspnea. Infrequent: pneumonia, stridor, hemoptysis. Rare: pulmonary edema. Skin and Appendage Disorders Frequent: rash. Infrequent:
eczema, pruritus, erythematous rash, dermatitis, alopecia, seborrhea, photosensitivity reaction, increased sweating. Metabolic and Nutritional
Disorders Infrequent: hyperuricemia, hyperglycemia, hyperlipemia, hypokalemia, glycosuria, hypercholesterolemia, obesity, dehydration, diabetes
mellitus, hyponatremia. Musculo-Skeletal System Disorders Frequent: arthralgia, skeletal pain. Infrequent: torticollis, arthrosis, muscle
weakness, tendinitis, arthritis, arthropathy. Heart Rate and Rhythm Disorders Frequent: tachycardia. Infrequent: bradycardia, AV block,
palpitation, bundle branch block. Rare: T-wave inversion. Cardiovascular Disorders Frequent: hypotension. Infrequent: postural hypotension.
Urinary System Disorders Frequent: urinary incontinence. Infrequent: hematuria, micturition frequency, renal pain, urinary retention. Vision
Disorders Infrequent: conjunctivitis, eye pain, abnormal accommodation. Reproductive Disorders, Female Frequent: amenorrhea. Infrequent:
nonpuerperal lactation, vaginitis, dysmenorrhea, breast pain, leukorrhea. Resistance Mechanism Disorders Infrequent: abscess. Liver and
Biliary System Disorders Frequent: increased hepatic enzymes. Infrequent: hepatomegaly, increased SGPT. Rare: bilirubinemia, increased
GGT, hepatitis, hepatocellular damage, jaundice, fatty liver, increased SGOT. Reproductive Disorders, Male Infrequent: ejaculation failure.
Application Site Disorders Frequent: injection site pain. Infrequent: injection site reaction. Hearing and Vestibular Disorders Infrequent:
earache, deafness, hearing decreased. Red Blood Cell Disorders Frequent: anemia. White Cell and Resistance Disorders Infrequent:
lymphadenopathy, leucopenia, cervical lymphadenopathy. Rare: granulocytopenia, leukocytosis, lymphopenia. Endocrine Disorders Infrequent:
hyperprolactinemia, gynecomastia, hypothyroidism. Platelet, Bleeding and Clotting Disorders Infrequent: purpura, epistaxis. Rare: pulmonary
embolism, hematoma, thrombocytopenia. Myo-, Endo-, and Pericardial and Valve Disorders Infrequent: myocardial ischemia, angina pectoris,
myocardial infarction. Vascular (Extracardiac) Disorders Infrequent: phlebitis. Rare: intermittent claudication, flushing, thrombophlebitis.
Postintroduction Reports Adverse events reported since market introduction which were temporally (but not necessarily causally) related to oral
RISPERDAL® therapy include the following: anaphylactic reaction, angioedema, apnea, atrial fibrillation, cerebrovascular disorder, including
cerebrovascular accident, hyperglycemia, diabetes mellitus aggravated, including diabetic ketoacidosis, 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 oral RISPERDAL®. A causal relationship with oral 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® CONSTA® (risperidone) is not a controlled substance.
For more information on symptoms and treatment of overdosage, see full prescribing information.
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B. Aiming for the Stars: Refining Re-
covery in Practice Helen M. Glover,
B.S.W.

C. You Can Do It. We Can Help
Larry Davidson, Ph.D.

S71. How to Practice Evidence-Based
Medicine

A. Introduction to Evidence-Based
Medicine Kumaraswamy Budur, M.D.

B. Review of Basic Statistical Con-
cepts Maju Mathews, M.D.

C. Critical Appraisal of Systematic
Reviews and Meta-Analysis Babatunde A.
Adetunji, M.D.

D. Critical Appraisal of Randomized,
Controlled Studies Adedapo B. Williams,
M.D.

S72. The Problem of Outcomes With
the Difficult-to-Treat Patient

A. Framing the Problem of Outcome
With the Difficult-to-Treat Patient
Richard L. Munich, M.D.

B. Rethinking Outcomes in Mentaliza-
tion-Based Treatment Jon G. Allen, Ph.D.

C. Cognitive-Behavioral Therapy for
Treatment Refractory OCD and Other
Anxiety Disorders: Outcome Data From
a Specialized Hospital Program Throstur
Bjorgvinsson, Ph.D.

D. The Problem of Outcomes With
the Difficult-to-Treat Patient Norma V.

S80. Stalking Offenders and Victims
A. Stalking: An Overview of the

Problem Gail E. Robinson, M.D.
B. Stalking Victims: A Comprehen-

sive Treatment Approach Karen M.
Abrams,M.D.

C. Stalking: A Treatment Concept for
Offenders Werner Tschan, M.D.

S81. Nicotine Dependence and Schiz-
ophrenia: Neurobehavioral Pathways
National Institute on Drug Abuse

A. Nicotine Intake and Blood Levels
in Smokers With Schizophrenia Jill
Williams, M.D.

B. Effects of Biological and Environ-
mental Challenges on Smoking in Schiz-
ophrenic Versus Nonpsychiatric Heavy
Smokers Jennifer W. Tidey, Ph.D.

C. Nicotine Abuse and the Neurobi-
ology of Schizophrenia Robert Freedman,
M.D.

D. Pharmacological Treatment of
Nicotine Dependence in Schizophrenia:
Modulation of Outcomes by Atypical An-
tipsychotic Drugs, Cognitive Function,
and Genetic Polymorphisms Tony P.
George, M.D.

E. Integrating Tobacco Dependence
Treatment Into Mental Health Treat-
ment Douglas M. Ziedonis, M.D.

S82. Adolescent Alcohol Use Disor-
ders and Psychiatric Comorbidity Col-
laborative Session With the National Insti-
tute on Alcohol Abuse and Alcoholism

A. Trauma and Alcohol Use Disor-
ders in Adolescents: Psychiatric Comor-
bidity and Adult Outcomes Duncan B.
Clark, M.D.

B. Assessing Alcohol Problems in
Adolescents With Psychiatric Comorbid-
ity Deborah Deas, M.D.

C. Treatment of Adolescents With
Alcohol Problems and Major Depression
Jack R. Cornelius, M.D.

D. When ADHD and Substance Use
Disorders Collide Timothy E. Wilens,
M.D.

S83. Educating a New Generation of
Physicians in Psychiatry: Focus on
Medical Student Education

A. Medical Student Education in Psy-
chiatry: Where We Are and Where We
Can Go Myrl R.S. Manley, M.D.

B. Medical Student Education in Psy-
chiatry: A Model Lowell D. Tong, M.D.

C. Medical Student Education in Psy-
chiatry: Impacting Career Choice and
Practice Brian A. Palmer, M.D.

D. Medical Student Education in Psy-
chiatry: What We Can Learn From
Other Disciplines Deborah Danoff, M.D.

S84. Patient Safety: To Err Is Human,
To Be Safe Is Divine APA Committee on
Patient Safety

A. Length of Stay in the Psychiatric
Emergency Room of an Urban Teaching
Hospital Patrick T. Triplett, M.D.

B. A Primer for Prescribing: How to
Prevent Medication Errors Kathryn J.
Ednie, M.D.

C. Educating Faculty and Residents
on Patient Safety Carl B. Greiner, M.D.

D. Suicide and Patient Safety Geetha
Jayaram, M.D.

E. Your Role and All of Our Roles in

Clarke, M.D.
E. Future Direction of Specialized

Treatment Programs: Mentalizing,
Brain Imaging Studies, and Preliminary
Outcomes Efrain Bleiberg, M.D.

S73. The Art and Science of Brief Psy-
chotherapies

A. Brief Cognitive Therapy Judith S.
Beck, Ph.D.

B. Interpersonal Psychotherapy Scott
P. Stuart, M.D.

C. Solution-Focused Brief Therapy
Brett Steenbarger

D. Common Factors: Essential Ingre-
dients for Successful Psychotherapy Roger
P. Greenberg

S74. Neuropsychiatric Responses to
Burns: Modeling the Developmental
Neurobiology of Trauma

A. Neurobiological Responses to
Burn Trauma John B. Levine, M.D.

B. The Psychology and Physiology of
Burn Stress in Very Early Childhood Jen-
nifer E. Drake, M.A.

C. Determinants of Traumatic Stress
in Older Children Glenn Saxe, M.D.

D. Pharmacological and Psychological
Prevention of PTSD Rohini Luthra, Ph.D.

E. Psychopharmacological Interven-
tions for Stress in Children Frederick J.
Stoddard Jr., M.D.

S75. Acute Brief Psychoses: Nosology
and Boundaries

A. Acute and Transient Psychotic
Disorders Prof. Andreas Marneros

B. The Relationship Between Acute
and Transient Psychotic Syndromes and
Psychotic Symptoms in the General
Population: Implications for Causes
and Treatment Peter B. Jones, Dr. Med.
Sc.

C. Panic Attacks With Psychotic Fea-
tures: A Variant of Nonaffective Acute
Remitting Psychoses? Igor I. Galynker,
M.D.

D. The Place of Nonaffective Acute
Remitting Psychoses in DSM-IV and
ICD-10 Ramin Mojtabai, M.D.

S76. Enhancing the Well-Being of
Older Persons With Schizophrenia
APA Council on Aging

A. Assessing Medical Comorbidity
and Optimizing Medical Care in Older
Patients With Schizophrenia Ipsit Vahia,
M.D.

B. Enhancing Quality of Life in
Older Persons With Schizophrenia Azz-
iza O. Bankole, M.D.

C. Diminishing Depression in Older
Adults With Schizophrenia: Targets for
Intervention Shilpa P. Diwan, M.D.

D. Adaptive Functioning in Older
Persons With Schizophrenia Carl I.
Cohen, M.D.

S77. Demoralization and Psychother-
apy: A Tribute to Jerome D. Frank,
M.D.

A. The Demoralization Hypothesis:
Conceptualization, Epidemiology, and
Clinical Relevance John M. de Figueiredo,
M.D.

B. Demoralization in the Experience
of Being Ill David Clarke

C. Brief Psychotherapy at the Bed-
side: Countering Demoralization From
Medical Illness James L. Griffith, M.D.

S78. Use of Quantitative Instruments
for Monitoring Depression Severity:
Clinical Applications

A. National Depression Management
Leadership Initiative: Improving Depres-
sion Care Henry Chung, M.D.

B. Depression Management Experi-
ence in Private Versus Public Psychiatric
Practices Rodrigo A. Muñoz, M.D.

C. Depression Management Experi-
ence in Primary Care Jack S. McIntyre,
M.D.

D. Depression Screeening and Man-
agement in New York City Lloyd I.
Sederer, M.D.

E. Optimizing the Treatment of De-
pression: Using Treatment Algorithms in
Conjunction With Standardized Instru-
ments in Clinical Care Settings Mad-
hukar H. Trivedi, M.D.

S79. Women’s Life Cycle and Mental
Health

A. The Female Life Cycle: From
Childhood to Old Age G. William Bates,
M.D.

B. Menopausal Management Esther
Eisenberg, M.D.

C. TBD Patricia Matthews-Juarez,
Ph.D.

D. Psychosocial Aspects of Infertility
Samuel O. Okpaku, M.D.

Two workshops at this year’s annual
meeting will provide excellent op-
portunities for members and others

to learn about the latest developments in
key areas that are soon likely to have a major
impact on psychiatric practice. One of the
workshops will explore pay-for-perform-
ance issues, and the other will delve into
the shift from paper to electronic medical
records.

The workshop titled “Pay for Perfor-
mance: Linking Incentives to Provider
Performance on Quality Measures” is
sponsored by APA’s Council on Quality
Care and Council on Healthcare Systems
and Financing in association with the De-
partment of Quality Improvement and
Psychiatric Services (QIPS). It will be held
on Monday, May 22, from 9 a.m. to 10:30
a.m.

Pay-for-performance initiatives are tak-
ing hold in both private and public health
plans. The workshop will review the status
of pay for performance, its potential impact
on clinicians, and the processes by which
national bodies are selecting measures of
mental health care. Participants will be able
to discuss measures that are under consid-
eration, and APA’s role in the performance-
measurement movement will be reviewed.
Presenters will include Richard Hermann,
M.D., Bruce Schwartz, M.D., and John
Oldham, M.D.

A workshop on the fast-moving trend to
adopt electronic health records (EHR) will
be sponsored by APA’s Corresponding
Committee on Electronic Health Records
and QIPS. The workshop is titled “The
National Health Information Network and

Psychiatry: How Will the Coming National
Electronic Health Records Impact Our Pa-
tients and Our Practice?” and will be held
on Wednesday, May 24, from 9 a.m. to
10:30 a.m.

Presenters will detail the latest develop-
ments in the national effort toward inter-
operable EHR and a national health infor-
mation network. A great deal of activity is
now consolidated under the federal Office
of the National Coordinator for Health In-
formation Technology. The workshop will
review the status of the EHR movement,
provide opportunities to discuss issues such
as privacy and confidentiality, and describe
ways in which psychiatrists can contribute to
this rapidly accelerating campaign. 

QIPS staff have been following national
developments in health information tech-
nology, and representatives from the de-
partment will be available at the APA Mem-
bership Center to discuss these issues. Staff
will be distributing a survey to assess cur-
rent EHR adoption by APA members and
to learn what information and services
members would like APA to provide in this
area. At the end of the annual meeting, a
drawing of completed surveys will be held
to award the latest edition of the com-
pendium APA Practice Guidelines for the
Treatment of Psychiatric Disorders. In addi-
tion, a new health information technology
page will soon be added to the APA Web
site at <www.psych.org>. 

QIPS staff would like to hear from
members about their experiences with
health information technology. The de-
partment’s e-mail address is qips@
psych.org. ■

Latest Health Care Trends
Focus of Workshops

continued on page 58
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Making Patient Safety a Bigger Reality
Alfred Herzog, M.D.

S85. Relationships Between Axis I and
Axis II Association for Research in Personal-
ity Disorders 

A. State and Trait in Personality Dis-
orders James H. Reich, M.D.

B. Spectra of Pathology Across Axis I
and Axis II Disorders David P. Bernstein,
Ph.D.

C. Etiological Relationships Among
Dimensions of Personality Disorders and
Axis I Syndromes John Livesley, M.D.

D. A Comparison of Mu-Opioid Re-
ceptor Activity in Depressed Subjects and
in Subjects With Borderline Personality
Disorder Kenneth R. Silk, M.D.

E. A Neurobiologic Perspective on
the Relationship Between Axis I and Axis
II Disorders Larry J. Siever, M.D.

S86. Science to Policy: Advancing
Women’s Mental Health Association of
Women Psychiatrists

A. Science to Policy: Psychiatric As-
pects of Reproductive Health Nada L.
Stotland, M.D.

B. PTSD in Women Veterans: From
Science to Policy Marian I. Butterfield,
M.D.

C. Premenstrual Dysphoric Disorder:
Treatment Update Tana A. Grady-Weliky,
M.D.

D. Neuroactive Steroids in Men and

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.

Women: Investigations in Schizophrenia,
Bipolar Disorder, and Alzheimer’s Dis-
ease Christine E. Marx, M.D.

E. Ethnic and Racial Disparities in
Women’s Mental Health Annelle B.
Primm, M.D.

S87. Alcohol, Drugs, and Psychiatric
Disorders in the U.S. Collaborative Ses-
sion With the National Institute on Alcohol
Abuse and Alcoholism

A. Comorbidity of Pain and Sub-
stance Use Disorders in the U.S. Wilson
M. Compton, M.D.

B. Antisocial Personality Disorder
and Lifetime Course of Alcohol Use Dis-
orders in the U.S. General Population
Rise B. Goldstein, Ph.D.

C. Prevalence, Correlates, and Co-
morbidity of Alcohol Use Disorders in
the U.S. Frederick S. Stinson, Ph.D.

D. Prevalence, Correlates, and Co-
morbidity of Nonmedical Sedative, Tran-
quilizer, Opioid, and Amphetamine Use,
Abuse, and Dependence in the U.S. Brid-
get F. Grant, Ph.D.

E. Cannabis Withdrawal Syndrome
in 2,613 Lifetime Heavy Cannabis Users
From a National Survey: Symptom
Prevalence, Factor Structure, and Corre-
lates Deborah S. Hasin, Ph.D.

S88. Sobering Facts: Alcohol Depen-
dence and Treatment Interventions
Collaborative Session With the National In-

stitute on Alcohol Abuse and Alcoholism
A. The Impact of Alcohol Use Disor-

ders Richard J. Frances, M.D.
B. Alcohol Dependence: Difficulties

in Diagnosis Kathleen T. Brady, M.D.

C. Integrating Pharmacotherapy and
Psychosocial Support in Treating the Al-
cohol-Dependent Patient Roger D. Weiss,
M.D.

D. Pharmacotherapy for the Treat-

How to Obtain Certificate of Attendance

There are now four easy methods for APA members to obtain a personalized or nonpersonal-
ized CME Certificate of Attendance for APA’s 2006 annual meeting in Toronto.

• An official certificate of attendance can be found in the front of the annual meeting Syl-
labus & Proceedings Summary book that all registrants receive. This certificate can be filled
in and forwarded to other organizations.

• To receive a formal parchment CME Certificate of Attendance, and to provide valuable
feedback regarding experiences and opinions of the annual meeting, there is a print evalua-
tion form in the meeting registration packet. Once the General Evaluation Form is completed,
return it to the Computerized Evaluation Center or APA Member Center at the annual meet-
ing, and you will receive a blank parchment certificate.

• For the computer fearless, the Evaluation Program is available as a Web-based online
form that can be completed at the APA Computerized Evaluation Center, located across from
the Internet Village at the Toronto Convention Centre. Computer terminals will provide access
to the evaluation form. Registrants who complete the evaluation form will receive a personal-
ized certificate on site.

• The evaluation form can also be completed at the annual meeting in areas with “wireless”
access at the convention site or in your hotel room or after the meeting using any remote
computer. A personalized CME Certificate of Attendance can then be printed out.

APA’s Scientific Program Committee urges all members to provide feedback on the annual
meeting so thhat APA can continue to ensure that the meeting reflects the needs of its members.
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ment of Alcohol Dependence: Review of
Outcome Data Robert M. Swift, M.D.

S89. Pharmacotherapy for Single-
and Dual-Diagnosed Substance
Abusers American Academy of Addiction
Psychiatry

A. Comorbidity With Opioid Depen-
dence Edward V. Nunes, M.D.

B. Pharmacotherapy of Comorbid
Substance Abuse and Schizophrenia
Steven L. Batki, M.D.

C. Comorbidity of General Psychi-
atric Disorders and Cocaine Abuse
Thomas R. Kosten, M.D.

D. The Comorbidity of Bipolar Spec-
trum Disorders and Substance Use Dis-
orders Stephen Ross

S90. Science and Regulation Affecting
Private Practice

A. Evidence-Based Medicine in Child
and Adolescent Psychiatry: What Is Your
Best Guess? Jeffrey A. Naser, M.D.

B. Evidence-Based Medicine in Solo
Private Practice: What If the Patient
Doesn’t Fit? Ronald D. Abramson, M.D.

C. Missing Resources: Comprehen-
sive Psychiatry for People With Medical
Illnesses John C. Urbaitis, M.D.

D. Comprehensive Psychiatry in
2006: Confidentiality and Access to Care
in Private Practice and in Military Prac-
tice Brian Crowley, M.D.

E. TBD Harold I. Eist, M.D.

S91. Recent Advances in Ethnopsy-
chopharmacological, Ethnic, and Cul-
tural Aspects of Mood and Anxiety
Disorders

A. Ethnopsychopharmacology David
C. Henderson, M.D.

B. Psychiatric Management of His-
panic Patients: Cross-Cultural Issues and
Ethnopsychopharmacology David
Mischoulon, M.D.

C. Impact of Cultural Beliefs on the
Treatment of Depressed Chinese Ameri-
cans Albert Yeung, M.D.

D. Challenges in the Diagnosis and
Treatment of Mood and Anxiety Disor-
ders in the Asian-Indian Population:
Cross-Cultural Factors and Psychophar-
macological Considerations Rajesh M.
Parikh, M.D.

S92. Anxiety and Emotional Dysfunc-
tion in Endophenotype of Schizophre-
nia

A. Schizophrenia and Obsessive-
Compulsive Disorder: The Role of Sero-
tonergic and Dopaminergic Systems
Joseph Zohar

B. Anxiety Comorbidities and Role of
Emotion in Endophenotype of Schizo-
phrenia Stefano Pallanti

C. Investigating the Cognitive and
Emotional Neuropsychology of Schizo-
phrenia Comorbid With Anxiety Disor-
ders Naomi A. Fineberg, M.A.

D. Psychophysiological Investigation
of Pathological Anxiety and Emotional
Dysfunction in Patients With Schizphre-
nia Werner Strik, M.D.

S93. Teaching Psychiatry Residents
About Informed Consent

A. Informed Consent in Psychiatry:
An Overview Thomas G. Gutheil, M.D.

B. Initiation of Psychotherapeutic

ities for Latinos and Asians Using the
National Latino and Asian-American
Study Margarita Alegria, Ph.D.

B. Strategies for Assessing Mental
Health Disparities Using Health Care for
Communities Thomas McGuire, Ph.D.

C. Addressing Mental Health Dispar-
ities in Evidence-Based Mental Health
Practices Steve Leff

D. Reducing Mental Health Dispari-
ties for Racial and Ethnic Minorities:
The APA Plan of Action Francis G. Lu,
M.D.

S96. Fearful Sleep Arousals
A. Does Movement Suppression

Index Central Fear System Involvement

and Psychopharmacologic Treatment by
Psychiatry Residents Bret R. Rutherford,
M.D.

C. Informed Consent for Psychother-
apy Thomas G. Gutheil, M.D.

D. Complications of the Informed-
Consent Process in Psychotherapy Glen
O. Gabbard, M.D.

E. Informed Consent in Psychophar-
macology Steven K. Hoge, M.D.

S94. Sustained Recovery and Healthy
Functioning: The Long and Short of
It

A. Evidence for Recovery in the Psy-
chotherapy of Personality Disorders John
C. Perry, M.D.

B. Change in Psychological Risk and

Recovery in Recurrent Depression Elisa-
beth Banon

C. Dynamic Recovery in Patients
With Treatment-Refractory Disorders
Christopher Fowler

D. Examining the Sequence of Re-
covery in Long-Term Dynamic Psy-
chotherapy Michael P. Bond

E. A Review of Treatment Evidence
on Sustained Recovery and Healthy
Functioning Daniel Frank, M.D.

S95. Mental Health Disparities: Con-
cepts, Assessment, Evidence-Based
Practice, and Advocacy APA Council on
Minority Mental Health and Health Dispar-
ities

A. Estimating Mental Health Dispar- continued on page 60

Saturday, May 20, 2006
Lunch: 12:00 pm – 12:30 pm
12:30 pm – 3:30 pm
Royal York Hotel
Convention Floor, Concert Hall
Toronto, Ontario

12:30 - 12:40 PM

Welcome and Introduction
David J. Kupfer, MD, Symposium Chairperson

University of Pittsburgh School of Medicine
Western Psychiatric Institute and Clinic

12:40 - 1:05 PM

Assessing Statistical and Clinical
Signifi cance in Medical Research
David J. Kupfer, MD
University of Pittsburgh School of Medicine
Western Psychiatric Institute and Clinic

1:05 - 1:10 PM 

Questions

1:10 - 1:35 PM

All Risk Factors Are Not Created Equal: The 
Importance of Defi ning and Interpreting Risk 
on Medical Decision Making and Patient Care
Helena Chmura Kraemer, PhD
Stanford University

1:35 - 1:40 PM 

Questions

1:40 - 2:05 PM

Determining Effi cacy: Sound Clinical Trial 
Design and Interpretation 
Cornelius Katona, MD, FRCP 
Kent Institute of Medicine and Health Sciences
University of Kent

2:05 - 2:10 PM 

Questions 

2:10 - 2:35 PM

Treating Depression in Children and 
Adolescents: What’s a Clinician to Do? 
Jeff Q. Bostic MD, EdD 
Massachusetts General Hospital

2:35 - 2:40 PM 

Questions

2:40 - 3:05 PM

How to Treat in the Absence of Scientifi c 
Evidence: A Focus on Anxiety Disorders in 
the Elderly
Eric J. Lenze, MD
University of Pittsburgh School of Medicine
Western Psychiatric Institute and Clinic

3:05 - 3:30 PM 

Questions

Upon completion of this symposium, participants will be 
able to:

• understand statistical and clinical signifi cance in the design of 
clinical trials and how to analyze the results of clinical studies in 
terms of medical decision making; compare the different meth-
ods used to determine the clinical signifi cance of medical 
research;

• evaluate risk factors in medical research; understand the differ-
ences between risk factors and causation; differentiate between 
mediators and moderators and the role they play in risk 
research;

• gain an understanding of the current issues and com-
plexities involved in interpreting the results of clinical 
trials of psychotropic drugs;

• evaluate the reported risk of suicidality associ-
ated with antidepressant treatment in children and 
adolescents; recognize the risks of untreated 
depression; gain a better understanding of the 
pharmacological and psychosocial treatment 
options for depression in this population;

• develop strategies for effective medical decision making in 
cases where the scientifi c literature lacks suffi cient evidence to 
support any particular medication or treatment; gain an under-
standing of treatment options for geriatric patients with anxiety 
disorders where little data exist regarding effective treatments.

The American Psychiatric Association (APA) is accredited by the 
Accreditation Council  for Continuing Medical Education to pro-
vide continuing medical education for physicians.

The APA designates this educational activity for a maximum of 3 
category 1 credits toward the AMA Physician’s Recognition 
Award and for the CME requirement of the APA. Each physician 
should claim only those credits that he/she actually spent in the 
activity.

Attendees must be registered for the APA Annual Meeting to 
attend this symposium.  

Seating is limited and will be based on fi rst-come, fi rst-served.  
For more information about the meeting, please visit the APA 
website at www.psych.org or contact the APA toll free at 
1-888-357-7924 (within the U.S. or Canada) or 703-907-7300.

This program is sponsored by the American Psychiatric Association

Supported by an educational grant from Forest Pharmaceuticals, Inc. 
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tal Health Research Perspective Robert
M. Kertzner, M.D.

S99. Psychiatry in Amsterdam: Acute
Psychiatric Services in a Metropolitan
Area

A. The Amsterdam Model: Past, Pre-
sent, and Future Hans Sanders, M.D.

B. Urbanization as a Risk Indicator
for Psychiatric Disturbances Jack J.
Dekker, Ph.D.

C. A One-Year Prospective Study of
the Temporary Transitional Unit Wijnand
Mulder, M.D.

D. Controversies and Dilemmas Re-
garding the Amsterdam Model: Case
Histories Hans Nusselder, M.D.

E. Community Admission Units in
Amsterdam: A Benchmark Study Cecilia
Gijsbers Van Wijk, M.D.

2 p.m.-5:30 p.m.
Advances in Schizophrenia Jeffrey
Lieberman, M.D. 

3 p.m.-5 p.m.
New Research Poster Session 9

7 p.m.-10 p.m.
Industry-Supported Symposia
IS43. What Is the Role of Somatic and
Physical Symptoms in Depression?
Supported by Wyeth Pharmaceuticals

A. The Neurobiology of Somatic and
Physical Symptoms in Depression Pedro
L Delgado, M.D.

B. Pain and Other Somatic Symp-
toms and Their Relationship to Antide-
pressant Treatment Outcome George I.
Papakostas, M.D.

C. Diagnostic Challenges in Med-
ically Ill Patients With Depression Donna
E. Stewart, M.D.

D. Management Issues in the Treat-
ment of Depression With Comorbid Med-
ical Disorders Jonathan E. Alpert, M.D.

E. Are All Antidepressants Equally
Effective in the Treatment of Somatic
and Physical Symptoms in Depression?
Maurizio Fava, M.D.

in PTSD Nightmares? Steve H. Wood-
ward, Ph.D.

B. Sleep Terrors and Sleepwalking in
Children and Adults Rosalind D.
Cartwright, Ph.D.

C. Nocturnal Panic Attack: An Un-
derrecognized Fearful Arousal Ravi K.
Singareddy, M.D.

D. Sleep Paralysis: Overlooked Fear-
ful Arousal Thomas W. Uhde, M.D.

S97. Translating the Neurobiology of
Alcoholism Into Clinical Treatments
Collaborative Session With the National In-
stitute on Alcohol Abuse and Alcoholism

A. Lost in Translation: Preclinical
Studies of Genetic Susceptibility and
Neuroadaptations Point to a Growing
List of Novel Candidate Targets for
Treatment of Alcoholism Markus Heilig,
M.D.

