Volume 44
Number 18
September 18, 2009

Newspaper of the

American
Psychiatric
Association

Psychiatrist Honored
For Extensive Work
With American Indians

4

MH Groups Step Up
Health Reform Advocacy
As Support Wanes

9

IMGs Enthusiastic
About Joining
Medicine’s Melting Pot

22

Comorbid llinesses
Found Frequently
In Schizophrenia Patients

28

Don’t Assume Depression
Is Most Likely Disorder
Leading to Suicide

29

Parents Were Right—
Eating Your Vegetables
Really Does Pay Off

PERIODICALS:
TIME-SENSITIVE MATERIALS

Credit: David Hathcox

With the passing of Sen. Edward Kennedy last month, mental health advocates have lost a pas-
sionate ally. The photo above was taken in February 2003 at a press briefing announcing the
introduction of the Sen. Paul Wellstone Mental Health Equitable Treatment Act, a later version of
which became law in October 2008. Looking on are (from left) Rep. James Ramstad (R-Minn.),
Rep. Patrick Kennedy (D-R.1.), and Sen. Pete Domenici (R-N.M.). See page 3.

Aftereffects of Katrina
Still Hobbling MH Services

oo few psychiatrists and mental
T health professionals and too little

sustainable funding continue to
present barriers to care for children four
years after Hurricane Katrina washed over
New Orleans, even as Louisiana health
officials close down the city’s only remain-
ing public inpatient psychiatric hospital in
a budget-cutting move.

Collectively, the events reflect the still-
unsettled state of New Orleans’ mental
health services.

“New Orleans is in an unprecedented
mental health crisis,” said Mordecai Pot-
ash, ML.D., an associate professor of clinical
psychiatry in the Department of Psychia-
try and Neurology at Tulane University.
“Seventy percent of the population has
returned to the city, but we have only 50
percent of the inpa-

tient beds that we had
before the storm.”
Studies from the
Kaiser Family Foun-
dation and Har-
vard University have
shown increases both

in severe mental ill-

BY AARON LEVIN

ness that was not present before Katrina
and in psychiatric problems exacerbated by
the storm and its aftermath, said Potash in
an interview.

The status of federally funded chil-
dren’s mental health services in the city
and in surrounding Jefferson, Orleans,
Plaquemines, and St. Bernard parishes was
detailed in a report from the U.S. Gov-

please see Katrina on page 34

Companies Search
For ‘Magic Bullet’
That CGan Defeat
Alzheimer’s

BY JUN YAN

harmaceutical companies are rac-
P ing to develop new classes of drugs

to stop or reverse the course of
Alzheimer’s disease, but the forecast for
many drug candidates remains somewhat
murky.

Alzheimer’s affects an estimated 5 mil-
lion people in the United States, and the
prevalence doubles for every five years
beyond the age of 65, according to the Cen-
ters for Disease Control and Prevention.
As life expectancy continues to rise and the
elderly population grows faster than other
age segments, Alzheimer’s looms as one of
the largest public health problems. By 2050,
the worldwide prevalence of Alzheimer’s is
expected to quadruple.

Currently, three cholinesterase inhibi-
tors (donepezil, rivastigmine, and galan-
tamine) and one NMDA (N-methyl-D-
asparticacid) glutamate receptor antagonist
(memantine) are approved by the FDA for
the treatment of Alzheimer’s. These drugs
slow disease progression with modest effi-
cacy, but none is able to stop or reverse the
mental decline.

Inrecentyears, several promising new
drug candidates have been eagerly pur-
sued by drug companies in research and

please see Alzbeimer’s on page 34

10. 8-11. 09

SINYC

e

il 5.

SRS B "‘--;_'.1;.-"'"- .ff

il

I YT I

Photo courtesy of CityPass

APA’s 2009 Institute on Psychiatric Services will be held in New York City October 8 to 11. The Big
Apple is ready to welcome you! You can register online or register on site at the meeting, which is
being held at the Sheraton New York Hotel and Towers. See page 2 for more information.
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GOVERNMENT NEWS
MH Groups More Vocal
In Reform Debate

Mental health organizations increase
their advocacy on behalf of health reform
legislation and stress the need for it to ad-
dress comprehensive mental illness care.

Kennedy Bill Would Boost
MH Care for Elderly

A bill to integrate mental health ser-
vices into primary care settings for older
Americans draws support from psychia-
trists and other mental health advocates.

PROFESSIONAL NEWS
New Data Help Military
Understand Suicide Risk

The push to improve mental health
services for veterans and members of
the armed forces spurs a flow of epide-
miological data helping to define the
problem’s parameters.

Backgrounds Diverse,
But Goals Similar

Foreign-born and -trained psychia-
trists practicing in the United States
describe their determination to succeed
in spite of numerous obstacles.
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Walker Honored for Efforts to Combat
Substance Use in American Indians

An American-Indian psychiatrist is recognized for decades of work to
understand and alleviate substance abuse in American Indians.

BY AARON LEVIN

psychiatrist working within a com-

munity must understand its history,

just as one who works with a sin-
gle patient understands what brought that
person into the office, said Roger Dale
Walker, M.D., a professor of psychiatry
and of public health and preventive medi-
cine at Oregon Health and Science Uni-
versity in Portland.

Walker is a health services researcher and
aclinician who specializes in substance abuse
issues. He also directs the One Sky Center,
a national resource for programs that have
helped American-Indian and Alaska-Native
communities prevent and treat substance
abuse and other mental health problems.

“You need to understand the background
and history and why the community is the
way itis,” he told Psychiatric News. “We have
to be thorough and careful to establish trust
and confidence in offering help, just as we
are when treating an individual.”

Decades of work at that intersection of |
Roger Dale Walker, M.D., is honored as the
American Indian Physician of the Year by the
Association of American Indian Physicians at
its annual meeting in Arlington, Va.

communities and individuals led to Walk-
er’s recognition in July as American Indian
Physician of the Year by the Association of

please see Walker on page 33

NEW YORK CITY, OCTOBER 8-11, 2009

Important Announcements
About APA’s Institute on
Psychiatric Services

¢ Register and Reserve Your Hotel Room Online

The institute will be held at the Sheraton New York Hotel and Tow-
ers at 811 Seventh Avenue at 53rd Street in New York City. Reg-
istration, hotel, and program information can be found on APA’s
Web site at <www.psych.org/ips>. The most highly attended
institutes have been held in New York City, so you are encouraged
to act quickly to register and make your hotel reservations.

e Look for IPS Information Online

APA has gone GREEN! The Association 6
is trying to do its part in helping to save

the environment. Therefore, APA is no

longer printing or mailing the institute’s
preliminary program; instead, the pre-

liminary program, which includes meet-

ing highlights and travel, hotel, registra-

st

Institute on

tion, and other useful information, can Psyc!natrlc
be downloaded from APA’'s Web site by Services
clicking on “Full IPS Preliminary Pro- AP Leading Educational
gram” at <www.psych.org/ips>. Community Psychiatry

If you have questions about the institute,
contact Jill Gruber at (703) 907-7815 or
jgruber@psych.org.
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We’ve Lost a Champion

Il of us lost a great
friend and champion
with the death of

Sen. Edward Kennedy last
month. As a new observer
of the national political
scene from the Washing-
ton, D.C., perspective, I
asked Nick Meyers of our
Department of Govern-
mental Relations to coau-

thor this column.

Personally, I was struck
by the outpouring of sad-
ness and affection at the passing of the
senator. In an era of strident politics, the
bipartisan tributes to him were particu-
larly notable—it isn’t very often that you
find a staunch conservative like Sen. Orrin
Hatch of Utah talking about the good
works of a friend on the Democratic side
of the aisle in the Senate.

Although Sen. Kennedy’s personal life
was at times chaotic, he overcame losses
and adversities, turned outward profes-
sionally, embraced his career, and devoted
himself to public service.

And what a remarkable career it was. He
focused on improving the lives of millions
of Americans who were poor, disabled,
often politically voiceless, and in desper-
ate need of a champion. They found their
voice in Sen. Kennedy. And so did we.

These are among Sen. Kennedy’s
achievements that have been important to
us, to cite just a few:

* Ensuring that pregnant women cannot
be fired for taking pregnancy leave.

® The Family and Medical Leave Act,
which gives employees unpaid leave for

Customize Your
APA E-Mail
Communications

APA members can now go online to
choose the information they want to
receive from APA by e-mail. Visit <www.
psych.org/options>, log in as an APA
member, confirm or update your contact
information, and choose the e-mail
newsletters, offers, and updates you
would like to receive.

Members can opt in or out of receiving
the following:

« Electronic ballots for APA elections

» Meeting and education e-mails

o APA Member Update

o Psychiatric Research Report

o APA Headlines daily news service

» The advocacy newsletter Rush Notes

» American Psychiatric Foundation
messages

« Discounts and special offers
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BY NICHOLAS M. MEYERS
ALAN F. SCHATZBERG, M.D.

childbirth and other fam-
ily medical emergencies.
* Protections for women
victimized by domestic
abuse.

* The Americans With
Disabilities Act, land-
mark legislation that pro-
tects disabled employees
and requires employers to
make reasonable accom-
modations for their dis-
abled workers.

* The Ryan White Com-
prehensive AIDS Resources Emergency
Act, a law providing better access to care
for poor and uninsured HIV/AIDS patients
and their families.

¢ Special Medicaid protections for fami-
lies of children with special needs (includ-
ing those with severe mental illness).

These are extraordinary achieve-
ments by any standard. They are also tes-
tament to the remarkable political skills
that Sen. Kennedy brought to bear on
the issues he cared about. Nowhere has
this been more evident than in his tena-
cious, relentless struggle to end discrim-
ination against patients seeking treat-
ment for mental illness and substance use
disorders, culminating first in the dra-
matic override of President Bush’s veto
of the Medicare reform bill and then in
the enactment of last year’s “parity law”
(The Paul Wellstone and Pete Domenici
Mental Health Parity and Addiction
Equity Act).

Regarding the Medicare bill, APA (and
all of medicine) was very active in the effort
to get it through, since it included major
improvements in coverage of treatment of
psychiatricillness, such as the phasing out
of the 50 percent coinsurance requirement
that has been a feature of Medicare since
the program started in the 1960s. Despite
our success in getting both the House and
Senate to pass this and other APA-lobbied
mental health improvements, the Senate
was unable to muster the 60 votes needed
to cut off debate on the bill and override
the president’s earlier veto.

We knew from our excellent Capitol
Hill sources that enough Republicans
were eager to vote to override the Bush
veto, but only if the Democrats could
find the 60 votes, and they were one vote
short, with Sen. Kennedy back home
recovering from brain cancer surgery.
How frustrating to come so close to
enacting major improvements in Medi-
care that APA has sought for decades and
to be one single vote shy of success—
one vote shy, thatis, until Sen. Kennedy
stunned onlookers as he strode into the
Senate chamber, asked the clerk how he
was recorded, and cast his “aye” vote in a
clear voice, cutting off debate and allow-
ing the Senate to proceed—as we knew it
would—to override the president’s veto.
It was an astonishing moment of polit-
ical theater. Great theater, true, but it

please see From the President on page 31

YELLOWBRICK’S DISTINCTIVE FEATURES INCLUDE:

@ Specialization with the developmental
phase of emerging young adulthood

o Real-time immersion in community
roles and responsibilities within an
intensive (40-plus hours a week)
program delivered and directed by
expert, senior professional staff

o Research-based model combining
neuroscience, strength-based approaches,
in-depth psychotherapy and integrative
medicine

e Complete spectrum of levels of care:
Residence, Supported Apartment, IOP

“Yellowhrick employs a unique paradigm-changing model that creates a powerful opportunity for
the diagnostically elusive and difficult to treat young adult.” — Allan Schore, PhD — Neuroscience
Scholar; Faculty, UCLA, David Geffen School of Medicine, Editor, Norton Series on Interpersonal Neurobiology

Emerging Adult Assessment Center:

Yellowbrick’s senior clinicians facilitate a creative and interactive process that identifies factors
contributing to the origins and maintenance of mental illness. The evaluation elicits strengths,
talents and areas of authentic motivation that fuel the momentum for change. We provide a use-
ful written report of findings and specific recommendations.

“Yellowbrick’s senior clinicians have created an unparalleled, comprehensive and integrated
assessment process that provides meaningful understanding and practical guidance.”—
Prudence Gourguechon, MD President, American Psychoanalytic Association

The Residence:

Provides a community of peers and 24/7 skilled staff assistance as a developmental platform
that supports acquiring the tools and essential life skills for independence. It also includes the
Life Strategies Program, in-depth individual psychotherapy, and family programs. Specialty ser-
vices for eating disorders, substance abuse, non-verbal learning disabilities and trauma recovery.

The Life Strategies Program:

Customized (10 to 40 hours a week) group program enhancing motivation, education/career
planning, self-regulation, interpersonal functioning, cognitive processing and creative expression
with specialized services for eating disorders, substance abuse and individuals with a history of
trauma. Home visit skilled support is available for emerging adults living on campus or
independent apartment.

Jesse Viner, MD

Medical Director
www.yellowbrickprogram.com
866.364.2300, x 233

1560 Sherman Avenue, Suite 400
Evanston, lllinois 60201
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Sheppard Pratt

Don Ross, M.D., Medical Director
4 Psychotherapeutic Milieu

4+ Intermediate Length of Stay

4+ Elegantly Appointed Environment
4+ NEW: TMS for Depression

The Retreat at Sheppard Pratt represents a depar-
ture from the crisis stabilization psychiatric treat-
ment episode. The Retreat features 16 private
rooms and baths in a setting designed for intensive
diagnosis and psychotherapeutic treatment.
Treatment includes psychopharmacology, psycho-
dynamic therapy and Eastern movement and med-
itation practice. The Retreat does not participate
with any insurance programs; all care is privately
funded and all length of stay and treatment deci-
sions are based on the expert recommendations of
the treatment team and the patient’s response.
For information, call:

410-938-4040

Visit our website: www.retreatatsp.org
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MH Groups Intensify Efforts
"To Pass Health Care Reform

The fight for health care reform has included vast spending—including
some from physicians’ groups—to sway an increasingly skeptical public
and legislators to enact major reform legislation.

he effort to overcome political obsta-
cles in Congress to enacting far-

I reaching health care reform this fall

has drawn the support of a broad spec-

Rep. Jim Moran (D-Va.) tells attendees at a contentious town-hall
meeting in Northern Virginia last month that the health care over-
haul should include coverage for mental health care. “These are
services that anyone [with insurance] should expect,” he said.

BY RICH DALY

trum of advocates, including mental health
organizations.

Several of these organizations have
urged their members and others to par-
ticipate in the increas-
ingly contentious national
debate over health care
reform. These efforts
have included providing
public information on
the mental-health-related
aspects of reform bills
under consideration and
coordinating campaigns
to win passage of health
care reform legislation.

APA has undertaken
efforts to inform its mem-
bers of various legislative
proposals under consid-
eration, including weekly
updates on legislative
developments from its
Department of Govern-

ment Relations (DGR). A special health
reform update sent via e-mail urged psy-
chiatrists to attend their local town-hall
meetings with members of Congress
and “share support for crucial provisions
ensuring access to coverage and reforming
Medicare payment for physicians.” More-
over, Psychiatric News has run in-depth
coverage in each issue since health care
reform first appeared on the new admin-
istration’s agenda.

Nicholas Meyers, director of DGR,
added that APA is targeting its legislative
advocacy to areas where the most direct
impact on patients and members can be
realized. For example, APA joined with the
Bazelon Center for Mental Health Law in
highlighting loopholes in proposed legisla-
tion in the Senate Committee on Health,
Education, Labor, and Pensions that could
have substantially undermined last year’s
mental health parity law. The problem
was addressed by subsequent legislative
changes. Other areas of attention include
workforce and reimbursement.

Many town-hall meetings held this past
summer by members of Congress drew
national media coverage when angry con-
stituents loudly protested expansions in the
power and cost of government that health
reform could bring (see article below). The
negative reactions at the meetings went hand
in hand with dropping public support for the
effort. An August Kaiser Family Foundation
poll found that the portion of the public who

thought that the nation as a whole would
benefit from reform dropped to 45 percent
from 51 percent in the preceding month.

But health care reform supporters felt
encouraged at some town-hall meetings. At
two such events led by President Obama in
July and August, members of the public spe-
cifically asked Obama about the inclusion of
mental health care in health care reform,
and he expressed support for it.

“I’ve long been a supporter of mental
health services as part of a package, and
I think that’s important,” Obama said at
a town-hall meeting in Shaker Heights,
Ohio, in July. Obama also called for more
preventive care.

Mental health advocates said that their
efforts to expand access to mental health
care has a proven record of effectiveness.

“We were successful in enacting men-
tal health parity, and grass-roots advocacy
was an important part of that,” said Steve
Vetzner, a spokesperson for Mental Health
America.

The parity law enacted in 2008, known
as the Paul Wellstone and Pete Domenici
Mental Health Parity and Addiction
Equity Act, requires health plans that
cover 50 or more workers and offer men-
tal health benefits to have the same ser-
vice coverage and payment requirements
as those for other health benefits.

Chris Koyanagi, a policy director at the
Bazelon Center for Mental Health Law,

please see MIH Groups on page 33

Path to Health Care Reform
Becoming a Steeper Climb

Public discontent over enacting some type of health care reform grows,
but supporters are trying to fight the rising tide.

ublic support for health care reform
P in the United States has weakened
following an August congressional
recess marked by contentious town-hall
meetings around the country during
which critics voiced concerns about the
cost and the large government role that
such legislation is expected to bring.
Growing opposition is borne out in
numerous public-opinion polls, includ-

BY RICH DALY

ing an August tracking poll by the Kaiser
Family Foundation. Among the findings
of the nationally representative monthly
phone survey of more than 1,200 adults
was that support for major health reform
declined from 62 percent in February to
53 percent in August, while opposition
rose from 34 percent to 42 percent.

The public’s cold feet could stem
from growing concern about health care
reform’s costs and impact on

Fewer Favor M.D. Pay Cuts

To Pay for Reform

Recent polls have found shrinking public support for any proposed
tax-revenue scheme to fund health care reform. And as shown
below, also declining is the percentage of the public in favor of
cutting Medicare physician fees to pay for health care reform.

them and their families. For
instance, the Kaiser poll found
in February that only 12 per-
cent thought they would be
worse off after reform, but in
August, 31 percent thought
that would be the case.

\ = Favor m Oppose = Don’t know/refused to answer \

Thus, shortly before Con-

| | | |
| | |

|
40 60
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Source: Kaiser Family Foundation tracking poll, August 2009
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gress resumed deliberations
over health care reform, a sub-
stantial portion of the popu-
lation appeared unwilling
to pay the cost they believe it
will entail. While 55 percent
of respondents to the Kai-
ser survey said they would be
unwilling to pay more in either
insurance premiums or taxes
to cover health care reform, 42
percent were willing to accept
additional costs as the trade-

100

100

Attendees at a town-hall meeting
in Northern Virginia last month
argue passionately both for and
against health care reform legis-
lation pending in Congress.

off for a more comprehensive
health care system.

The public resistance to
paying for more widely avail-
able health insurance cover-
age predates the current leg-
islative fight to enact health
care reform. An August Health
Affairs article by researchers
who examined public opinion in January
found that while most people supported
expanding access to health coverage, only
a minority was willing to pay for coverage
expansions. The Internet-based survey of
3,344 U.S. adults found that the only spe-
cific revenue-raising proposal that drew a
bare majority of support was an increase in

federal income taxes to expand Medicaid
to cover half of the uninsured population,
estimated to be about 47 million.

Meanwhile, the decline in public sup-
port for major health care reform has led
reform advocates to plan campaigns to con-
vince the public about the value they see in

please see Health Reform on page 33
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PSYCHOPHARMACOLOGY & NEUROSCIENCE COURSE:
UPDATE 2009 ~ November 20 & 21,2009
Hyatt Regency Bethesda ~ Bethesda, MD

ORGANIZERS: Ellen Leibenluft, M.D., Chief, Unit on Affective Disorders, Pediatrics
and Developmental Psychiatry, NIMH/NIH
Daniel Pine, M.D., Chief, Section on Development and Affective
Neuroscience, Mood and Anxiety Disorders Program, NIMH/NIH
Daniel Weinberger, M.D., Director, Genes, Cognition and
Psychosis Program, NIMH/NIH

The purpose of this course is to provide practicing psychiatrists, senior residents and
other interested professionals with a comprehensive update of recent clinical and
preclinical advances in the drug treatment of mental disorders.

The course objectives (1) Review preclinical concepts regarding the mechanism of
action of psychopharmacologic agents, (2) Present advances in clinical psychopharma-
cology including new drug development and new treatment approaches, and (3) Inte-
grate basic and clinical neuroscience into a comprehensive framework, which enables
optimal clinical psychopharmacologic techniques.

The course is intended for practicing psychiatrists, psychologists, senior residents,
nurses, and other allied mental health professionals who wish to remain abreast of
recent advances in the field.

Tuition for the course is $625.00 for MDs and PhDs and $325.00 for residents and
other professionals who verify their status.

The George Washington University Medical Center is accredited by the Accreditation
Council for Continuing Medical Education to sponsor continuing education for physi-
cians. The George Washington University Medical Center takes responsibility for the
content, quality, and scientific integrity for this CME activity.

This Continuing Medical Education activity is pending approval for 12.5 credit hours in
Category 1 of the Physician’s Recognition Award of the American Medical Association™
by the George Washington University Medical Center. Each physician should claim
only those hours of credit actually spent in the educational activity.

For registration, accommodations and additional information
Contact: Carline Coote Phone: (301) 496-7975 E-mail: ccoote@mail.nih.gov

Presented by :
The Foundation for Advanced Education in the Sciences, Inc.
at the National Institutes of Health

OPTIMUM PERFORMANCE

INSTITUTE

For many young adults, transitioning to college or a work environment is
a daunting and overwhelming challenge. Thrust into this real world alone,
with few advocates, they often are overwhelmed by isolation and lack of
structure and support. Robert Fischer, M.D., psychiatrist, co-founded
Optimum Performance Institute in 2004 to meet the needs of these
young adults, ages 17-25. OPI Offers:

stimulation utilizing
sophisticated opportunities for
personal growth: Private lessons
from a Grammy-nominated
musician, Taekwondo Master or
award winning film maker, etc.

e Boutique educational packages:
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& universities, the Musician’s
Institute, Westlake Culinary

Institute, Fashion Institute of
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e Weekend seminars at places like
the Kavli Institute for Theoretical
Physics

e Multifaceted Chem. Dep. program
with cognitive behavioral & social
groups

e Special groups for those needing
help with social skills

OPI is located in Woodland Hills, California near Los Angeles.
For more information, contact Anne LaRiviere at (888) 558-0617.
www.opiliving.com
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Glen O. Gabbard, M.D.

Principles of Psychodynamic Psychotherapy

Three 20-minute video modules and a multiple-choice quiz, covering:
» Therapeutic Interventions

» Transference

» Countertransference

To order, go to www.appi.org
ISBN 978-0-89042-348-6
ltem # 2348

Glen O. Gabbard, M.D., one of the world’s foremost teachers and clinicians in psychoanalysis
and psychotherapy, presents three lectures illustrated by slides and video vignettes featuring
the interaction between psychiatrist and patient. The lectures demonstrate important
concepts in psychodynamic psychotherapy. Participants in the program will learn:

« Basic therapeutic interventions used in psychodynamic psychotherapy

» Manifestations of transference in psychodynamic psychotherapy and when to call
attention to them in the course of therapy

« Conceptual framework regarding countertransference and when to use
countertransference to enhance understanding of the patient

Accreditation & Designation Statement:

The American Psychiatric Association is accredited by the ACCME

to provide continuing medical education for physicians. The APA
designates this educational activity for a maximum of 2 AMA PRA
Category 1 Credits™. Physicians should only claim credit commensurate
American Psychiatric Publishing, Inc. with the extent of their participation in the activity.
Web: www.appi.org

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
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Publishing, Inc.

Non-Physician Health Care Professionals: The APA acknowledges non-
physician participation in this educational activity through a certificate
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States React to Passage
Of Federal Parity Law

Among the 24 state legislatures that considered some form of mental
health parity legislation, six approved aligning their parity laws with the fed-
eral parity law. Two other states may act on parity bills before year’s end.

tate legislative actions on men-

tal health insurance parity in

2009 focused on strengthen-

ing statutes that provide fewer

insurance mandates than those
approved last year under the landmark fed-
eral parity law.

The efforts in some states to conform
their statutes to the requirements set by the
federal law—the Paul Wellstone and Pete
Domenici Mental Health Parity and Addic-
tion Equity Act of 2008—included adding
insurance coverage requirements for sub-
stance use disorders and making out-of-
pocket costs the same as those required for
other types of health care. At least 24 legis-
latures have considered some type of parity
expansion measure so far this year, and six
have enacted such legislation.

The new state laws—generally aimed at
insurance plans not covered under the fed-
eral law—aim to simplify state regulators’
enforcement efforts, because all plans will
have to follow the same rules, according to
parity advocates.

The state actions were not required
by the federal parity law, because it does
not apply to state-regulated insurance
plans. Instead, the federal law applies to
other insurers, such as those that cover
the 82 million people who fall under the
Employee Retirement Income Security
Act (ERISA). Other plans covered by the
federal parity law bring the total number
of insured who could be affected by fed-
eral parity requirements to about 113 mil-
lion people.

In Alaska, the legislature updated the
state’s parity law in April to reflect pro-
visions in the federal parity law, and the
governor signed it in August. Had the
state not taken action, Alaska Rep. Lind-
sey Holmes (D) wrote to his colleagues
in support of the bill, the state’s division
of insurance would not have been able
to enforce the law when the federal law
became effective.

The Alaska bill (HB 222) establishes
the same requirements for state-regu-
lated insurers that the federal parity law
establishes for plans it regulates. Among
the changes is a requirement that state-
regulated plans cover the treatment of
substance use disorders. The federal law
requires parity coverage of treatment for
substance abuse only when such cover-
age is already provided. In addition, the
measure matches state law to the Genetic
Information Nondiscrimination Act (PL
110-233)—enacted in 2008—barring
insurers from discriminating on the basis
of subscribers’ or applicants’ genetic infor-
mation and requiring continuity of cover-
age for students taking medically neces-
sary leaves of absence from college.

The other states to pass such measures
were New York, Arkansas, Colorado,
South Carolina, and West Virginia.
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BY RICH DALY

New York voted to make permanent the
2006 parity measure known as Timothy’s
Law. That law requires insurers issuing
group health policies to cover a minimum
of 30 inpatient days and 20 outpatient visits
for the treatment of mental illness. Other
features require health insurance policies
of employers with more than 50 employees
or members to include care for “biologically
based mental illnesses” at the same coverage
level as for other medical conditions. These
illnesses are defined as “schizophrenia/psy-
chotic disorders, major depression, bipolar
disorder, delusional disorders, panic disor-
der, obsessive-compulsive disorder, bulimia,
and anorexia” in adults and children.

“Added to the federal law, [the state
insurance parity requirements] are an
extremely potent combination,” Seth
Stein, ].D., executive director and general
counsel of the New York State Psychiatric
Association, told Psychiatric News.

Parity legislation in West Virginia (HB
3288) was vetoed by Gov. Joe Manchin ITI
(D) in May over concerns that it would
undermine existing state parity law. How-

ever, he signed a revised bill in
June after the legislature made
technical changes. The legis-
lation brings the state’s parity
law in line with the federal one

States Seek to Match
Federal Parity Effort

In the wake of the 2008 federal mental health insurance parity
law, at least 24 legislatures have considered some type of parity
expansion measure so far this year, and six of them succeeded

in passing increased parity requirements.

by prohibiting group health
plans that offer mental health
and substance abuse coverage
from imposing greater treat-
ment limitations and financial
requirements on those benefits
than on those for other types of
medical care.

In Colorado, legislation con-
forming to the federal parity law
was signed on June 1. That leg-
islation (HB 1338), which was

A

w=_54

sponsored by state Rep. Edward
Casso (D), requires coverage of
“biologically based mental ill-
ness and mental disorders” but

I States that passed parity expansions so far in 2009
States still considering parity legislation

I State legislatures that adjourned without approving
parity bills that had been introduced

does not define them. It also

includes provisions to match
the federal genetic information discrimi-
nation law.