B. Medications for Treating Alco-
holism: From Animal Models to Clinical
Usefulness Charles P. O’Brien, M.D.

C. Animal Models for Novel Medica-
tions for Alcoholism: View From the
Dark Side George F. Koob

D. Alcohol Relapse-Like Behavior in
Laboratory Animals: The Nociceptin/Or-
phanin Fq System: A Potential Target for
the Development of New Pharmacotreat-
ments Roberto Ciccocioppo, Ph.D.

E. TBD Barbara J. Mason, Ph.D.

S98. Same-Sex Civil Marriage: Histor-
ical and Mental Health Research Per-
spectives

A. Gay Marriage in History: New
Manifestations of Old Traditions Robert P.
Cabaj, M.D.

B. Gay Marriage in The Netherlands:
The First Five Years Nicolaas F. Hettinga,
M.D.

C. Leading the Way: Canadian
Same-Sex Marriage Laura M. Chapman,
M.D.

D. Six Weeks of Marriage Vows in
San Francisco: Personal Perspectives
Ellen Haller, M.D.

E. Same-Sex Marriage From a Men-

IS44. Diagnosing and Treating Alco-
hol Dependence in the Office Supported
by Alkermes Inc. and Cephalon Inc.

A. Alcoholism as a Chronic Disease:
Implications for Office-Based Treatment
A. Thomas McLellan, Ph.D.

B. Screening, Diagnosis, and Early
Intervention Kathleen T. Brady, M.D.

C. Current and Emerging Treatment
Options in Alcoholism Richard N. Rosen-
thal, M.D.

D. Office-Based Treatment of Co-
Occurring Psychiatric Disorders Shelly F.
Greenfield, M.D.

E. Behavioral Therapies for Alcohol
Dependence Grace Hennesy, M.D.

IS45. Managing Unmet Needs in Psy-
chiatric Illnesses: A Critical Look at
Disorders and Public Policy Supported
by Solvay Wyeth Pharmaceuticals

A. Managing the Unmet Needs in
Depression A. John Rush, M.D.

B. Managing the Unmet Needs in
Bipolar Disorder Roger S. McIntyre, M.D.

C. Managing the Unmet Needs in
Schizophrenia Marvin S. Swartz, M.D.

D. Managing the Unmet Needs in
Dementia K. Ranga R. Krishnan M.B.

E. Managing the Unmet Needs: A
Public Health Dilemma Junius J. Gonza-
les, M.D.

IS46. Remission and Recovery in
Schizophrenia: Advocating for Our
Patients Supported by Eisai Inc. and Pfizer
Inc.

A. Defining Remission and Recovery
in Schizophrenia Nancy C. Andreasen,
M.D.

B. Should Functional Outcomes Be a
Defining Feature of Remission and Re-
covery in Schizophrenia? Stephen R.
Marder, M.D.

C. An Evidence-Based Approach to
Achieving Remission and Recovery in
Schizophrenia John M. Kane, M.D.

D. Barriers to Achieving Remission
and Recovery in Schizophrenia Meera
Narasimhan, M.D. ■

Networking Opportunities for
Minority/Underrepresented Members

APA has planned a variety of activities for minority/underrepresented (MUR) psychiatrists at-
tending this year’s annual meeting. Among them are meetings of APA’s MUR caucuses,
which are forums to discuss issues and concerns. The following caucuses will meet during
the annual meeting:

• Caucus of American Indian, Alaska Native, and Native Hawaiian Psychiatrists: Monday,
May 22, 7 a.m.-8:15 a.m., Wellington Room, Intercontinental Hotel

• Caucus of Asian-AAmerican Psychiatrists: Monday, May 22, 6:30 p.m.-7:30 p.m.,
Wellington Room, Intercontinental Hotel

• Caucus of Black Psychiatrists: Tuesday, May 23, 5:30 p.m.-7 p.m., Humber Room, Inter-
continental Hotel

• Caucus of Gay, Lesbian, and Bisexual Psyychiatrists and the Association of Gay and Les-
bian Psychiatrists: Tuesday, May 23, 5:30 p.m.-7 p.m., Carlyle A Room, Delta Chelsea

• Caucus of Hispanic Psychiatristts: Monday, May 22, 6:30 p.m.-7:30 p.m., Oakville Room,
Intercontinental Hotel

• Caucus of International Medical Graduates: Monday, May 22, 6:30 p.m.-8:30 p.m.,
Grenadier Room, Intercontinental Hotel

• Caucus of Women Psychiatrists and the Associatioon of Women Psychiatrists: Monday,
May 22, 7 p.m.-9 p.m., Governor General’s Suite, Hilton

For a list of sessions and events on diversity-related topics, visit <www.psych.org/
downloads/APA_Schedule3.pdf>. More information on these sessions is available from
Alison Bondurant by phone at (703) 907-8639 or by e-mail abondurant@psych.org .

A PA wants to hear from members
who qualify for membership in one
of its minority/underrepresented cau-

cuses.This will help APA keep these mem-
bers informed about news and activities that
may be of particular interest to them.

Members who haven’t indicated their
ethnicity or race on their membership
records are encouraged to do so and to
join one of the minority/underrepre-
sented group caucuses.

Name ________________________
Phone ________________________
E-Mail ________________________

These are the ethnicities/races listed on
the APA membership application:

American Indian/Eskimo/Aleut/Native
Hawaiian

Mexican/Mexican American
Puerto Rican
Other Spanish descent (Cuban, Cen-

tral American, or South American)
Filipino
Indian/Pakistani/Ceylonese/Malay
Japanese/Chinese/Korean/Other

Asian
African American/Black

These are the seven APA minority/under-
represented group caucuses:

American Indian/Alaska Native/Native
Hawaiian

International Medical Graduates
Gay/Lesbian/Bisexual
Hispanic
Asian American
Black
Women

Members can provide this information
to APA’s Membership Department by 
e-mail to apa@psych.org or by phone at
(888) 357-7924 or by mailing this form
to APA Department of Minority and Na-
tional Affairs, Suite 1825, 1000 Wilson
Boulevard, Arlington, Va. 22209.

Find Your Voice in APA

Are you looking for a forum in which to share your expereinces and concerns? Are you con-
sidering changing your practrice setting? Do you want to find out what’s going on with other
psychiatrists in similar practice settings? If you answered yes to any of these questions, the
APA caucus program is for you.

The program highlights topics important to psychiatrists working in specialized treatment
settings or with particular patient groups. Each meeting is an open forum to which you can
bring your concerns, comments, complaints, or kudos and discuss them with colleagues
who may be experiencing similar issues. Several APA caucuses will meet at the annual
meeting in Toronto. The schedule and locations for these caucus meetings are as follows:

Monday, May 22
2 p.m.-4 p.m. Caucus of VA Psychiatrists

Library, Mezzanine Floor, Royal York Hotel

Tuesday, May 23
9 a.m.-11 a.m. Caucus of State Hospital Psychiatrists

Whistler Room, Hospitality Floor, Royal York Hotel

2 p.m.-4 p.m. Caucus of Psychiatrists Treating Persons With Mental Retarrdation/
Developmental Disabilities
Banff Room, Hospitality Floor, Royal York Hotel

Caucus of Psychiatrists Working in Correctional Settings
Confederation 3 Room, Mezzanine Floor, Royal York Hotel

t o r o n t oWEDNESDAYMAY24
159th annual meeting
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7 a.m.-8:30 a.m.
Industry-Supported Breakfast Symposia
IS39. Emerging Evidence in the
Treatment of Bipolar Depression
(Part 2) Supported by AstraZeneca Phar-
maceuticals

A. Neurobiology of Bipolar Patients:
What Does It Tell Us? Sophia Frangou,
M.D.

B. Future Treatments: Repetitive
Transcranial Magnetic Stimulation and
Vagus Nerve Stimulation in Bipolar De-
pression Guohua Xia, M.D.

IS40. Bipolar Illness: The Road to Re-
mission (Part 2) Supported by Bristol-
Myers Squibb Co.

A. An Evidence-Based Approach to
Achieving Remission in Bipolar Illness
Roger S. McIntyre, M.D.

B. The Role of Non-Pharmacologic
Therapies in Achieving Remission Ed-
uard Vieta, M.D.

IS41. New Frontiers in Depression:
Providing Solutions to Unmet Needs
(Part 2) Supported by Solvay Wyeth Phar-
maceuticals

A. Unipolar Versus Bipolar Depres-
sion: Diagnostic and Therapeutic Chal-
lenges James M. Martinez, M.D.

B. Current and Novel Treatment Op-
tions for Treatment-Resistant Depression
Lauren B. Marangell, M.D.

IS42. What the Psychiatrist Needs to
Know About Sleep-Related Move-
ment Disorders (Part 2) Supported by
GlaxoSmithKline

A. Restless Legs Syndrome and Psy-
chiatric Disorders: Demonstrating a Re-
lationship John W. Winkelman, M.D.

B. Current Therapeutic and Manage-
ment Strategies in Restless Legs Syn-
drome and Periodic Limb Movements of
Sleep Clete A. Kushida, M.D.

7:30 a.m.-2 p.m.
Registration/Course Enrollment Open

8 a.m.-Noon
CME Courses 98-101

9 a.m.-10:30 a.m.
Clinical Case Conferences 

5. Consultation-Liaison Casebook
Challenge: Strategies and Limitations
in Establishing Competency Dimitri D.
Markov, M.D., Kenneth M. Certa, M.D.,
John Paul Gomez, M.D., David H. Lynn,
M.D., Jacob Widroff, M.D. (for APA
members only)

Issue Workshops
IW77. Direct to Consumer Mar-

keting: Just Who Is the Consumer?
Co-Chairpersons: Nadeem H. Bhanji, M.D.,
David A. Baron

IW78. Can I Change? A Journey
Through Ex-Gay Ministries and Be-
yond Association of Gay and Lesbian Psychi-
atrists; Co-Chairpersons: Mary E. Barber,
M.D., David L. Scasta, M.D.

IW79. A Model for Improved Psy-
chiatric Services in Developing Coun-
tries: South Asian Forum International
South Asian Forum; Chairperson: Jagan-
nathan Srinivasaraghavan, M.D.

IW80. Use of a Standardized Com-
prehensive Psychiatric Assessment

Lazarus, M.D.
IW90. Collaborative Mental

Health Care in Canada Chairperson:
Nick Kates, M.B.

IW91. Psychiatry in the Primary
Care Setting: Making It Work for
Doctors and Patients Chairperson: John
C. Urbaitis, M.D.

IW92. Computer Tools for Cogni-
tive-Behavior Therapy: Integrating
Technology Into Clinical Practice
Chairperson: Jesse H. Wright, M.D.

IW93. Cultural Diversity and Psy-
chiatry: Clinical Care, Research, and
Education Chairperson: Niranjan S
Karnik, M.D.

IW94. Cardiovascular Complica-

Tool to Facilitate Evidence-Based De-
cisions: The InterRAI Mental Health
Co-Chairpersons: Trevor F. Smith, Ph.D.,
John P. Hirdes, Ph.D.

IW81. Going to the Heart of the
Matter in Patient Interviews Chairper-
son: Harold J. Bursztajn, M.D.

IW82. Fibromyalgia: Current Un-
derstanding and Future Directions Co-
Chairpersons: Alan Z. Manevitz, M.D.,
James P. Halper, M.D.

IW83. Traumatized Children in
Iraq Chairperson: Sadiq H. Al-Samarrai,
M.D.

IW84. International Medical
Graduates in Training and Practice:
Professional and Personal Trials Co-
Chairpersons: Michael F. Myers, M.D., 

Nyapati R. Rao, M.D.
IW85. Race and Countertransfer-

ence in the Clinical Setting Co-Chair-
persons: Sherri M. Simpson, M.D., Sandra
C. Walker, M.D.

IW86. Dialectical Behavioral
Therapy With Adolescents Chairperson:
Viet Q. Bui, M.D.

IW87. Mental Health Issues in the
Aftermath of Hurricane Katrina Co-
Chairpersons: Philip T. Merideth, M.D.,
Grayson Norquist, M.D.

IW88. Size Matters: Teaching
Medical Students in Small Groups Co-
Chairpersons: Lana M. Benedek, M.D.,
Bruce C. Ballon, M.D.

IW89. So You Want to Be a Clini-
cal Investigator Chairperson: Arthur continued on page 63

Sunday, May 21, 2006 • 7:30 AM – 8:00 AM Breakfast • 8:00 AM – 11:00 AM Symposium
Metropolitan Ballroom, Convention Level, Westin Harbour Castle • Toronto, Ontario, Canada 

APA 2006 Annual Meeting

At the conclusion of this program, participants should be able to:

• Understand the evolving definition of treatment resistance.

• Understand the evolving concepts and clinical approaches 
to treatment-resistant depression. 

• Discuss the impact of mood disorders on public health
and public policy.

• Discuss the predictors of antidepressant response.

Attendees must be registered for the APA Annual Meeting to attend this
symposium.  Seating is limited and will be based on a first-come, first-
served basis. For more information about the meeting, please visit the APA
Web site at www.psych.org or contact the APA toll-free at 1-888-357-7924
(within the US or Canada) or (703) 907-7300.

The American Psychiatric Association (APA) is accredited by the Accreditation
Council for Continuing Medical Education to provide continuing medical
education for physicians.

The APA designates this educational activity for a maximum of 3 category
1 credits toward the AMA Physician’s Recognition Award and for the CME
requirement of the APA.  Each physician should claim only those credit
hours that he/she actually spent in the activity.

8:00 AM – 8:15 AM

Welcome and Introduction
Charles B. Nemeroff, MD, PhD
Reunette W. Harris Professor and
Chairman
Department of Psychiatry and

Behavioral  Sciences
Emory University School of
Medicine
Atlanta, GA

8:15 AM – 8:45 AM

Evolving Concepts in
Treatment-Resistant Depression
Charles B. Nemeroff, MD, PhD

8:45 AM – 9:15 AM

Neuropharmacological Basis
for Treatment Strategies in the
Management of Refractory
Depression
Stephen Stahl, MD, PhD
Adjunct Professor
University of California, San Diego,
School of Medicine
La Jolla, CA
Chairman
Neuroscience Education Institute
Carlsbad, CA

9:15 AM – 9:45 AM

New Strategies for
Treatment-Resistant Depression
Linda L. Carpenter, MD
Associate Professor
Department of Psychiatry and

Human Behavior
Brown Medical School
Providence, RI

9:45 AM – 10:15 AM

Re-evaluating Concepts
of Depression: Bipolar Spectrum
S. Nassir Ghaemi, MD, MPH
Associate Professor of Psychiatry

and Public Health
Emory University School of 

Medicine
Atlanta, GA

10:15 AM – 11:00 AM

Question-and-Answer Session
Faculty Panel

Sponsored by the 
American Psychiatric

Association

Supported by an
educational  grant from Pfizer Inc.

OBJECTIVESAGENDA

THURSDAYMAY25
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with its lid resting slightly askew, which is
no accident. 

Moriyama is quoted as saying, “When I
first viewed the collection [of shoes], I was
impressed by the array of shoe boxes that
protected the shoes from light and dust.” 

Two of the museum’s outer walls angle
inward from roof to sidewalk. 

At the museum’s entrance, a glass wedge
protrudes through the building’s limestone
and enables passersby to see the lobby, five-
story steel staircase, and a 42-foot high win-
dow in the rear of the building. 

Visitors usually begin their tour with the
exhibit “All About Shoes: Footwear
Through the Ages,” which gives an
overview of shoes that have been worn
through different periods of history. 

The exhibit “Icons of Elegance: Influ-
ential Shoe Designers of the 20th Century”

Shoes
continued from page 8

Castle
continued from page 25

The conservatory’s stained-glass ceil-
ing dome was also imported from Italy.
The round room housed a number of ex-
otic plants, and to ensure that they sur-
vived, steam pipes were buried in the
flower beds. 

The Oak Room boasts oak panels carved
so intricately that they were first displayed
in the Musee Beaux Arts in Montreal in
1913 before being installed in Casa Loma.
Italian craftsmen were brought to Toronto
to carve the oak panels and the molded plas-
ter ceiling. 

The Pellatts’ private quarters occupy a
large portion of the castle’s second floor.
Lady Pellatt’s bedroom, bathroom, sitting
room, and balcony occupy 3,000 square
feet. Sir Pellatt’s quarters are smaller, but
include an 18-inch-diameter showerhead
in his bathroom. 

Sometimes, the parts of the castle that
are hidden are just as fascinating as those
that are on display. 

connections
continued from page 50

Issue Workshop: “Virtual Reality and
Video Games in the Treatment of Men-
tal Health Disorders and Addictions: An
Evidence-Based Analysis”; Monday, May
22, 11 a.m. to 12:30 p.m.; Salon A, Con-
vention Floor, Royal York Hotel

Presenters will review the scientific lit-
erature regarding various technological
therapeutic innovations, such as virtual
reality, video games, and other forms of
computer-based therapy in terms of ther-
apeutic effectiveness, diagnosis, treatment,
and psychoeducation. The workshop will
also cover the possible risks of ethical con-
cerns and exacerbation of mental health
problems.

Course: “How to Use Your Palm OS
PDA in Psychiatric Practice: Basic”;
Tuesday, May 23, 8 a.m. to noon; Confer-
ence Room F, Mezzanine, Sheraton Centre

This course is for beginners who own a
Palm OS PDA. There will be hands-on in-
struction on how to enter information, use
the different built-in programs, synchro-
nize with a desktop computer, install soft-
ware, and utilize medical software such as
ePocrates Rx. 

Course: “How to Use Your Palm OS
PDA in Psychiatric Practice: Advanced
Topics”; Tuesday, May 23, 1 p.m. to 5 p.m.;
Conference Room F, Mezzanine, Sheraton
Centre

This course is for advanced users who
seek to get more out of their Palm OS de-
vice. This course is not intended for be-
ginners or for those taking the above basic
course until after they have had time to
practice the skills mastered in that course.
Topics will include how to prepare emer-
gency backup of data, how to create a hand-
held database, how to capture Web sites for
offline viewing, and how to better organ-
ize your programs for ease of use. You will
learn how to create PDFs and carry them
on your PDA here. 

Course: “How to Use Your Pocket PC
PDA in Psychiatric Practice”; Wednes-
day, May 24, 8 a.m. to noon; Windsor
Room East, Mezzanine, Sheraton Centre  

This course will cover basic functions of
the Windows Mobile (formerly known as
Pocket PC) operating system for PDAs.
Participants will learn ways to optimize their
device settings, implement security, syn-
chronize data with a desktop computer, in-
stall software, and run various medical ap-
plications.

Component Workshop: “The National
Health Information Network and Psy-
chiatry: How Will the Coming National
Electronic Health Record (EHR) Im-
pact Our Patients and Our Practice?”;
Wednesday, May 24, 9 a.m. to 10:30 a.m.;
Room 205 D, Level 200, Toronto Con-
vention Centre, North

Presenters will discuss the development
of the national health information infra-
structure in the U.S. under the Office of
the National Coordinator for Health In-
formation Technology. They will review
the status of the EHR movement, privacy
and confidentiality issues, and the processes
that are being utilized to develop standards
and requirements for a nationally interop-
erable HER system.

Issue Workshop: “The Quality Infor-
mation System: A New System for Mea-
suring Progress in the Doctor-Patient

Relationship”; Wednesday, May 24, 9 a.m.
to 10:30 a.m., Room 714 B, Level 700,
Toronto Convention Centre, South

Presenters will demonstrate use of the
Quality Information System, a computer-
ized system used in routine clinical prac-
tice. This program can implement a short
measurement instrument (like the Health of
the Nation Outcome Scales) to evaluate the
treatment progress of individual patients
and groups in a clinical practice, hospital, or
health care system. 

Course: “Psychiatry and the Internet”;
Wednesday, May 24, 1 p.m. to 5 p.m.;
Wentworth Room, Second Floor, Shera-
ton Centre

This course will review some of the
many resources available on the Internet,
such as Web browsers and search engines,
and how to use them efficiently. Partici-
pants will learn how to access and find med-
ical information, as well as how to down-
load it. Patient-care issues such as online
therapy and its implications will be re-
viewed.

Issue Workshop: “Computer Tools for
CBT: Integrating Technology Into Clin-
ical Practice”; Thursday, May 25, 9 a.m. to
10:30 a.m., Room 711, Level 700, Toronto
Convention Centre, South

This workshop will provide a brief
overview of the use of computers in treat-
ment and education. Topics covered will
include indications for using computer
tools in clinical practice, integration of
computer and human components of ther-
apy and education, methods of using com-
puter tools for CBT training, and eco-
nomic issues.

Issue Workshop: “Use of a Standardized
Comprehensive Psychiatric Assessment
Tool to Facilitate Evidence-Based De-
cisions: The InterRAI Mental Health”;
Thursday, May 25, 9 a.m. to 10:30 a.m.,
Room 205 A, Level 200, Toronto Conven-
tion Centre, North

This workshop will review use of the
InterRAI mental health standardized data
collection system for mental health, which
is designed to include care planning, out-
come measurement, quality improvement,
and case mix–based funding applications.
Workshop participants will learn how to
use this comprehensive assessment tool for
evidence-based clinical decision making and
outcomes evaluation.

Symposium: “Virtual Environments and
Convergent Media Technology”; Thurs-
day, May 25, 2 p.m. to 5 p.m., Room 104 D,
Level 100, Toronto Convention Centre,
North

This symposium will review how vir-
tual reality (VR) environments, created
through computerized simulation pro-
grams and displays, have become clini-
cally useful in medical and psychological
VR applications. The presenters will dis-
cuss VR use in assessment, therapy, and
rehabilitation, as well as for study of brain
functions.

Symposium: “Using Technology to Im-
prove Patient Care”; Thursday, May 25,
2 p.m. to 5 p.m., Room 714 B, Level 700,
Toronto Convention Centre, South

This symposium will review how PDAs
are playing an expanding role in health care.
Clinical decision support, improved quality
of care, and even prescription cost savings
are some of the ways that technology im-
proves patient care. ■

neural circuitry, and neurochemistry/neu-
roendocrinology. 

The symposium “Diagnostic Criteria in
Alzheimer’s Disease and Dementia,” chaired
by NIH’s Trey Sunderland, M.D., will high-
light the work group’s recommendations
for exploiting recent scientific break-
throughs in a fast-moving field. Presenta-
tions will address how diagnostic criteria
might be updated to reflect data emerging
from novel applications of neuroimaging
technologies, how improved assessment of
executive function and attention can con-
tribute to a better understanding of the
pathology of the dementias, and how
prospects for clinically applicable bio-
markers in prognosis and diagnosis of
Alzheimer’s disease and dementia.

The research planning conference se-
ries, which APIRE administers with the
cosponsorship of WHO and NIH, is nearly
halfway complete, with five of the 12 con-
ferences already conducted. Future con-
ferences will focus on psychotic disorders,
the spectrum of obsessive-compulsive be-
havior, somatic presentations of mental dis-
orders, externalizing disorders of childhood,
depression and generalized anxiety disor-
ders, and the clinical, forensic, economic,

DSM
continued from page 37

features the shoes of Salvatore Ferragamo,
Manolo Blahnik, and Christian Louboutin,
among others. 

The award-winning “Beads, Buckles,
and Bows: Four Hundred Years of Em-
bellished Footwear” features 300-year-
old Italian dress shoes made of apple-
green-colored silk, embroidered ankle
boots from 19th century France, and or-
nately beaded Italian heels from a more
modern time, the late 1960s. This exhibit
explains how sequins were once made out
of beetle wings, fish scales, or mother of
pearl. Nowadays, sequins are decorative
but were once worn to repel evil and pro-
mote fertility, according to museum lit-
erature. 

Another exhibit opening in March will
feature the shoes of Chinese children
throughout the ages. 

The Bata Shoe Museum is located
at 327 Bloor Street West. More infor-
mation is posted at <www.batashoe
museum.ca/>. ■

For instance, there are hidden stairways
that lead from Pellatt’s study to a wine cel-
lar in the basement and to a second-floor
hallway. 

There is also an 800-foot tunnel 18 feet
below ground that leads from Casa Loma
to the estate’s elaborate stables, where gold
name plates for the horses used to adorn
each of the mahogany stalls. Stable floors
are constructed with Spanish tiles.

Due to the gradual deterioration of cer-
tain structures, in 1996 an elaborate restora-
tion of the castle and stables began. 

The grounds of the estate also feature
five acres of gardens.

A self-guided digital audio tour in eight
languages (English, French, Japanese, Ger-
man, Italian, Spanish, Mandarin, and Ko-
rean) is available for a $2 surcharge.

Casa Loma is located at 1 Austin Place,
a short walk from the Dupont subway stop.
It is open daily from 9:30 a.m. to 5 p.m.
Admission is $12 for adults aged 18 to 59
$7.50 for those aged 60 and up. There are
discount rates for youngsters under age 18.
More information about Casa Loma is
posted at <www.casaloma.org/>. ■

and other implications of a revised classi-
fication from a public health perspective.
Another conference will assess the overall
practicality and utility of incorporating di-
mensional approaches into the DSM.

Each conference is being co-chaired by
a senior U.S. investigator and an interna-
tional colleague, and psychiatrists and oth-
ers from around the world are being invited
to participate. 

“The extent of international interest in
the DSM-V research-planning conferences
is very encouraging,” Regier said. “Because
the manual is used throughout the world,
we are making a strenuous effort to ensure
that DSM-V empirically considers the dif-
ferent ways in which individuals experience
mental disorders across cultures, socioeco-
nomic status, and across the globe.

“Members should be aware that a Web
site is available at <www.dsm5.org> that
provides information about the future con-
ferences and detailed summaries of those
that have already taken place. We will use
the site to report new developments as they
occur over the next several years and to
offer researchers and the general public op-
portunities to offer feedback and sugges-
tions regarding DSM development.”

He noted that Michael First, M.D., who
is a consultant to APIRE and has played a
major role in prior revisions of the DSM, led
the creation of the Web site. ■
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tions of Second Generation Antipsy-
chotic Drugs Co-Chairpersons: Peter
Manu, M.D., Raymond E. Suarez, M.D.

IW95. Children of Psychiatrists
Co-Chairpersons: Michelle B. Riba, M.D.,
Leah J. Dickstein, M.D.

9 a.m.-Noon
Media Workshop

MW7. “Bad Education”: Portraying
Transsexualism, Pedophilia, and Ad-
diction American Academy of Child and
Adolescent Psychiatry; Chairperson: Jose P.
Vito, M.D.

11 a.m.-12:30 p.m.
Issue Workshops

IW96. Group Psychotherapy of
Substance Abuse American Group Psy-
chotherapy Association; Co-Chairpersons:
David W. Brook, M.D., Henry I. Spitz, M.D.

IW97. Providing Behavioral
Health Treatment Services for Very
Young Special-Needs Children and
Their Families Chairperson: Peter D
Ganime, M.D.

IW98. The Impact of Race and
Gender on the Interactions Between
Female Psychiatry Residents and
Their Patients: An Interactive Group
Workshop Co-Chairpersons: Nancy M.
Bivens, M.D., Christina V. Mangurian,
M.D.

IW99. Identifying and Managing
Patients With Schizophrenia and a
Genetic Syndrome Chairperson: Anne S.
Bassett, M.D.

IW100. Disasters, Public Policy,
and Addiction Psychiatry Collaborative
Session With the National Institute on Alco-
hol Abuse and Alcoholism; Chairperson:
Richard J. Frances, M.D.

IW101. Performance-Enhancement
Psychological Techniques in Golf In-
ternational Society for Sport Psychiatry; Co-
Chairpersons: Syed S. A. Naqvi, M.D., 
Salvador R. del Rosario Jr., M.D.

IW102. Anorexia and Malnutrition
in the Elderly Patient Chairperson:
Jonathan T. Stewart, M.D.

IW103. Medical Comorbidity in
Dual-Diagnosis Patients Collaborative
Session With the National Institute on Alco-
hol Abuse and Alcoholism; Chairperson: 
Vasant P. Dhopesh, M.D.

IW104. Detecting Bipolar Disor-
der Co-Chairpersons: Gary E. Miller, M.D.,
Richard L. Noel, M.D.

IW105. Simulations and Psychi-
atric Education: Workshop for Stan-
dardized Patient Training Co-Chairper-
sons: Nancy L. McNaughton M.Ed., Kerry
J. Knickle, B.A.

IW106. Making It Happen: Imple-
menting the APA Practice Guideline
for Major Depressive Disorder in
Everyday Practice Chairperson: Jack S.
McIntyre, M.D.

IW107. Desperate Housewives
Survive the War of the Worlds: Thera-
peutic Perspectives on Women’s
Health Chairperson: Richard K. Harding,
M.D.