The South Carolina parity measure
(SB 390) became law on June 3, without
the governor’s signature. It expands a 2005
state parity law by adding substance abuse
coverage. The expansion was driven by the
inclusion of substance abuse coverage in the
federal law, said Richard Frierson, M.D., a
former president of the South Carolina Psy-
chiatric Association. Legislators were will-
ing to support the measure because the
state’s research on the inclusion of substance
abuse coverage for its employees since 2002
showed minimal additional costs.

In addition, expanded parity cover-
age could have many important long-
term benefits for the state. “This will help
increase productivity [of people with a
substance use disorder], so in the long run
it could save the state a lot of money,” Fri-
erson told Psychiatric News.

The legislation enacted in Arkansas
(HB 2195) in April copied federal parity
requirements for ERISA plans and applied
them to insurers regulated by state law.
These new coverage requirements also
specifically include insurers that cover
state and school employees.

please see Parity on page 34

Bill Would Improve MH Care
For Geriatric Patients

Supporters are pushing to have the measure, which focuses on primary
care, added to health care reform legislation Congress is considering.

bill before Congress aims to improve
A the mental health of older Ameri-

cans through better coordination
and training of primary care physicians to
diagnose mental illness and reduce record
suicide rates among this population.

The bill, the Positive Aging Act of 2009
(HR 3191), was introduced by Rep. Patrick
Kennedy (D-R.L) in July to spur the use of
improved psychiatric screening and diag-
nostic tools by primary care physicians and
improve the training of those clinicians in
identifying mental disorders in their geriat-
ric patients. The measure also would encour-
age increased collaboration with mental
health professionals on site in primary care
settings that serve low-income seniors.

“The disconnect between primary
care and mental health care means that
older adults seen by their primary care
physicians are too often misdiagnosed or
improperly treated, and they continue to
suffer from depression and other men-
tal illnesses that complicate their medi-
cal conditions and lead to excess physi-
cal disability,” said Charles Reynolds II1,
M.D., president of the American Associa-
tion for Geriatric Psychiatry (AAGP), in
a written statement.

BY RICH DALY

The legislation, which is supported by
APA and allied mental health groups, tar-
gets that disconnect by authorizing fund-
ing for Medicare pilot programs that offer
mental health screenings, referrals for fol-
low-up care and consultations, and the pro-
vision of the leading “evidence-based pro-
tocols” for treating common mental health
disorders. Grants would fund community-
based mental health treatment outreach
teams to provide services in primary health
care facilities where many older Americans
receive medical treatment.

Kennedy said that mental health screen-
ings and preventive care are critical to
seniors’ overall health. The need for the
legislation is highlighted by studies sug-
gesting that 20 percent of elderly Ameri-
cans experience a mental disorder at any
given time, but more than 50 percent of
those cases go untreated.

“An even bigger problem is that there are
effective treatments for the disorders, but our
system does a poor job of integrating these
much-needed services,” said Rep. Ileana Ros-
Lehtinen (R-Fla.), a cosponsor of the bill.

Other data that demonstrate the need for
increased mental health care for this popula-
tion include findings that men aged 85 and

older have the highest rate of suicide in the
nation, and untreated depression is the lead-
ing risk factor in such deaths, Reynolds said.

“It’s tragic that one-third of older
adults who commit suicide have seen
their primary care physician in the week
before completing suicide, and 70 percent
have seen their doctors within the prior
month,” Reynolds said.

These are among other provisions of
the legislation:

* Establish a deputy director for older
adult mental health services in the Cen-
ter for Mental Health Services (CMHS).
* Include representatives of the elderly
and geriatric mental health professionals
on an advisory council at CMHS.

¢ Include efforts to target substance abuse
in older adults among the priority funding
projects for the federal government.

* Require states that receive mental health
block grants to detail their mental health
outreach and services for older citizens.

The AAGP has called on its mem-
bers and other mental health advocates to
contact their legislators and urge them to
include the provisions of the bill in health
care reform legislation.

The legislation was originally introduced
in 2002 after Kennedy consulted with the
AAGP and other mental health advocates
on changes needed to improve the care that
seniors receive for psychiatric illness.

The text of the Positive Aging Act of
2009 can be accessed at <bttp://thomas.
loc.gov> by searching on the bill number,
HR 3191. &



Federal Officials Tout Benefits
Of Electronic Records

Some health experts agree that information technology will have
benefits but caution that it carries serious security risks and is unlikely

to reduce costs.

ederal health officials recently

said that expanded nation-

wide use of health informa-

tion technology (HIT) by

physicians and medical facil-
ities is critical to improving patient care
and controlling spiraling health care costs.
They expect a massive federal funding
program to spur widespread adoption of
such electronic record systems by physi-
cians, whose resistance has limited the use
of such systems.

Widespread adoption of HIT, includ-
ing electronic medical records (EMRs),
will spur improvements in acute care,
chronic care, and preventive care, accord-
ing to David Blumenthal, M.D., national
coordinator for health information tech-
nology at the Department of Health and
Human Services.

During an online briefing in August,
Blumenthal discussed his experience with
HIT systems in private practice during the

BY RICH DALY

last 10 years. He credited HIT with pre-
venting the loss of notes and records that
can occur with paper documents, as well
as with reducing inefficiencies. For exam-
ple, he said, physicians who treat older
patients—who are more likely to receive
care from multiple clinicians—would ben-
efit from a unified electronic record that
would note whether the patient already
had undergone a needed test. Similarly,
HIT systems could facilitate better care
coordination among physicians and alert
them if they are about to prescribe medi-
cations that conflict with those prescribed
by other clinicians.

“It is important for clinicians to be
able to share information,” Blumenthal
emphasized.

In addition, said Mary Wakefield, R.N.,
administrator of the government’s Health
Resources and Services Administration,
improved care coordination facilitated by
expanded use of HIT should help con-

trol health care costs, which have grown
to 17 percent of the U.S. economy. Better
information exchange between clinicians
will help detect serious illness at an earlier
stage and allow treatment before condi-
tions advance and more costly treatments
are needed.

The push by federal officials to urge
broad physician adoption of HIT sys-
tems seeks to overcome long-standing
clinician resistance to them on the basis
of cost concerns and their ability to pro-
tect the privacy of patient information.

Only about 12 percent of physicians
have adopted HIT systems, according
to a 2008 Congressional Budget Office
report. Another study, published on July
3, 2008, in the New England Fournal of
Medicine, found that only 4 percent of
physicians had adopted fully functional
EMRs, and those who had tended to be in
larger practices (Psychiatric News, August
1,2008).

Physicians Can Be Reimbursed

The federal government has made
widespread HIT adoption a major pol-
icy priority. The centerpiece of the ini-
tiative is a federal program to reim-
burse physicians up to $44,000 over five
years—beginning in 2011—for their costs
in installing electronic record systems.
The program, created in the American

Recovery and Reinvestment Act of 2009
(ARRA, PL 111-5), includes $17 billion

in grants to encourage the use of EMRs,
HIT (which includes the software and
hardware needed to operate EMRs), and
e-prescribing (Psychiatric News, March
20). The law also includes penalties for
physicians who have not installed EMR
systems by 2015.

“With that funding and physicians’
commitment to put patient care first, this
is going to happen,” Blumenthal said. “And
it’s the right thing to do.”

Privacy Protections Mandated

The federal law also includes a mandate
for regulators to develop strong patient-
privacy protections. These aim to address
the concerns of physician and patient-
advocacy organizations that putting
patient records into a system accessible
to many authorized users would exponen-
tially increase the risk of privacy viola-
tions. For instance, in 2008 health orga-
nizations reported 97 data breaches, up
from 64 the previous year. A much larger
jump in reported breaches is expected
this year, in part due to a new California
law that requires reports of unauthorized
disclosures of electronic medical records,
according to media reports.

“We are leaving no stone unturned in
trying to keep this information private and
secure,” Blumenthal stated.

In 2008 congressional testimony, Rob-
ert Plovnick, M.D., M.S., director of the

please see Records on page 33

Protecting
Psychiatrists
for

1984 -

" Years

2009

Endarsed by the
VVE R AN
s YL LA TR

ARSI AT

Fhe-Psyehiatrists’ Program

Medical Malpractice Insurance

Designed Specifically for Psychiatrists

(BO0) 245-3333, ext

np

PSYCHIATRIC NEWS / Seplember 18, 2009



Data Help Military, VA Focus
Mental Health Initiatives

Epidemiologists and health services researchers are publishing new
studies to clarify the mental health needs of veterans.

he Department of Veter-

ans Affairs (VA) and the

Department of Defense

have stepped up efforts in

recent years to develop
and refine procedures for identifying, pre-
venting, and treating mental health prob-
lems among veterans and active-duty per-
sonnel. That sense of urgency also lies
behind the steady flow of epidemiological
studies tracking mental health status and
risk factors among these populations.

Areportin the September American Four-
nal of Public Health assessed data on 289,328
veterans of the wars in Iraq and Afghani-
stan who had entered VA health care for the
first time between April 2002 and March 31,
2008. Of those veterans, 106,726 (or 37 per-
cent) received new mental health diagnoses.
That compared with 28 in the first cohort of
439 veterans (6 percent) in April 2002, and
thus represented a sixfold increase in six years.
Adding psychosocial and behavioral prob-
lems (like marital and family problems) to the
mix increased prevalence to almost 43 per-
cent, according to Karen Seal, M.D., M.P.H.,
of the San Francisco VA Medical Center and
the University of California, San Francisco,
and colleagues.

About 22 percent (62,929) of the vet-
erans were newly diagnosed with PT'SD,
four to seven times the prevalence rate at
the start of the Iraq invasion. The preva-
lence rates of depression and alcohol and
drug abuse disorders rose as well.

The prevalence of new mental health
diagnoses increased steadily as time
passed. Of the veterans entering VA
care at the beginning of 2004, 14.6 per-

BY AARON LEVIN

cent had received mental health diagno-
ses after one year, 20.3 percent after two
years, and 27.5 percent after four years.

After adjustment for sociodemo-
graphic and military service charac-
teristics stratified by component type,
younger (aged 24 and under) active-duty
troops had a greater risk for new men-
tal health diagnoses (aside from depres-
sion) compared with veterans over age 40.
They also had twice the risk for PTSD
and alcohol-use disorders, and five times
the risk for drug-use disorders. Some of
that difference may be due to differential
combat exposure, wrote the authors.

However, among National Guard and
Reserve troops, the risk for depression and
PTSD was higher among the older cohort.

Seal noted that these rates are higher
than some previously reported among
troops on active duty, perhaps reflecting
“that veterans seeking VA care may have
less stigma- and career-related concerns
than do active military personnel about
disclosing mental health problems, and VA
clinicians may be more apt to record men-
tal health diagnoses in the clinical record
than are military health providers.”

An increased willingness to seek men-
tal health care may be reflected in a study
that found persons with current or past
active-duty military experience recorded
similar psychological distress scores on
the 2007 Behavioral Risk Factor Sur-
veillance System survey as those without
such experience, but were more likely to
have had recent mental health treatment,
according to Marc Safran, M.D., M.P.A,,
senior psychiatrist at the Centers for Dis-

Plant Family Tree
To See History
Of Mental lliness

An online tool can help people trace
mental illness in their family.

BY JOAN AREHART-TREICHEL

ncestor research is a popular hobby

A among Americans these days. But
few think about building a family

tree as far as mental illnesses are concerned.
Yet having such a family tree could help
them better understand which mental ill-
nesses, if any, tend to run in their families.
Thus, Families for Depression Aware-
ness, a nonprofit organization helping
families cope with depressive disorders,
has developed a free online tool to help
people build a family tree for depression
and bipolar disorder. It is called the Men-
tal Health Family Tree. An individual can
use the tool to build the tree online and
then print out a hard copy or to print out
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a blank form of the tree and then inscribe
information on it by hand.

By sharing their mental health fam-
ily trees with their clinicians, clinicians
can perhaps more quickly and more
accurately diagnose any mood disor-
ders that they have. In fact, clinicians
could ask patients to fill out a blank
copy of the Mental Health Family Tree
before arriving for an appointment or
while waiting in their offices before an
appointment.

“It’s an interesting tool,” Stephen Stra-
kowski, M.D., chair of psychiatry at the
University of Cincinnati and a bipolar
disorder authority, told Psychiatric News.
“I ran a made-up subject through quickly,
and it works fairly easily. There are some
limitations—for example, it doesn’t link
second-degree relatives necessarily well—
butitis nonetheless functional. Clinicians
may find it useful.”

The Mental Health Family Tree is
posted at <www.MentalHealthFamily
Tree.org>. The Web site for Families for
Depression Awareness is <www.Family
Aware.org>. B

ease Control and Preven-
tion, and colleagues, in the
June International fournal of
Public Health.

Whether this reflects a
lessening of stigma regard-
ing treatment should be
explored in future research,
wrote Safran and colleagues.

Vets In VA System Show
More MH Diagnoses

Before the start of the war in Irag, the combined two-year prevalence
of PTSD, depression, alcohol-use disorders, and drug-use disorders
among veterans of action in Afghanistan was about 6 percent. After
the Iraq war began, however, the overall rate of these mental disorders
rose to 37 percent by 2006 among veterans of both wars. The data
are reported by quarter of veterans' entry into the Department of
Veterans Affairs health care system.

JIraq war begins
The number of suicides 18 ; f ‘g
. | =—PTSD
among active troops and vet- 16 " — Depression
erans has reached the point = 14 1 — Alcohol use / —
where the Army recently & 12 {— Druguse
commissioned a $50 million § 10
study through the National & g
Institute of Mental Health & 6 ] ///
. 8 6! 7/
to seek solutions to the 3 4 .//
problem (Psychiatric News, 9 /
August 21). 0 i
In a July 2007 article in 5003 o003 2004 2004 2005 2005 2006
the Fournal of Epidemiol- Q1 Q3 Q1 03 Q1 03 03

ogy and Community Health,
Mark Kaplan, Ph.D., a pro-
tessor of community health

Year, quarter

Source: Karen Seal et al., American Journal of Public Health, September 2009

at Oregon’s Portland State

University, and colleagues found that vet-
erans were twice as likely to die of suicide
compared with nonveterans in the general
population. Kaplan used data on 320,890
men drawn from the U.S. National Health
Interview Surveys.

Suicide is a rare and complex phenom-
enon, so no single cause will be found for
its increased prevalence among veterans,
said Kaplan in an interview. He suggested
that a number of factors may contribute
to their risk: desensitization to death and
killing, a culture of stoicism and an allied
difficulty in articulating feelings, a lack of
preparation for life after the service, and a
familiarity with firearms.

Kaplan pointed out that 8 out of 10 sui-
cides among younger veterans in their
study involved guns, and suicide by fire-
arms is usually impulsive and lethal. Thus,
the chance of rescue or survival is very slim.

More recently, other VA research-
ers reported on the relationship between
PTSD and suicidal ideation in veterans
presenting for mental health care at the
VA Puget Sound Health Care System from
2004 to 2007.

They studied 435 veterans of the Iraq
or Afghan war assessed and referred for
mental health treatment, wrote psychol-
ogist Matthew Jakupcak, Ph.D., and col-
leagues in the August Fournal of Trau-
matic Stress. Jakupcak is a researcher at
the Mental Illness Research, Education,
and Clinical Center at the VA Puget
Sound Health Care System and an act-
ing assistant professor in the Department
of Psychiatry and Behavioral Sciences at
the University of Washington School of
Medicine in Seattle.

To evaluate these veterans, they used
the military version of the PTSD Check-
list, the Patient Health Questionnaire
depression subscale, and the Addiction
Severity Index. Patients were recorded as
having suicidal ideation if they endorsed at
least one of five items drawn from the Mis-
sissippi Scale for PTSD and the Scale for
Suicidal Ideation.

Data were available for 407 veterans,
187 with suicidal ideation and 220 with-
out. After controlling for age, depression,
and substance abuse, veterans with PT'SD
were four times more likely to acknowl-
edge suicidal ideation than those without.

The researchers also analyzed data
from the veterans who screened positive
for PTSD (n=202) to examine the effects
of psychiatric comorbidities. Veterans with
PTSD and one comorbidity (depression
or substance abuse) were no more likely to
exhibit suicidal ideation than those with
only PTSD. However, those with at least
two comorbidities were 5.7 times more
likely to exhibit suicidal ideation.

“Current findings underscore the
importance of assessing for suicidal
ideation in [Iraq and Afghan] veter-
ans, especially among PTSD veterans
with complex psychiatric profiles,” the
researchers wrote.

“This confirms prior research show-
ing that veterans with mental health
problems are at higher risk for suicidal-
ity,” said Jakupcak in an interview. These
problems cannot be viewed in isolation, he
said. “Many veterans are presenting with
complex physical injuries, pain, traumatic
brain injuries, and psychiatric symptoms.”

Finally, a small, qualitative study of
16 returning veterans of the current con-
flicts concluded that the strategies needed
to cope with combat made reintegration
into life back home more difficult. That
conflictled veterans to feel burdensome to
people around them and into failed rela-
tionships with civilians, said Lisa Brenner,
Ph.D., of the VA’s Mental Illness Research,
Education, and Clinical Center in Den-
ver and an assistant clinical professor of
psychology at the University of Colorado
School of Medicine.

“Working with veterans to decrease
their suicide risk is likely to require multi-
ple interventions and creative adaptations
of existing approaches,” wrote Brenner
in the July 2008 Fournal of Mental Health
Counseling.

An abstract of “Irends and Risk Fac-
tors for Mental Health Diagnoses Among
Iraq and Afghanistan Veterans Using De-
partment of Veterans Affairs Health Care,
2002-2008” is posted at <www.ajph.org/
cgi/content/abstract/99/9/1651>. An ab-
stract of “Posttraumatic Stress Disorder
as a Risk Factor for Suicidal Ideation
in Iraq and Afghanistan War Veter-
ans” is posted at <www3.interscience.
wiley.com/journal/122519727/
abstract? CRETRY=1&SRETRY=0>. B
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Conditions that raise unine oH may ceceease the urinary eliminalion of
memanting resuting in incregses plasma levels of memanting.

Special Papulalions

Hepatic Impairment

Namenda urdergoes partial Fepatic metabolism. with about 48% of
administered dose excreted in uring as urchanged drag or &s the sum ot
parent drup and the N-glucuronidz conjagate (74%). MG dosige adusiment
is needed 0 patiens with mild or moderate hepatic impa-rmant. Nangnda
sould be admimstered with caution to patients with sevese hepatic
imparment,

Renal Impalrment

No aosage adjustment is neadeq in patients with mild or —cderate renal
imparmenl. A dosage reduction s tecommended n patients with severe
renal mmparment ise¢ CLIMICAL P-ARMACDOLOGY end DOSAGE &ND
ADMINISTRATICN in Full Prescrifing Inforaticn)

Drug-Drug Interactiens

A-tpthpl-D-aspartate (NMDA! antagomists: Tha combrad use of

st Iaformakon foe

Sight maternal {oxic.ky. decrezsed pup weights and an increasad ir cidznce ol
ron-cesifisd cervizal vertetrag were seen it gn o7zl cose of 18 mghkniday
17 & study nwh ch rats wera given oral memanting hegicning pre-mating a-d
continung through the postpartu- penod. Shoht maternzl twizity ard
decraased pud weigws were alse seen 3; this dose .n a study in which rats
were treated from day 15 o' gastadon through the past-partum perind. The
no-gHact dose for these effects wis § moskp, which is 3 times tre MRHD
0n @ mgém- basis.

There irz no adequate and well-contrelled studies. of memanting in pregnant
womer. Memanting should be used during pregnancy only il the patential
beneti® jLslfies “ue potentizl nsk to the fet.s

Nursing Malhers

It i not known whether memranting 15 excreted in cuman Greas! mik,
Because many drugs are ecreted in human milk. caduon should be
exzrcised when memarting is administered o 3 nursing mother,
Pedigtric Usa

There ate no gdequate 3¢ well-contrallzd trias documenting the safety
and etticacy cf memanting in any iliness goca-ring in children.

ADVERSE AEACTIONS

The expeniznca dascribed in bhis sechion deives from studies in patients
with Alzheimars disgass and vascular demenbe.,

Adverse Events Leading lo Diseontinuation: In placebo-controllec trizls in
whch demertia patients rece ved doses of Namaaca up b 20 mgsday. 1he
likelihood of discantinuation because of an adverse event wes the same in
the Namenda g-oup as in e placebo grovp, Yo individual acverse event
was associated with the discontinuation of treatrent ia 1% or rere of
Mamenda-treated pabents and & 4 rate greate- than olacebo.

Adverse Evenls Reported in Controlled Trials; Tha repotten adverce events
in Mamenda {memantine hydrochlorice] tials refleet expenence ganad
urkiler closely monitored conditions in a highby selected patien g opulztion, In
actual practice or in other clinical trialg, these *"equency estimates may not
aoply. 35 the conditions of use “eporting behavior and the types of patients
frearadd miay difle- Table 1 isls treatment-erm ergent signs and symgptams that
were reporfed in at lzas 2% of patiznts in placebo-controlled derentia trials
ard for which the rate of cooumenze was greater for patients dreated weth
MNamenda tha~ ‘or those treated with placzbe. No adverse event accurred a1
a trequancy of al least 5% and twice the placebo rate.

Table 1: Adverse Even:s Reported in Controlled Clin.cal Tnals in at Least 2%
of Patien's Receiving Nemenda and at a Hgher Fraguency snan Placetn-
treased Patignts

Mamerda with other NMDA& anfagonists (@mantadine. ine. and
destromethorphan) has not baen systamatically evaluated and sugh usz
shauld be Approached with cawtion.

Effects of Namenda cn substrates of micosomal enzymes: 1 vitre studies
sonduead with mavker substrites of CYP450 anzymes (SYP: A2, -285. 203,
206, -2E1. -3A4) showed minimal snhibition of ese enzymes by
memanting In addtion, i wiro studies indicate that 31 concendrations
axezeding those associatad with efficacy. memanting does rot induca the
cytociroma 2430 soenzymas CYP142. CYP2CE, CYPZE. and CYRIALIS.
b phirmacokingtic ntéractions with crugs matabolized by thess enzymes
are expected.

Effacts of inhudetors andior substrates of microscmal enumes oo N
tine 15 predominantly renally el
subistrates and/or intibiters of the CYP450 system are ot expected to aiter
tre metaholism of memanting,
Acelyichal JACRE : Coadmiristralien of Nameaca
with the ACPE inhib ter denepezil HCHdid not attect the pharmacak:netics of
either compourd. In a 2é-weak cartraled chncal study in patierts with
moderate 20 severe Alzhermers disaase. the adversa event profil obsereed
with a cambination of meranting and conepezil was similar o that of
donepazil alne.
Drugs piminated A renal mechargms Because memantine is alirinated in
part by lubular secretion, coadm-nistraticn of drugs that use the same renal
catonic systam including wdrechiorethiazide (HCTZ), triamterang (4],
meblormin cimetidiee, ranitidice, quinid ne. and nicotine. could potantialy
result i altered plasme levels ot both agents. Howewer, ceadminrstretion of
Name~da and HOTZTA did nct affect the bioavailability of either memanting
or Th and the biozva:lability of HCTZ decreased by 20%. In addtion,
coddminisiratian of memantne with the antityparghcenic drug Glugcvance
(Qlvburide and metforin H3N did not &Fect the pharacosinescs of
memantine. metlormin anc glybunide Furthermorg  memantice did not
ritodify 1he serum glusose lowering eftect of Glucovance®.
Drugs that make the weine afkaing The clearance of memantine was
reduczd by about 80% under zlkal ne urine conditions at pH 8. Thergfore.
alterations of aring pH 1owards the alkalne coicition may legd to an
accumilaion of the drug with @ possiole increase in adverse efects.
Urne pH is aitered by iet, drugs Je.g. carbonic arfvdraze inh biters.
socium b carbonaii and clinical state cf the patent (6.0, rengl tubular
acidosis ur severz nfectcns ot the urinary trect: Herce. mervanting
sho.ld be used with caution under fhese congrtions
Carcinegenesiz, Mutagenesis ant Impairment of Fertility
There was nc £vicence of carcinogenic by n a 113-week orsl sludy = mice
at deses up to 40 g kgiday 10 tmes the meximumm reccmmended fuman
dose [MRHD| on & moim’ pasms). Tharg was also no @vidence o
carginogerizity in rats orally dosad at up to 40 mghgday 1or 71 weeks
followed By 2C rrgskgeday (20 &nd 10 hmes the MEHD on & ma‘m basis,
rasoeclively] through 128 weeks.
Memantine preduced no 2viderce of panolovic potentia wheq eva vated i
the in viteo 3. fyphimeriem or £ cok -everse mulation gssay, an i wire
chrom nsomal abersation tes! in human kmprocyses. an i vive ytngenttis
2583y for chromosame damane in rats, and the Jr 1Wve mouse m.Eeronucleus
g55ay. The results were equivaca 0 an i wifrg gene mutation assay using
Chinese hamster Y79 ce Is.
Mo impairment of fertitity ¢r repruductive performance was s2en in rats
administersd o te 18 moskg'day (9 fimes e MRHD on 4 mg/me bas 5)
araly from 14 fays prior to mating through gestatian a=d lactation n
temrales. or for 60 days prigr 40 mating in males
Pregnancy
Pregrianzy Catagory 8: Memantir e grven crally bo pregran: <15 ang fregnan
rabbits during the period of argannge esis was not teratogeric up ta tha
“uphest doses ‘ested (18 mg/kgtay ir rats and 30 regekgeddy i1 rabbics.
which arg 9 and 30 times. resaeclivery. *he maxim.r -ecommendad
~uman dosa [MRHO] an a =g ™ Jasisl.

Brdy Systen Plazeba Mamenda
Adverse Evant N =922) 1N = 9400
o L,
Body a5 3 Whole
Fatigue B 2
Fain ! 3
Cardigvaseular System
Hypertension 2 4
Cerlral and Per pheral
Nervous System
Dizziness 5 7
Headache 1 £
(astrointestingl System
Constpatian 3 F]
d. Vomitirg 2 E]
1. and drugs fhat are Mussuloskelela Systerm
Back pair 2 k]
Psychiatric Disa-ders
Confugion 5 [
Spmno-ence ] 3
Hal uginat:cn 2 3
Resp ratory System
Coughing 3 4
Dyspnea 1 2

ategarias usicg WHC term rology, and eeent frequencees were calzulated
actoss all studes.

All advarse gvents coourrng in a least two patiens are inciudad. excepd for
wesg aleaty listed in Tabe 1. WHO terms oo ge-eral to be rforative.
FINOr $ymploms or events unli<ely to b crug-causes 2. hecause they
are COMMON i *"& §ludy depulation, Events are classihed by body systam
and lisz2d using the fol:cwing defintions: frequant advese events - those
coournng in Al least 1900 patients: inteq.ent adverse events- 1hose
coeuring in 100 t¢ 11000 palignts, These adverse events are not
necessanily related to Mamanda treatment and ir most cases were observed
at a swrilar frequency in placebo-treated patients in the contralad stdies
Body as a Whale: Frequent: syncops. fefrequent: hypothermia, allarg ¢
rzaclion.

Cardiovascular Syslem: Frequent: cargiac failure. infrequent angra
pectoris, bradycardia. myocardial nfarction, thrombophlebitis, alrad
fibrillation. hypatensicn, cardiac arrest, posiural hypotension. pu-rcnary
ambohsm, pulmonary edema.

Cenlrgl and Peripherzs| Nervous Syslem: Srequent: tearsient scheric
attack, cerebrovascular acridert ver go, ataxia. hypokinasia. infrequent:
parestaesiz. convulsions, extrapyramidal discrder hypertania, tremor,
aphasia, hypoesthesia, abnormal conrdinatior. hewn plegia. hyparanesia,
ineolumary uscls ¢ontrastions stuger, cerebral hemorrhage, neuralgia,
plosis. neurcpathy,

Gasirolntestingl Syslem: infreguent: Jastroenteditis. civericu itig, gastro-
intestinal hemorhizge, melena, escphageal ulcaration.