IW108. Psychiatrists Who Have
Faced Mental Illness in Themselves:
There Is a Silver Lining Co-Chairper-
sons: Michael F. Myers, M.D., Leah J. 
Dickstein, M.D.

IW109. Teaching Human Sexuality
to Health Science Students Using the

105. The Naturalistic Treatment of
Panic Disorder in a Real-World Clinical
Setting Eric D. Peselow, M.D.

Session 36. Family Contributions/Per-
spectives

106. Family Background and Genius:
Nobel Laureates in Science Albert
Rothenberg, M.D.

107. Familial Psychiatric Disorders
and Sudden Infant Death Syndrome: Is
There a Significant Relationship? Jeffrey
Sverd, M.D.

108. The Parent’s Perspective on Gen-
der Variant Children and Adolescents:
Concerns, Hopes, and Joys Darryl B. Hill,
Ph.D.

Sexual Events Classification System
Association for Academic Psychiatry; Co-
Chairpersons: Donald C. Fidler, M.D.,
Gregg Dwyer, M.D.

IW110. Improving Access to Health-
care for Homeless Persons Living With
HIV/AIDS Co-Chairpersons: Keith R. Stow-
ell, M.D., Antoine B. Douaihy, M.D.

Medical Update 4. Philip Wong, M.D.,
on Liver Transplant Update: Current
Outcomes and Challenges in 2006

Scientific and Clinical Reports
Session 34. Current Research in De-
pression and Anxiety

100. Desvenlafaxine: Preclinical Evi-

dence for 5HT and Norepinephrine Re-
uptake Inhibition, Antidepressant, and
Antinociceptive Activity Terrance H. An-
dree, Ph.D.

101. Efficacy and Safety of Desven-
lafaxine Succinate in the Treatment of
MDD Nicholas Demartinis, Ph.D.

102. Panic Disorder Associated With
Severe Dizziness: Demographic and
Clinical Features and Treatment With
Clonazepam Antonio E. Nardi, M.D.

Session 35. Panic Disorders
103. A 40-Year Follow-Up Study of

Patients With Panic Disorder Gabriel
Rubio, M.D.

104. Resilience in Anxiety Disorders
Catherine Mancini, M.D. continued on page 64

Attendees must be registered for the APA 2006 Annual Meeting to 
attend this symposium. Seating is limited and will be based on first-
come, first-served. For more information about the meeting, please 
visit the APA website at www.psych.org or contact the APA toll free 
at 1-888-357-7924 (within the US or Canada) or 703-907-7300.

Learning Objectives:
At the conclusion of this symposium, the participant should be able to:

1. Understand the clinical presentation of ADHD through young 
adulthood

2. Appreciate the special considerations in the diagnosis and 
treatment of young adults with ADHD

3. Discuss new and emerging pharmacological treatments for 
adolescents and adults with ADHD

The American Psychiatric Association (APA) is accredited by the 
Accreditation Council for Continuing Medical Education to provide 
continuing medical education for physicians.

The APA designates this educational activity for a maximum of 3 
category 1 credits toward the AMA Physician’s Recognition Award 
and for the CME requirement of the APA. Each physician should 
claim only those credits that he/she actually spent in the activity.

Dinner
6:30 PM – 7:00 PM

Program
7:00 PM • Welcome/Introduction
Timothy E. Wilens, MD, Chair • Massachusetts General Hospital

7:10 PM • Imaging the Brains of ADHD Adults: New Findings 
George Bush, MD • Massachusetts General Hospital

7:35 PM • ADHD ‘Not Otherwise Specified’: Conceptual Issues 
Stephen V. Faraone, PhD • SUNY Upstate Medical University

8:00 PM • ADHD Behind the Wheel: Driving With ADHD 
Craig B. Surman, MD • Massachusetts General Hospital

8:25 PM • ADHD Goes to College: Planning, Protecting,
and Prospering 
Sharon B. Wigal, PhD • University of California, Irvine

8:50 PM • Emerging Therapies in the Treatment of ADHD 
Timothy E. Wilens, MD • Massachusetts General Hospital

9:15 PM • Question and Answer Session

10:00 PM • Adjournment

Sponsored by the American Psychiatric Association. Supported by an educational grant from Shire.

Monday, May 22, 2006 • 6:30 PM – 7:00 PM Dinner • 7:00 PM – 10:00 PM Program • The Fairmont Royal York Hotel • Convention Floor Concert Hall

Understanding and Managing the Transition of ADHD From 
Adolescence to Young Adulthood: The Maturation of the Disorder

APA 2006 ANNUAL MEETING: ISS-31

t o r o n t oTHURSDAYMAY25
159th annual meeting
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S107. Post-Deployment Mental
Health: Translating Research Into
Clinical Practice

A. The Veterans Affairs/Department
of Defense Response to OIF/OEF Men-
tal Health Challenges Harold S. Kudler,
M.D.

B. Traumatic Brain Injury in
OEF/OIF Veterans: Implications for
Health Care Robin A. Hurley, M.D.

C. Neuroactive Steroids and Stress in
Psychiatric Disorders Christine E. Marx,
M.D.

D. Multimodal Imaging Assessment
of PTSD Rajendra A. Morey, M.D.

E. The Amygdala, Stress, and Sub-
stance Abuse Scott D. Moore

S108. Improving Cross-Cultural
Competency in Psychiatric Training

A. Preparing Psychiatrists of the Fu-
ture to Treat an Increasingly Diverse
Population Annelle B. Primm, M.D.

B. Asians and Psychiatry: Under-
standing Their Perspectives Consuelo C.
Cagande, M.D.

C. Mental Disorders: Hispanics as
Patients and Clinicians Humberto Marin,
M.D.

D. South-Asian Immigrant Physician:
American Patient, Cross-Cultural Treat-
ment R. Rao Gogineni, M.D.

S109. Bereavement and DSM-V
A. Should Bereavement Remain an

Exclusion for Major Depression? Sidney
Zisook, M.D.

B. Complicated Grief and DSM-V
Holly G. Prigerson, Ph.D.

C. Complicated Grief Treatment: Im-
plications for DSM-V M. Katherine Shear,
M.D.

D. Treatment of Bereavement-Re-
lated Depression: Implications for DSM-
V Paula Hensley, M.D.

S110. NAMI Doctors Sound Off Na-
tional Alliance on Mental Illness

A. Recovery Programs and Mental
Illness Edward F. Foulks, M.D.

B. Formulary Roulette: Getting Bet-
ter Odds With Access to Treatment Ken-
neth Duckworth, M.D.

C. Medication Adherence: Partnering
With Your Patients Stephen M. Goldfinger,
M.D.

D. The Changing Role of Families in
Psychiatry Anand Pandya, M.D.

E. Recovering Psychiatrists Elizabeth
A. Baxter, M.D.

S111. Infectious Diseases and Psychi-
atric Symptomatology

A. SARS: Psychological Conse-
quences for the Patient the Health Care
Worker and the General Population
Rima Styra, M.D.

B. Psychiatric Aspects of HIV/AIDS
Stephen J. Ferrando, M.D.

C. Hepatitis C Disease Management
Patterns in High-Risk Populations: Test-
ing, Infection, and Treatment Rates
Among Patients With Serious Mental Ill-
ness and Substance Use Disorders Peter
Hauser, M.D.

D. Delusional Parasitosis: An Infec-
tious Disease Created Within Our Own
Minds and Spread as Folie-a-Deux by
Primitive Biological Mechanisms Annette
M. Matthews, M.D.

to Obstructive Sleep Apnea/Hypopnea
Syndrome Steven Hull, M.D.

128. Efficacy, Tolerability, and Safety
of Once-Daily Atomoxetine Hydrochlo-
ride Versus Placebo in Taiwanese Chil-
dren and Adolescents With ADHD Susan
Shur-Fen Gau, M.D.

129. Medication Nonadherence in
Bipolar Disorder: The Role of Patients
Treatment Perceptions Rob Horne

Session 44. Therapeutic Solutions for
Caregiving Families

130. Spirituality and Recovery From
Depression Caroline B. Williams, M.D.

131. Depression and Caregiver Bur-
den in Families of People With Schizo-
phrenia Lawrence Haber, Ph.D.

132. Psychodrama Groups for Psychi-
atric Intervention to Family Members of
Patients With Schizophrenia Derya I. Ak-
biyik, M.D.

12 p.m.-1:30 p.m.
Forums

14. Psychotherapy Tools for Disas-
ter-Related Problems Chairperson:
Katherine Shear, M.D.

15. Improving the Quality of
Health Care for Mental and Substance
Use Conditions Chairperson: Mary Jane
England, M.D.

Noon-2 p.m.
New Research Poster Session 10

2 p.m.-5 p.m.
Symposia
S100. Strengthening of Mental Health
Systems in Low- and Middle-Income
Countries APA Council on Global Psychia-
try

A. Strengthening of Mental Health
Systems in Low and Middle Income
Countries: World Health Organization’s
Current Activities Shekhar Saxena, M.C.

B. Strengthening the Mental Health
System in Chile Alberto H. Minoletti,
M.D.

C. Strengthening the Mental Health
System in Pakistan Khalid Saeed, M.D.

D. Strengthening of Mental Health
Services: The Role of NGOs R. Thara,
M.D.

E. Assessment and Strengthening of
the Mental Health System in the Hunan
Province of China Li L. Jiang, M.D.

E. Activities of the World Psychiatric
Association to Strenthen Mental Health
in Low- to Middle-Income Countries M.
Parameshvara Deva

S101. Identifying Subtypes in OCD
A. OCD Subtypes and Drug Treat-

ment Response Wayne K. Goodman, M.D.
B. Subtypes of OCD From a Familial

Perspective Gerald Nestadt, M.D.
C. OCD Subtypes Based on Course

of Illness and Clinical Features Jane L.
Eisen, M.D.

D. Neurobiological Heterogeneity in
OCD Sanjaya Saxena, M.D.

S102. Virtual Environments and Con-
vergent Media Technology

A. Virtual Reality Assets for Assess-
ment, Therapy, and Rehabilitation Albert
A. Rizzo, Ph.D.

B. Why Simulate? The Cognitive
Neuroergonomics of Virtual Environ-

Session 37. Matching Treatment to
Appropriate Populations

109. Patterns of Symptom Response in
the Treatment for Adolescents With De-
pression Study: Do Some Symptoms Re-
spond Better to Certain Treatments? Jes-
sica L. Murakami, M.S.

110. Antipsychotics in the Treatment
of Delirium: A Review of Prospective
Trials Dallas P. Seitz, M.D.

111. Treatment Matching in the Post-
Hospital Care of Patients With Depres-
sion Gabor I. Keitner, M.D.

Session 38. Suicide
112. Distinguishing Patients Who At-

tempt Suicide From Patients With
Ideation Only Stephen B. Woolley, M.P.H.

113. Hopelessness and Suicidality
Three Months Post-Hospital Discharge
John W. Goethe, M.D.

114. Parent’s Socioeconomic Status,
Psychiatric Disorders, and Suicidality as
Risk Factors of Subsequent Suicide of Off-
spring: The Northern Finland 1966 Birth
Cohort Study Antti S. Alaräisänen, M.B.

Session 39. Current Trends and Con-
troversies in Psychiatry

115. A Review of Chemical Castration
and Its Use in the U.S. Penal System
Sara G. West, M.D.

116. Acupuncture and Cognitive-Be-
havior Therapy for PTSD Michael Holli-
field, M.D.

117. Pseudoseizures: Interaction of
Past Traumatic Stress and Current Sup-
pression of Negative Affects James L.
Griffith, M.D.

Session 40. Cultural Variations in Psy-
chiatric Illness

118. BPD and Cultures Bernadette M.
Grosjean, M.D.

119. Patterns of Antidepressant Pre-
scribing and Suicide in Israel Dov Aizen-
berg, M.D.

120. Prevalence of PMDD Among
Women in a Primary Care Outpatient
Setting in the United Arab Emirates 
Ossama T. Osman, M.D.

Session 41. Lifestyle Issues in Mental
Health

121. Lifestyle Issues in Mental Health:
Social Support, Diet, Fitness, and Recre-
ation Henry T. Chuang, M.D.

122. Alcoholism in Schizophrenia:
Systematic Review 2000-2004 Johanna
Koskinen, M.B.

123. Cigarette Smoking Among Psy-
chiatric Outpatients: A Matched Case-
Control Study in Bucaramanga, Colom-
bia Adalberto Campo-Arias, M.D.

Session 42. Studies in Addiction
124. Substance Abuse in Bipolar Dis-

order E. Sherwood Brown, M.D.
125. Substance-Related Disorders and

Dual Diagnosis in a Random Nation-
Wide Sample of 998 Prisoners: Preva-
lences and Risk Factors Michael
Lukasiewicz, M.D.

126. Stroop Performance in Patholog-
ical Gamblers Pinhas N. Dannon, M.D.

Session 43. Complication of Treat-
ments in Psychiatric Disorders

127. Armodafinil Improves Fatigue in
Patients With Excessive Sleepiness Due

ments Henry J. Moller, M.D.
C. Can Virtual Reality Be Useful for

the Study of Brain Functions? Pierre
Boulanger, Ph.D.

D. Music Triggered Avatars: A New
Way to Express Emotion in the Virtual
World Robyn Taylor, B.S.C.

E. The Evolution of Clinical Virtual
Reality Simulation Over the Past 10 Years
Ken Graap, M.Ed.

S103. A Research Agenda for DSM-V
Concerning Religious and Spiritual Is-
sues in the Diagnostic Process APA
Corresponding Committee on Religion, Spiri-
tuality, and Psychiatry

A. Religious and Spiritual Aspects in
the Diagnosis of Depression Dan G.
Blazer II, M.D.

B. Religious and Spiritual Aspects of
the Diagnosis of Anxiety Disorders and
Adjustment Disorders Samuel B. Thiel-
man, M.D.

C. Substance Dependence and Spiri-
tuality Marc Galanter, M.D.

D. Religious and Spiritual Aspects of
Personality Traits and Disorders C. Robert
Cloninger, M.D.

E. Religious and Spiritual Aspects of
Child and Adolescent Psychiatric Disor-
ders Mary Lynn Dell, M.D.

S104. Global Mental Health Dispari-
ties: A Cultural Perspective and the
Potential for Formal and Informal In-
ternational Exchanges APA Council on
Global Psychiatry

A. The Global Treatment Gap in
Mental Health Care Robert Kohn, M.D.

B. International Cooperation in Re-
gional Psychiatric Programs Rodrigo A.
Muñoz, M.D.

C. Trauma Treatment at the Child
Rescue Center at Bo, Sierra Leone
Michael A. Hollifield, M.D.

D. Socioeconomic and Environmen-
tal Realities and Cultural Factors Affect-
ing Children’s Mental Health and Treat-
ment in Africa Dolores Garcia-Moreno,
M.D.

E. An International Perspective on
Disability Samuel O. Okpaku, M.D.

S105. Psychiatry on the Silver Screen
A. The Movies, the Mind, and Holly-

wood Stereotypes Rudolf A. Feijen, M.D.
B. Teaching Psychiatry by Movie

Clips: How to Overcome Stereotypes
Bastiaan L. Oele, M.D.

C. Cinema in the Consulting Room:
The Silver Screen as a Projection Screen
Josephine M. Caubel, M.D.

D. The Use of Film in a Psychody-
namic Treatment Willem C. Tuinebreijer,
M.D.

S106. Treatment of Personality Disor-
ders: Preview of TPD IV

A. Treatment of the Narcissistic Per-
sonality Elsa F. Ronningstam, Ph.D.

B. Treatment of Histrionic Personal-
ity Disorder Glen O. Gabbard, M.D.

C. Psychotherapy With Cluster A
Personality Disorders Michael H. Stone,
M.D.

D. Treatment of Borderline Personal-
ity Disorder John G. Gunderson, M.D.

E. Treatment of Cluster C Personal-
ity Disorders and Its Empirical Support
John C. Perry, M.D.

t o r o n t oTHURSDAYMAY25
159th annual meeting
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S112. Using Technology to Improve
Patient Care American Association for
Technology in Psychiatry

A. Personal Digital Assistants in Psy-
chiatric Care John Luo, M.D.

B. Quality and Cost Impact of PDA
Use in Psychiatry in Florida Medicaid
Naakesh A. Dewan, M.D.

C. Internet Resources to Assist in
Clinical Decision Making Robert S.
Kennedy, M.A.

D. TBD Britton A. Arey, M.D.

S113. Neurofeedback Advances in
ADHD: Does the Research Validate
Clinical Use?

A. Progress in Efficacy Studies of
EEG Biofeedback for ADHD Roger J. de-
Beus, Ph.D.

B. The Scientific Foundation of EEG
Biofeedback as an Intervention for
ADHD Laurence M. Hirshberg, Ph.D.

C. The Interaction Between Neuro-
feedback Training and Medication in the
Treatment of ADHD: Four Case Illustra-
tions David A. Mitnick, M.D.

S114. Sleep Deprivation: Theoretical
and Practical Implications

A. Sleep Deprivation: Overview of
Implications for Mental Health Profes-
sionals Thomas W. Uhde, M.D.

B. TBD Andrew D. Krystal M.D.
C. The Effects of Sleep Deprivation

on Stress and Immune Systems Alexan-
dros Vgontzas, M.D.

D. Antidepressant Effects of Sleep

Always a popular draw at the annual
meeting is the session “Advances in Re-
search,” originally developed by Herbert
Pardes, M.D., president and chief execu-
tive officer of New York Presbyterian Hos-
pital and a former APA president and di-
rector of the National Institute of Mental
Health. In this session, which will be held
on Monday, May 22, at 10:30 a.m., psy-
chiatric experts will provide a succinct and
relevant update for clinicians on the lat-
est advances in the field. Among the pre-
senters will be Jeffrey Leiberman, M.D.,
chair of psychiatry at Columbia Univer-
sity, who will discuss the CATIE research
outcomes and implications of antipsychotic
use for people with schizophrenia.

APA’s annual meeting isn’t limited to
psychiatric topics; the meeting also pro-
vides updates in selected areas of general
medicine each year. This year’s medical
update topics are congestive heart failure,
psychopharmacological and alternative
therapies for children with attention-
deficit disorder, testosterone replacement
therapy in aging men, and liver trans-
plants.

Take a break from the heavy scientific
action by attending the noon forum on
Monday, May 22, titled “Harry Potter and
the Half-Blood Prince: Harry Potter
Grows Up.” It will be chaired by JoAnne
Isbey, an associate professor of language
and literature at the University of Detroit
Mercy. And if you want a little fun in a
more serious setting, don’t miss the “Focus
Live” series. No, it’s not the set of “Who
Wants to Be a Millionaire,” but audience

Deprivation Robert M. Post, M.D.
E. Sleep Deprivation and Post-Trau-

matic Stress Disorder Bernadette M.
Cortese, M.D.

S115. International Perspective on
Quality Improvement Initiatives World
Psychiatric Association

A. International Issues of Quality As-
surance in Mental Health Julio E. Ar-
boleda-Florez, M.D.

B. Quality Management in Psychia-
try–A Task for the Future Wolfgang
Gaebel, Ph.D.

C. Recent Advance in the Develop-
ment and Implementation of Practice
Guidelines Jack S. McIntyre, M.D.

D. NEED TITLE J. Richard Ciccone,
M.D.

E. Suicide Prevention in Iceland:
Outcome Parameters Hogni Oskarsson,
M.D.

S116. Armed and Dangerous: Is Your
Patient Safe to Return to Work? APA
Corresponding Committee on Psychiatry in
the Workplace

A. Workplace Safety Overview
Marie-Claude Rigaud, M.D.

B. Physician Heal Yourself: The Im-
paired Physician Marilyn Price, M.D.

C. The Police Problem, Problem Po-
lice Marcia Scott, M.D.

D. Vulnerable Positions/Defining
Roles Andrea G. Stolar, M.D.

S117. One Patient/Four Minds: Inte-

The other lecture, titled “Psychiatry
and Education: When the Twain Meet,”
will be given on Wednesday, May 24, at 9
a.m. by James Comer, M.D., a professor
of child psychiatry at Yale University’s
Child Study Center. Dr. Comer is an in-
spiring advocate for children and the pio-
neer of the Comer Method, which bridges
child psychiatry and education; it has been
disseminated in over 500 schools in the
United States. He has written numerous
books, most recently Leave No Child Be-
hind: Preparing Today’s Youth for Tomorrow’s
World.

Vivian Pinn, M.D., will also deliver an
invited lecture, titled “Priorities, Initiatives,
and Women’s Health Research,” in which
she will discuss research advances in
women’s health and their relevance to psy-
chiatry. In 1991 Dr. Pinn, a lifelong advo-
cate for access to health care, was named
the first full-time director of the Office of
Research on Women’s Health at the Na-
tional Institutes of Health.

This year we are especially honored to
have Aaron T. Beck, M.D., present the
Adolf Meyer Award lecture. Dr. Beck, who
is internationally recognized for his pio-
neering work in cognitive therapy for de-
pression, will talk on “New Advances in
Cognitive Therapy.” He is a professor
emeritus of psychiatry at the University
of Pennsylvania and has written or co-
written more than 450 articles and 17
books.

Sessions
continued from page 2

members get to use an electronic response
system to answer questions posed by the
presenters and receive immediate feedback
on their knowledge. Deborah Hales, M.D.,
director of APA’s Division of Education and
Career Development, has organized ses-
sions on three topics this year: psy-
chotherapy, led by Jerald Kay, M.D.; eating
disorders and sexual disorders, led by Joel
Yager, M.D., and Steven Levine, M.D.; and
personality disorders, led by Glen Gab-
bard, M.D. 

The master educator clinical consulta-
tion series provides another interactive for-
mat for learning with psychiatry experts
who are outstanding educators. Among
them: Marion Goldstein, M.D., director of
the Division of Geriatric Psychiatry at the
University of New York at Buffalo, on geri-
atric psychiatry, and Prakash Masand, M.D.,
a professor of psychiatry at Duke Univer-
sity, on treatment refractory depression. All
sessions are limited to 30 participants to
provide plenty of opportunity to interact
with faculty.

Rick D’Ali, M.D., a media expert and
child psychiatrist at Duke University, will
moderate a follow-up to last year’s stand-
ing-room-only debate on the safety and ef-
ficacy of second-generation antipsychotics as
compared with first-generation antipsy-
chotics. 

This year we will offer a new format
planned collaboratively with Robert Hales,
M.D., editor in chief of American Psychi-
atric Publishing Inc. (APPI), and its Edito-
rial Advisory Board. Experts in their re-
spective areas of psychiatry will review

recent advances in psychopharmacology,
personality disorders, psychodynamic psy-
chotherapy, mood disorders, and schizo-
phrenia. 

Also in collaboration with APPI, we
have expanded the “Meet the Author” dis-
cussion groups. Several of these are in the
area of academic psychiatry and training.
For example, Laura Roberts, M.D., chair
of psychiatry at the Medical College of
Wisconsin, will lead a discussion on ca-
reer development issues in academic psy-
chiatry. Michele Riba, M.D., immediate
past president of APA and a professor of
psychiatry at the University of Michigan,
will discuss core competency issues in res-
idency training, particularly combining
pharmacotherapy and psychotherapy
training. Authors and experts in women’s
mental health, Donna Stewart, M.D., Uni-
versity Professor of Psychiatry and Ob-
stetrics and Gynecology at the University
of Toronto, and Vivian Burt, M.D., a pro-
fessor of psychiatry at UCLA, will discuss
their recent advances in understanding
menopause and women’s mental health,
respectively. 

The list of don’t-miss sessions could go
on and on, but you get the idea: something
will appeal to you in every time slot in which
scientific sessions are scheduled. And when
you are not in scientific sessions, you can
get to know our host city better. This issue
of Psychiatric News will introduce you to
much that Toronto has to offer and per-
suade you to register today for the meet-
ing. Registration details appear on page 4.
See you there! ■

grated Treatment for MDD
A. Mind One: Neurobiological Per-

spective Guylain Bouchard, M.D.
B. Mind Two: Interpersonal Psy-

chotherapy for Depression Simon Patry,
M.D.

C. Mind Three: Afraid to Take Medi-
cine? Targeting the Rational Thinking
Nicole Thibodeau, M.D.

D. One Patient/Four Minds: Inte-
grated Treatment for Major Depressive
Disorder Marie-Josee Filteau, Dr. Med.
Sc.

E. One Patient/Four Minds: Inte-
grated Treatment Approach for Major
Depressive Disorder Gerard Leblanc,
M.D.

S118. U.S. Military Psychiatry and
Operation Iraqi Freedom: An Update

A. Mental Health Impact of Combat
Operations in Iraq and Afghanistan: Up-
date and Lessons Learned Charles W.
Hoge, M.D.

B. The Evolution of Operational
Mental Health Care in the United States
Navy and Marine Corps From WWI to
Operation Iraqi Freedom James J. Reeves,
M.D.

C. Operation Iraqi Freedom: Walter
Reed Army Medical Center Inpatient
Psychiatry: An Update Theodore S. Nam,
M.D.

D. Psychiatric Intervention With
Wounded Soldiers: A Consultation-Liai-
son Approach Harold J. Wain, Ph.D.

E. The Challenges to Psychiatric

Leadership at a Military Medical Center
During Wartime Stephen J. Cozza, M.D.

S119. Complementary, Alternative,
and Integrative Approaches in Mental
Health Care

A. Classical Homeopathy: An
Overview for Psychiatrists Pamela A. Pap-
pas, M.D.

B. Ayurveda: Ancient Wisdom for
Modern Psychiatry Sudha Prathikanti,
M.D.

C. No Effect of Anonymous Distant
Healing on Survival Time for Patients
With Glioblastoma Multiforme Andrew J.
Freinkel, M.D.

D. Select Integrative Medicine Treat-
ments for Depression in Women Priti
Sinha

E. Meditation for Psychiatric Disor-
ders: A Review of the Evidence Jeffrey D.
Rediger, M.D.

S120. Suicide on College Campuses:
Practical and Ethical Issues

A. The Epidemiology of College Stu-
dent Suicide Morton M. Silverman, M.D.

B. Screening College Students for
Suicide Risk Ann P. Haas, Ph.D.

C. The University Response to Sui-
cide Prevention and Treatment Paul J.
Barreira, M.D.

D. Ethical Dilemmas of College Stu-
dent Suicide Paul S. Appelbaum, M.D.

E. Balancing Privacy and Protection
Concerns in Suicidal College Students
Barbara H. Stanley ■
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PSYCHIATRIST NEEDED to work

side by side with other correctional

health care professionals in North

and Central Florida prisons. Great

schedules and excellent State of

Florida benefits.

For further information contact:

Sharon McKinnie, R.N. @

850-922-6645 or

mckinnie.sharon@mail.dc.state.fl.us

FLORIDA

In Pursuit of 
  Excellence...

GERIATRIC PSYCHIATRIST
Department of Psychiatry 
University Hospitals of Cleveland/Case School of Medicine
Several open rank, full-time faculty positions in Geropsychiatry are 
available in either the tenure or nontenure track at Case Western 
Reserve University/University Hospitals Health System. Positions 
involve a combination of administrative leadership, teaching, 
clinical care, and consultation. Salary support for development of 
the faculty members own areas of research leading to independent 
support is available. Please send Inquiries to: Lindsey Dozanti, 
Faculty Recruitment, Department of Psychiatry, 11100 Euclid 
Avenue, Cleveland, OH 44106. Fax inquiries to 216-844-3851 or 
Email Lindsey.Dozanti@uhhs.com.

ABOUT THE DEPARTMENT OF PSYCHIATRY 
The Department of Psychiatry is located near the southern shore 
of Lake Erie where the University district includes the affordable 
and historic neighborhoods of Shaker Heights, University Heights, 
and Cleveland Heights, an outstanding public school system, a 
world class orchestra, and abundant recreational activities. Uni-
versity Hospitals of Cleveland and Case Western Reserve are 
Affi rmative Action/Equal Opportunity Employers. Women and 
minorities are strongly encouraged to apply. The University is 
an equal-opportunity/affi rmative action employer. Visit us on the 
web at www.case.edu/med/psychiatry.

One professional. Many careers.

Adult Psychiatrist
Monmouth Medical Center, an affiliate of the St. Barnabas Health Care System, is seeking 
a part-time Adult Psychiatrist to work 30-hours per week in our outpatient behavioral
health program. 

This Psychiatrist will be responsible for completing initial assessments and medication management
of adults, as well as teaching medical/PA students and medical residents. An interest in working
with the MICA population is needed and fluency in Spanish is a plus.

Unlike most centers, there are no on-call responsibilities, but if desired an excellent stipend 
is provided for taking call. We offer a competitive salary with partial benefits. The hospital is
located on the Jersey Coast, close to beaches and about an hour south of New York City. 