Hemic and Lymphatlc Disorders: Freguent aneia. infrequant: laukopenia.
Medabolic and Nulnitional Disorders; Ffrequent: increased alkaline
phosphatase. decraased weight. /nfrequent: debysd<anon, hyponatremia.
agg-avated diabetes mellijus.

Psychialric Disorders: Froguen': agoressive reaction Infrequans. delusion,
personality d sorder, ematior sl labilty, nervousness, sleep disarder. ibido
increased. psychisis, amnesia, apahy, peranaic reaction. thinkieg atnoral,
crying abnormal appetite increased. paron ria. delirur, depersanalization.
ng.rosis, suicide atternpt.

Respiratety System: Frequent oreumaniz. fofrequent: apned, dsthma
hemctysis.

Skin and Appendages: Fraquent -ash. infrequent skin ulceration, prurius.
cellulits. eczeme. cermatitis, ertrematous -ash, alaseci. o rtizaria.
Special Senses: Freguent catarace conjungtiving. Jofrequent: matula
lutea dageneraticn, decreased wsual acuity. decreased hearing, tinnitug,
blephant s, blurred vision, forneal opacity, gla.coma. scnjunctival
nemorthage eye sam, -etinal hamorrhage. xernabhalmia, diplopia,
gbnosral lazr.matian, myapia, reting detachment.

Urinary Syslem: Frequent Mequert mictuntion. infreguent dysuria.
lamaluria. urina-y retention.

E\remss Reported Subsequent ta the Marketing of Ramenda, both US and
%=1

Althaugh ro causal relationskip to mamanting treasmen “as bee founc.
the follgwing advirse events have been reportad to be temparally
associated with memanting treamest and are notl dascribed elsewhere
n [aoeling: aspiaicn preumrania, asthenia, atripuentricular bloce. bons
fracture, carpal tunngl syndroms, cerebral intarcion, chest pain.
cholehthias =, claudication, ¢aitis, d2ep venous h-ombosis, deprassed
«ewel of conscicusness includic g Joss of conaciousness and rarg redorts of
comal, dyzkinesia. dysphadia, entepha-cpathy. gastritis. Jastroesaphages!
-ehuzx, grand mal cenvulsions, irtrecrania” hemorrhage, hepatitis (inchud-ng
increased ALT and AST and hepatic fa lure;. hype-glycamia, hyperlipidemia,
hypoglycerva. ileus, increased NR. impotence. lethargy, malaise.
rybclonus, nevroleptic maligner syrdrome, acule pancreatits.
Parsinenn.sm, ac.te renal faiture (ircluding mcreased craatining and renal
insutficiency), prolorged QT interval restlessness. sepsis. Stevens-
Jehnson syndrome, suicidal ideation, sudden death, supeavevricular
tachycarcea, techyez-diz tardive dyskines a. thrombocytoperia, and
halluzinations iactt visual and aditry)

ANIMAL TOXHO0LOGY

Dthar edverse svents Jccurring with gn incidence of at deast 2% in
Namenda-treated patients but at a greater cr equat rite or placebo were
agitaz en. fal . inflicted ivury. unnary incortinanca. digrehea, beonch tis,
INSOMN &, urnary track infeetiar, irflugnza- ke symptoms. abncrmal gail,
depression, LEper respratery tract infection amaety, periphea edama,
rausea, anorexia, and arthralgia.

The overall profile of adverse events and the meicence ratas for irdivid, al
adverse events i the subpopulas oo of patients weth moderate to sevara
Alzheirmer's ciseise were not ditterent from the profile and incidense rates
describad above far the gvzrall dementia population.

Vital Sign Changes: Namenda and plzcebe groups wete comzared with
respect te 111 mean change from baseline in wita signs [pulse, systolic
bleod oressure, dastoliz hlooc prassute and werghi) and (23 the incidece
ot pehients maeting cnteria for patantialy clirical y signilicart changes
from basehne in these wvariables. There were no cinically important
changes in wtal signs n patients tregted with Hamenda. A cemparison of
suping anc stand no vitel sign measuras for Namenda and placzhbo in
@ derly norngl subpects indicated that Namenda treatment s not associated
with crthostatic changes.

Lzboratory Changes: Namenda and placebo groups were sompared with
fespect 10 (1) rean change from baselne in varous saram gherristry,
hematolegy. and urinalysis variabies and (2) the incidence of patients
meeting critere tor potentia ly clincally significant charges fram baszlna
in these var ables. These ana yses revealed no chinically imacrtant changss
10 laboratory test parameters associated with Namends treatment.

ECG Changes: Namenda and placebo groups were corpared o espect
to (1} mean chasge fram baselire in various ECE paramesars and 427 the
incidence of palierts meeding criteria for potentally clinizally signiticant
changes from baseline i these varizbles. These analyses revealed na
clinicalty imporant changes ir ECG parametars assocated with Namendsz
treatmant.

Other Adverse Evenls Observed Quring Clinical Trials

Namenda has been administzred o approximately 1350 patients wit
dementia. cf wham mere than 1200 received the maximum recommendes
dose of 20 mp/day. Patierts recened Namenda tretrient Jor penods of Jp
ta B34 days, with 852 paliets recerving 1t least 24 weaks ° freatment a0
387 patients recaving 38 waeks cr mora of rea;ment,

Tegatmient ermergett sions and syrptoms thar occurrad during 8 ontralled
climeal frials and £ cpan-labzl trials were recorded as adverse svents by tha
climcal mestigatars usna ermnalogy of their wn orogsitg. To provide zn
ouerall estiziata of the propertion of indiviguals havng s milar types of
events. the events wera grouped nto a srealler numer o* stancardizad

& induced neurcnal lesiens (vaceclation and necrosis) in the
muttipolar ard pyramida cells n cortizal lavers |1l and IV at tha posterior
cingu ate and retrosplenial neocortices i+ rats similar 10 Tose which are
knewn 19 ce.r in redznis admenisterec cther NMDA recentor artagonists,
Les.cns were seen afte’ a single dose of memantine. in & study in wh ch
rals we'e Qiven daily 07al doses of memattne for 14 days. the ro-ffect
dose for ewrona. necrosis was f mes the masimum recommended
hurman dosa on @ maen basis The potential far ind Jction of central neu-anal
vacuolation and -~ecrosis by MDA receptor antagonists in humans s
unkngun.

DRUG ABUSE AMD DEPENDEWCE

Controlled Substance Clags: Memanting HCl is nct a cortrolled substance
Physical and Psychological Dependence: Memantine HCI is a aw fo
mode-ata affincy uncompetitive NMDA antagonsst that did net produce
any evidence of drug-geeking beravior ar withdeawsl symptams upan
discontinug: on in 2504 pehents who pa-icipated in clmca tmals at
the-apeutic doses, 225t markeling data. culside the LS. retrospectively
¢ollected. has provided na evidence of drup abuse or dapender ce.

OVERDOSAGE

Signs and sympions associated with memantite overdosage in clinicar
trials and f-om worldwide marketing expariance inglude agitation.
corfusion, ECE changes. 1055 of comscinusress. psychosis. resWessness,
§ OweC moverent. somnolence, siupod unsieady gait, wsual hallucmations.
vammgo, wamiting, ard vesakness. The largest known ngesticn of mamanting
winidwide was 211 grams in a patienl wg 10k meman: ng in conjunction
with urspecitied antid abetic medicabons. The patient exparienzed coma.
diplopia. and agi-aticn, but subseg.ently recovered.

Betdusz ctretegies for the management of overdose are contin.ally
evolving, it is athvisable to contact & poison contral center to datermring $he
latest recommendations far e management of an overdose of eny drug.
A5 in gny cases of overdose. generzl swppamive measures shouid de
utiized, and treatment should e symptomatic. £limination of mamanting
can be enhancad by acidification, of uring.

FOREST PHARMACEUTICALS, INC.
Subraid iy of Forayt Ladiorst i, ke,
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Psychiatrists Key Ingredient
In Medicine’s Melting Pot

Just as America is largely a land of immigrants, so too is American
psychiatry. And just as many immigrants find their American dream,
so do many immigrant psychiatrists.

n 1993, Bengi Melton, M.D.,

a Turkish psychiatrist, had an

adventure that changed her life

dramatically. She was backpack-

ing in Europe and while in Greece
met by happenstance a fourth-generation
Texan touring the world. A romance
sprang up. They decided to marry. In
1997, Melton moved to Houston and
eventually joined the ranks of the many
American psychiatrists who hail from
other countries.

Not all psychiatrists practicing in the
United States who come from other coun-
tries make the leap from Turkey to Texas
or come because of romance, of course. But
no matter where they come from or why,
they too have intriguing stories to tell. So
Psychiatric News decided to focus on the
stories of Melton and four other psychia-
trists who immigrated to the United States
within the past 10 to 15 years. The other
four are Vadim Baram, M.D., a St. Louis
psychiatrist who emigrated from Ukraine
to the United States in 1995; Vladimir
Bokarius, M.D., Ph.D., a Los Angeles
psychiatrist who emigrated from Russia
in 2001; Gonzalo Laje, M.D., a Maryland
psychiatrist who emigrated from Argen-
tina in 1999; and Saima Shafig, M.D., a
New Jersey psychiatrist who emigrated
from Pakistan in 1994.

Although each of these psychiatrists’
stories is unique, some common threads
run through them, notably a steely deter-
mination to succeed in spite of numerous
obstacles.

Master Plan Laid Out

Before Baram left Ukraine, he had a
master plan not only to do a psychiatry
residency in the United States, butalso to
establish himself professionally here after
residency. “I put a lot of effort into it,”
he said. “It took about four years for me
to get through all the certification exams
and to find a residency program.”

BY JOAN AREHART-TREICHEL

Shafiq came to this country with her
husband, also a physician from Paki-
stan. “We came over after medical school
to finish our specialization in different
fields. I chose psychiatry for a number
of reasons. I was always interested in it.
The residency has reasonable working
hours, and I had two small children at
the time. And of course the job market
is very good.”

Laje was training in psychiatry in
Argentina when he seriously began con-
sidering coming to the United States. “My
interest was in clinical research. At that
time I was working on anxiety disorders,
and I got in touch with an American psy-
chiatrist, Michael Lebowitz, and he was
kind enough to invite me to spend some
time with him at his Columbia University
anxiety clinic. Initially my idea was not to
come to the U.S. to stay; it was to go back

Bengi Melton, M.D.

and set up some clinical research in Argen-
tina. But I really liked it here and decided
that I wanted to stay.”

Challenges and Then Some

However, simply liking the United
States was not enough for a foreign-born,
newly minted physician, such as Shafiq,
to adapt easily to this country or to trans-

International Medical Graduates
Make Widespread Contributions

According to a 2005 report from the University of Washington’s
Center for Health Workforce Studies, 9 out of 10 foreign-trained
physicians practicing medicine in the United States—that is,
international medical graduates (IMGs)—uwere foreign born. (The
rest were U.S. born.) Thus data about IMGs mostly concern foreign-
born physicians and provide valuable insights into their role in

American medicine.

e According to data from the AMA, there were 902,053 physicians in
the United States in 2006. Of these physicians, 228,665 (25 percent)

were IMGs.

e According to 2006 and 2007 AMA data, 20 percent of IMGs
received their medical degrees in India, 9 percent in the Philippines,
6 percent in Mexico, 5 percent in Pakistan, and 3 percent in the
Dominican Republic. Altogether they received medical degrees from

127 countries.

form established physicians from other
countries, such as Bokarius, into “Ameri-
can” psychiatrists. They had to overcome
daunting hurdles beyond those faced by
American medical graduates who desire
to become psychiatrists.

There was cultural shock, for exam-
ple. “When you come from a country like
Pakistan, which is basically third world,
and psychiatry and medical care are not as
good as in the United States, you face cer-
tain handicaps,” Shafiq said.

Vadim Baram, M.D.

Gonzalo Laje, M.D.

There was language. When Baram
came to the United States, he said, “I was
able to read English, butin regard to Eng-
lish comprehension and talking, it was a
challenge.”

Laje found that the language unique to
psychiatric intervention had to be honed.
“Although I had a pretty good English
background, the subtleties of the lan-
guage in psychotherapy sometimes got in
the way,” he recalled. “The vocabulary, the
way people said things, what they meant
with the use of certain words—that took
an extra layer of thinking.”

e According to 2008 AMA data, 37 percent of IMGs practiced
internal medicine, 31 percent psychiatry, 28 percent anesthesiology,
and 28 percent pediatrics; the largest number is located in New
Jersey, followed by New York, Florida, and lllinois.

e According to APA’s Division of Education, the percentage of U.S.
psychiatry residents who are IMGs has dropped from 40 percent in

1999 to 31 percent in 2008.

e According to APA’s Department of Membership, the percentage
of APA members who are IMGs has stayed steady in the past

decade—25 percent in 1999 and 26 percent now.

e Foreign-born IMGs “come from vastly different cultural, linguistic,
and medical-education backgrounds than do their American
counterparts,” an article in the January-February 2007 Academic
Psychiatry noted. “They play a key role in the delivery of health care,

especially to underserved populations.”

Saima Shafiq, M.D.

As for the U.S. Medical Licensing
Examinations that graduates of foreign
medical schools, as well as graduates of
U.S. medical schools, have to take to be
accepted into a psychiatry residency pro-
gram, Laje did not have any problem with
them, but he knows many medical gradu-
ates from other countries who have.

“The exams in general do not ask
strange, obscure questions,” he said.
“They are very reasonable. The issue for a
foreigner is to read them fast and to be able
to answer the questions within the allot-
ted time frame.”

An obstacle for Melton, who was already
an established psychiatrist in Turkey, was
the need to repeat a psychiatry residency
in the United States if she wished to prac-
tice here. This meant once again reading
basic science, going through the routine of
being an intern, and taking call, as well as
working with classmates who were fresh
out of medical school and a little younger
than she was. “But I did it,” she said. “I did
what I had to do.”

To work as a specialist in the United
States, Bokarius also had to do a residency
here. But he thought, “Why should I do
a neurology residency again? I want to
broaden my horizons. What would make
me a better pain specialist?” Psychiatry, he
decided, would be a good addition. “And
I’'m so glad that I did it, not just because I
broadened my horizons, but because I got
a beautiful new specialty.”

Career Challenges Tackled

Yet even after they became licensed
or board-certified U.S. psychiatrists,
Baram, Bokarius, Laje, Melton, and Shafiq
encountered new obstacles.

Some were similar to those facing U.S.-
born early-career psychiatrists.

Baram was eager to establish a private
practice, but found that a psychiatry resi-
dency had done little to prepare him for
the business aspects of such a venture.

please see Melting Pot on page 32
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Effective Addiction Strategy
Is Often Overlooked

valuable strategy

that can help many

addicts is often over-
looked by psychiatrists, in
part because of the way our
profession conceptualizes
addiction treatment. Yet
this intervention, needle-
exchange programs, can go
along way to reducing some
of the serious risks that our
intravenous drug using
patients confront.

As psychiatrists, we think of addic-
tion as “use despite consequences.” DSM
defines substance-dependence using crite-
ria that identify individuals who continue
to use substances in spite of negative phys-
ical, emotional, and social consequences.
We know that it typically takes a long time
for someone with an addiction to realize
that he or she must change and that, even
with this realization, the addict will usu-
ally suffer multiple consequences before
achieving recovery.

Unfortunately, the medical model

Megan Testa, M.D., is a PGY-3 resident

at University Hospitals of Cleveland and a
recipient of the APA/BMS Public Psychiatry
Fellowship.

BY MEGAN TESTA, M.D.

by which we practice does
not include effective meth-
ods for treating addicts who
are not yet ready to give up
their habits. During medi-
cal school and residency, we
were taught about the stages
of change, and recommenda-
tions for intervention at the
precontemplative stage are
few: advise patients to quit
using and reassure them that
when they are ready to quit,
youwill help them. During subsequent vis-
its, we continue to inquire about patients’
drug-use habits to reassess their readiness
to change. Often it is only when a patient
is ready to quit using that our psychiatric
interventions come into play. However,
when we focus our efforts on only patients
who are ready and willing to pursue sobri-
ety, we fail many patients.

A population that suffers greatly in
this model is intravenous (IV) drug users,
who—by nature of the route through
which they use their drug of choice—are
at high risk for serious, but often prevent-
able, health problems. The injection pro-
cess carries the inherent risk of infection,
and many IV drug users contract cellulitis,
endocarditis, hepatitis C, and HIV.

Fortunately for IV drug users, there is
a strategy that operates on the principle of
meeting addicts where they are, regardless
of their motivations about recovery, with
the aim of reducing the incidence of injec-
tion-related harm. And we psychiatrists
can help ensure that this strategy becomes
more readily applied.

The best known harm-reduction
strategy is needle exchange—the simple
intervention of collecting dirty injection
equipment from IV drug users and pro-
viding sterile equipment in exchange.
Needle exchange has been around since
the 1980s. Its efficacy in preventing HIV
transmission in this population, without
increasing the incidence or prevalence of
drug-use behavior, has been clearly estab-
lished in multiple research studies. Nee-
dle exchange is endorsed by APA, as well
as the AMA, World Health Organization,
Centers for Disease Control and Preven-
tion, and National Institutes of Health.

Yet despite this body of expert opinion,
needle-exchange programs are not readily
available in the United States. Part of the
problem is purely legislative; for 20 years
the federal government has had a ban on
the use of federal dollars to establish and
operate needle-exchange programs.

But part of the problem lies with pro-
viders. Because of our training, we tend to
see just one positive outcome for addicts—
sobriety. We receive little to no training
in harm reduction, and we are not trained
in proper drug-injection techniques our-
selves, much less how to teach these tech-

niques to IV drug users. Furthermore, we
have an aversion to harm-reduction strate-
gies, which many physicians believe makes
them complacentin the face of drug abuse.

I recently had the opportunity to vol-
unteer at the needle-exchange program at
Cleveland’s Free Clinic. I came to appre-
ciate that a psychiatrist operating under
the standard medical model can play only
a limited role in the treatment of addicts
who are injecting drugs. I was humbled
by watching the outreach workers meet
with IV drug users in the streets, without
judgment or anticipation of their eventual
progression to a desired stage of change. I
learned firsthand that for many people with
drug addictions, it is the development of
a relationship with someone in the health
care field who cares foremost about keeping
them as safe as possible—no matter what
type of behavior they are engaging in—
that ultimately leads to recovery.

On July 24 the House of Representatives
passed HR 3293, which includes a repeal of
the funding ban on needle-exchange pro-
grams. I hope that psychiatrists will advo-
cate for passage of this bill in the Senate by
contacting their senators about its merits.
We can also work to transform our profes-
sion’s approach to patients with addiction
by adopting harm-reduction strategies in
our treatment of IV drug users.

We know that mounting consequences
do not dissuade addicts from using drugs.
It is time to abandon the attitude that
reducing harm, when possible, would serve
as a detriment to recovery. ll
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Lexapro (escitalopram oxalate] is indicated for the acute and

maintenance treatment of major depressive disorder (MDD) in adults Lexa

and adolescents aged 12-17 years. Lexapro is also indicated for the -
acute treatment of generalized anxiety disorder (GAD) in adults. GSC|ta|Opram
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WARNING: SUICIDALITY AND ANTIDEPRESSANT DRUGS

Antidepressants increased the risk compared to placebo of suicidal thinking and behavior (suicidality) in children,
adolescents, and young adults in short-term studies of major depressive disorder (MDD) and other psychiatric
disorders. Anyone considering the use of Lexapro or any other antidepressant in a child, adolescent or young
adult must balance this risk with the clinical need. Short-term studies did not show an increase in the risk of
suicidality with antidepressants compared to placebo in adults beyond age 24; there was a reduction in risk with
antidepressants compared to placebo in adults aged 65 and older. Depression and certain other psychiatric
disorders are themselves associated with increases in the risk of suicide. Patients of all ages who are started on
antidepressant therapy should be monitored appropriately and 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. Lexapro is not approved for use in pediatric patients less than 12 years of age.

Please see additional Important Safety Information on following pages.
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“ See the effect of LEXAPRO

Proven efficacy
in MDD and GAD

In adults.’3
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e Significantly higher rates of response and remission vs placebo in adults*

e Significantly improved quality-of-Llife (QOL) scores vs placebo in adults’?

Lexapro (escitalopram oxalate] is indicated for the acute and maintenance treatment of major depressive disorder (MDD)
in adults and adolescents aged 12-17 years. Lexapro is also indicated for the acute treatment of generalized anxiety

disorder (GAD) in adults.

IMPORTANT SAFETY INFORMATION (continued)
Contraindications

e | exapro is contraindicated in patients taking monoamine
oxidase inhibitors (MAOQIs). There have been reports of
serious, sometimes fatal, reactions with some cases
resembling neuroleptic malignant syndrome (NMS) and
serotonin syndrome. Features may include 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 SSRI treatment
and have been started on an MAOI. Serotonin syndrome
was reported for two patients who were concomitantly
receiving linezolid, an antibiotic which has MAOI activity.
Lexapro should not be used in combination with an MAOI
or within 14 days of discontinuing an MAOI. MAOIs should
not be initiated within 14 days of discontinuing Lexapro.

e | exapro is contraindicated in patients taking pimozide or
with hypersensitivity to escitalopram or citalopram.

Warnings and Precautions

All patients treated with antidepressants should be
monitored appropriately and observed closely for clinical
worsening, suicidality and unusual changes in behavior,
especially within the first few months of treatment
or when changing the dose. Consideration should be
given to changing the therapeutic regimen, including
discontinuing medication, in patients whose depression
is persistently worse, 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. Families and
caregivers of patients treated with antidepressants
should be alerted about the need to monitor patients
daily for the emergence of agitation, irritability, unusual
changes in behavior, or the emergence of suicidality,
and report such symptoms immediately. Prescriptions
for Lexapro should be written for the smallest quantity
of tablets, consistent with good patient management, in
order to reduce the risk of overdose.
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e Prescribed to over 18 million US patients®

e Widely available on health plan formularies without restrictions®

* Amajordepressive episode maybetheinitial presentation e Patients should be monitored for adverse reactions when

of bipolar disorder. In patients at risk for bipolar disorder,
treating such an episode with an antidepressant alone
may increase the likelihood of precipitating a mixed/
manic episode. Prior to initiating treatment with an
antidepressant, patients should be adequately screened
to determine if they are at risk for bipolar disorder.
Lexapro should be used cautiously in patients with a
history of mania or seizure disorder. Lexapro is not
approved for use in treating bipolar depression.

The concomitant use of Lexapro with other SSRIs, SNRIs,
triptans, tryptophan, antipsychotics or other dopamine
antagonists is not recommended due to potential
development of life-threatening serotonin syndrome or
neuroleptic malignant syndrome (NMS]-like reactions.
Reactions have been reported with SNRIs and SSRIs
alone, including Lexapro, but particularly with drugs
that impair metabolism of serotonin (including MAQIs).
Management of these events should include immediate
discontinuation of Lexapro and the concomitant agent
and continued monitoring.

discontinuing treatment with Lexapro. During marketing
of Lexapro and other SSRIs and SNRIs, there have
been spontaneous reports of adverse events occurring
upon discontinuation, including dysphoric mood,
irritability, agitation, dizziness, sensory disturbances
(e.g., paresthesias], anxiety, confusion, headache,
lethargy, emotional lability, insomnia and hypomania.
A gradual dose reduction rather than abrupt cessation is
recommended whenever possible.

Please see additional Important Safety Information

| y
L g
exapro '
escitalopram %alate .

Visit the LEXAPRO website at www.lexapro.com




LEXAPRO: Proven efficacy
in MDD and GAD in adults'?

Warnings and Precautions (continued)

* SSRIs and SNRIs have been associated with clinically
significant hyponatremia. Elderly patients and patients taking
diuretics or who are otherwise volume-depleted appear to
be at a greater risk. Discontinuation of Lexapro should be
considered in patients with symptomatic hyponatremia
and appropriate medical intervention should be instituted.

* SSRIs (including Lexapro) and SNRIs may increase
the risk of bleeding. Patients should be cautioned that
concomitant use of aspirin, NSAIDs, warfarin or other

anticoagulants may add to the risk.

e Patients should be cautioned about operating hazardous
automobiles,
reasonably certain that Lexapro does not affect their

machinery, including

ability to engage in such activities.

e | exapro should be used with caution in patients with
severe renal impairment or with diseases or conditions
that alter metabolism or hemodynamic responses. In

Adverse Reactions

e |n clinical trials of MDD, the most common adverse
reactions in adults treated with Lexapro (approximately
5% or greater and at least twice the incidence of
placebo) were nausea (15% vs 7%), insomnia (9% vs
4%), ejaculation disorder (9% vs <1%), fatigue (5% vs
2%), somnolence (6% vs 2%), and increased sweating
(5% vs 2%). In pediatric patients, the overall profile of
adverse reactions was similar to that seen in adults;
however, the following additional adverse reactions were
reported at an incidence of at least 2% for Lexapro and

greater than placebo: back pain, urinary tract infection,

until they are

vomiting, and nasal congestion.

e In clinical trials of GAD, the most common adverse
reactions in adults treated with Lexapro (approximately

5% or greater and at least twice the incidence of placebo]

subjects with hepatic impairment, clearance of racemic

citalopram was decreased and plasma concentrations
were increased. The recommended dose of Lexapro in
hepatically impaired patients is 10 mg/day.

e For pregnant or nursing mothers, Lexapro should be
used only if the potential benefit justifies the potential

risk to the fetus or child.

Forest Pharmaceuticals, Inc.

hicare « Managed Care » Spevialty Sales

were nausea (18% vs 8%), ejaculation disorder (14% vs
2%), insomnia (12% vs 6%), fatigue (8% vs 2%]), decreased
libido (7% vs 2%]) and anorgasmia (6% vs <1%).

Please see accompanying brief summary of prescribing
information for LEXAPRO, including Boxed Warning.
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Visit the LEXAPRO website at www.lexapro.com esmtalopram oxalate s
LEXAPRO® (escitalopram oxalate) TABLETS/ORAL SOLUTION Rx Only TABLE 1 tonin precursors (such as tryptophan) is not recommended. Treatment with Lexapro and any concomitant
Brief Summary: For details, please see full Prescri Information for Lexapro. Age Range Drug-Placebo Difference in Number of Cases serotonergic or antidopaminergic agents, including antipsychotics, should be discontinued immediately if the