To apply, please send a cover letter and CV to: Stephen Theccanat, MD, Medical Director,
Outpatient Behavioral Health, 75 North Bath Avenue, Long Branch, NJ 07740. You may
also fax the appropriate information to: 732-923-5277.

Within the Saint Barnabas Health Care System,

you can practice your specialty, acquire the 

education you need to grow your career, or grow

into another. It’s the best way to pursue new

challenges throughout your career. Bring your

passion for people to the Saint Barnabas Health

Care System and embrace a world of opportunity.

You’ll help more patients in one lifetime than you

could working at any single healthcare facility, 

and do more with your life than you ever

thought possible.

Saint Barnabas Health Care System is an Equal Opportunity Employer.

One Life Lived. Many Lives Touched
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Freedom.

Let us put the pieces together for you.

We specialize in recruiting Psychiatrists 888.223.7950
Check out our Free online job board where we currently have more than 900 Psychiatry opportunities posted

www.LocumTenens.com/pn

ABOUT THE DEPARTMENT OF PSYCHIATRY 
The Department of Psychiatry is located near the southern shore of Lake Erie where the 
University district includes the affordable and historic neighborhoods of Shaker Heights, 
University Heights, and Cleveland Heights, an outstanding public school system, a world 
class orchestra, and abundant recreational activities. University Hospitals of Cleveland and 
Case Western Reserve are Affi rmative Action/Equal Opportunity Employers. Women and 
minorities are strongly encouraged to apply. The University is an equal-opportunity/affi rma-
tive action employer. Visit us on the web at www.case.edu/med/psychiatry.

In Pursuit of 
    Excellence...
HEAD PSYCHOSOMATIC MEDICINE SERVICE PSYCHIATRIST
Department of Psychiatry 
University Hospitals of Cleveland/Case School of Medicine

Open rank, full-time faculty position in Psychosomatic Service Psychiatry available in 
either the tenure or nontenure track at Case Western Reserve University/University 
Hospitals Health System. Position involves a combination of administrative leadership, 
teaching, clinical care, and consultation. The development of a fellowship is anticipated. 
Salary support for development of the faculty members own areas of research leading 
to independent support is available. Please send Inquiries to: Lindsey Dozanti, Faculty 
Recruitment, Department of Psychiatry, 11100 Euclid Avenue, Cleveland, OH 44106. 
Fax inquiries to 216-844-3851 or Email Lindsey.Dozanti@uhhs.com.

PSYCHOSOMATIC MEDICINE SERVICE PSYCHIATRIST
Department of Psychiatry 
University Hospitals of Cleveland/Case School of Medicine

Open rank, full-time faculty position in Psychosomatic Service Psychiatry available in 
either the tenure or nontenure track at Case Western Reserve University/University 
Hospitals Health System. Position involves a combination of teaching, clinical care, 
and consultation. Salary support for development of the faculty members own areas of 
research leading to independent support is available. Please send Inquiries to: Lindsey 
Dozanti, Faculty Recruitment, Department of Psychiatry, 11100 Euclid Avenue, Cleveland, 
OH 44106. Fax inquiries to 216-844-3851 or Email Lindsey.Dozanti@uhhs.com.

Work with one of the most prestigious
companies in Northeast Ohio, Community
Hospitalists.  We have an immediate opening
for BE/BC  Psychiatrist to join a new inpatient
only Psychiatric practice.  We offer a competi-
tive compensation package,dependable salary
and paid malpractice!

The opportunity to practice inpatient
psychiatry without the hassles of managing an
outpatient office provides physicians with a
quality of life that is often not possible in the
traditional practice setting.

For more information contact Amanda at (440)
542-5025 or acampbell@hospitalistinfo.com

COMMUNITY HOSPITALISTS
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SUNY Upstate Medical University is offering a one-year,
ACGME-Accredited, Fellowship in Forensic Psychiatry at the
PGY-V level.  One position is available beginning July 1, 2006.
This is a one-year program with training at multiple clinical
sites in the Medical University and at Central New York
Psychiatric Center; the JCAHO accredited psychiatric hospital
of the New York State prison system.  There is a substantial
component at the Syracuse University College of Law.
Dedicated research support is available.  Candidates must
be eligible for licensing or limited permit in New York State.

Please send a letter of interest with curriculum vitae and three
letters of reference to:

Jonathan Kaplan, M.D., Interim Director
SUNY-Upstate Medical University

Department of Psychiatry
750 E. Adams Street
Syracuse, NY 13210

(315) 464-3104
OR email: cn00025@omh.state.ny.us

FELLOWSHIP IN
FORENSIC PSYCHIATRY TriHealth, a community partnership of Bethesda and Good Samaritan

Hospitals in Cincinnati, Ohio, is seeking a full time BC/BE General
Psychiatrist for a 19 bed adult psychiatric unit.  Responsible for
provision of psychiatric services including evaluation and management
of adult inpatients and providing psychiatric consultations for medical
surgical units in the general hospital.  Position will also include some
call.

TriHealth, a community partnership of Bethesda and Good Samaritan
Hospitals in Cincinnati, Ohio, is seeking a full time Geriatric
Psychiatrist with completion of a Geriatric Fellowship and/or BC, to
provide services for a 27-bed geriatric unit.  The services include the
initial evaluation and ongoing management of assigned patients,
provides services in conjunction with other psychiatrists providing
inpatient care and consultation services to the medical/surgical units
of the hospital.  Position will include some call.

We offer an excellent benefit package that includes health and dental,
malpractice and a competitive base salary plus productivity incentive.

Greater Cincinnati is ranked in the top ten by Fortune magazine as a
great place to live and work and the Special Millennium edition of
Places Rated Almanac ranked Greater Cincinnati eleventh, placing in
the top 3% of metro areas.

Greater Cincinnati rates a 95.8% in a composite Cost of Living Index
and the Housing index is 84.3% rating the area under the United States
average of 100%. Health Care in the area ranks at 96.3%.

For more information contact:

Debbie_Burries@TriHealth.com
619 Oak Street

Cincinnati, Ohio 45206
513-569-6385

513-569-6320 (Fax)

In Pursuit of 
  Excellence...

ABOUT THE DEPARTMENT OF PSYCHIATRY 
The Department of Psychiatry is located near the southern shore 
of Lake Erie where the University district includes the affordable 
and historic neighborhoods of Shaker Heights, University Heights, 
and Cleveland Heights, an outstanding public school system, a 
world class orchestra, and abundant recreational activities. Uni-
versity Hospitals of Cleveland and Case Western Reserve are 
Affi rmative Action/Equal Opportunity Employers. Women and mi-
norities are strongly encouraged to apply. The University is an 
equal-opportunity/affi rmative action employer. Visit us on the web 
at www.case.edu/med/psychiatry.

CHILD & ADOLESCENT PSYCHIATRIST
Division of Child & Adolescent Psychiatry
University Hospitals of Cleveland/Case School of Medicine
Open rank faculty positions are now available within a growing, 
vibrant section of child and adolescent psychiatry. A signifi cant 
portion of the successful applicant’s efforts will be dedicated to 
serving as a co-investigator on externally funded research studies. 
Protocols currently include treatment and phenomenological 
studies in youths with mood, psychotic, disruptive behavior, and 
pervasive developmental disorders. This is an excellent, unique 
opportunity for an academically minded professional. Salary 
and academic rank are highly competitive and commensurate 
with qualifi cations. Please send inquiries to: Robert L. Findling, 
MD, Department of Psychiatry, 11100 Euclid Avenue, Cleveland, 
OH 44106. Fax inquiries to 216-844-5883 or  Email Robert.
Findling@uhhs.com.
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St. John’s Clinic is seeking energetic board certified/eligible
Adult Psychiatrists to join their well-established, busy
Psychiatry Department, in lovely Springfield, Missouri. Inpatient
and outpatient practice with large referral base.  Enjoy call of 1:4.
The inpatient unit is conveniently located close to the physician
office building. The department is part of St. John’s Clinic, a
progressive and growing multi-specialty clinic of 470+ physicians
in an integrated health care delivery system. For more informa-
tion about St. John’s Health System, please visit
www.stjohns.com.  St. John’s was recently ranked #1 in patient
satisfaction by Press Ganey.

Position offers a competitive salary guarantee. In addition, there
is bonus potential and a full array of benefits including health,
dental, vision, life and disability insurance, malpractice, CME,
vacation, retirement, and relocation.  

SPRINGFIELD, MISSOURI, (pop. 200,000) is a growing,
sophisticated community. It is home to Missouri’s second largest
university and a regional home to the arts (symphony, ballet, and
theater) and NCAA and semi-professional sports teams
(football, basketball, baseball, and hockey).   Employment Review
has named Springfield one of the 10 “Best Places to Live and
Work” in the U.S. For more information about Springfield, go to
www.springfieldmo.org.

For more information, contact:

Angie Farris, Director
St. John’s Clinic

1965 S. Fremont, Suite 320
Springfield, MO  65804
Phone: (877) 880-6650

Fax: (888) 290-8300
afarris@sprg.mercy.net

Gundersen Lutheran, a multidisciplinary 400 member group practice in La
Crosse, WI has two positions available.

The Inpatient Medical Director will be an experienced BC/BE psychiatrist
who will perform the functions of a medical director of a 27-bed inpatient
unit and will also develop a day hospital program.

The Intensivist Psychiatrist will join 7 general and 4 child psychiatrists, 7
psychologists and 40 plus therapists in providing outpatient/inpatient care
for a broad range of clinical disorders.  The successful Intensivist will join
the hospital consultation and inpatient care team with moderate outpatient
responsibilities.

La Crosse has a population of 52K with a metropolitan area of 120K and
a service delivery area of more than 500K. Gundersen Lutheran provides
the opportunity to practice metropolitan-scale medicine in a context of
small town character and comforts.  Excellent schools, three universities,
safe neighborhoods, extensive recreational activities, and a regional airport
and an Amtrak stop make La Crosse, on the Mississippi River, an
outstanding place to live and work.

Call Gale Kreibich, Medical Staff Development, Gundersen Lutheran, at 
1-800-362-9567, ext. 56863, mail to 1900 South Ave. H02-009, La
Crosse, WI, 54601, or e-mail grkreibi@gundluth.org for more information.

We support a safe, healthy and drug-free work environment through
background checks and controlled substance screening.

Not-To-Be-Missed Opportunit ies

Inpat ient  Medical  Director  and Intensivist  Psychiatr ist

EOE/AA

In Pursuit of 
  Excellence...

Associate Director, Bipolar Disorders Research Center
Department of Psychiatry 
University Hospitals of Cleveland/Case School of Medicine

The Bipolar Disorders Research Center at Case Western 
Reserve University/University Hospitals of Cleveland (CWRU/
UHC) is inviting applications for the position of Associate Director. 
The scientifi c theme of the Center is interventions and services 
research designed to improve clinical outcomes in underserved 
populations, including those with rapid cycling, dual diagnosis 
presentations, forensic complications, adults and older adults, 
and more recently, ‘deployment mental health’.  The main goal of 
this position is to facilitate the growth of the center through strong 
operational oversight of Federally-funded research. Applicants 
must have an MD or a PhD and extensive experience with NIMH-
funded research projects.  University Hospitals of Cleveland and 
Case Western Reserve are Affi rmative Action/Equal Opportunity 
Employers. Women and minorities are strongly encouraged to 
apply. 

Interested individuals should forward their CV to Joseph.
Calabrese@uhhs.com or call 216/844-2865. 

www.case.edu/med/psychiatry

Scott & White Clinic and Hospital, and Texas A&M University 
Systems Health Science Center College of Medicine, Temple, TX  is 
seeking a Clinical/Academic psychiatrist to lead, manage, and expand 
an established  and therapeutic, clinical department as the Associate 
Chair of the Department of Psychiatry. Candidates should be 
recognized leaders in psychiatry with demonstrated superior clinical, 
administrative, and leadership skills. This position involves clinical care 
of adults, in both inpatient and outpatient settings, with broad 
responsibility for teaching medical students and psychiatry residents. 
Interest and experience in teaching is required, and interest in research 
is desirable. Teamwork and collegial interactions are emphasized 
within the Department and across specialties and departments. Close 
working relationships with colleagues in other departments, especially 
in primary care regional clinics, are emphasized.
Scott & White Clinic, a 500+ physician directed multi-specialty group 
practice, is part of the Scott & White integrated healthcare system 
which includes the 465 bed tertiary Scott & White Memorial Hospital, 
and the a 185,000 member Scott & White Health Plan. Scott &White is 
the primary teaching campus of the Texas A&M University Systems 
Health Science Center College of Medicine.  
Temple is located 60 miles north of Austin on Interstate 35. The 
community is an ideal setting for families, outdoor recreation, with easy 
access to major metropolitan areas in Texas. Salary and benefits are 
competitive, including 20 days of annual leave and 15 days of CME 
leave with a stipend for travel. 
For more information, please contact: Paul Golden, Physician 
Recruitment, Scott and White Clinic, 2401 S. 31st St., Temple, TX 
76508. (800) 725-3627 Fax to 254-724-4974, e-mail 
drrpfg@swmail.sw.org Scott & White is an equal opportunity 
employer. For more information on Scott & White, please visit our web 
site at: www.sw.org. For Texas A&M www.tamhsc.edu 

Associate Chair
Department of Psychiatry

TEXAS A & M UNIVERSITY SYSTEMS COLLEGE OF MEDICINE
SCOTT & WHITE CLINIC, HOSPITAL, AND HEALTH PLAN

CENTRAL TEXAS VETERANS' HEALTH CARE SYSTEM
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ARIZONA

Assistant Professor, Clinical Psychiatry
University of Arizona (Kino)

The University of Arizona’s Department of Psy-
chiatry is offering a full-time academic appoint-
ment for an Adult Psychiatrist at the Assistant
Professor level to join a progressive and growing
academic department located in the beautiful
southwest.  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 benefits
package offered. For more complete informa-
tion about the position, and to apply, go to
http://www.uacareertrack.com and reference job
#33731.  If you have questions, please contact
Lesley Bailey, Assistant to the Head of the De-
partment of Psychiatry, 1501 N. Campbell Ave.,
P. O. Box 245002, Tucson, AZ 85724-5002,
lbailey@email.arizona.edu or 520-626-8021.  Re-
view of applications is ongoing until position is
filled.

The University of Arizona is an EEO/AA
Employer—M/W/D/V.

Maricopa County Government - Correc-
tional Health Services, Department of Psy-
chiatry has immediate full time positions for gen-
eral and forensic psychiatrist(s).  Candidates must
be Board Certified or eligible in Psychiatry and
have current credentials to practice in the State
of Arizona.  We offer a competitive salary and
excellent benefits package.  For more complete
information about the position(s) and to apply,
please visit our web site at www.maricopa.
gov/jobs  

Assistant/Associate Professor,
Clinical Psychiatry

Director of Inpatient Services,
Department of Psychiatry,

University of Arizona Health Sciences Center

The University of Arizona’s Department of Psy-
chiatry is seeking a Director of its Inpatient Psy-
chiatry Service at the University Medical Cen-
ter.  This is a full-time academic appointment at
the Assistant Professor level or above at a pro-
gressive and growing academic department lo-
cated in the beautiful southwest. Applicants must
be Board certified or eligible in Psychiatry and
must have current credentials to practice medi-
cine in the United States.  Other duties include
the supervision and teaching of Psychiatry resi-
dents and medical students.  Competitive salary
and excellent benefits package offered. For more
complete information about the position, and to
apply, go to http://www.uacareertrack.com and
reference job #32585.  If you have questions,
please contact Lesley Bailey, Assistant to the
Head of the Department of Psychiatry, 1501 N.
Campbell Ave., P. O. Box 245002, Tucson, AZ
85724-5002, lbailey@email.arizona.edu or 520-
626-8021.  Review of applications is ongoing
until position is filled.

The University of Arizona is an EEO/AA
Employer—M/W/D/V.

PHOENIX - GENERAL ADULT, FORENSIC AND
ADOLESCENT 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.

Salary is negotiable with an excellent fringe ben-
efit package and additional compensation for Of-
ficer-of-the-Day duty.  Bilingual Spanish appli-
cants are encouraged to apply.  Arizona state li-
cense required for process of application.  Open
until filled.  Apply via e-mail to Jerry L. Dennis,
MD @ dennisj@azdhs.gov.

Arizona State Hospital
2500 East Van Buren Street

Phoenix, Arizona  85008
www.azdhs.gov/azsh 

The Arizona Department of Health Services is
an Equal Opportunity Employer and Provides
a Tobacco-Free Campus (hospital patients ex-
cepted).

CALIFORNIA

STANFORD/PALO ALTO: Established psy-
chiatrist seeks additional child and/or adult psy-
chiatrist to work PT/FT in outpatient office set-
ting.  BE/BC candidates should be comfortable
managing patients with ADHD as well as gen-
eral psychopathology.  Candidates contact An-
gelica at 3303 Alma Street, Palo Alto, CA 94306
or call at (650) 856-0406.

COALINGA STATE HOSPITAL

Chief, Professional Education
Exciting opportunity for Board Certified

forensic psychiatrist!

Coalinga State Hospital is a new “state-of-the-
art” 1,500 bed facility; located in the San Joaquin
Valley.  The hospital is an affiliate of University
of California at Irvine Medical School.  It is equi-
distant from Los Angeles and San Francisco and
is 90 minutes from the California coast in the
area of Monterey and San Luis Obispo.  Hous-
ing prices are affordable in this part of Califor-
nia, and the position includes a full California
Employee Benefits Program.

Duties will include supervision of psychiatric res-
idents and medical students rotating through
Coalinga State Hospital and the development of
the continuing medical educational program at
the hospital.  One important activity will be the
opportunity to develop a new forensic psychi-
atric fellowship program in partnership with UC
Irvine.  The successful applicant must be eligi-
ble for an academic appointment at University of
California at Irvine Medical School, Department
of Psychiatry and Human Behavior.

For further information, please contact: Stephen
Wyman, M.D., at (559) 935-4079, or Erica We-
instein, M.D., at (559) 935-4343, or E-mail
SWyman@csh.dmh.ca.gov or EWeinstein@csh.
dmh.ca.gov.  For more information, visit our
website at www.dmh.ca.gov/Statehospitals/
Coalinga.  CSH is an equal opportunity em-
ployer.

Psychiatrist Opportunities

Are you tired of managing overhead expenses or
are you finishing residency and looking for a sta-
ble opportunity to practice your clinical skills?
We at the Riverside County Department of Men-
tal Health are looking for qualified psychiatrists.
The department operates an inpatient facility as
well as out patient clinics in multiple locations.
We serve people of all ages and are staffed by
knowledgeable and supportive personnel.

Our salary is very competitive.  Per-diem posi-
tions include liability insurance as well as a 401(a)
pension plan.  Hours are flexible with no on-
call.  Full-time employment may be offered on
a case by case basis.

Riverside County is one of the fastest growing
counties in coveted Southern California with nu-
merous choices of both active and leisure lifestyles
along with more affordable housing and an easy
reverse commute from surrounding areas.

Interested?  Please call Dr. Raja at (951) 358-
4610 or send curriculum vitae by email to
tahodge@co.riverside.ca.us or by mail to:

County of Riverside
Human Resources Department

Tammy Hodge, Human Resources
Technician II
P.O. Box 7549

Riverside, CA 92513-7549

For additional information you may visit our
website at www.hr.co.riverside.ca.us.

San Francisco Bay Area
One Adult Psychiatrist
One Child Psychiatrist

The Palo Alto Medical Foundation has been pro-
viding community based medicine since 1930,
in the heart of Silicon Valley within minutes of
San Francisco.  As we expand to six campuses
and more than three hundred physicians we
maintain the collegial partnership environment
that is the hallmark of our success. Join an es-
tablished team of well trained psychiatrists and
LCSWs.  As an outpatient physician you will do
medication management, evaluations, and some
psychotherapy.  A full benefits package is pro-
vided.

Palo Alto Medical Foundation, Martha Elle, Di-
rector of Physician Placement, 795 El Camino
Real, Palo Alto, CA 94301  650 853-6070
ellem@pamf.org  Be sure to visit our website at
www.pamf.org

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.

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
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• $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.)
March 17 March 3
April 7 March 24

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.



pn.psychiatryonline.org classifieds

71February 17, 2006 / PSYCHIATRIC NEWS

Bay Psychiatric Associates, a well-established
group in Berkeley, invites psychiatrist colleagues
to work with us.  Our congenial group, which is
centered at Alta Bates Summit Medical Center,
provides outstanding care to a mix of public and
private patients.  Excellent compensation and
benefits.  Three positions are available:
1. Full time or part time career track opportu-
nity combining inpatient and outpatient prac-
tice.
2. Attending patients in the Partial Hospital-
ization Program one or two half days a week.
3. Weekend coverage - third and fourth year
residents are also encouraged to apply.
Phone: (510) 204-4635. Fax (510) 548-5265.
e-mail baypsychiatric@aol.com.

COLORADO

Colorado State Hospital needs two psychia-
trists by July 1, 2006; one with forensic inter-
est and one with civil interest.  Forty-hour week
and half time proposals considered. University of
Colorado medical appointments with good ben-
efits. Four-day workweek option.  If interested,
please call Jerra Harr, Recruitment Coordina-
tor @ (719) 546-4637 or fax CV to (719) 546-
4484.

CONNECTICUT

Associate Medical Director
New England Area

Nationally known as one of the MOST
BEAUTIFUL residential communities in
America! Located in the picturesque northwest
corner of Connecticut. An Associate Medical
Director is needed for a 12-Bed Geriatric inpa-
tient psychiatric program.  Behavioral health
program is part of state-of-the-art 78-bed Med-
ical Center serving CT, MA, and NY.  The best
that modern medicine has to offer with a 92 year
history of community service.  Lucrative private
practice potential.  Exceptional prep schools,
parks, and recreation. Enjoy all the charms of
New England!  Contact Mark Blakeney, Hori-
zon Health, 800-935-0099, email CV to mark.
blakeney@horizonhealth.com, fax: 972-420-8233.
EOE

PUTNAM, CT - ATTENDING PSYCHI-
ATRIST/Faculty Position.  UMass Memorial
Medical Center, Department of Psychiatry, is
seeking a full-time psychiatrist for an inpatient
position with our affiliate, Day Kimball Hospi-
tal in Connecticut.  Multiple career opportuni-
ties exist!  Work in a collegial setting where clin-
ical care, education and research are valued.  A
competitive salary, excellent benefits and pro-
gressive incentive plan.  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

DISTRICT OF COLUMBIA

WASHINGTON DC-Bedroom Community!
Mix of In & Outpatient work.  Be employed by
Hospital in newly renovated psych unit.  See ex-
clusively adult patients.  *ECT a plus.  Call is 1
in 6.  Contact Sue Springer @ 800-575-2880 x
315.  Call for a Free salary chart!
sspringer@medsourceconsultants.com

FLORIDA

Gainesville - Position for Adult/Child psychi-
atrist available. Candidate must be BE/BC. Call
is optional. Community Mental Health Facility
looking for team player who is interested in work-
ing in a community mental health care setting.
Our facility offers comprehensive treatment in-
cluding crisis as well as outpatient management.
Gainesville is an academic city that offers much
of the culture of North Florida and is regarded
as one of the best cities to live and raise a fam-
ily.  Competitive salary offered as well as bene-
fit package.  Please fax your CV to Human Re-
sources (352) 374-5608 or contact us directly at
(352) 374-5600 ex. 8252.  I am looking forward
to speaking with you.

Gulf Coast not-for-profit seeks medical di-
rector.  Excellent benefits & competitive salary
package.  Gorgeous beaches, 100 golf courses,
& great schools.  Contact Jim Ault at St.
John Associates, 1-800-737-2001 or jault@
stjohnjobs.com.  Visit www.stjohnjobs.com

On the Beautiful Nature Coast - Excellent op-
portunity for a Board Certified Psychiatrist in
Crystal River.  First year guarantee available for
a solo practitioner.  Background in ECT desir-
able.

Join the team at The Oaks at Seven Rivers Re-
gional Medical Center, a 16-bed adult inpatient
psychiatric center located within the 128 bed,
general medical/surgical acute care facility.  Send
CV to christine.lamaina@srrmc.hma-corp.
com or fax to 352-795-8473.

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.

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

PSYCHIATRIST NEEDED to work side by
side with other correctional health care profes-
sionals in North & Central Florida prisons.
Great schedules and excellent State of Florida
benefits.  Must have Florida license prior to hire.
For further information contact:  Sharon McK-
innie, R.N. @ 850-922-6645 or mckinnie.sharon
@mail.dc.state.fl.us

OUTPATIENT GENERAL
PSYCHIATRIST
Excellent opportunity - Physician-owned & run
practice, 200 Physician in 38 specialties.
Office hours Mon-Fri 8am to 5pm.  Inpatient
care offered at 800 bed hospital located 2 blocks
from clinic. 
Nationally recognized by Money Magazine
as the 10th “Best Place to Live in America”
for medium sized cities!* Located between
Tampa and Orlando -access to museums, the-
atres, colleges, shopping, festivals, sports events,
Disney World, Sea World, and other attractions.
500+ lakes, numerous parks and access to beaches.
Year-round outdoor activities such as tennis, golf,
running, cycling, boating and fishing.  Home of
the Sun ‘n Fun Fly-in, the PGA Nike Classic
and the Cadillac Open.  Growing population
of 500,000+.  Administrative support for coding,
billing collections, transcription.  Electronic
Medical Record.  Salary guarantee + bonus the
1st year, Partnership after 2 years.  NO
STATE INCOME TAX!  Watson Clinic
LLP 800-854-7786 FAX 863-680-7951 email:
mmonroe@watsonclinic.com

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.

GEORGIA

Georgia Regional Hospital/Atlanta seeks a
full-time BC/BE forensic psychiatrist for our
long-term forensic unit.  GRH/A is a 352-bed
(90 forensic) JCAHO-accredited state psychi-
atric hospital serving Metro Atlanta.  Large Med-
ical Staff and opportunity to teach residents from
Emory and Morehouse.  Salary dependent on
qualifications and experience (range $101-
155,000).  Excellent benefits with paid malprac-
tice.  Contact Dr. Mark Rowles: mrowles@
dhr.state.ga.us Ph. 404-243-2114 or fax CV to
404-212-4628.

ATLANTA: PSYCHIATRY POSITIONS

SOUTHERN BEHAVIORAL HEALTH-
CARE is looking for two full-time psychiatrists,
one child and one adult. We are located in the At-
lanta area, 10 minutes from the airport.
Salary range: Adult: $165,000-170,000, Child:
$175,000-180,000.  Plus an additional pro-
ductivity bonus.  H-1 visa and foreign gradu-
ates are welcome.  Generous benefit package.
For more information, contact the medical di-
rector at 678 358 6065, e-mail to heal650@
bellsouth.net or fax CV to 678 610 7111.

ILLINOIS

PSYCHIATRIST NEEDED!

A well established and very busy private prac-
tice, located in the Chicago area is looking to
hire a full time or part time psychiatrist. Work
includes hospitals, outpatients and nursing
homes. Compensation package is very attractive
and negotiable.  For more information please
call Kathy at our office between 8am and 4pm
1-312-565-2251.

PSYCHIATRIST
90 MILES FROM CHICAGO

Horizon Health is seeking a Psychiatrist for a
newly contracted 12-bed adult inpatient psychi-
atric program in Rockford, IL.  Salaried posi-
tion with benefits. Contact: Mark Blakeney,
Horizon Health, 800-935-0099 x7473, fax
CV: 972-420-8233, or email mark.blakeney@
horizonhealth.com. Visit our web site: www.
horizonhealth.com. EOE.

MEDICAL DIRECTOR

Horizon Health is seeking a Medical Direc-
tor for a 10-bed geriatric inpatient psychiatric
program in Lawrenceville, IL.  Generous Ad-
ministrative Stipend, thriving Private Practice,
and available Health Department Contracts pay-
ing $140 - $150 per hour. Contact: Mark Blak-
eney, Horizon Health, 800-935-0099 x7473, fax
CV: 972-420-8233, or email mark.blakeney@
horizonhealth.com. Visit our web site: www.
horizonhealth.com. EOE.

INDIANA

Easy Access to Indianapolis! CMHC offer-
ing a full continuum of care is seeking a MED-
ICAL DIRECTOR to work a combination of
administrative & clinical duties.  Exceptional
benefits package! Generous salary up to
$200,000 DOE & boards.  For more info, call
Chris Maslyn @ 800.735.8261 ext. 221, fax your
CV to 703.995.0647 or e-mail: cmaslyn@
medsourceconsultants.com.