WARNINGS: SUICIDALITY AND ANTIDEPRESSANT DRUGS
Antidepressants increased the risk compared to placebo of suicidal thinking and behavior (suicidality) in
children, adolescents, and young adults in short-term studies of major depressive disorder (MDD) and

of Suicidality per 1000 Patients Treated

Increases Compared to Placebo

<18 14 additional cases

other psychlalrlc disorders. Anyone considering the use of Lexapro or any other anti ina

child, adolescent, or young adult must balance this risk with the clinical need. Short-term studies did not 18-24 5 5 adcd|t|ona| Cdafespl -
show an increase in the risk of suicidality with antidepressants compared to placebo in adults beyond ecreases Lompared 1o Flacebo
age 24; there was a reduction in risk with antmepressanls cumpared to placebo in adults aged 65 and 25-64 1 fewer case

older. Depressmn and certain other psychiatric with i in =65 6 fewer cases

the risk of suicide. Patients of all ages ‘who are started on anhdepressanl therapy should be monitored
appropriately and 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. Lexapro is not approved for use in pediatric patients less than 12 years of age. [See Warnings
and Precautions: Clinical Worsening and Suicide Risk, Patient C for
Patients, and Used in Specific Populations: Pediatric Use].
INDICATIONS AND USAGE: Major Depressive Disorder-Lexapro (escitalopram) is indicated for the acute
and maintenance treatment of major depressive disorder in adults and in adolescents 12 to 17 years of age
[see Clinical  tudies]. A major depressive episode (DSM-1V) implies a prominent and relatively persistent
(nearly every day for at least 2 weeks) depressed or dysphoric mood that usually interferes with daily func-
tioning, and includes at least five of the following nine symptoms: depressed mood, loss of interest in usual
activities, significant change in weight and/or appetite, insomnia or hypersomnia, psychomotor agitation or
retardation, increased fatigue, feelings of guilt or worthlessness, slowed thinking or impaired concentration,
a suicide attempt or suicidal ideation. Generalized Anxiety Disorder-Lexapro is indicated for the acute treat-
ment of Generalized Anxiety Disorder (GAD) in adults [see Clinical Studies). Generalized Anxiety Disorder
(DSM-1V) is characterized by excessive anxiety and worry (apprehensive expectation) that is persistent for
at least 6 months and which the person finds difficult to control. It must be associated with at least 3 of
the following symptoms: restlessness or feeling keyed up or on edge, being easily fatigued, difficulty
concentrating or mind going blank, irritability, muscle tension, and sleep disturbance.
CONTRAINDICATIONS: Monoamine oxidase inhibitors (MAOIs)-Concomitant use in patients taking
monoamine oxidase inhibitors (MAOIs) is contraindicated [see Warnings and Precautions]. Pimozide-
Concomnam use |n patients taklng pimozide is contraindicated [see Drug Interactions]. Hypersensitivity to
Lexapro is contraindi 1 in patients with a hypersensitivity to escitalopram or

cwtalopram 0r any of the inactive ingredients in Lexapro.
WARNINGS AND PRECAUTIONS: Clinical Worsening and Suicide Risk-Patients with major depressive dis-
order (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. Suicide is a known
risk of depression and certain other psychiatric disorders, and these disorders themselves are the strongest
predictors of suicide. There has been a long-standing concern, however, that antidepressants may have a role
in inducing worsening of depression and the emergence of suicidality in certain patients during the early
phases of treatment. Pooled analyses of short-term placebo-controlled trials of antidepressant drugs (SSRIs
and others) showed that these drugs increase the risk of suicidal thinking and behavior (suicidality) in
children, adolescents, and young adults (ages 18-24) with major depressive disorder (MDD) and other
psychiatric disorders. Short-term studies did not show an increase in the risk of suicidality with antidepres-
sants compared to placebo in adults beyond age 24; there was a reduction with antidepressants compared
to placebo in adults aged 65 and older. The pooled analyses of placebo-controlled trials in children and
adolescents with MDD, obsessive compulsive disorder (OCD), or other psychiatric disorders included a total
of 24 short-term trials of 9 antidepressant drugs in over 4400 patients. The pooled analyses of placebo-
controlled trials in adults with MDD or other psychiatric disorders included a total of 295 short-term trials
(median duration of 2 months) of 11 antidepressant drugs in over 77,000 patients. There was considerable
variation in risk of suicidality among drugs, but a tendency toward an increase in the younger patients for
almost all drugs studied. There were differences in absolute risk of suicidality across the different indications,
with the highest incidence in MDD. The risk differences (drug vs. placebo), however, were relatively stable
within age strata and across indications. These risk differences (drug-placebo difference in the number of
cases of suicidality per 1000 patients treated) are provided in Table 1.
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No suicides occurred in any of the pediatric trials. There were suicides in the adult trials, but the
number was not sufficient to reach any conclusion about drug effect on suicide. It is unknown whether the
suicidality risk extends to longer-term use, i.e., beyond several months. However, there is substantial evi-
dence from placebo-controlled maintenance trials in adults with depression that the use of antidepressants
can delay the recurrence of depression. All patients being treated with antidepressants for any indication
should be monitored appropriately and 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. 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 precur-
sors 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 expe-
riencing 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 symp-
toms. 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
Dosage and Administration]. Families and caregivers of 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 [see also Patient Counseling Information). Prescriptions for Lexapro should be written for the
smallest quantity of tablets consistent with good patient management, in order to reduce the risk of over-
dose. 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 depres-
sive 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 Lexapro is not approved for use in treating bipolar depression.
Serotonin Syndrome or Neuroleptic Malignant Syndrome (NMS)-like Reactions-The development of
a potentially life-threatening serotonin syndrome or Neuroleptic Malignant Syndrome (NMS)-like reactions
have been reported with SNRIs and SSRIs alone, including Lexapro treatment, but particularly with concomi-
tant use of serotonergic drugs (including triptans) with drugs which impair metabolism of serotonin
(including MAQIs), or with antipsychotics or other dopamine antagonists. Serotonin syndrome symptoms
may include mental status changes (e.g., agitation, hallucinations, coma), autonomic instability (e.g., tachy-
cardia, labile blood pressure, hyperthermia), neuromuscular aberrations (e.qg., hyperreflexia, incoordination)
and/or gastrointestinal symptoms (e.g., nausea, vomiting, diarrhea). Serotonin syndrome, in its most severe
form can resemble neuroleptic malignant syndrome, which includes hyperthermia, muscle rigidity, autonomic
instability with possible rapid fluctuation of vital signs, and mental status changes. Patients should be moni-
tored for the emergence of serotonin syndrome or NMS-like signs and symptoms. The concomitant use of
Lexapro with MAQIs intended to treat depression is contraindicated. If concomitant treatment of Lexapro with
a 5-hydroxytryptamine receptor agonist (triptan) is clinically warranted, careful observation of the patient is
advised, particularly during treatment initiation and dose increases. The concomitant use of Lexapro with sero-

above events occur and supportive symptomatic treatment should be initiated. Discontinuation of Treatment
with Lexapro-During marketing of Lexapro and other SSRIs and SNRIs (serotonin and norepinephrine reup-
take 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, dizzi-
ness, 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-limit-
ing, there have been reports of serious discontinuation symptoms. Patients should be monitored for these
symptoms when discontinuing treatment with Lexapro. A gradual reduction in the dose rather than abrupt
cessation is recommended whenever possible. If intolerable symptoms occur following a decrease in the
dose or upon discontinuation of treatment, then resuming the previously prescribed dose may be consid-
ered. Subsequently, the physician may continue decreasing the dose but at a more gradual rate [see Dosage
and Administration]. Seizures-Although anticonvulsant effects of racemic citalopram have been observed in
animal studies, Lexapro has not been systematically evaluated in patients with a seizure disorder. These
patients were excluded from clinical studies during the product’s premarketing testing. In clinical trials of
Lexapro, cases of convulsion have been reported in association with Lexapro treatment. Like other drugs
effective in the treatment of malur depressive disorder, Lexapro shou\d be introduced with care in patients
with a history of seizure disorder. Acti of Mania/H ia-In placebo-controlled trials of Lexapro in
major depressive disorder, activation of mania/hypomania was reported in one (0.1%) of 715 patients treat-
ed with Lexapro and in none of the 592 patients treated with placebo. One additional case of hypomania has
been reported in association with Lexapro treatment. Activation of mania/hypomania has also been reported
in a small proportion of patients with major affective disorders treated with racemic citalopram and other
marketed drugs effective in the treatment of major depressive disorder. As with all drugs effective in the treat-
ment of major depressive disorder, Lexapro should be used cautiously in patients with a history of mania.
Hyponatremia-Hyponatremia may occur as a result of treatment with SSRIs and SNRIs, including Lexapro.
In many cases, this hyponatremia appears to be the result of the syndrome of inappropriate antidiuretic hor-
mone secretion (SIADH), and was reversible when Lexapro was discontinued. Cases with serum sodium
lower than 110 mmol/L have been reported. Elderly patients may be at greater risk of developing hypona-
tremia with SSRIs and SNRIs. Also, patients taking diuretics or who are otherwise volume depleted may be
at greater risk [see Geriatric Use]. Discontinuation of Lexapro should be considered in patients with symp-
tomatic hyponatremia and appropriate medical intervention should be instituted. Signs and symptoms of
hyponatremia include headache, difficulty concentrating, memory impairment, confusion, weakness, and
unsteadiness, which may lead to falls. Signs and symptoms associated with more severe and/or acute cases
have included hallucination, syncope, seizure, coma, respiratory arrest, and death. Abnormal Bleeding-
SSRIs and SNRIs, including Lexapro, may increase the risk of bleeding events. Concomitant use of aspirin,
nonsteroidal anti-inflammatory drugs, warfarin, and other anticoagulants may add to the risk. Case reports
and epidemiological studies (case-control and cohort design) have demonstrated an association between use
of drugs that interfere with serotonin reuptake and the occurrence of gastrointestinal bleeding. Bleeding
events related to SSRIs and SNRIs use have ranged from ecchymoses, hematomas, epistaxis, and petechi-
ae to life-threatening hemorrhages. Patients should be cautioned about the risk of bleeding associated with
the concomitant use of Lexapro and NSAIDs, aspirin, or other drugs that affect coagulation. Interference
with Cognitive and Motor Performance-In a study in normal volunteers, Lexapro 10 mg/day did not produce
impairment of intellectual function or psychomotor performance. Because any psychoactive drug may impair
judgment, thinking, or motor skills, however, patients should be cautioned about operating hazardous
machinery, including automobiles, until they are reasonably certain that Lexapro therapy does not affect their
ability to engage in such activities. Use in Patients with Concomitant lliness-Clinical experience with
Lexapro in patients with certain concomitant systemic illnesses is limited. Caution is advisable in using
Lexapro in patients with diseases or conditions that produce altered metabolism or hemodynamic respons-
es. Lexapro has not been systematically evaluated in patients with a recent history of myocardial infarction
or unstable heart disease. Patients with these diagnoses were generally excluded from clinical studies dur-
ing the product’s premarketing testing. In subjects with hepatic impairment, clearance of racemic citalopram
was decreased and plasma concentrations were increased. The recommended dose of Lexapro in hepatical-
ly impaired patients is 10 mg/day [see Dosage and Administration]. Because escitalopram is extensively
metabolized, excretion of unchanged drug in urine is a minor route of elimination. Until adequate numbers
of patients with severe renal impairment have been evaluated during chronic treatment with Lexapro, how-
ever, it should be used with caution in such patients [see Dosage and Administration]. Potential for

with M Oxidase In patients receiving serotonin reuptake inhibitor drugs 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 fluctu-
ations 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 SSRI treatment
and have been started on an MAOI. Some cases presented with features resembling neuroleptic malignant
syndrome. Furthermore, limited animal data on the effects of combined use of SSRIs and MAQIs suggest
that these drugs may act synergistically to elevate blood pressure and evoke behavioral excitation. Therefore,
it is recommended that Lexapro should not be used in combination with an MAOI, or within 14 days of dis-
continuing treatment with an MAOI. Similarly, at least 14 days should be allowed after stopping Lexapro
before starting an MAOI. Serotonin syndrome has been reported in two patients who were concomitantly
receiving linezolid, an antibiotic which is a reversible non-selective MAOI.

ADVERSE REACTIONS: Clinical Trials Experience-Because clinical studies are conducted under widely vary-
ing conditions, adverse reaction rates observed in the clinical studies of a drug cannot be directly compared
to rates in the clinical studies of another drug and may not reflect the rates observed in practice. Clinical
Trial Data Sources; Pediatrics (6 -17 years)-Adverse events were collected in 576 pediatric patients (286
Lexapro, 290 placebo) with major depressive disorder in double-blind placebo-controlled studies. Safety and
effectiveness of Lexapro in pediatric patients less than 12 years of age has not been established. Adults-
Adverse events information for Lexapro was collected from 715 patients with major depressive disorder who
were exposed to escitalopram and from 592 patients who were exposed to placebo in double-blind, placebo-
controlled trials. An additional 284 patients with major depressive disorder were newly exposed to escitalo-
pram in open-label trials. The adverse event information for Lexapro in patients with GAD was collected from
429 patients exposed to escitalopram and from 427 patients exposed to placebo in double-blind, placebo-
controlled trials. Adverse events during exposure were obtained primarily by general inquiry and recorded by
clinical investigators using terminology of their own choosing. Consequently, it is not possible to provide a
meaningful estimate of the proportion of individuals experiencing adverse events without first grouping
similar types of events into a smaller number of standardized event categories. In the tables and tabulations
that follow, standard World Health Organization (WHO) terminology has been used to classify reported
adverse events. The stated frequencies of adverse reactions 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 oceurred for the first t|me or worsened wh|le receiving therapy following baseline
evaluation. Adverse Events iated with Major Depressive Disorder;
Pediatrics (6 -17 years)-Adverse events were assomated with discontinuation of 3.5% of 286 patients receiv-
ing Lexapro and 1% of 290 patients receiving placebo. The most common adverse event (incidence at least
1% for Lexapro and greater than placebo) associated with discontinuation was insomnia (1% Lexapro, 0%
placebo). Adults-Among the 715 depressed patients who received Lexapro in placebo-controlled trials, 6%
discontinued treatment due to an adverse event, as compared to 2% of 592 patients receiving placebo. In
two fixed-dose studies, the rate of discontinuation for adverse events in patients receiving 10 mg/day
Lexapro was not significantly different from the rate of discontinuation for adverse events in patients receiv-
ing placebo. The rate of discontinuation for adverse events in patients assigned to a fixed dose of 20 mg/day
Lexapro was 10%, which was significantly different from the rate of discontinuation for adverse events in

Dose of Adverse R The potential dose dependency of common adverse reactions
(defined as an incidence rate of =5% in either the 10 mg or 20 mg Lexapro groups) was examined on the
basis of the combined incidence of adverse events in two fixed-dose trials. The overall incidence rates of
adverse events in 10 mg Lexapro-treated patients (66%) was similar to that of the placebo-treated patients
(61%), while the incidence rate in 20 mg/day Lexapro-treated patients was greater (86%). Table 4 shows
common adverse reactions that occurred in the 20 mg/day Lexapro group with an incidence that was approx-
imately twice that of the 10 mg/day Lexapro group and approximately twice that of the placebo group.

TABLE 4
Incidence of Common Adverse Reactions in Patients with Major
Depressive Disorder
Adverse Placebo 10 mg/day 20 mg/day
(N=311) Lexapro Lexapro
(N=310) (N=125)
Insomnia 4% 7% 14%
Diarrhea 5% 6% 14%
Dry Mouth 3% 4% 9%
Somnolence 1% 4% 9%
Dizziness 2% 4% 7%
Sweating Increased <1% 3% 8%
Constipation 1% 3% 6%
Fatigue 2% 2% 6%
Indigestion 1% 2% 6%

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 conse-
quence of pharmacologic treatment. In particular, some evidence suggests that SSRIs can cause such unto-
ward 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

patients receiving 10 mg/day Lexapro (4%) and placebo (3%). Adverse events that were associated with the
discontinuation of at least 1% of patients treated with Lexapro, and for which the rate was at least twice that
of placebo, were nausea (2%) and ejaculation disorder (2% of male patients).