30 Minutes to Indianapolis! Local Med-Surge
Hospital is seeking an Adult or Child and Ado-
lescent Psychiatrist. 100% Outpatient work with
No Call.  Salaried Position, offering a full ben-
efits package.  Call Ken Pruchnicki 800-575-
2880 x319.
kpruchnicki@medsourceconsultants.com

IOWA

Dynamic, highly regarded private non-profit
multidisciplinary mental health clinic less
than one hour from Des Moines seeks psy-
chiatrist or ARNP with RX priveleges interested
in working with clients of all ages.  Position pri-
marily involves outpatient medication manage-
ment, but C/L work at local hospital possible as
well as many other interesting opportunities.
Would be affiliated with a variety of highly com-
petent clinicians.   Well supported by local med-
ical community.  Minimal on-call responsibili-
ties (telephone back-up).   Limited academic af-
filiation possible.  Very flexible position that could
be tailored to individual’s needs.  Very attractive
benefit package.  J-1 and loan repayment pro-
grams available.  Send CV to Diane Baker at
Center Associates, 9 North 4th Ave., Marshall-
town, IA, 50158.  Fax: 641-753-2171.  dbaker@
centerassoc.com

KENTUCKY

GENERAL ADULT PSYCHIATRIST
The HAZARD ARH REGIONAL MEDICAL
CENTER, a 308 bed community medical cen-
ter located in Hazard, Kentucky is seeking a com-
passionate, motivated BE/BC psychiatrist for its
100 bed psychiatric inpatient unit.  The psychi-
atrist will lead a team of professionals in the eval-
uation and treatment of adults with mental, emo-
tional, and behavioral problems.  Center units
include dual diagnosis, rehab, and general psy-
chiatry.  The salary range is excellent and fringe
benefits are many.  At full staff, the call is 1 in 7
with weekend rotation.  Opportunities for teach-
ing with nearby affiliated educational programs
are available.  Experience a rural lifestyle with
abundant outdoor recreational opportunities.
Also, other psychiatrist vacancies associated with
our hospitals in Harlan and Whitesburg, Ken-
tucky with similar excellent salary and fringe ben-
efit packages.  Send C.V. and letter of intro-
duction to: Gary Smock, ARH, Inc. P.O. Box
8086, Lexington, Kentucky 40533. Tel: 1-
800-888-7045, X 528, 859-226-2528, fax:
859-226-2856, email: gsmock@arh.org and
our web address is www.arh.org. EOE.  J-
1/H-1b applicants welcome.

PSYCHIATRIST
EXCEPTIONAL INCOME

NEW opportunity in Western KY with ex-
ceptional income and stimulating practice envi-
ronment.  Nursing home consultations and out-
patient clinics plus excellent referral base.  This
charming community offers a quiet pace, fam-
ily friendly environment, and is a great place to
live and work.  Contact: Mark Blakeney, Hori-
zon Health, 800-935-0099,  fax CV: 972-420-
8233 or email: markblakeney@horizonhealth
.com. Visit our web site: www.horizonhealth.com.
EOE  

LOUISIANA

IMMEDIATE OPENING
FOR PSYCHIATRISTS -
J-1 Visa holders qualify - Attractive salary w/ben-
efits.  Other candidates - Guaranteed net income
or attractive salary  w/benefits.  Board Certified
or board eligible.  Louisiana license required.

Please respond to Box P-469, Psychiatric News
Classifieds, American Psychiatric Publishing,
Inc., 1000 Wilson Blvd., Suite 1825, Arlington,
VA 22209

Increase Visibility - Add a Logo

For just $265 per issue, a 4-color logo
will attract even more prospects to

your print and online ad;
black & white logos cost just $190.

Email your logo to classads@psych.org
as a 300 dpi TIFF or EPS file.

Strengthen your recruitment effort
through the APA Job Bank!  Post your
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Psychiatric News
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(703) 907-7330 or
classads@psych.org



MAINE

Are you looking for a life of harmony?  One
that achieves a true balance?

At Sweetser it is a reality!

As a Child & Adolescent Psychiatrist for Maine’s
largest non-profit child welfare / mental health
facility you can achieve true balance.  This out-
patient position will allow you to work with an
amazing team developing, implementing, and
overseeing a treatment plan for each of your
clients that will encompass a wide range of serv-
ices.  All the while keeping you closely connected
to each client.  Sweetser’s highly skilled staff of
Crisis clinicians eliminates the need for inpatient
work, providing you with more of that personal
and/or family time we all yearn for.

The state of Maine also offers a great balance!
Here you will find beautiful change of seasons,
each presenting new and exciting recreational
activities.  Cultural activities are also abound
from amazing art galleries to renowned theater
groups.  Maine has bustling cities full of shopping
and nightlife, as well as an incredible country-
side with farmers markets and talented crafts-
men.

Sweetser is as dedicated to its employees and
their families as they are to their clients.  For the
security of you and your family, Sweetser offers
a competitive salary and a wide range of benefits,
inclusive of generous retirement programs.

If you are a licensed Child & Adolescent Psy-
chiatrist with the appropriate board certifica-
tions and want to achieve “True Balance”, check
out our website at www.sweetser.org or submit
letter and C.V. to Sweetser Human Resources, 50
Moody St., Saco, ME 04072, Fax (207) 294-4420,
or jobs@sweetser.org (text files only).  Please
state referral source.

Augusta & Waterville, ME

The MaineGeneral Medical Center is recruit-
ing for two adult psychiatrists in Augusta.  One
psychiatrist will serve as Medical Director for
the intensive outpatient service and provide out-
patient services. The other will serve as a hospi-
tal-based psychiatrist working with two other
psychiatrists to cover an 18 bed inpatient serv-
ice and provide consultation to primary care and
specialty clinicians. These two psychiatrists will
join three other psychiatrists and a psychologist
on the Augusta campus, and five psychiatrists
and one psychologist on the Waterville campus.
We emphasize team work to provide quality care
to our patients and psychiatric support for a com-
prehensive behavioral health system.

We offer a competitive salary with a full benefits
package, including paid leave, time off for CME
and an educational allowance. On-call is ap-
proximately one in six at each campus.

Our mission in behavioral health:  “We help peo-
ple build healthy relationships and satisfying lives.”

Contact:

David G. Folks, M.D.
Chief of Psychiatry and Medical Director

MaineGeneral Medical Center
6 East Chestnut Street
Augusta, ME  04330

Phone:  207-626-1278
Email:  david.folks@mainegeneral.org

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

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.

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. Full-Time Medical Direc-
tor Position for minority owned practice in Bal-
timore, MD. Excellent salary & benefits pack-
age.  Ownership potential in fabulous psychi-
atric practice. Contact John Fisher at 410.
779.3102 or fax 410.230.2687.

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.

MPB Group, Inc.-OMHC in Columbia, MD
seeks MD licensed Child/Adolescent Psychi
atrists for contractual day/evening to help meet
our rising needs. Send CV to: Dr. Brewer, CEO,
via fax to 301-829-7714 or email maggy@mpb-
health.com. Questions? 410-562-7677 www.
mpbhealth.com

The VA Maryland Health Care System
(VAMHCS) is actively seeking a Director, Men-
tal Health Clinical Center.  The VAMHCS is a
tertiary care facility and is classified as a Clinical
Referral Level I Facility, and affiliated with the
University Of Maryland School Of Medicine.
The VAMHCS has a large research.  The health
care system consists of two Maryland VA Med-
ical Centers located at Baltimore and Perry Point
and a 120-bed Rehabilitation and Extended Care
Center on the Loch Raven campus located in
Baltimore City.  The VAMHCS also has five
Community Based Outpatient Clinics through-
out the state of Maryland. 

The Mental Health Clinical Center is the largest
Clinical Center within the VAMHCS, which in-
cludes allied health and administrative positions
in the areas of Acute Inpatient Mental Health;
Sustained Inpatient Treatment; Residential Treat-
ment; Community (Outpatient) Mental Health;
and Special Programs: Addictions and Trauma.
Mental health activities are conducted at both
the Baltimore and Perry Point Divisions and 5
Community Based Outpatient Clinics across the
state of Maryland.  VAMHCS is also the home
to the VISN 5 Mental Illness Research Educa-
tion and Clinical Center (MIRECC), one of only
8 national MIRECCs funded across the VA sys-
tem.

The incumbent is responsible for the manage-
ment and operations of the Mental Health Clin-
ical Center and its programs, residency supervi-
sion, and services.  Duties include responsibil-
ity for meeting all applicable Mental Health reg-
ulatory and accrediting body requirements within
the Department of Veterans Affairs, meeting and
exceeding performance measure goals, improv-
ing and monitoring access to care while pre-
dicting and absorbing demand.  The incumbent
works as a member of the Medical Staff Man-
agement Team, which is responsible for overall
leadership, policy, planning, budget, operations,
and performance of the Mental Health Clinical
Center.  The Director, Mental Health Clinical
Center fosters and maintains relations with the
affiliate university, educational programs, and
contracting services.  

Qualified candidates must be citizen of the
United States; must be proficient in spoken and
written English as required by 38 U.S.C. 7402(d)
and 7405(f); must be a mental health professional
who meets VHA qualification standards for their
respective discipline with relevant work experi-
ence (examples include: psychiatrists, psycholo-
gists, psychiatric social workers and psychiatric
nurses); and preferred applicant should have an
extensive history of significant leadership, men-
toring, and management experience in a mental
health environment; strong business acumen for
managing health care operations; demonstrated
expertise in the academic missions of education
and research in an affiliated environment; and
credentials warranting academic appointment in
the School of Medicine at the University of
Maryland School of Medicine. 

Interested candidates should send C.V. and cover
letter, by mail or electronically to Kathleen Bar-
ney, Executive Assistant to the Chief of Staff, VA
Maryland Health Care System, 10 North Greene
St., Baltimore, Maryland 21201; e-mails
Kathy.Barney@med.va.gov; telephone (410) 605-
7008.  Contact for professional questions,
Dorothy A. Snow, M.D., Acting Executive Chief
of Staff 410-605-7019.  The Department of Vet-
erans Affairs is an equal opportunity employer.

Faculty Opportunity
Division of Child and Adolescent Psychiatry

University of Maryland, Baltimore

The University of Maryland, School of Medi-
cine, Division of Child and Adolescent Psychi-
atry is seeking a full-time child and adolescent
psychiatrist and psychologist.  The positions
carry faculty appointments at the University and
offer exciting opportunities for clinical care,
teaching and research.  Academic rank and salary
are commensurate with experience.  Send a let-
ter of introduction and CV to: David B. Pruitt,
MD, Professor of Psychiatry and Pediatrics, Di-
rector, Division of Child and Adolescent Psy-
chiatry, 701 W. Pratt Street, #429, Baltimore,
Maryland 21201.  Affirmative Action/Equal Op-
portunity Employer.

Psychiatrist

Pathways, Inc., the longest operating multi-serv-
ice mental health agency in St. Mary’s County,
located on Maryland’s western shore of the
Chesapeake Bay, is seeking a licensed, board cer-
tified/board eligible Psychiatrist for the position
of Medical Director.   

St. Mary’s County has been designated as an un-
derserved area for mental health professionals
so applicants with foreign visas are welcome.  As-
sistance with moving expenses and student loan
payments consistent with the underserved area
designation for this county are possible.   Addi-
tional benefits include a competitive wage, med-
ical, dental, disability, and malpractice insurance,
paid leave and no on-call requirement. 

This position will require a minimum effort of
twenty-eight (28) hours per week and a targeted
start date of July 2006.  Salary and other terms
are negotiable.   If interested please submit your
C.V. and letter of interest to: Jack Dent, Ad-
ministrative Officer, Pathways, Inc., P.O. Box
129, Hollywood, MD 20636, 301-373-3065
ext. 208, Fax 301-373-3265, e-mail: jdent@
pathwaysinc.org

Clifton T. Perkins Hospital Center, a
JCAHO-accredited institution and Mary-
land’s only maximum security forensic hos-
pital, is seeking candidates for the position of
staff psychiatrist.  Candidates with forensic in-
terest or experience would be especially well-
suited.  Responsibilities include the provision of
high quality psychiatric care on an inpatient unit
in a state-of-the-art forensic facility.  Additional
opportunities include evaluations of dangerous-
ness, competency to stand trial, and criminal re-
sponsibility.

Join a vibrant medical staff with expertise in care
of the seriously mentally ill within a forensic set-
ting.  Faculty appointments are available at Uni-
versity of Maryland and Johns Hopkins, if eligi-
ble.  The hospital is centrally located 20 min-
utes from Baltimore, 35 minutes from DC, and
20 minutes from Annapolis.  Competitive salary
with excellent benefits, flexible working hours,
and the opportunity for paid overnight call.

Interested candidates should contact C. Dennis
Barton, Jr., MD, MBA, at 410-724-3078 or P.O.
Box 1000, 8450 Dorsey Run Road, Jessup, MD
20794 (BartonD@dhmh.state.md.us.)

MASSACHUSETTS

CONSULTATION-LIAISON PSYCHIATRIST

Mount Auburn Hospital, affiliated with Harvard
Medical School, is seeking a full-time consulta-
tion-liaison psychiatrist.  This clinical position in-
volves working closely with our medical and sur-
gical services, including residents in our inter-
nal medicine residency program.  Academic ap-
pointment, salary package.  Please send CV to:
Joseph D’Afflitti, M.D., Chair, Department of
Psychiatry, 330 Mount Auburn Street, Cam-
bridge, MA 02138; tel: 617 499-5008; email:
jdafflit@mah.harvard.edu.

Psychiatrist Medical Director
Southeastern MA

Cape and Islands Community Mental Health
Center seeks a dynamic, board-certified psychi-
atrist for a leadership position. Our JCAHO ac-
credited DMH facility is located in Cape Cod,
Massachusetts with easy access to Boston and
Providence. We offer a 16-bed inpatient unit,
day treatment, crisis services and multiple com-
munity programs.

HIGHLY COMPETITIVE salary and ex-
cellent benefits.

Send letter of interest and CV to: 
Nancy Langman MS, MPH

Vice President Psychiatric and
Professional Services

May Institute Comprehensive
Psychiatric Services

60 Hodges Avenue Extension
Taunton, MA 02780 

Phone: 508-977-3738
E-mail: nlangman@mayinstitute.org

pn.psychiatryonline.orgclassifieds
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CORRECTIONAL & FORENSIC PSYCHIATRY

The University of Massachusetts Medical School
seeks psychiatrists for its innovative and multi-
disciplinary correctional mental health program,
which provides services at several locations
throughout the state.  We offer generous, newly
enhanced salaries, excellent benefits, regular
hours without call responsibilities, and a faculty
appointment with the University of Massachu-
setts Medical School.  Send letter of interest and
curriculum vitae to: Kenneth Appelbaum, MD,
University of Massachusetts Medical School,
Health & Criminal Justice Programs, 1 Research
Drive, Suite 120C, Westborough, MA  01581;
Kenneth.Appelbaum@umassmed.edu; Phone:
508-475-3236; Fax: 508-475-3258.  UMMS is
an equal opportunity employer.  

CENTRAL MASSACHUSETTS - UMass
Memorial Medical Center, Department of Psy-
chiatry is seeking a psychiatrist for our affiliated
hospital Health Alliance, in Fitchburg, Massa-
chusetts.  The position involves primarily inpa-
tient and partial hospital responsibilities.  Acad-
emic opportunities and faculty rank commensu-
rate with experience and interests.  Candidates
must be BE/BC in Psychiatry.  Applicants should
send letter of interest and CV to Alan Brown,
MD, Vice Chairman for Clinical Services, De-
partment of Psychiatry, UMass Memorial, 55
Lake Avenue North, Worcester, MA  01655 or
e-mail BrownA01@ummhc.org  AA/EOE

WORCESTER - Director of Outpatient
Psychiatry Service
Excellent opportunity for outstanding clinical
psychiatrist at large multidisciplinary university
hospital clinic.  Position involves supervisory,
teaching and direct care responsibilities, with
opportunities for research.  Faculty rank com-
mensurate with experience.  Applicants should
send letter of interest and CV to Alan Brown,
MD, Vice Chairman for Clinical Services, De-
partment of Psychiatry, UMass Memorial, 55
Lake Avenue North, Worcester, MA  01655 or
e-mail BrownA01@ummhc.org    AA/EOE

CENTRAL MASSACHUSETTS - UMass
Memorial Medical Center, Department of Psy-
chiatry seeks a Psychiatrist for our Geriatric Psy-
chiatry Inpatient Unit at Clinton Hospital.  Clin-
ical care on a 20-bed unit that serves as an im-
portant referral site for the region.  Psychiatry
and Family Practice resident, medical student
teaching occurs on-site.  Opportunities for col-
laboration and teaching at Worcester Campus.
Competitive compensation with complete ben-
efit package.  Faculty rank commensurate with
experience.  Candidates should be BC/BE in
general psychiatry.  Added qualifications in Geri-
atric Psychiatry and/or previous experience work-
ing with geriatric patients is preferred.  Appli-
cants should send letter of interest and CV to
Tatyana Shteinlukht, MD, Medical Director,
Geri/Psych Unit, Clinton Hospital, 201 High-
land Street, Clinton, MA  01510 or e-mail
Shteinlt@ummhc.org  AA/EOE

Cooley Dickinson Hospital is seeking a Med-
ical Director of Inpatient Services.  Applicant
must be Board Certified in Psychiatry, have at
least 2 years of inpatient experience.  

Maximum call 1 week in 7, with less call possi-
ble. An extremely competitive compensation
complimented by a full benefits package, is of-
fered with the position. 

Cooley Dickinson Hospital is at the heart of a
vibrant, five-college community that offers res-
idents extraordinary educational opportunities
and unlimited cultural amenities.  Northamp-
ton, MA, an exciting arts and college commu-
nity was voted the #1 small arts town in the coun-
try by the Boston Globe and also ranked in the
top 100 places to live in the U.S., according to
Money magazine.

For more information, contact Erin Wertheim,
Physician Recruiter at 413-582-2720 or
erin_wertheim@cooley-dickinson.org.

Child and/or Adult Psychiatrist to join busy,
large, established private psychiatric group prac-
tice.  Work consists of outpatient psychiatric
treatment, both psychotherapy and psy-
chopharmacology, and some hospital consulta-
tions.  A lot of flexibility in terms of job and
schedule.  Please send C.V. to Paul Menitoff,
M.D., Greater Lowell Psychiatric Associates,
LLC 9 Acton Road Suite 25 Chelmsford, MA
01824.

Medical Director
Methuen, MA

Horizon Health managed inpatient psychiatric
program seeks Medical Director for a 22-bed
general adult and a 25-bed geriatric inpatient
unit in Methuen, MA. Contact: Mark Blakeney,
Horizon Health, 800-935-0099 x7473, fax
CV: 972-420-8233, or email mark.blakeney@
horizonhealth.com. Visit our web site: www.
horizonhealth.com. EOE.

MINNESOTA

Offering Hope and Healing to Those Suffering
from Psychiatric Conditions and Addictions

General Psychiatrist
Child and Adolescent Psychiatrist

Prairie St. John’s, a Catholic Healthcare Or-
ganization, is looking for enthusiastic and dy-
namic psychiatrists dedicated to helping others
improve the quality of their lives. We are ex-
panding services in the Mpls-St. Paul area and
need Psychiatrists to provide care at Child_Ado-
lescent and Adult PHP’s and Clinic. No night
or weekend call.

The Prairie St. John’s organization started in
Fargo, ND and provides services in a continuum
of care that includes inpatient, partial hospital, in-
tensive outpatient and clinic services to adults,
adolescents and children.  Starting salary up to
$210,000 dependent on qualifications, includ-
ing productivity compensation.  Excellent ben-
efits. View us on-line at www.prairie-stjohns.com.

Send CV and letter of interest to: Karen
Frigen, Development Specialist, Prairie St.
John’s, 510 4th St. S., Fargo, ND  58103 or
e-mail to kfrigen@prairie-stjohns.com.

MISSOURI

Provide psychiatric services to long-term in-
patients. No acute unit, no ER. Modern facil-
ity with electronic medical record, dictated
progress notes. Salary range up to $165,000 de-
pending on experience. Moving expenses, stu-
dent loan repayment available. Benefits and mal-
practice coverage provided by employer. Small
city community, one hour from Kansas City, half
hour from major airport. Medical school affili-
ation. Pharmacy residency program on site.
Training site for Certified Forensic Examiners.

James B. Reynolds, M.D.
Medical Director

(816)387-2501

PSYCHIATRISTS
Salary plus Benefits!

Two Opportunities south of St. Louis to work
with the nation’s largest psychiatric contract man-
agement company as either Medical Director or
Associate Medical Director.  Well-established
inpatient programs and excellent potential for
outpatient Private Practice.  Excellent salaries
and benefits offered. Contact: Mark Blakeney,
Horizon Health, 800-935-0099, x7473, fax
CV: 972-420-8233 or email: mark.blakeney@
horizonhealth.com. Visit our web site: www.
horizonhealth.com. EOE

MONTANA

Enjoy an extraordinary outdoor lifestyle in a
beautiful western Montana university town.
Several opportunities currently available for mo-
tivated psychiatrists.  Outpatient practice oppor-
tunities with an established, well-managed neu-
robehavioral group for a psychiatrist with an in-
terest in general adult psychiatry; subspecialty
interest(s) a plus.  Group includes four psychia-
trists, two clinical psychologists, two neuropsy-
chologists and two neurologists.  Busy practice,
with both inpatient and outpatient opportuni-
ties is very quickly anticipated from both inter-
nal and regional referrals.  Remuneration is pro-
duction-based with start-up financing assistance
available.  Psychiatric hospitalist opportunity in as-
sociation with a 213 bed, acute care, JCAHO,
regional referral center.  Patient population in-
cludes inpatient mental health and addiction
treatment.  Missoula, Montana offers an ex-
traordinary lifestyle and is the home of the Uni-
versity of Montana and the Montana Neuro-
science Institute Foundation.  Research oppor-
tunities exist in collaboration with the Neuro-
science Institute, including PET and fMRI ca-
pabilities.   View the Northern Rockies from
your office window, fly fish the Clark’s Fork River
6 blocks away during lunch, or ski 20 minutes
from the office during winter.  For more infor-
mation direct CV and inquiries to: Psychiatry,
PO Box 8169, Missoula MT  59807,  e-mail to
AmyS@mtneuro.com or call Amy Shoales, Prac-
tice Mgr at (406) 327-3371. Visit our web site at
montanaminds.com.

ST. PATRICK HOSPITAL & HEALTH
SCIENCES CENTER

PSYCHIATRIC HOSPITALIST

MISSOULA, MONTANA

St. Patrick Hospital, located in Missoula, Mon-
tana, is home to the International Heart Insti-
tute of Montana and the Montana Neuroscience
Institute Foundation. We are a 213-bed, acute
care, JCAHO accredited, Sister’s of Providence,
regional referral center for W. Montana and N.
Idaho. Missoula is home to the University of
Montana and offers an abundance of beauty &
recreational opportunities. Close to Glacier and
Yellowstone National Parks, you can live and
recreate in beautiful country and work for a sta-
ble and well-respected hospital.  We currently
have a full-time Psychiatric Hospitalist oppor-
tunity for our co-occurring 26-bed inpatient unit.
The co-occurring unit consists of 60-70% psy-
chiatric patients and 30-40% addiction patients
including acute detoxification. Position will also
include call. 

**We offer a competitive wage & benefit
package.  

For a Big Sky Welcome!!
Contact: Jan Van Fossen
Vanfoss@saintpatrick.org

Human Resources Department
St. Patrick Hospital

P.O. Box 4587
Missoula, MT 59806

1-800-325-7271 ext#5627
Job line: 406-329-5885

Fax: 406-329-5856
www.saintpatrick.org

NEVADA

Northern Nevada Adult Mental Health Ser-
vices; JCAHO accredited State Facility; Hiring
BE/BC psychiatrists FY 2006; hospital and out-
patient positions. Active Resident training; Pos-
sible University Medical School Affiliation; Re-
location assistance; Salary up to $166,000; Ex-
cellent Benefit and Retirement packages. No
State income tax

Contact: 
Dr. Harold Cook PhD, Agency Administrator

775-688-2015
Dr. Ira Pauly MD

775-688-2015
NNAMHS

480 Galletti Way
Sparks, Nevada 89431-5578

775-688-2011
775-688-2052 (fax)

Southern Nevada Adult Mental Health Ser-
vices (SNAMHS); Las Vegas, NV JCAHO ac-
credited; Active Resident training; System ex-
panding; Hiring BE/BC psychiatrists October
2005; hospital and outpatient.  New Acute Hos-
pital opens May 2006. Limited call responsibil-
ities; Relocation assistance; Salary up to $163,000;
Good Benefit and Retirement packages.   No
State income tax.
Contact David A. Rosin, MD; 6161, W.
Charleston Blvd, Las Vegas, NV, 89146
mddirect@snamhs.nv.gov or psmith@snamhs.nv
.gov;  Phone 702-486-6050

The University of Nevada School of Medi-
cine, Department of Family Medicine, is seek-
ing candidates for a full-time, administrative fac-
ulty position as a clinical physician at the Mo-
jave Adult, Child and Family Services (MACFS)
clinics in Las Vegas. Duties include: Clinical serv-
ice in outpatient community psychiatry; evalua-
tion and treatment of patients at MACFS out-
patient clinics in collaboration with Medical Di-
rector in utilization review/quality assurance.
For complete position description and require-
ments, contact: Search Chair/Coordinator, (Jim
Parcells, C.O.O./Pam Soucy, HR Director
702-968-5071) or view at http://jobs.unr.edu/
professional. For full consideration, please apply
by April 15, 2006. 

The University of Nevada School of Medi-
cine, Department of Family Medicine, is seek-
ing candidates for a full-time, administrative fac-
ulty position as a clinical physician at the Mo-
jave Adult, Child and Family Services (MACFS)
clinics in Reno. Duties include: Clinical service
in outpatient community psychiatry; evaluation
and treatment of patients at MACFS outpatient
clinics in collaboration with Medical Director
in utilization review/quality assurance. For com-
plete position description and requirements, con-
tact: Search Chair/Coordinator, (Jim Parcells,
C.O.O./Pam Soucy, HR Director, 702-968-5071)
or view at http://jobs.unr.edu/professional. For
full consideration, please apply by April 15, 2006. 

NEW HAMPSHIRE

ADULT PSYCHIATRIST

Riverbend Community Mental Health, Inc.
a large community mental health center with a
staff of over 200, including six full-time psychi-
atrists, seeks a BE/BC psychiatrist with expert-
ise (fellowship training) or experience in
geropsychiatry to provide elder outpatient and
nursing home care several days a week.  This po-
sition also includes practice in a general psychi-
atric outpatient office and an opportunity to pro-
vide consultation and supervision to family prac-
tice residents in a family practice clinic. Experi-
ence or a willingness to learn ECT is required.
Shared on-call responsibilities in a 15 bed psy-
chiatric unit located in a general hospital are part
of this position. 

We are part of the N.H. mental health system
that is currently rated #2 among community
mental health systems nationally.  Concord is a
family-oriented small city located one hour from
Boston, the White Mountains, and the Seacoast.
This position is full-time, salaried with excellent
benefits including medical, dental, life, disabil-
ity, retirement plan, paid malpractice insurance,
continuing medical education, and reimburse-
ment for professional expenses.  Interested ap-
plicants should send a CV to Riverbend CMHC,
Attn: Human Resources, P.O. Box 2032, Con-
cord, NH 03302-2032.  For more information
about this opportunity, contact Elvira Downs,
MD, at (603) 228-1551.  EOE
www.riverbendcmhc.org 

NEW JERSEY

Psychiatrist - well established, for profit out-
patient mental health practice has immediate
opening for experienced adult, adolescent and/or
child psychiatrist.  Fee for service cliental, private
practice model within comprehensive multi-dis-
ciplinary group of highly qualified clinicians.  Fax
CV to (856) 985-8148 or call (856) 983-3866 ext.
3018.

pn.psychiatryonline.org classifieds
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GREAT OPPORTUNITY
CHILD & ADOLESCENT PSYCHIATRIST

Exciting opportunity for a BC/BE child & ado-
lescent psychiatrist to join a thriving private out-
patient Child Therapy Center in an upscale sub-
urban area of Northwestern New Jersey, just one
hour from NYC. Position is part time, with op-
portunity for growth, if desired. Position involves
providing clinical evaluations and treatment in a
supportive, colleaguial atmosphere. Exciting
growth. Excellent compensation. Fax CV to
(973)898-9305 or e-mail to gllach@optonline.net.

New Jersey Psychiatrists - Rapidly expanding
behavioral health organization has immediate
positions available in Newark and Cranford lo-
cations. Seeking adult and child Psychiatrists for
partial hospitalization and outpatient services.
Spanish speaking a plus. Full and part-time po-
sitions available. Excellent employment package
including competitive salary, benefits and mal-
practice insurance. Fax CV to (732) 212-0061
or e-mail hr@ppenet.com.

Child/Adol. Psychiatrist

Child/Adol. Psychiatrist- needed for growing
multi-disciplinary group in affluent community
in North/Central N.J. Expertise in psychophar-
macology requried.  No Managed Care!  Please
fax CV to (908) 598-2408

STAFF PSYCHIATRIST-MED SRVCS

P/T Position (20 HRS per week / Negotiable).
Responsible for providing direct Psychiatric Ser-
vices to clients assigned. These services include:
Comprehensive psychiatric evaluations, med-
ication follow up, order laboratory and other di-
agnostic tests; Must possess a current New Jer-
sey medical license; current DEA registration;
current CDS registration. 

Please email, fax or mail resumes w/ salary
requirements to:

mirceac@careplusnj.org 
FAX: 201-265-6908 
Care Plus NJ, Inc.
ATTN: Recruiter

610 Valley Health Plaza
Paramus, NJ 07652

EOE

Northern New Jersey!
Psychiatrist

A Psychiatrist is needed for a 23-bed adult in-
patient unit with a geropsychiatric track located
in Englewood, NJ.  Positioned north of Newark
and adjacent to New York City, the location of-
fers easy access to one of the greatest cultural
centers in the world.  Please contact Mark
Blakeney, Horizon Health, for more details.
Office 800-935-0099, e-mail mark.blakeney@
horizonhealth.com, fax 972-420-8233. EOE

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

Enjoy the hustle and bustle of the
“Big Apple”!!!!
Several exceptional opportunities available in
New York City!  All opportunities come with
NO CALL. 1) Forensic Psychiatrist 2) Unit
Chief 2) Staff Inpatient.  Enjoy the security of
an employed position with excellent compensa-
tion and full benefits! For more info, call
Carrley Ward @ 800-735-8261 x 219, fax your
CV to 703-995-0647 or  e-mail: cward@
medsourceconsultants.com.

Columbia University
College of Physicians and Surgeons

Department of Psychiatry

F/T Attending position available in the Inten-
sive Outpatient Program, for Assistant Profes-
sor or Instructor level for MD candidates. In-
structor level requires graduation from psychi-
atric residency program. Will be providing di-
rect patient care in both the Individual and Group
setting and be involved in the supervision of res-
idents and medical students.  Ability to speak
Spanish not required, but preferred.  Equal Op-
portunity, Affirmative Action Employer. 

Please forward resumes to:
New York Presbyterian Hospital

622 West 168th Street
HP2-254/Diane Looney

New York, NY 10032
Fax #212-305-4724

Psychiatrist
Child/Adolescent & Adult

YAI/Premier Healthcare is a nationally recog-
nized, well-established NYC diagnostic & treat-
ment center for people with disabilities and their
families.  We are currently seeking full and part
time psychiatrists for our outpatient facilities in
the Bronx.  
This is an opportunity to work with a profes-
sional team of doctors and nurses in a multi-cul-
tural, team environment.  Send CV to: Karen
Meyers, Clinical Recruiter, Premier HealthCare,
460 West 34 Street, N.Y., N.Y. 10001   Fax 212-
563-4836
Email: kmeyers@yai.org

Part time in NYC borough! Be a part of a well-
organized, well-run mobile team for a residen-
tial program. Loosely based on ACT/mobile cri-
sis team work. Transportation reimbursed or
provided. NO CALL! Contact Karen Brennan
at 800-575-2880 x307. E-mail CV to
kbrennan@medsourceconsultants.com.

Psychiatrists

Full time positions available at Kirby Forensic
Psychiatric Center, a New York State Office of
Mental Health facility specializing in the treat-
ment of a wide range of patients with forensic
concerns. The psychiatrist leads a multi disci-
plinary team, with opportunities to utilize clin-
ical, administrative, and teaching skills. Prior
forensic training is not expected, but opportu-
nities exist to develop forensic skills. Kirby is af-
filiated with the NYU residency and forensic fel-
lowship programs.  We are conveniently located
near the Triboro Bridge.

Please fax or mail resume to:
Kirby Forensic Psychiatric Center

Wards Island Complex
Wards Island, NY 10035

James Hicks, M.D.,
Associate Clinical Director

Fax 646-672-6893
Kirby Forensic Psychiatric Center is an

equal opportunity employer

Enhance your Public Sector Career

Applicants to the one-year Columbia University
Public Psychiatry Fellowship, now in its
TWENTY-FIFTH year, are helped to find top
quality public sector positions which serve as fel-
lowship placements. Alternatively, psychiatrists
who already have 3-5 day per week clinical and/or
management positions can use the fellowship
training program to become more productive in
their current roles. The agency or hospital salary
is supplemented by a stipend of approximately
$25,000 for the 1½ day per week academic cur-
riculum and faculty supervision at New York
State Psychiatric Institute.  The rich curriculum
includes evidenced-based clinical practices in so-
cial psychiatry, strategic organizational manage-
ment, program evaluation and public policy. A
few positions are still available for the class of
ten fellows commencing July 1. Please direct in-
quiries to Jules Ranz, M.D., Director, Fel-
lowship in Public Psychiatry, Box 111, New
York State Psychiatric Institute, 1051 River-
side Drive, New York, NY  10032; (212) 543-
5655, e-mail: jmr1@columbia.edu. Website:
ppf.hs.columbia.edu. Columbia University is
an AA/EOE.

Med Director position, west of NYC.  The
fantastic hours, autonomy & compensation pack-
age will enable you to enjoy life! Job is for 25-30
hrs per week.  Duties include a mix of inpatient
& outpatient. NO CALL.  Call Dave Feather-
ston @ 800-575-2880 x314
dfeatherston@medsourceconsultants.com

PSYCHIATRIST
Downtown Bronx Medical Associates, the Fac-
ulty Practice of Lincoln Medical and Mental
Health Center, a major teaching facility in NYC
and part of the Health and Hospital Corpora-
tion is seeking FT/PT BC/BE Psychiatrists - the
Adult Outpatient UnitPsychiatrists - Inpatient
Unit and Director of Psychiatry - ER Services
Responsible for teaching and supervising resi-
dents, and direct patient care. Spanish speaking
pref. Academic Appt. with Weill-Cornell Med.
College. 
Send CV to A. John Pellowe, MD: Fax: 718-579-
6060 or Email: somwarub@dbmapc.org.
AA/EOE M/F.

Westchester Suburb- 1 Child/Adol MD
PT or FT Child & Adol IP. Easy 35 minute Man-
hattan drive. Strong child grp, little mang’d care.
No call, no evenings, no weekends! Why do OP?
PT job has flex hrs for kids or priv practice. 917-
710-2456 or toacp@aol.com. Also, 1 ADULT
MD for OP -daily PT flex daytime hrs!

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

NEW YORK STATE

Psychiatrist/Child Psychiatrist: St. Lawrence
Psychiatric Center, a fully accredited, Equal Op-
portunity- Affirmative Action Employer, seeks
Board Certified or Board Eligible Psychiatrists
licensed to practice medicine in New York State
(or eligible to obtain NYS licensure).  We are
designated by Federal Government as M.H.
P.S.A.  In addition to salary ($145,167 to
$154,528 - based on qualifications) and guaran-
teed additional compensation by voluntary par-
ticipation in the Physicians Extra Service Pro-
gram (paid on-call hospital coverage at an hourly
rate), we offer an excellent benefit package in-
cluding: housing, malpractice insurance, health
insurance, paid vacation, holiday and sick time,
an excellent retirement plan and educational and
professional leaves.  

St. Lawrence Psychiatric Center is located in
Ogdensburg, NY, an idyllic rural community on
the St. Lawrence River in northern New York
State.  The area boasts strong public schools, a
low crime rate, nearby universities, and afford-
able housing (including riverfront property) mak-
ing it a wonderful place to live and raise a fam-
ily.  Despite the rural location, a number of large
cities are within reasonable driving distance: Ot-
tawa (1 hour), Montreal (2 hours), Syracuse (2
hours).  In addition, given our location on the
St. Lawrence River and close proximity to the
Adirondack Mountains and Canada, there is easy
access to a variety of unspoiled natural areas for
numerous outdoor activities.

Submit letter of interest to: Geri Kentner, Di-
rector Institutional Human Resources Manage-
ment 1, St. Lawrence Psychiatric Center, 1
Chimney Point Drive, Ogdensburg, NY 13669
or call (315) 541-2182

NORTHERN WESTCHESTER, NEW
YORK - Therapy practice, well established in
the community, managed care friendly, seeking
both child/adolescent and adult psychiatrists.
Salaried position.  Part time hours to begin.
Growing practice with many opportunities for
creative involvement.  Please fax resume to L.
Innes, MD @ (914) 242-5152

CHILD AND ADOLESCENT PSYCHIATRIST
Section on Child and Adolescent Psychiatry

Westchester Medical Center
New York Medical College

Clinical academic position available as chief of
inpatient adolescent unit.  The Section on Child
and Adolescent Psychiatry is a growing program
at a major regional medical center with a new
children’s hospital, and has the only accredited
child psychiatry fellowship program between
NYC and Albany.   The adolescent unit is un-
dergoing reconstruction as a short term, acute
unit, integrating therapeutic interventions and
programming, collaboration with community
mental health programs, and new clinical and
support staff positions.   Responsibilities include
supervision of social work, psychology, medical
student, and physician trainees, involvement in
didactics of the medical college, administrative
and clinical oversight of the unit, implementation
of staff training, and direct clinical care.   Salary
and benefits are competitive, and academic rank
is commensurate with qualifications.   WMC
and NYMC are Affirmative Action/Equal Op-
portunity Employers.   Women and minorities
are encouraged to apply.

Please send inquiries to:

Flemming Graae, MD
Chief, Child and Adolescent Psychiatry

95 Grasslands Road
Valhalla, NY  10595-1646

Fax: 914 493-1076
E-mail  Graaef@wcmc.com

Excellent opportunity for BC/BE Psychia-
trist in Central New York.  Fast paced envi-
ronment.  Dedicated Psychiatry ER at St. Joseph’s
Hospital Health Center in Syracuse, NY.  Full or
Part-Time, 8-hour shifts.  No beeper call.  Ex-
cellent salary/benefits incl. malpractice, CME,
health, 401(k).  Contact: Joseph Gross - phone:
(315) 448-2783; fax: (315) 703-2198; e-mail:
Joseph.Gross@sjhsyr.org.

Psychiatrists Needed

Comprehensive Neuroscience, Inc., a national
clinical research organization specializing in CNS
research is seeking part-time, board certified psy-
chiatrists to assist in conducting clinical trials for
our sites in Northern New Jersey, Washington,
DC, Northern Virginia, Chicago, IL and South-
ern California (LA area).  Position responsible
for acting as sub-investigator for outpatient stud-
ies with various CNS investigational compounds.

E-mail resume to hr@cnsmail.com or fax to 914-
997-4024. EOE

The Department of Psychiatry of the State
University of Buffalo School of Medicine and
Biomedical Sciences has openings for two newly
ACGME-accredited PGY 5 Geriatric Psychia-
try fellows to begin July 2006. The Geriatric
Psychiatry fellow will have clinical experiences in
geriatric dedicated home-health care, outpatient,
day hospital, acute inpatient, consultation-liai-
son, long-term care, ECT and hospice. The fel-
lows will participate in a clinical milieu empha-
sizing understanding the psychiatric aspects of
medical conditions along with the medical as-
pects of psychiatric conditions. Fellows will have
the unusual opportunity through collaborative
consultation-liaison work to develop clinical ex-
pertise and professional relationship skills work-
ing closely with trainees and faculty in geriatric
medicine and neurology. They will participate
in a comprehensive didactic program in prepa-
ration for the ABPN geriatric psychiatry certi-
fication.Contact the Geriatric Psychiatry Divi-
sion for additional information or submit an ap-
plication including your CV, your letter of in-
terest, three letters of reference including one
from your residency training program director to:
Marion Zucker Goldstein M.D. ECMC  Dept
of Psychiatry, Division of Geriatric Psychia-
try, 462 Grider Street, Buffalo, New York
14215
The Geriatric Psychiatry Program Coordi-
nator Sandra Gilliam can be reached at: Tel.
716-961 6955 email gilliam3@buffalo.edu
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GREATER BINGHAMTON HEALTH CENTER
ADULT PSYCHIATRISTS

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 Be-
havioral Health Center (outpatient only, no in-
patient, no call).  Abundant on-site CME.
Salaried, permanent positions with excellent New
York State benefits.

Submit CV to:  Personnel Office
Greater Binghamton Health Center
425 Robinson St., Binghamton, NY  13904
Fax:  (607) 773-4117.  EOE/AAE

Board Certified Child Psychiatrist looking for
a full time (40 hr) Out Patient Child position
in the NY Westchester area. Location should be
no more than 35mins from White Plains NY.
Will not relocate. E-mail position description
and contact information to drpret@yahoo.com.

P/T CHILD/ADOLESCENT PSYCHIA-
TRIST WANTED.  Outpatient position with
leading LI Children and Family Mental Health
Agency.  Fax Resume: HR-(516)626-8403.

Northern New York!
Psychiatrist

A Psychiatrist is needed for a 28-bed adult in-
patient unit located in a 159-bed community
hospital and regional referral center.  Positioned
on the US/Canadian border, the city offers the
opportunity to explore the cultures of neigh-
boring Canada.  Charming city located along the
southern shore of the beautiful St. Lawrence
River.  Salaried position. J-1 Waiver Available.
Please contact Mark Blakeney, Horizon Health,
for more details.  Office 800-935-0099, e-mail
mark.blakeney@horizonhealth.com, fax 972-420-
8233. EOE

NORTH CAROLINA

Practice ALL OUTPATIENT psychiatry with
four colleagues in coastal North Carolina.  Enjoy
a strong salary with benefits.  Contact Jim Ault
at St. John Associates, 1-800-737-2001 or jault
@stjohnjobs.com.  www.stjohnjobs.com

Child Psychiatrist (Assistant or
Associate Professor)

Department of Psychiatric Medicine
The Brody School of Medicine at

East Carolina University

The Department of Psychiatric Medicine at
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 opportunity to work in
an outpatient community-based mental health
setting, working with multidisciplinary staff.
There are opportunities for teaching medical
students and residents and participating in col-
laborative research.  Requirements include MD
or equivalent degree, completion of accredited
child and adolescent psychiatry residency train-
ing, preferably board certification, eligible for
NC medical licensure.  This is not a HPSA site.
Salary and academic rank commensurate with
experience and academic background.  Applica-
tions accepted until position is filled.  East Car-
olina University is the 3rd largest public uni-
versity in the state, located near many recre-
ational areas, including the Atlantic Ocean coastal
resorts.  Please send a letter of interest and
CV to: John Diamond, M.D., Chair Search
Committee, Department of Psychiatric Med-
icine, the Brody School of Medicine, 4E-94B
Brody Building, 600 Moye Blvd., Greenville,
NC 27834, telephone 252-744-2673, e-mail:
diamondj@mail.ecu.edu.  East Carolina Uni-
versity is an AA/EO Employer.

Suburb of Charlotte! Adult & Child Psychia-
trists needed. Outpatient opportunity is open
due to program expansion. Enjoy the security of
an employed position with a competitive salary,
full benefits, and incentive program! For
more info, contact Ariana Sanjabi @ 800.
735.8261 x214, fax your CV to 703.995.0647 or
email to asanjabi@medsourceconsultants.com

PSYCHIATRISTS ($124,620 - $179,068)

John Umstead Hospital, a state psychiatric hos-
pital located in Butner, NC seeks psychiatrist for
the Adult Admissions and Alcohol & Drug Abuse
Treatment units.  Convenient to Raleigh/
Durham/Chapel Hill and has close ties with
Duke University and UNC-Chapel Hill. Com-
petitive salary and benefits package.  Requires
graduation from an accredited medical school,
completion of an accredited psychiatric residency,
and board certification or eligibility.  Selected
employees may qualify for the education loan
repayment program authorized by Section 332
of the Public Health Service Act.  Send state ap-
plication (PD-107) and/or vitae to JUH, Human
Resources Office, 1003 12th St., Butner, NC
27509 or contact Dr. Lou Ann Crume, Clinical
Director at 919-575-7233. FAX 919-575-7550.
EEO/AA Employer

Coastal North Carolina Residential Treat-
ment Center seeks BC/BE child or general psy-
chiatrist with child experience for Clinical Di-
rector of a 46 bed RTC. This employed posi-
tion offers generous base salary, great benefits
and a lucrative performance bonus. For info call
S. Wiltgen, CEO at (910) 577-1400 or email
sarah.wiltgen@psysolutions.com

SENIOR FACULTY POSITION

The University of North Carolina School of
Medicine is seeking a senior psychiatrist at the
Associate or Full Professor level (fixed-term) for
the position of Clinical Director for a new, mod-
ern public psychiatric facility which is under con-
struction in nearby Butner, North Carolina.  This
432 bed hospital will provide psychiatric serv-
ices for the central region of the state, and will
include vibrant academic, teaching, and research
programs in partnership with both the UNC
School of Medicine and Duke University Med-
ical Center.  The Clinical Director will be re-
sponsible for medical leadership and the plan-
ning and organization of clinical, research and
teaching functions.  Candidates must have an
M.D. from an accredited university, be Board
Certified/Eligible, and able to obtain medical li-
censure in North Carolina.  A strong track record
of administrative leadership in a public academic
setting is highly desirable.

Candidates should submit a letter of application,
current CV, and the names and contact infor-
mation of three professional references to:  David
Rubinow, M.D., Meymandi Professor and Chair
of Psychiatry, Campus Box #7160, University of
North Carolina School of Medicine, Chapel Hill,
NC 27599-7160.  UNC is an Equal Opportu-
nity/ADA 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

OHIO

COME HOME TO THE MIDWEST

Opportunities are available in Ohio’s Depart-
ment of Mental Health for psychiatrists seeking
personal growth, and professional challenge, in
staff or administrative positions.  Our Behavioral
Healthcare facilities offer doctors an opportu-
nity to work in a progressive JCAHO accredited
system that is a nationally recognized leader in
mental health reform.  We offer attractive salaries
and benefits, as well as academic affiliations for
a 40 hour work week with fully paid malpractice
at all nine BHO locations across Ohio in Cincin-
nati, Dayton, Columbus, Athens, Cambridge,
Massillon, Cleveland and Toledo.  If you are
interested in making a positive change to a beau-
tiful rural or urban Midwest area, please contact:

Dale Svendsen, M.D. Medical Director 
Demetra Mutchler, Recruitment Manager

(614) 466-9916
mutchlerda@mh.state.oh.us

TENURE TRACK:  The MetroHealth Sys-
tem, an affiliated teaching hospital of Case West-
ern Reserve University, is currently seeking an
outpatient consult liaison psychiatrist at the in-
structor or assistant professor level.  This psy-
chiatrist will provide clinical care and teaching of
residents and students at MetroHealth Medical
Center.  Benefits include a competitive salary,
incentive potential, health insurance, paid time
off, liability insurance, an academic appointment
and CME opportunities.  Please submit a letter
of interest and curriculum vitae to R. T. Seg-
raves, M.D., Ph.D., Chairperson, Department
of Psychiatry, MetroHealth Medical Center, 2500
MetroHealth Drive, Cleveland, OH 44109-1998
or rsegraves@metrohealth.org.  In employment,
as in education, The MetroHealth System and
Case Western Reserve University are committed
to Equal Opportunity and World Class Diversity.
The Psychiatry Department at MetroHealth has
HPSA designation.

PSYCHIATRIST
Greater Cleveland Area

Horizon Health managed inpatient psychiatric
program seeks psychiatrist to work with our cur-
rent Medical Director in greater Cleveland area.
Salaried position with benefits.  J-1 waiver
applicants welcome.  Contact: Mark Blakeney,
Horizon Health, 800-935-0099 x7473, fax
CV: 972-420-8233, or email mark.blakeney@
horizonhealth.com. Visit our web site: www.
horizonhealth.com. EOE.

OREGON

Physician Specialist needed: Must have M.D.
& completion of residency in Psychiatry, Inter-
nal Medicine, or General Medicine.  Must be
BE/BC in Psychiatry, Internal Medicine or Gen-
eral Medicine and eligible for OR Medical Li-
cense.  Location: Pendleton, OR.  If interested,
mail resume to: Charles E. Wood, Manager
Human Resource at the State of Oregon, East-
ern Oregon Training Centers, 2575 Westgate,
Pendleton, OR 97801.

PENNSYLVANIA

Outstanding Private Practice - Seeking BC/BE
psychiatrist for successful, established private
group practice in southeastern Pennsylvania’s
Lehigh Valley. Great earning potential, option
to teach and do clinical research. In and outpa-
tient responsibilities, weekend call is 1 in 6. Beau-
tiful suburban area 1 hour from Philadelphia,
1.5 hours from NYC. Email CV to Dr. Paul
Gross at pkgmd@yahoo.com, Fax to (610) 820-
3835.

PSYCHIATRISTS... BE/BC  exellent salary,
benefits, no billing,  upscale working environ-
ment, Inpatient or Outpatient. Full time and Part
time available. Pennsylvania locations send CV
bp@pennhurstmedical.com or fax to 610-524-
0952 Pennhurst Medical Group, P.C. Some
LT also!

Medical Director
Salary Plus Benefits

Horizon Health managed inpatient psychiatric
program seeks psychiatrist in Western Central
PA.  Salaried position with benefits.  Relo as-
sistance, sign-on bonus, CME, and more.
Contact: Mark Blakeney, Horizon Health, 800-
935-0099 x7473, fax CV: 972-420-8233, or email
mark.blakeney@horizonhealth.com. Visit our
web site: www.horizonhealth.com. EOE.

SOUTH CENTRAL PENNSYLVANIA —
BE/BC Psychiatrist needed to join thriving psy-
chiatry department at Chambersburg Hospital.
Position flexible based upon physician prefer-
ence.  Excellent salary with bonus program and
outstanding benefits package.  Local colleges and
universities.  Family-oriented lifestyle with very
affordable housing and abundant outdoor and
cultural activities yet an easy drive to Harrisburg,
Baltimore or DC.  Email CV to mroyce@
summithealth.org   Mail CV to Marie Royce,
Director of Physician Relations, Summit Health,
112 N. 7th Street, Chambersburg, PA 17201.
Call 1-800-758-8835.  Fax 717-267-7769.  Visit
us at www.summithealth.org

RHODE ISLAND

Rhode Island Hospital
Director of Substance Abuse

The Department of Psychiatry, Rhode Island
Hospital, Providence, RI, is seeking a full-time
Psychiatrist for Director of Substance Abuse of
the Division of Adult Psychiatry, Department of
Psychiatry, at Rhode Island Hospital.  Must be
an M.D. and Board certified in General and Ad-
diction Psychiatry.  Must have successfully com-
pleted training in Adult Psychiatry in an ac-
credited program, with residency served in Adult
Psychiatry.  Also responsible for education and
research, as agreed upon.  Candidates should
have a record of clinical research or scholarly ac-
tivity in the area of Substance Abuse.  The can-
didate should also have a record of teaching and
supervision of psychiatry residents.  Five years
post-training in staff capacity in a teaching-train-
ing environment experience preferred.  Candi-
date must be eligible for academic appointment
at Brown University at the Assistant, Associate,
or Full Professor level, Teaching or Research
Scholar Track.  Demonstrated clinical research
productivity is necessary for appointment at the
Assistant Professor level.  If hired at the Associ-
ate Professor level in the Teaching Research
Scholar Track, or the Associate Professor level of
the Research Scholar Track, the candidate will
have to demonstrate a national reputation in his
or her field.  If hired at the Full Professor level
in the Research Scholar Track, candidate must
demonstrate international reputation in his or
her field.  Rhode Island Hospital is a EO/AA
employer, and encourages applications from mi-
norities, women, and protected persons.  Review
of applicants will begin immediately and will
continue until the position is filled or the search
is closed.  Send letter and CV to: Martin B.
Keller, M.D., Chairman, Department of Psy-
chiatry and Human Behavior, Butler Hospital,
345 Blackstone Blvd., Providence, RI 02906.

Rhode Island Hospital

Psychiatrist Adult, Inpatient and Outpatient
(Mood Disorders)

The Department of Psychiatry, Rhode Island
Hospital, a Lifespan partner and Brown Uni-
versity affiliated program, is seeking a psychia-
trist to share inpatient and outpatient responsi-
bilities with an established fulltime hospital-based
group. The inpatient component involves treat-
ing patients with a wide range of acute condi-
tions. The outpatient component involves as-
sessing and treating patients with mood disor-
ders as a member of a specialized multidiscipli-
nary clinical research team.  The candidate must
be Board Certified or eligible, and may be eli-
gible 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
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SOUTH CAROLINA

PRIVATE PRACTICE AVAILABLE

Solo private practice available in downtown
Charleston, S.C.  Outpatient, private pay.  Avail-
able July 06.  BC only.  Fax 843-723-4144.

The Center for Drug and Alcohol Programs
and Department of Psychiatry & Behavioral
Sciences at the Medical University of South
Carolina in Charleston, South Carolina, an-
nounce the availability of an Assistant Professor
faculty position.  Applicants must be an M.D.,
have completed a Psychiatry residency, be Board
certified or eligible, have research experience or
a fellowship alcohol or substance abuse, and be
suitable for licensure in South Carolina. The
Center for Drug and Alcohol Programs includes
an NIAAA-funded Alcohol Research Center
(ARC) and has over 20 faculty scientists, access
to alcohol and other substance abuse patients,
and basic and clinical science facilities.  Empha-
sis in the ARC is on translational research deal-
ing with biomedical etiology and pharmacolog-
ical treatment of alcoholism.  It is anticipated
collaborative research endeavors will occur in
these areas. Review of applications begins im-
mediately.  Applications will be considered until
position is filled. Send letter of application, vita,
and supporting materials to Dr. Raymond Anton,
Director, Center for Drug and Alcohol Pro-
grams, Medical University of South Carolina,
P.O. Box 250861, Charleston, SC 29425.  MUSC
is an Equal Employment Opportunity/Affirma-
tive Action Employer.

Coastal South Carolina-Great location!
CMHC located a short drive from Myrtle Beach;
SC is looking for a locum tenens Psychiatrist to
provide four weeks or more of outpatient cov-
erage. The assignment starts February 6, 2006
until March 3, 2006 with no call. APA endorsed
Occurrence Malpractice, travel; lodging, rental
car and excellent pay are provided. Contact
Gene Itoh at 800.735.8261 ext.223, fax your
CV to 703.995.0647 or e-mail: gitoh@
medsourceconsultants.com for this or any of our
other Nationwide Locum Tenens assignments.

TENNESSEE

The University of Tennessee Health Science
Center at Memphis, has two full-time, faculty
positions open in the Department of Psychiatry.
The first position is for a Board Certified Psy-
chiatrist who would meet the academic tenure
and rank requirements at the Professor level.
Consideration will be given to qualified indi-
viduals who possess geriatric psychiatry experi-
ence, have functioned in an academic adminis-
trative position, and possess excellent clinical
skills.  Willingness to travel throughout the local
service area desirable.  The second position is
for a non-tenure track Board Certified/Eligible
Child Psychiatrist who has completed a fellow-
ship in Child and Adolescent Psychiatry.  Ad-
ministrative and academic experience preferred.
Ability to work in other disciplines desirable.  In-
terested candidates should send a letter of in-
terest and Curriculum Vitae to Dr. James Greene,
MD, Interim Chair, University of Tennessee De-
partment of Psychiatry, and 135 N. Pauline
Street, Memphis, Tennessee 38103.  The Uni-
versity of Tennessee is an EEO/AA/Title
VI/Title IX/Section 504/ADA/ADEA insti-
tution in the provision of its education and
employment programs and services.

EAST TENNESSEE STATE UNIVERSITY
JAMES H. QUILLEN COLLEGE OF MEDICINE

DEPARTMENT OF PSYCHIATRY &
BEHAVIORAL SCIENCES

CHILD PSYCHIATRIST

Full-time position available for Child Psychia-
trist.  Responsibilities include training of psy-
chiatric residents and medical students and re-
search activities. Salary is competitive with fund-
ing available through the Medical School, fac-
ulty private practice and extramural contracts.
ETSU is located in the Tri-Cities area, rated #1
place in North America in cost-of-living, crime
rate, climate and health care.  Applicants should
submit a CV and two letters of reference to
Merry N. Miller, M.D., Chair, Department of
Psychiatry and Behavioral Sciences, ETSU, Box
70567, Johnson City TN 37614.  Telephone in-
quiries should be made at (423)439-2235 or e-
mail at lovedayc@etsu.edu.  AA/EOE.

TEXAS

Geriatric Psychiatrist for busy private practice.
Outpatient, research, drive to nursing homes and
assisted livings. Competitive salary and benefits.
Send CV to SASH at JWinston@austin.rr.com or
fax to 512-476-0195.

The Department of Psychiatry at The Uni-
versity of Texas Health Science Center at San
Antonio seeks an academic psychiatrist to head
the Forensic Psychiatry Division.  The position
is fulltime on either the tenure or non-tenure
track.  Successful candidates must be ABMS cer-
tified in forensic psychiatry and have strong ac-
ademic and teaching credentials, significant ad-
ministrative experience, and the energy and vi-
sion to lead and further develop this program.
Salary and academic rank are commensurate with
qualifications.  The Department has strong ed-
ucational, research and clinical programs in an at-
tractive, culturally rich city situated on the edge
of the Texas Hill Country, with a pleasant cli-
mate, an excellent public school system and abun-
dant recreational activities.  Interested individ-
uals should forward their curriculum vitae to
Pedro L. Delgado, M.D., Dielmann Professor
and Chairman, Department of Psychiatry, Mail
Code 7792, The University of Texas Health Sci-
ence Center at San Antonio, 7703 Floyd Curl
Drive, San Antonio TX 78229-3900, phone 210-
567-5391, FAX 210-567-6941.  The University
of Texas Health Science Center at San Antonio
is an Equal Employment Opportunity/Affirma-
tive Action Employer.  All faculty appointments
are designated as security sensitive positions.

Weekend Drive To Dallas! Expanding CMHC
is looking for a psychiatrist to work 100% OUT-
PATIENT! Enjoy the security of an employed
position with a competitive salary and full ben-
efits package! 40 hour work week with NO
CALL! For more info, call Sarah McGlinnen
@ 800-735-8261 ext 216, fax your CV
to 703-995-0647, or e-mail: smcglinnen@
medsourceconsultants.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.

Nacogdoches and Livingston - The Burke
Center, a multi-site, JCAHO accredited com-
munity mental health center, currently has a full
time Adult Psychiatrist position available in
Nacogdoches, and a full time Child Psychiatrist
(or General Psychiatrist with child experience)
position available in Livingston to see a mix of
child and adult patients.  Physician Assistants
and Advanced Nurse Practitioners will be con-
sidered as well. Both positions are outpatient
only, 40 hour weeks, with no on call.  Enjoy a
comfortable lifestyle in the beautiful, piney-
woods/lakes area of East Texas. Recreational op-
portunities abound in national forests nearby.
Houston less than 2 hours away; Dallas 3 hours;
major state university nearby.  Excellent bene-
fits and competitive salary.  Please send CV to
Mark Janes, M.D., Medical Director, Burke Cen-
ter, 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. 

VIRGINIA

No CALL! Join hospital staff in beautiful south-
western Virginia.  Enjoy a practice that has a
strong salary and benefits.  Contact Jim Ault at
St. John Associates, 1-800-737-2001 or jault@
stjohnjobs.com.  www.stjohnjobs.com

WASHINGTON

BC/BE PSYCHIATRIST
Seeking a BC/BE Psychiatrist with an interest
in geriatrics (fellowship training a plus), to join a
colloborative practice affiliated with a compre-
hensive medical center. Mostly outpatient
with some inpatient. Competitive base salary
guarantee, good benefits plus potential ad-
ditional compensation for productivity. Lo-
cated just 20 minutes from downtown Seattle
and the shores of Puget Sound. This area is con-
sistently rated as one of the best places to live. 
For more information send CV to Gail Mumma,
gmumma@HighlineMedical.org or Fax to 206-
242-4625 or Call: (206)431-0785 

Live in the beautiful Wine Country Of
Southeast Washington State.

Opportunity for Board Eligible Psychiatrist with
WA State License. Up to full time Contractor
position with staff placement possible at later
date if desired. Inpatient and Outpatient care at
Washington State Penitentiary

Contact: Michael Wall 509.526.6436 
mbwall@DOC1.WA.GOV

WISCONSIN

Madison, WI - noted as “U.S. Best City”, two
years, seeks a BC/BE child psychiatrist.  Capitol
Associates, well-recognized for more than 20 years,
is Madison’s largest, independent, licensed men-
tal health clinic and is dedicated to comprehen-
sive inpatient/outpatient care.  CA boasts 14
mental health professionals, including 2 psychi-
atrists.  A university town surrounded by many
lakes, Madison has abundant recreational activ-
ities, high educational standards and support for
the arts.  Please consider joining our caring, en-
ergetic team.  Capitol Associates, LLC, Atten-
tion: Johna Gerasch, PhD (Managing Partner),
440 Science Dr., Suite 200, Madison, WI 53711.
(608) 238-5176, ext. 314.

SPECTACULAR OPPORTUNITY
FOR INPATIENT MEDICAL DIRECTOR

Gundersen Lutheran, a multidisciplinary 400
member group practice in La Crosse, WI, is seek-
ing an experienced BC/BE Psychiatrist to per-
form the functions of the Medical Director of
an existing Inpatient Unit and to develop a day
hospital program.

This candidate will join 9 general and 4 child
psychiatrists, 7 psychologists and more than 40
therapists in providing outpatient/inpatient care
for a broad range of clinical disorders.

Psychiatric outpatient care is offered on our main
campus and at several sites in the Gundersen
Lutheran healthcare system.  Inpatient care is
provided in a 27-bed unit, which is adjacent to
the medical center.  Call will be 1:12.

Located in a city of 52,000 with a metropolitan
area of 120,000 and a service delivery area of
more than 500,000, Gundersen Lutheran pro-
vides the opportunity to practice metropolitan-
scale medicine in a context of small town char-
acter and comforts.  Nationally recognized
schools, three universities, safe neighborhoods,
affordable housing and extensive recreational
and cultural activities make La Crosse, on the
Mississippi River, an outstanding place to live
and work.  Our compensation package, pension
plan and continuing education opportunities are
exceptional.

Interested candidates are invited to call Gale
Kreibich, Medical Staff Development, Gunder-
sen Lutheran, at 1-800-362-9567, ext. 56863,
1900 South Ave., La Crosse, WI, 54601, or e-
mail grkreibi@gundluth.org

We support a safe, healthy and drug-free work
environment through background checks and

controlled substance screening.
EOE/AA

Outpatient Adult and Child/Adolescent
Psychiatry Openings

Are you looking for:

• an experienced multidisciplinary team?
• a comfortable call schedule?
• an efficient network of Electronic Medical

Records accessed with personal tablets?
• the advantage of practicing where genetic re-

search and educational opportunities are eas-
ily accessible?  

• a community offering affordable housing, ex-
cellent schools, plus proximity to numerous in-
door and outdoor recreational activities?  

• a benefit package including a fully funded re-
tirement plan, matching 401K plan, four weeks
paid vacation, two weeks CME with up to
$5,500 allowance, generous relocation, and
more?  

To learn about these excellent opportunities,
please contact: Mary Treichel, Physician Re-
cruiter, Marshfield Clinic, 1000 North Oak Av-
enue, Marshfield WI 54449; Ph: 800-782-8581
ext 19774; Fax: 715-221-9779; E-mail:
treichel.mary@marshfieldclinic.org; Website:
www.marshfieldclinic.org/recruit

CHILD-ADOLESCENT/ADULT PSYCHIATRIST - 
LA CROSSE, WI

Board certified/eligible child-adolescent psy-
chiatrist needed to join the Psychiatry Depart-
ment/Behavioral Health Program at Franciscan
Skemp Healthcare-Mayo Health System in La
Crosse, WI.  At least 50% of the position will
be devoted to outpatient child-adolescent psy-
chiatry patients.  Remainder of the practice will
be a mix of inpatient and outpatient adult psy-
chiatry.  Position will include sharing in the gen-
eral Psychiatry call schedule with five adult psy-
chiatrists.  Competitive salary & comprehensive
benefits.  Franciscan Skemp Healthcare, part of
Mayo Health System, is a multispecialty
group/healthcare network with 200+ providers,
serving a primary care population of 240,000 in
WI, MN & IA.  La Crosse, city of 52,000 with
metro area of 120,000, located on the scenic
Upper Mississippi River, offers an ideal family
environment with unlimited, four-season recre-
ational & cultural activities.  Excellent schools,
including two universities and technical college.

Contact Bonnie Guenther or Mike Hesch,
Physician Services
Franciscan Skemp Healthcare-
Mayo Health System
700 West Avenue South, La Crosse, WI 54601
800-269-1986 / fax 608-791-9898
guenther.bonnie@mayo.edu /
hesch.michael@mayo.edu
www.franciscanskemp.org

WYOMING

Ideal practice setting
Outstanding compensation & quality of life

Practice in a setting free of managed care re-
strictions & formulary constraints. Based on your
qualifications you can expect no less than $170k
and up to $200k per year. Enjoy incredibly low
taxes & cost of living, and an unbelievable qual-
ity of life. Great skiing and shopping are nearby
in Park City, home of the annual Sundance Film
Festival. As a member of our team at the
Wyoming State Hospital you will have the abil-
ity to provide inpatient, residential or outpatient
services to adolescent, adult, forensic or geriatric
patients. This beautiful state-of-the-art hospital
is located in Evanston, WY and accessible on-
line at http://mentalhealth.state.wy.us/hospital.
We would like to tell you more about what we
have to offer you, and learn about your clinical
interests and expertise - please call Ian Castron-
uovo at Liberty Healthcare: (800) 331-7122, ext.
161. You are welcome to email your CV to
ianc@libertyhealth.com for immediate consid-
eration. EOE.

Fellowships
PSYCHODYNAMIC PSYCHOTHERAPY
PROGRAMS.  Two year training includes
coursework, case conferences, and supervision
with experienced analysts.  NEW CHILD-
ADOLESCENT PROGRAM.  The New York
Psychoanalytic Institute, 247 East 82nd Street,
NY NY 10028, (212) 879-6900
www.psychoanalysis.org 
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Research Fellowships for Young Psychiatrists
and Advanced Residents: The Yale University
Department of Psychiatry and the Connecticut
Mental Health Center are pleased to offer
NIMH funded fellowships that provide two years
of research support and training for psychiatrists
who have recently completed residency or are
in their PGY-4 training year. Fellows will choose
a mentor from among over 20 Yale faculty re-
searchers, and develop and carry out their own
research project. A formal didactic program pro-
vides seminars on research design, statistics and
review of the current evidence base regarding
key clinical questions. Program focus is on adding
to the evidence base to guide treatment of peo-
ple with chronic and recurrent psychiatric ill-
nesses, especially during the 95% of their lives
when they are not in periods of acute symptom
exacerbation. Fellowships are designed for psy-
chiatrists interested in academic careers in clin-
ical, psychosocial, epidemiological or transla-
tional neuroscience research. To apply send CV,
statement of research interests and two letters
of recommendation to: Bruce E. Wexler, MD,
Professor of Psychiatry, Yale University School
of Medicine, Connecticut Mental Health Cen-
ter, 34 Park Street, New Haven, CT 06519, or
bruce.wexler@yale.edu.

Clinical Psychopharmacology Research
Fellowship

The Bipolar Disorder Research Program at
Emory University is seeking a PGY-5 clinical re-
search fellow.  Fellowship provides clinical and
research experience, specializing in bipolar dis-
order, with extensive individual supervision by
Dr. Nassir Ghaemi.  Fellows will gain expertise
in diagnosing and treating bipolar disorder, and
in functioning as investigators in clinical trials.
Fellows will learn statistical method methods,
and write research papers.  Ideal for those who
want more clinical expertise and for those in-
terested in an academic psychiatry career.  Com-
petitive salary with full benefits package.  Send
CV and letters of reference to: Dr. Nassir
Ghaemi, 1365 Clifton Rd NE., Bldg B, Suite
6100, Atlanta, GA 30322, nghaemi@emory.edu

Geriatric Psychiatry Fellowship with 
Emphasis on Integrated

Consultation-Liaison Psychiatry 

The Department of Psychiatry and Behavioral
Science at Stony Brook University announces
the availability of an innovative ACGME-ac-
credited geriatric psychiatry fellowship position
starting July 2006 with the option for special em-
phasis on consultation-liaison psychiatry. With
eight board-certified geriatric psychiatrists on
the faculty, the geriatric psychiatry fellow will
have dedicated experiences in geriatric inpatient,
long-term care, outpatient, ECT, and consulta-
tion-liaison psychiatry at both the University 
Hospital as well as several community settings.
Located within the new Stony Brook Division
of Medical and Geriatric Psychiatry, fellows in
geriatric psychiatry will participate in a clinical
milieu emphasizing understanding the psychi-
atric aspects of medical conditions along with
the medical aspects of psychiatric conditions.
Fellows have the unusual opportunity through
collaborative consultation-liaison work to de-
velop added clinical expertise and professional
relationship skills working closely with trainees
and faculty in geriatric medicine, neurology, and
family medicine. To apply for the position, send
by U.S. mail, fax (631) 444-7534, or e-mail
steven.cole@stonybrook.edu, your letter of interest,
your CV, and three letters of reference to Steven
Cole, M.D., Head, Division of Medical and Geri-
atric Psychiatry, Health Sciences Center, 10th
Floor, Room 042, Stony Brook NY 11794-8101.
AA/EOE.

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, 2006.
Advanced training offered to psychiatrists who
have completed residency.  Please write or call:
James L. Levenson, M.D., Chairman, C-L Di-
vision, VCU Health System, Department of Psy-
chiatry, Box 980268, Richmond, VA. 23298-0268;
jlevens@vcu.edu (804) 828-0762 or Yaacov R.
Pushkin, M.D.; ypushkin@vcu.edu

PSYCHIATRY RESEARCH FELLOWSHIP
at the Zucker Hillside Hospital/North Shore
Long Island Jewish Medical Center, Glen Oaks,
NY, starting July 1, 2006.  This 2-year fellow-
ship, under the direction of John Kane, MD is de-
signed for Board Certified/ Board Eligible Psy-
chiatrists who seek advanced training in bio-
medical, neuroscience, and behavioral neuro-
science research.  Fellows work closely with sen-
ior faculty on existing studies in schizophrenia,
bipolar and unipolar mood disorders, and de-
mentia.  Projects may encompass psychiatric ge-
netics/pharmacogenetics, neuroimaging (fMRI,
DTI, PET), psychopharmacology (e.g., clinical
trials, challenge assays), neuroendocrinology,
neurochemistry, neurocognition, prodromal/first
episode studies, electrophysiology (ERPs), phe-
nomenology and assessment, and outcome (e.g.,
functional disability, suicide).  Fellows develop
independent lines of investigation and are en-
couraged to publish and pursue funding in prepa-
ration for careers in academic medicine.  Appli-
cants should send a CV and letter outlining their
interests to: Serge Sevy, MD., The Zucker Hill-
side Hospital, 75-59 263rd Street, Glen Oaks,
NY 11004; ssevy@lij.edu.  Minority applicants
are encouraged to apply.

ANXIETY & FUNCTIONAL NEU-
ROIMAGING. The University of California
San Diego (UCSD) in La Jolla, CA, is seeking ap-
plicants for a PGY-5 Anxiety & Functional Neu-
roimaging Fellowship starting July 1, 2006. Fel-
lows have an opportunity to develop expertise
in anxiety disorders outcomes research and func-
tional magnetic resonance imaging (fMRI) task
design and analysis. Dual mentorship by Mar-
tin Paulus MD and Murray B. Stein MD, MPH.
Competitive salary. Two-year commitment pre-
ferred. Applicants must be board-eligible in psy-
chiatry and eligible for California medical li-
censure. Interested candidates should send a CV
and statement of interest by e-mail to Dr. Stein
(mstein@ucsd.edu) and/or Dr. Paulus (mpaulus
@ucsd.edu).

PUBLIC PSYCHIATRY FELLOWSHIP
CMHC - YALE

The Connecticut Mental Health Center -
Yale University School of Medicine is offering
a one-year Fellowship in Public Psychiatry be-
ginning July 2006.  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.

Practice for Sale
Retiring in July 2006 from established prac-
tice in Vail, Colorado. The practice is for sale
- Income potential $200,000-300,000 per year -
Office furniture and introduction to referral
sources included.  If interested please contact
Robert Truitt, MD at 970-476-1551.

Prime location in South Florida, near major
medical center, solo practice, 100% private pay,
no insurance, very lucrative with great expan-
sion potential. Outstanding reputation. Turnkey
operation. Please fax inquiries to Davis Co. 561-
482-9582.

Adult psychiatric private practice for sale lo-
cated in Scottsdale, Arizona.  If interested con-
tact Arizona Guidance and Counseling Center at
480-949-5700.  Office space and staff are shared
by two other psychiatrists.
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Trauma aand VV io lence

in  OOur  CCommuni t ies

CALL FOR POSTERS
American Psychiatric Association

58th Institute on Psychiatric Services
October 5-8, 2006

New York, NY

Poster Submission Deadline:
June 5, 2006

The poster submission form is available online at
www.psych.org/IPS2006.  You must download and
print the forms on pages 6, 10, 11, and 18.

There are no online submissions for this meeting.

The poster submission form can also be obtained
through APA's Answer Center by calling toll free at:

1-888-357-7924 (U.S. or Canada)
and 01-703-907-7300 (International)

or request a submission forms booklet by e-mail at:
APA@psych.org.

For further information about this meeting or the
submission process, please call (703) 907-7377.

Handbook of Psychiatric Education

Edited by Jerald Kay, M.D., Edward K. Silberman, M.D., 
and Linda Pessar, M.D.

Broad-based and comprehensive, this book
covers all aspects of academic psychiatry

responsibilities in teaching and education of students and resi-
dents. This concise, single-volume resource for faculty development in
education incorporates recent innovations in teaching medical students
and residents and details the newest technological tools for instruction.
Its 14 chapters, by 22 distinguished contributors, address curriculum
development and ongoing evaluation, specific teaching methods, organ-
ization and accreditation of educational programs, challenges and
problems in teaching and administering graduate and undergraduate
programs, roles and functions of educators, and educating residents
how to teach.

The Handbook of Psychiatric Education covers current trends
through the addition of chapters on teaching residents how to teach,
new educational methods and technologies, and the future of psychi-
atric education.

The First and Last Word in Psychiatry

1000 Wilson Boulevard, Suite 1825
Arlington, VA 22209-3901
Phone: 703-907-7322 or 1-800-368-5777, Mon.-Fri., 9 AM TO 5:30 PM, ET
Fax: 703-907-1091 | Email: appi@psych.org | Web: www.appi.org
Please reference priority code AH604 when ordering.

2005 ● 400 pages ● ISBN 1-58562-189-7 ● Paperback ● $59.00 ● Item #62189



We’ve taken the psychiatric resources 

you use every day and put them online 

@
PsychiatryOnline.com 

Access diagnosis, treatment, and research in books 
and journals––all from one website with a single 
search interface––accessible anytime, anywhere. 

We’ve taken the psychiatric resources 

you use every day and put them online 

@
PsychiatryOnline.com

Whether your needs are clinical, academic, or administrative,
PsychiatryOnline.com provides access to the information
critical to your work and everyday psychiatric practice. 

For more information on
PsychiatryOnline.com
or to subscribe today, visit
www.PsychiatryOnline.com
Please use priority code AH601. 

The First and Last Word in Psychiatry

“”

PsychiatryOnline is incredible! I can easily refer to it
for diagnostic criteria, treatment guidelines, or simply

to review the latest journal articles. It’s the easiest, quickest,
and most intuitive way to access psychiatric information. I
get more work done in less time, and the quality of my work
has improved. I would encourage all psychiatrists to get it. 
I would even go so far as to say that PsychiatryOnline.com
will serve to strengthen the psychiatric profession and help
keep psychiatrists in the fore-front of mental health 
diagnosis, treatment, and research.

––Scott Monteith, M.D., Traverse City, Michigan

“

Access diagnosis, treatment, and research in books 
and journals––all from one website with a single 
search interface––accessible anytime, anywhere. 



CYMBALTA�
(duloxetine hydrochloride) Delayed-release Capsules
Brief Summary: Consult the package insert for complete prescribing information.

WARNING

INDICATIONS AND USAGE: Cymbalta is indicated for the treatment of major depressive disorder
(MDD). Cymbalta is indicated for the management of neuropathic pain associated with diabetic
peripheral neuropathy (DPN).
CONTRAINDICATIONS: Hypersensitivity—Known hypersensitivity to duloxetine or any of the 
inactive ingredients. Monoamine Oxidase Inhibitors (MAOIs)—Concomitant use with Cymbalta 
is contraindicated (see WARNINGS). Uncontrolled Narrow-Angle Glaucoma—In clinical trials, Cymbalta
use was associated with an increased risk of mydriasis; therefore, its use is not recommended in
patients with uncontrolled narrow-angle glaucoma.
WARNINGS: Clinical Worsening and Suicide Risk—Patients with MDD, both adult and pediatric,
may experience worsening of their depression and/or the emergence of suicidal ideation and 
behavior (suicidality) or unusual changes in behavior, whether or not they are taking antidepressant
medications, and this risk may persist until significant remission occurs. There has been a 
long-standing concern that antidepressants may have a role in inducing worsening of depression and
the emergence of suicidality in certain patients. Antidepressants increased the risk of suicidal thinking
and behavior (suicidality) in short-term studies in children and adolescents with MDD and other 
psychiatric disorders.

Pooled analyses of short-term placebo-controlled trials of 9 antidepressant drugs (SSRIs and 
others) in children and adolescents with MDD, OCD, or other psychiatric disorders (a total of 
24 trials involving over 4400 patients) have revealed a greater risk of adverse events representing
suicidal behavior or thinking (suicidality) during the first few months of treatment in those receiving
antidepressants. The average risk of such events in patients receiving antidepressants was 4%, twice
the placebo risk of 2%. There was considerable variation in risk among drugs, but a tendency toward
an increase for almost all drugs studied. The risk of suicidality was most consistently observed in
the MDD trials, but there were signals of risk arising from some trials in other psychiatric indications
(obsessive compulsive disorder and social anxiety disorder) as well. No suicides occurred in any of
these trials. It is unknown whether the suicidality risk in pediatric patients extends to longer-term
use, ie, beyond several months. It is also unknown whether the suicidality risk extends to adults.

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

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

The following symptoms, anxiety, agitation, panic attacks, insomnia, irritability, hostility, 
aggressiveness, impulsivity, akathisia (psychomotor restlessness), hypomania, and mania, have
been reported in adult and pediatric patients being treated with antidepressants for MDD as well 
as for other indications, both psychiatric and nonpsychiatric. Although a causal link between the
emergence of such symptoms and either the worsening of depression and/or the emergence of 
suicidal impulses has not been established, there is concern that such symptoms may represent 
precursors to emerging suicidality.

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

If the decision has been made to discontinue treatment, medication should be tapered, as rapidly
as is feasible, but with recognition that abrupt discontinuation can be associated with certain 
symptoms (see PRECAUTIONS, Discontinuation of Treatment with Cymbalta).

Families and caregivers of pediatric patients being treated with antidepressants for major
depressive disorder or other indications, both psychiatric and nonpsychiatric, should be alerted
about the need to monitor patients for the emergence of agitation, irritability, unusual changes in
behavior, and the other symptoms described above, as well as the emergence of suicidality, and
to report such symptoms immediately to health care providers. Such monitoring should include
daily observation by families and caregivers. Prescriptions for Cymbalta should be written for 
the smallest quantity of capsules consistent with good patient management, in order to reduce the
risk of overdose. Families and caregivers of adults being treated for depression should be 
similarly advised.

Screening Patients for Bipolar Disorder—A major depressive episode may be the initial 
presentation of bipolar disorder. It is generally believed (though not established in controlled 
trials) that treating such an episode with an antidepressant alone may increase the likelihood of 
precipitation of a mixed/manic episode in patients at risk for bipolar disorder. Whether any 
of the symptoms described above represent such a conversion is unknown. However, prior to 
initiating treatment with an antidepressant, patients with depressive symptoms should be 
adequately screened to determine if they are at risk for bipolar disorder; such screening should
include a detailed psychiatric history, including a family history of suicide, bipolar disorder, 
and depression. It should be noted that Cymbalta is not approved for use in treating bipolar depression.
MAOIs—In patients receiving a serotonin reuptake inhibitor (SSRI) in combination with an MAOI,
there have been reports of serious, sometimes fatal, reactions including hyperthermia, rigidity,
myoclonus, autonomic instability with possible rapid fluctuations of vital signs, and mental 
status changes that include extreme agitation progressing to delirium and coma. These reactions
have also been reported in patients who have recently discontinued SSRIs and are then started
on an MAOI. Some cases presented with features resembling neuroleptic malignant syndrome. The
effects of combined use of Cymbalta and MAOIs have not been evaluated in humans or animals.
Therefore, because Cymbalta is an inhibitor of both serotonin and norepinephrine reuptake, it is
recommended that Cymbalta not be used in combination with an MAOI, or within at least 14 days
of discontinuing treatment with an MAOI. Based on the half-life of Cymbalta, at least 5 days
should be allowed after stopping Cymbalta before starting an MAOI.
PRECAUTIONS: General—Hepatotoxicity—Cymbalta increases the risk of elevation of serum
transaminase levels. Liver transaminase elevations resulted in the discontinuation of 0.4% (31/8454)
of Cymbalta-treated patients. In these patients, the median time to detection of the transaminase 
elevation was about two months. In controlled trials in MDD, elevations of alanine transaminase
(ALT) to >3 times the upper limit of normal occurred in 0.9% (8/930) of Cymbalta-treated patients
and in 0.3% (2/652) of placebo-treated patients. In controlled trials in DPN, elevations of ALT to 
>3 times the upper limit of normal occurred in 1.68% (8/477) of Cymbalta-treated patients and 
in 0% (0/187) of placebo-treated patients. In the full cohort of placebo-controlled trials in any 
indication, 1% (39/3732) of Cymbalta-treated patients had a >3 times the upper limit of normal 
elevation of ALT compared to 0.2% (6/2568) of placebo-treated patients. In placebo-controlled studies
using a fixed-dose design, there was evidence of a dose-response relationship for ALT and AST 
elevation of >3 times the upper limit of normal and >5 times the upper limit of normal, respectively
Postmarketing reports have described cases of hepatitis with abdominal pain, hepatomegaly and 
elevation of transaminase levels to more than twenty times the upper limit of normal with or without
jaundice, reflecting a mixed or hepatocellular pattern of liver injury. Cases of cholestatic jaundice with
minimal elevation of transaminase levels have also been reported.

The combination of transaminase elevations and elevated bilirubin, without evidence of obstruction,
is generally recognized as an important predictor of severe liver injury. In clinical trials, three
Cymbalta patients had elevations of transaminases and bilirubin, but also had elevation of alkaline
phosphatase, suggesting an obstructive process; in these patients, there was evidence of heavy 
alcohol use and this may have contributed to the abnormalities seen. Two placebo-treated patients also
had transaminase elevations with elevated bilirubin. Postmarketing reports indicate that elevated
transaminases, bilirubin and alkaline phosphatase have occurred in patients with chronic liver 
disease or cirrhosis. Because it is possible that duloxetine and alcohol may interact to cause liver
injury or that duloxetine may aggravate pre-existing liver disease, Cymbalta should ordinarily not be
prescribed to patients with substantial alcohol use or evidence of chronic liver disease. Effect on
Blood Pressure—In MDD clinical trials, Cymbalta treatment was associated with mean increases 
in blood pressure, averaging 2 mm Hg systolic and 0.5 mm Hg diastolic and an increase in the 
incidence of at least one measurement of systolic blood pressure over 140 mm Hg compared to placebo.
Blood pressure should be measured prior to initiating treatment and periodically measured throughout
treatment (see ADVERSE REACTIONS, Vital Sign Changes). Activation of Mania/Hypomania—In
placebo-controlled trials in patients with MDD, activation of mania or hypomania was reported in 0.1%
(1/1139) of Cymbalta-treated patients and 0.1% (1/777) of placebo-treated patients. Activation of
mania/hypomania has been reported in a small proportion of patients with mood disorders who were
treated with other marketed drugs effective in the treatment of MDD. As with these other agents,
Cymbalta should be used cautiously in patients with a history of mania. Seizures—Cymbalta has not
been systematically evaluated in patients with a seizure disorder, and such patients were excluded
from clinical studies. In placebo-controlled clinical trials in patients with MDD, seizures occurred in
0.1% (1/1139) of Cymbalta-treated patients and 0% (0/777) of placebo treated patients. In placebo-
controlled clinical trials in patients with diabetic peripheral neuropathy, seizures did not occur in any
patients treated with either Cymbalta or placebo. Cymbalta should be prescribed with care in patients
with a history of a seizure disorder. Controlled Narrow-Angle Glaucoma—In clinical trials, Cymbalta
was associated with an increased risk of mydriasis; therefore, it should be used cautiously in patients
with controlled narrow-angle glaucoma (see CONTRAINDICATIONS, Uncontrolled Narrow-Angle
Glaucoma). Discontinuation of Treatment with Cymbalta—Discontinuation symptoms have been

systematically evaluated in patients taking Cymbalta. Following abrupt discontinuation in MDD placebo-
controlled clinical trials of up to 9 weeks duration, the following symptoms occurred at a rate greater
than or equal to 2% and at a significantly higher rate in Cymbalta-treated patients compared to those
discontinuing from placebo: dizziness; nausea; headache; paresthesia; vomiting; irritability; and
nightmare.

During marketing of other SSRIs and SNRIs (serotonin and norepinephrine reuptake inhibitors),
there have been spontaneous reports of adverse events occurring upon discontinuation of these
drugs, particularly when abrupt, including the following: dysphoric mood, irritability, agitation, 
dizziness, sensory disturbances (eg, paresthesias such as electric shock sensations), anxiety, 
confusion, headache, lethargy, emotional lability, insomnia, hypomania, tinnitus, and seizures.
Although these events are generally self-limiting, some have been reported to be severe.

Patients should be monitored for these symptoms when discontinuing treatment with Cymbalta.
A gradual reduction in the dose rather than abrupt cessation is recommended whenever possible. If
intolerable symptoms occur following a decrease in the dose or upon discontinuation of treatment,
then resuming the previously prescribed dose may be considered. Subsequently, the physician may
continue decreasing the dose but at a more gradual rate.

Use in Patients with Concomitant Illness—Clinical experience with Cymbalta in patients with 
concomitant systemic illnesses is limited. There is no information on the effect that alterations in
gastric motility may have on the stability of Cymbalta’s enteric coating. As duloxetine is rapidly
hydrolyzed in acidic media to naphthol, caution is advised in using Cymbalta in patients with 
conditions that may slow gastric emptying (eg, some diabetics). Cymbalta has not been 
systematically evaluated in patients with a recent history of myocardial infarction or unstable 
coronary artery disease. Patients with these diagnoses were generally excluded from clinical studies
during the product’s premarketing testing. However, the electrocardiograms of 321 patients who
received Cymbalta in MDD placebo-controlled clinical trials and had qualitatively normal ECGs 
at baseline were evaluated; Cymbalta was not associated with the development of clinically 
significant ECG abnormalities (see ADVERSE REACTIONS, Electrocardiogram Changes). In DPN
placebo-controlled clinical trials, Cymbalta-treated patients did not develop abnormal ECGs at a rate
different from that in placebo-treated patients (see ADVERSE REACTIONS, Electrocardiogram
Changes). In clinical trials of Cymbalta for the management of neuropathic pain associated with 
diabetic peripheral neuropathy, the mean duration of diabetes was approximately 11 years, the mean
baseline fasting blood glucose was 163 mg/dL, and the mean baseline hemoglobin A1c (HbA1c) was
7.8%. In these studies, small increases in fasting blood glucose were observed in Cymbalta-treated
patients compared to placebo at 12 weeks and routine care at 52 weeks. The increase was similar at
both time points. Overall diabetic control did not worsen as evidenced by stable HbA1c values and by
no differences in incidence of serious and non-serious diabetes-related adverse events relative 
to placebo or routine care. Increased plasma concentrations of duloxetine, and especially of its
metabolites, occur in patients with end-stage renal disease (requiring dialysis). For this reason,
Cymbalta is not recommended for patients with end-stage renal disease or severe renal impairment
(creatinine clearance <30 mL/min) Markedly increased exposure to duloxetine occurs in patients with
hepatic insufficiency and Cymbalta should not be administered to these patients.

Laboratory Tests—No specific laboratory tests are recommended.
Drug Interactions—Potential for Other Drugs to Affect Cymbalta—Both CYP1A2 and CYP2D6 are

responsible for duloxetine metabolism. Inhibitors of CYP1A2—Concomitant use of duloxetine with
fluvoxamine, an inhibitor of CYP1A2, results in approximately a 6-fold increase in AUC and about 
a 2.5-fold increase in Cmax of duloxetine. Some quinolone antibiotics would be expected to have 
similar effects and these combinations should be avoided. Inhibitors of CYP2D6—Because CYP2D6
is involved in duloxetine metabolism, concomitant use of duloxetine with potent inhibitors of
CYP2D6 may result in higher concentrations of duloxetine. Paroxetine (20 mg QD) increased the
concentration of duloxetine (40 mg QD) by about 60%, and greater degrees of inhibition are expected
with higher doses of paroxetine. Similar effects would be expected with other potent CYP2D6
inhibitors (eg, fluoxetine, quinidine). Potential for Duloxetine to Affect Other Drugs—Drugs
Metabolized by CYP1A2—In vitro drug interaction studies demonstrate that duloxetine does not
induce CYP1A2 activity, and it is unlikely to have a clinically significant effect on the metabolism of
CYP1A2 substrates. Drugs Metabolized by CYP2D6—Cymbalta is a moderate inhibitor of CYP2D6.
When duloxetine was administered (at a dose of 60 mg BID) in conjunction with a single 50-mg 
dose of desipramine, a CYP2D6 substrate, the AUC of desipramine increased 3-fold. Therefore, 
co-administration of Cymbalta with other drugs that are extensively metabolized by this isozyme and
which have a narrow therapeutic index, including certain antidepressants (tricyclic antidepressants
[TCAs], such as nortriptyline, amitriptyline, and imipramine), phenothiazines and Type 1C 
antiarrhythmics (eg, propafenone, flecainide), should be approached with caution. Plasma TCA 
concentrations may need to be monitored and the dose of the TCA may need to be reduced if a TCA
is co-administered with Cymbalta. Because of the risk of serious ventricular arrhythmias and 
sudden death potentially associated with elevated plasma levels of thioridazine, Cymbalta and 
thioridazine should not be co-administered.

Drugs Metabolized by CYP3A—Results of in vitro studies demonstrate that duloxetine does not
inhibit or induce CYP3A activity. Cymbalta May Have a Clinically Important Interaction with the
Following Other Drugs—Alcohol—When Cymbalta and ethanol were administered several hours
apart so that peak concentrations of each would coincide, Cymbalta did not increase the impairment
of mental and motor skills caused by alcohol. In the Cymbalta clinical trials database, three Cymbalta-
treated patients had liver injury as manifested by ALT and total bilirubin elevations, with evidence of
obstruction. Substantial intercurrent ethanol use was present in each of these cases, and this may
have contributed to the abnormalities seen (see PRECAUTIONS, Hepatotoxicity). CNS-Acting
Drugs—Given the primary CNS effects of Cymbalta, it should be used with caution when it is taken
in combination with or substituted for other centrally acting drugs, including those with a similar
mechanism of action. Potential for Interaction with Drugs that Affect Gastric Acidity—Cymbalta has
an enteric coating that resists dissolution until reaching a segment of the gastrointestinal tract where
the pH exceeds 5.5. In extremely acidic conditions, Cymbalta, unprotected by the enteric coating,
may undergo hydrolysis to form naphthol. Caution is advised in using Cymbalta in patients with 
conditions that may slow gastric emptying (eg, some diabetics). Drugs that raise the gastrointestinal
pH may lead to an earlier release of duloxetine. However, co-administration of Cymbalta with 
aluminum- and magnesium-containing antacids (51 mEq) or Cymbalta with famotidine, had no 
significant effect on the rate or extent of duloxetine absorption after administration of a 40-mg 
oral dose. It is unknown whether the concomitant administration of proton pump inhibitors affects 
duloxetine absorption.

Monoamine Oxidase Inhibitors—See CONTRAINDICATIONS and WARNINGS.
Carcinogenesis, Mutagenesis, Impairment of Fertility Carcinogenesis—Duloxetine was 

administered in the diet to mice and rats for 2 years. In female mice receiving duloxetine at 
140 mg/kg/day (11 times the maximum recommended human dose [MRHD, 60 mg/day] and 6 times
the human dose of 120 mg/day on a mg/m2 basis), there was an increased incidence of 
hepatocellular adenomas and carcinomas. The no-effect dose was 50 mg/kg/day (4 times the MRHD
and 2 times the human dose of 120 mg/day on a mg/m2 basis). Tumor incidence was not increased
in male mice receiving duloxetine at doses up to 100 mg/kg/day (8 times the MRHD and 4 times the
human dose of 120 mg/day on a mg/m2 basis). In rats, dietary doses of duloxetine up to 
27 mg/kg/day in females (4 times the MRHD and 2 times the human dose of 120 mg/day on a mg/m2

basis) and up to 36 mg/kg/day in males (6 times the MRHD and 3 times the human dose of 120
mg/day on a mg/m2 basis) did not increase the incidence of tumors. Mutagenesis—Duloxetine was
not mutagenic in the in vitro bacterial reverse mutation assay (Ames test) and was not clastogenic
in an in vivo chromosomal aberration test in mouse bone marrow cells. Additionally, duloxetine was
not genotoxic in an in vitro mammalian forward gene mutation assay in mouse lymphoma cells or
in an in vitro unscheduled DNA synthesis (UDS) assay in primary rat hepatocytes, and did not induce
sister chromatid exchange in Chinese hamster bone marrow in vivo. Impairment of Fertility—
Duloxetine administered orally to either male or female rats prior to and throughout mating at daily
doses up to 45 mg/kg/day (7 times the maximum recommended human dose of 60 mg/day and 
4 times the human dose of 120 mg/day on a mg/m2 basis) did not alter mating or fertility.

Pregnancy—Pregnancy Category C—In animal reproduction studies, duloxetine has been shown
to have adverse effects on embryo/fetal and postnatal development. When duloxetine was adminis-
tered orally to pregnant rats and rabbits during the period of organogenesis, there was no evidence
of teratogenicity at doses up to 45 mg/kg/day (7 times the maximum recommended human dose
[MRHD, 60 mg/day] and 4 times the human dose of 120 mg/day on a mg/m2 basis, in rats; 15 times
the MRHD and 7 times the human dose of 120 mg/day on a mg/m2 basis in rabbits). However, fetal
weights were decreased at this dose, with a no-effect dose of 10 mg/kg/day (2 times the MRHD and
=1 times the human dose of 120 mg/day on a mg/m2 basis in rats; 3 times the MRHD and 2 times
the human dose of 120 mg/day on a mg/m2 basis in rabbits). When duloxetine was administered
orally to pregnant rats throughout gestation and lactation, the survival of pups to 1 day postpartum
and pup body weights at birth and during the lactation period were decreased at a dose of 30
mg/kg/day (5 times the MRHD and 2 times the human dose of 120 mg/day on a mg/m2 basis) ; the
no-effect dose was 10 mg/kg/day. Furthermore, behaviors consistent with increased reactivity, such
as increased startle response to noise and decreased habituation of locomotor activity, were
observed in pups following maternal exposure to 30 mg/kg/day. Post-weaning growth and reproductive
performance of the progeny were not affected adversely by maternal duloxetine treatment.

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

Nonteratogenic Effects—Neonates exposed to SSRIs or serotonin and norepinephrine reuptake
inhibitors (SNRIs), late in the third trimester have developed complications requiring prolonged 
hospitalization, respiratory support, and tube feeding. Such complications can arise immediately
upon delivery. Reported clinical findings have included respiratory distress, cyanosis, apnea,
seizures, temperature instability, feeding difficulty, vomiting, hypoglycemia, hypotonia, hypertonia,
hyperreflexia, tremor, jitteriness, irritability, and constant crying. These features are consistent with
either a direct toxic effect of SSRIs and SNRIs or, possibly, a drug discontinuation syndrome. It
should be noted that, in some cases, the clinical picture is consistent with serotonin syndrome (see
WARNINGS, Monoamine Oxidase Inhibitors). When treating a pregnant woman with Cymbalta 
during the third trimester, the physician should carefully consider the potential risks and benefits 
of treatment.

Labor and Delivery—The effect of duloxetine on labor and delivery in humans is unknown.
Duloxetine should be used during labor and delivery only if the potential benefit justifies the 
potential risk to the fetus.

Nursing Mothers—Duloxetine and/or its metabolites are excreted into the milk of lactating rats. 
It is unknown whether or not duloxetine and/or its metabolites are excreted into human milk, but
nursing while on Cymbalta is not recommended.

Pediatric Use—Safety and effectiveness in the pediatric population have not been 
established (see BOX WARNING and WARNINGS, Clinical Worsening and Suicide Risk). Anyone
considering the use of Cymbalta in a child or adolescent must balance the potential risks with the
clinical need.

Geriatric Use—Of the 2418 patients in clinical studies of Cymbalta for MDD, 5.9% (143) were 
65 years of age or over. Of the 1074 patients in the DPN studies, 33% (357) were 65 years of age or
over. No overall differences in safety or effectiveness were observed between these subjects and
younger subjects, and other reported clinical experience has not identified differences in responses
between the elderly and younger patients, but greater sensitivity of some older individuals cannot be
ruled out.
ADVERSE REACTIONS: Cymbalta has been evaluated for safety in 2418 patients diagnosed 
with MDD who participated in multiple-dose premarketing trials, representing 1099 patient-years of
exposure. Among these 2418 Cymbalta-treated patients, 1139 patients participated in eight 8 or 
9 week, placebo-controlled trials at doses ranging from 40 to 120 mg/day, while the remaining 1279

patients were followed for up to 1 year in an open-label safety study using flexible doses from 80 to
120 mg/day. Two placebo-controlled studies with doses of 80 and 120 mg/day had 6-month 
maintenance extensions. Of these 2418 patients, 993 Cymbalta-treated patients were exposed for at
least 180 days and 445 Cymbalta-treated patients were exposed for at least 1 year. Cymbalta has also
been evaluated for safety in 1074 patients with diabetic peripheral neuropathy representing 
472 patient-years of exposure. Among these 1074 Cymbalta-treated patients, 568 patients participated
in two 12 to 13 week, placebo-controlled trials at doses ranging from 20 to 120 mg/day. An 
additional 449 patients were enrolled in an open-label safety study using 120 mg/day for a duration
of 6 months. Another 57 patients, originally treated with placebo, were exposed to Cymbalta for up
to 12 months at 60 mg twice daily in an extension phase. Among these 1074 patients, 484 had 
6 months of exposure to Cymbalta, and 220 had 12 months of exposure. For both MDD and DPN
clinical trials, adverse reactions were assessed by collecting adverse events, results of physical
examinations, vital signs, weights, laboratory analyses, and ECGs.

Clinical investigators recorded adverse events using descriptive terminology of their own choosing.
To provide a meaningful estimate of the proportion of individuals experiencing adverse events,
grouping similar types of events into a smaller number of standardized event categories is 
necessary. MedDRA terminology was used to classify reported adverse events.

The stated frequencies of adverse events represent the proportion of individuals who 
experienced, at least once, a treatment-emergent adverse event of the type listed. An event was 
considered treatment-emergent if it occurred for the first time or worsened while receiving 
therapy following baseline evaluation. Events reported during the studies were not necessarily
caused by the therapy, and the frequencies do not reflect investigator impression (assessment) 
of causality.

Adverse Events Reported as Reasons for Discontinuation of Treatment in Placebo-Controlled
Trials—Major Depressive Disorder—Approximately 10% of the 1139 patients who received Cymbalta
in the MDD placebo-controlled trials discontinued treatment due to an adverse event, compared with
4% of the 777 patients receiving placebo. Nausea (Cymbalta 1.4%, placebo 0.1%) was the only 
common adverse event reported as reason for discontinuation and considered to be drug-related 
(ie, discontinuation occurring in at least 1% of the Cymbalta-treated patients and at a rate of at least
twice that of placebo). Diabetic Peripheral Neuropathic Pain—Approximately 14% of the 568 patients
who received Cymbalta in the DPN placebo-controlled trials discontinued treatment due to an
adverse event, compared with 7% of the 223 patients receiving placebo. Nausea (Cymbalta 3.5%,
placebo 0.4%), dizziness (Cymbalta 1.6%, placebo 0.4%), somnolence (Cymbalta 1.6%, placebo
0%) and fatigue (Cymbalta 1.1%, placebo 0%) were the common adverse events reported as 
reasons for discontinuation and considered to be drug-related (ie, discontinuation occurring in at
least 1% of the Cymbalta-treated patients and at a rate of at least twice that of placebo).

Adverse Events Occurring at an Incidence of 2% or More Among Cymbalta-Treated Patients in
Placebo-Controlled Trials—Major Depressive Disorder—Treatment-emergent adverse events that
occurred in 2% or more of patients treated with Cymbalta in the premarketing acute phase of MDD
placebo-controlled trials (N=1139 Cymbalta; N=777 placebo) with an incidence greater than placebo
were: Gastrointestinal Disorders—nausea, dry mouth, constipation, diarrhea, vomiting; Metabolism
and Nutrition Disorders—appetite decreased (includes anorexia); Investigations—weight decreased;
General Disorders and Administration Site Conditions—fatigue; Nervous System Disorders—
dizziness, somnolence, tremors; Skin and Subcutaneous Tissue Disorders—sweating increased;
Vascular Disorders—hot flushes; Eye Disorders—vision blurred; Psychiatric Disorders—insomnia
(includes middle insomnia), anxiety, libido decreased, orgasm abnormal (includes anorgasmia);
Reproductive System and Breast Disorders—males only: erectile dysfunction, ejaculation delayed,
ejaculatory dysfunction (includes ejaculation disorder and ejaculation failure).

The following events were reported by at least 2% of patients treated with Cymbalta for MDD and
had an incidence ≤ placebo: upper abdominal pain, palpitations, dyspepsia, back pain, arthralgia,
headache, pharyngitis, cough, nasopharyngitis, and upper respiratory tract infection.

The most commonly observed adverse events in Cymbalta-treated MDD patients (incidence ≥5%
and at least twice the incidence in placebo patients) were: nausea; dry mouth; constipation;
decreased appetite; fatigue; somnolence; and increased sweating.

Diabetic Peripheral Neuropathic Pain—Treatment emergent adverse events that occurred 
in 2% or more of patients treated with Cymbalta in the premarketing acute phase of DPN placebo-
controlled trials (N=225 Cymbalta 60 mg BID; N=228 Cymbalta 60 mg QD; N=115 Cymbalta 20 mg
QD; N=223 placebo) with an incidence greater than placebo were: Gastrointestinal Disorders—
nausea, constipation, diarrhea, dry mouth, vomiting, dyspepsia, loose stools; General Disorders and
Administration Site Conditions—fatigue, asthenia, pyrexia; Infections and Infestations—nasopharyngitis;
Metabolism and Nutrition Disorders—decreased appetite, anorexia; Musculoskeletal and Connective
Tissue Disorders—muscle cramp, myalgia; Nervous System Disorders—somnolence, headache,
dizziness, tremor; Psychiatric Disorders—insomnia; Renal and Urinary Disorders—pollakiuria;
Reproductive System and Breast Disorders—erectile dysfunction; Respiratory, Thoracic and Mediastinal
Disorders—cough, pharyngolaryngeal pain; Skin and Subcutaneous Tissue Disorders—hyperhidrosis.

The following events were reported by at least 2% of patients treated with Cymbalta for DPN and
had an incidence ≤ placebo: edema peripheral, influenza, upper respiratory tract infection, back pain,
arthralgia, pain in extremity, and pruritus.

The most commonly observed adverse events in Cymbalta-treated DPN patients (incidence 
≥5% and at least twice the incidence in placebo patients) were: nausea; somnolence; dizziness; 
constipation; dry mouth; hyperhidrosis; decreased appetite; and asthenia.

Adverse events seen in men and women were generally similar except for effects on sexual 
function (described below). Clinical studies of Cymbalta did not suggest a difference in adverse event
rates in people over or under 65 years of age. There were too few non-Caucasian patients studied 
to determine if these patients responded differently from Caucasian patients.

Effects on Male and Female Sexual Function—Although changes in sexual desire, sexual 
performance and sexual satisfaction often occur as manifestations of a psychiatric disorder, they
may also be a consequence of pharmacologic treatment. Reliable estimates of the incidence and
severity of untoward experiences involving sexual desire, performance and satisfaction are difficult
to obtain, however, in part because patients and physicians may be reluctant to discuss them.
Accordingly, estimates of the incidence of untoward sexual experience and performance cited in
product labeling are likely to underestimate their actual incidence. Sexual side effects spontaneously
reported by at least 2% of either male or female patients taking Cymbalta in MDD placebo-controlled
trials were: Males (N=378 Cymbalta; N=247 placebo): orgasm abnormal (includes anorgasmia), 
ejaculatory dysfunction (includes ejaculation disorder and ejaculation failure), libido decreased, 
erectile dysfunction, ejaculation delayed. Females (N=761 Cymbalta; N=530 placebo): orgasm 
abnormal, libido decreased.

Because adverse sexual events are presumed to be voluntarily underreported, the Arizona Sexual
Experience Scale (ASEX), a validated measure designed to identify sexual side effects, was used
prospectively in 4 MDD placebo-controlled trials. In these trials, patients treated with Cymbalta 
experienced significantly more sexual dysfunction, as measured by the total score on the ASEX, than
did patients treated with placebo. Gender analysis showed that this difference occurred only in males.
Males treated with Cymbalta experienced more difficulty with ability to reach orgasm (ASEX Item 4)
than males treated with placebo. Females did not experience more sexual dysfunction on Cymbalta
than on placebo as measured by ASEX total score. These studies did not, however, include an active
control drug with known effects on female sexual dysfunction, so that there is no evidence that its
effects differ from other antidepressants. Physicians should routinely inquire about possible sexual
side effects. See Table 4 in full PI for specific ASEX results.

Urinary Hesitation—Cymbalta is in a class of drugs known to affect urethral resistance. If 
symptoms of urinary hesitation develop during treatment with Cymbalta, consideration should be
given to the possibility that they might be drug-related. Laboratory Changes—Cymbalta treatment,
for up to 9 weeks in MDD or 13 weeks in DPN placebo-controlled clinical trials, was associated with
small mean increases from baseline to endpoint in ALT, AST, CPK, and alkaline phosphatase; 
infrequent, modest, transient, abnormal values were observed for these analytes in Cymbalta-treated
patients when compared with placebo-treated patients (see PRECAUTIONS). Vital Sign Changes—
Cymbalta treatment, for up to 9 weeks in MDD placebo-controlled clinical trials of 40 to 120 mg daily
doses caused increases in blood pressure, averaging 2 mm Hg systolic and 0.5 mm Hg diastolic
compared to placebo and an increase in the incidence of at least one measurement of systolic blood
pressure over 140 mm Hg (see PRECAUTIONS). Cymbalta treatment, for up to 9 weeks in MDD
placebo-controlled clinical trials and for up to 13 weeks in DPN placebo-controlled trials caused 
a small increase in heart rate compared to placebo of about 2 beats per minute. Weight Changes—
In MDD placebo-controlled clinical trials, patients treated with Cymbalta for up to 9 weeks 
experienced a mean weight loss of approximately 0.5 kg, compared with a mean weight gain of
approximately 0.2 kg in placebo-treated patients. In DPN placebo-controlled clinical trials, patients
treated with Cymbalta for up to 13 weeks experienced a mean weight loss of approximately 1.1 kg,
compared with a mean weight gain of approximately 0.2 kg in placebo-treated patients.
Electrocardiogram Changes—Electrocardiograms were obtained from 321 Cymbalta-treated
patients with MDD and 169 placebo-treated patients in clinical trials lasting up to 8 weeks. The 
rate-corrected QT (QTc) interval in Cymbalta-treated patients did not differ from that seen in 
placebo-treated patients. No clinically significant differences were observed for QT, PR, and QRS
intervals between Cymbalta-treated and placebo-treated patients. Electrocardiograms were obtained
from 528 Cymbalta-treated patients with DPN and 205 placebo-treated patients in clinical trials 
lasting up to 13 weeks. The rate-corrected QT (QTc) interval in Cymbalta-treated patients did not 
differ from that seen in placebo-treated patients. No clinically significant differences were observed
for QT, PR, QRS, or QTc measurements between Cymbalta-treated and placebo-treated patients.

Postmarketing Spontaneous Reports—Adverse events reported since market introduction that
were temporally related to Cymbalta therapy include rash reported rarely and the following adverse
events reported very rarely: alanine aminotransferase increased, alkaline phosphatase increased,
anaphylactic reaction, angioneurotic edema, aspartate aminotransferase increased, bilirubin
increased, glaucoma, hepatitis hyponatremia, jaundice, orthostatic hypotension (especially at the 
initiation of treatment), Stevens-Johnson Syndrome, syncope (especially at initiation of treatment),
and urticaria.
DRUG ABUSE AND DEPENDENCE: Controlled Substance Class—Duloxetine is not a controlled 
substance. Physical and Psychological Dependence—In animal studies, duloxetine did not 
demonstrate barbiturate-like (depressant) abuse potential. In drug dependence studies, duloxetine
did not demonstrate dependence-producing potential in rats.

While Cymbalta has not been systematically studied in humans for its potential for abuse, there
was no indication of drug-seeking behavior in the clinical trials. However, it is not possible to predict
on the basis of premarketing experience the extent to which a CNS-active drug will be misused,
diverted, and/or abused once marketed. Consequently, physicians should carefully evaluate patients
for a history of drug abuse and follow such patients closely, observing them for signs of misuse or
abuse of Cymbalta (eg, development of tolerance, incrementation of dose, drug-seeking behavior).
OVERDOSAGE: There is limited clinical experience with Cymbalta overdose in humans. In 
premarketing clinical trials, as of October 2003, no cases of fatal acute overdose of Cymbalta 
have been reported. Four non-fatal acute ingestions of Cymbalta (300 to 1400 mg), alone or in 
combination with other drugs, have been reported. Management of Overdose—There is no 
specific antidote to Cymbalta. In case of acute overdose, treatment should consist of those 
general measures employed in the management of overdose with any drug.
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Suicidality in Children and Adolescents—Antidepressants increased the risk of 
suicidal thinking and behavior (suicidality) in short-term studies in children and 
adolescents with major depressive disorder (MDD) and other psychiatric disorders.
Anyone considering the use of Cymbalta or any other antidepressant in a child or 
adolescent must balance this risk with the clinical need. Patients who are started on
therapy should be observed closely for clinical worsening, suicidality, or unusual
changes in behavior. Families and caregivers should be advised of the need for close
observation and communication with the prescriber. Cymbalta is not approved for use
in pediatric patients. (See WARNINGS and PRECAUTIONS, Pediatric Use.)

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



Important Safety Information:

•Antidepressants increased the risk of suicidal thinking and
behavior (suicidality) in short-term studies in children 
and adolescents with major depressive disorder (MDD) and
other psychiatric disorders.

•Patients started on therapy should be observed closely for
clinical worsening, suicidality, or unusual changes in behavior.

•Cymbalta is not approved for use in pediatric patients.

Cymbalta should not be used concomitantly with monoamine
oxidase inhibitors (MAOIs) or thioridazine and not in patients
with a known hypersensitivity or with uncontrolled narrow-
angle glaucoma.

Clinical worsening and suicide risk: All adult and pediatric
patients being treated with an antidepressant for any indication
should be observed closely for clinical worsening, suicidality,
and unusual changes in behavior, especially when initiating drug
therapy and when increasing or decreasing the dose. A health
professional should be immediately notified if the depression is
persistently worse or there are symptoms that are severe, sudden,
or were not part of the patient’s presentation. If discontinuing
treatment, taper the medication.

Cymbalta should not be administered to patients with any hepatic
insufficiency or patients with end-stage renal disease (requiring
dialysis) or severe renal impairment (CrCl <30 mL/min).

Postmarketing, severe elevations of liver enzymes or liver injury
with a cholestatic or mixed pattern have been reported.

Cymbalta should generally not be prescribed to patients with
substantial alcohol use or evidence of chronic liver disease.

Most common adverse events (≥5% and at least twice placebo) in
MDD premarketing clinical trials were: nausea, dry mouth,
constipation, fatigue, decreased appetite, somnolence, and
increased sweating. Most common adverse events in diabetic
peripheral neuropathic pain (DPNP) premarketing clinical trials
were: nausea, somnolence, dizziness, constipation, dry mouth,
increased sweating, decreased appetite, and asthenia.

See Brief Summary of full Prescribing Information, including Boxed
Warning, on adjacent page.
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Cymbalta is the first and only agent approved for both
the treatment of major depressive disorder and the
management of diabetic peripheral neuropathic pain.

DEPRESSED PATIENTS NEED EMOTIONAL SYMPTOM RELIEF
BUT IS THERE SOMETHING MISSING?

Help relieve both the emotional
and painful symptoms of depression.
Depression hurts. Cymbalta helps.