Adults-Among the 429 GAD patients who received Lexapro 10-20 mg/day in placebo-controlled trials, 8%
discontinued treatment due to an adverse event, as compared to 4% of 427 patients receiving placebo.
Adverse events that were associated with the discontinuation of at least 1% of patients treated with Lexapro,
and for which the rate was at least twice the placebo rate, were nausea (2%), insomnia (1%), and fatigue

(1%). Incidence of Adverse Reactions in Placebo-Controlled Clinical Trials; Major Depressive Di 3
Pediatrics (6 -17 years)-The overall profile of adverse reactions in pediatric patients was generally similar
to that seen in adult studies, as shown in Table 2. However, the following adverse reactions (excluding
those which appear in Table 2 and those for which the coded terms were uninformative or misleading)
were reported at an incidence of at least 2% for Lexapro and greater than placebo: back pain, urinary
tract infection, vomiting, and nasal congestion. Adults-The most commonly observed adverse reactions
in Lexapro patients (incidence of approximately 5% or greater and approxi ly twice the incid in
placebo patients) were insomnia, ejaculation disorder (primarily ejaculatory delay), nausea, sweating
increased, fatigue, and somnolence. Table 2 enumerates the incidence, rounded to the nearest percent, of
treatment-emergent adverse events that occurred among 715 depressed patients who received Lexapro at
doses ranging from 10 to 20 mg/day in placebo-controlled trials. Events included are those occurring in 2%
or more of patients treated with Lexapro and for which the incidence in patients treated with Lexapro was
greater than the incidence in placebo-treated patients.

experience and performance cited in product labeling are likely to und their actual incid
TABLE 5
of Sexual Side Effects in Placebo-Controlled Clinical Trials
Adverse Event Lexapro Placebho
In Males Only
(N=407) (N=383)
Ejaculation Disorder
Anxiety (primarily ejaculatory delay) 12% 1%
Libido Decreased 6% 2%
Impotence 2% <1%
In Females Only
(N=737) (N=636)
Libido Decreased 3% 1%
Anorgasmia 3% <1%

There are no adequately designed studies examining sexual dysfunction with escitalopram treatment.
Priapism has been reported with all SSRIs. 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. Vital
Sign Changes-Lexapro and placebo groups were compared with respect to (1) mean change from baseline
in vital signs (pulse, systolic blood pressure, and diastolic blood pressure) and (2) the incidence of patients
meeting criteria for potentially clinically significant changes from baseline in these variables. These analyses
did not reveal any clinically important changes in vital signs associated with Lexapro treatment. In addition,
a comparison of supine and standing vital sign measures in subjects receiving Lexapro indicated that
Lexapro treatment is not associated with orthostatic changes. Weight Changes-Patients treated with Lexapro
in controlled trials did not differ from placebo-treated patients with regard to clinically important change in
body weight. Laboratory Changes-Lexapro 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
Lexapro treatment. ECG Changes-Electrocardiograms from Lexapro (N=625), racemic citalopram (N=351),
and placebo (N=527) 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 (1) a decrease in heart rate of 2.2 bpm for Lexapro and
2.7 bpm for racemic citalopram, compared to an increase of 0.3 bpm for placebo and (2) an increase in QTc
interval of 3.9 msec for Lexapro and 3.7 msec for racemic citalopram, compared to 0.5 msec for placebo.
Neither Lexapro nor racemic citalopram were associated with the development of clinically significant ECG
abnormalities. Other Reactions Observed During the Premarketing Evaluation of Lexapro-Following is a list

1Primarily ejaculatory delay.
2Denominator used was for males only (N=225 Lexapro; N=188 placebo).
3Denominator used was for females only (N=490 Lexapro; N=404 placebo).

Generalized Anxiety Disorder; Adults-The most commonly observed adverse reactions in Lexapro patients
(incidence of approximately 5% or greater and approximately twice the incidence in placebo patients) were
nausea, ejaculation disorder (primarily ejaculatory delay), insomnia, fatigue, decreased libido, and anorgas-
mia. Table 3 enumerates the incidence, rounded to the nearest percent of treatment-emergent adverse events
that occurred among 429 GAD patients who received Lexapro 10 to 20 mg/day in placebo-controlled trials.
Events included are those occurring in 2% or more of patients treated with Lexapro and for which the
incidence in patients treated with Lexapro was greater than the incidence in placebo-treated patients.

TABLE 2
Tr Emergent Adverse Observed with a Frequency of = 2%
and Greater Than Placebo for Major Depressive Disorder
Adverse Reaction Lexapro Placebo
(N=715) (N=592)
ic Nervous System Disorders
Dry Mouth 6% 5%
Sweating Increased 5% 2%
Central & Peripheral Nervous System Disorders
Dizziness 5% 3%
Gastroi Disorders
Nausea 15% 7%
Diarrhea 8% 5%
Constipation 3% 1%
Indigestion 3% 1%
Abdominal Pain 2% 1%
General
Influenza-like Symptoms 5% 4%
Fatigue 5% 2%
Psychiatric Disorders
Insomnia 9% 4%
Somnolence 6% 2%
Appetite Decreased 3% 1%
Libido Decreased 3% 1% Reported
pi y System Disorders
Rhinitis 5% 4%
Sinusitis 3% 2%
Urogenital
Ejaculation Disorder " 9% <1%
Impotence? 3% <1%
Anorgasmia: 2% <1%

of treatment-emergent adverse events, as defined in the introduction to the ADVERSE REACTIONS section,
reported by the 1428 patients treated with Lexapro for periods of up to one year in double-blind or open-label
clinical trials during its premarketing evaluation. The listing does not include those events already listed
in Tables 2 & 3, those events for which a drug cause was remote and at a rate less than 1% or lower than
placebo, those events which were so general as to be uninformative, and those events reported only once
which did not have a substantial probability of being acutely life threatening. Events are categorized by body
system. Events of major clinical importance are described in the Warnings and Precautions section.
Cardiovascular - hypertension, palpitation. Central and Peripheral Nervous System Disorders - light-headed
feeling, migraine. Gastrointestinal Disorders - abdominal cramp, heartburn, gastroenteritis. General - allergy,
chest pain, fever, hot flushes, pain in limb. Metabolic and Nutritional Disorders - increased weight.
Musculoskeletal System Disorders - arthralgia, myalgia jaw stiffness. Psychiatric Disorders - appetite
increased, concentration impaired, irritability. Reproductive Disorders/Female - menstrual cramps, menstrual
disorder. Respiratory System Disorders - bronchitis, coughing, nasal congestion, sinus congestion, sinus
headache. Skin and Appendages Disorders - rash. Special Senses - vision blurred, tinnitus. Urinary System
Disorders - urinary frequency, urinary tract infection. Post-Marketing Experience; Adverse Reactions
to the M ing of The following additional adverse reactions have
been identified from spontaneous reports of escitalopram received worldwide. These adverse reactions have
been chosen for inclusion because of a combination of seriousness, frequency of reporting, or potential
causal connection to escitalopram and have not been listed elsewhere in labeling. However, because these
adverse reactions were reported voluntarily from a population of uncertain size, it is not always possible to
reliably estimate their frequency or establish a causal relationship to drug exposure. These events include:
Blood and Lymphatic System Disorders: anemia, agranulocytis, aplastic anemia, hemolytic anemia, idiopathic
thrombocytopenia purpura, leukopenia, thrombocytopenia. Cardiac Disorders: atrial fibrillation, bradycardia,
cardiac failure, myocardial infarction, tachycardia, torsade de pointes, ventnculararrhythmm ventncular tachy-

theophylline. The effect of theophylline on the pharmacokinetics of citalopram was not evaluated. Warfarin-
Administration of 40 mg/day racemic citalopram for 21 days did not affect the pharmacokinetics of warfarin,
a CYP3A4 substrate. Prothrombin time was increased by 5%, the clinical significance of which is unknown.
Carbamazepine-Combined administration of racemic citalopram (40 mg/day for 14 days) and carba-
mazepine (titrated to 400 mg/day for 35 days) did not significantly affect the pharmacokinetics of
carbamazepine, a CYP3A4 substrate. Although trough citalopram plasma levels were unaffected, given the
enzyme-inducing properties of carbamazepine, the possibility that carbamazepine might increase the
clearance of escitalopram should be considered if the two drugs are coadministered. Triazolam-Combined
administration of racemic citalopram (titrated to 40 mg/day for 28 days) and the CYP3A4 substrate
triazolam (single dose of 0.25 mg) did not significantly affect the pharmacokinetics of either citalopram or
triazolam. K Combined istration of racemic citalopram (40 mg) and ketoconazole
(200 mg), a potent CYP3A4 inhibitor, decreased the C,, and AUC of ketoconazole by 21% and 10%,
respectively, and did not significantly affect the pharmacokinetics of citalopram. Ritonavir-Combined admin-
istration of a single dose of ritonavir (600 mg), both a CYP3A4 substrate and a potent inhibitor of CYP3A4,
and escitalopram (20 mg) did not affect the pharmacokinetics of either ritonavir or escitalopram. CYP3A4
and -2C19 Inhibitors-/n vitro studies indicated that CYP3A4 and -2C19 are the primary enzymes involved in
the metabol f escitalopram. However, inistration of escitalopram (20 mg) and ritonavir (600 mg),
a potent inhibitor of CYP3A4, did not significantly affect the pharmacokinetics of escitalopram. Because esc-
italopram is metabolized by multiple enzyme systems, inhibition of a single enzyme may not appreciably
decrease escitalopram clearance. Drugs Metabolized by Cytochrome P4502D6-/n vitro studies did not reveal
an inhibitory effect of escitalopram on CYP2D6. In addition, steady state levels of racemic citalopram were
not significantly different in poor metabolizers and extensive CYP2D6 metabolizers after multiple-dose
administration of citalopram, that inistration, with escitalopram, of a drug that inhibits
CYP2D6, is unlikely to have clinically si effects on escitalopram metabolism. However, there are
limited in vivo data suggesting a modest CYP2D6 inhibitory effect for escitalopram, i.e., coadministration of
escitalopram (20 mg/day for 21 days) with the tricyclic antidepressant desipramine (single dose of 50 mg),
a substrate for CYP2D6, resulted in a 40% increase in Cy,, and a 100% increase in AUC of desipramine. The
clinical significance of this finding is unknown. Neverthmless, caution is indicated in the coadministration of
escitalopram and drugs metabolized by CYP2D6. Metoprolol-Administration of 20 mg/day Lexapro
for 21 days in healthy volunteers resulted in a 50% increase in Gy, and 82% increase in AUC of the beta-
adrenergic blocker metoprolol (given in a single dose of 100 mg). Fncreased metoprolol plasma levels have
been associated with decreased cardioselectivity. Coadministration of Lexapro and metoprolol had no
clinically significant effects on blood pressure or heart rate. Electroconvulsive Therapy (ECT)-There are no
clinical studies of the combined use of ECT and escitalopram.

USE IN SPECIFIC POPULATIONS: Pregnancy; Pregnancy Category C-In a rat embryo/fetal development
study, oral administration of escitalopram (56, 112, or 150 mg/kg/day) to pregnant animals during the
period of organogenesis resulted in decreased fetal body weight and associated delays in ossification at the
two higher doses (approximately = 56 times the maximum recommended human dose [MRHD] of 20 mg/day
on a body surface area [mg/m2] basis). Maternal toxicity (clinical signs and decreased body weight gain and
food consumption), mild at 56 mg/kg/day, was present at all dose levels. The developmental no-effect dose
of 56 mg/kg/day is approximately 28 times the MRHD on a mg/m?2 basis. No teratogenicity was observed at
any of the doses tested (as high as 75 times the MRHD on a mg/m? basis). When female rats were treated
with escitalopram (6, 12, 24, or 48 mg/kg/day) during pregnancy and through weaning, slightly increased
offspring mortality and growth retardation were noted at 48 mg/kg/day which is approximately 24 times the
MRHD on a mg/m2 basis. Slight maternal toxicity (clinical signs and decreased body weight gain and food
consumption) was seen at this dose. Slightly increased offspring mortality was also seen at 24 mg/kg/day.
The no-effect dose was 12 mg/kg/day which is approximately 6 times the MRHD on a mg/m2 basis. In
animal reproduction studies, racemic citalopram has been shown to have adverse effects on embryo/fetal
and postnatal development, including teratogenic effects, when administered at doses greater than human
therapeutic doses. In two rat embryo/fetal development studies, oral administration of racemic citalopram
(32, 56, or 112 mg/kg/day) to pregnant animals during the period of organogenesis resulted in decreased
embryo/fetal growth and survival and an increased incidence of fetal abnormalities (including cardiovascular
and skeletal defects) at the high dose. This dose was also associated with maternal toxicity (clinical signs,
decreased body weight gain). The developmental no-effect dose was 56 mg/kg/day. In a rabbit study, no
adverse effects on embryo/fetal development were observed at doses of racemic citalopram of up to
16 mg/kg/day. Thus, teratogenic effects of racemic citalopram were observed at a maternally toxic dose in
the rat and were not observed in the rabbit. When female rats were treated with racemic citalopram (4.8,
12.8, or 32 mg/kg/day) from late gestation through weaning, increased offspring mortality during the first
4 days after birth and persistent offspring growth retardation were observed at the highest dose. The no-
effect dose was 12.8 mg/kg/day. Similar effects on offspring mortality and growth were seen when dams
were treated throughout gestation and early lactation at doses = 24 mg/kg/day. A no-effect dose was not
determined in that study. There are no adequate and well-controlled studies in pregnant women; therefore,
escitalopram should be used during pregnancy only if the potential benefit justifies the potential risk to the
fetus. Pregnancy-Nonteratogenic Effects-Neonates exposed to Lexapro and other SSRIs or SNRIs, late in
the third trimester, have developed complications requiring prolonged hospitalization, respiratory support,
and tube feeding. Such complications can arise immediately upon 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 discontinua-
tion syndrome. It should be noted that, in some cases, the clinical picture is consistent with serotonin
syndrome [see Warnings and Precautions). Infants exposed to SSRIs in late pregnancy may have an
increased risk for persistent pulmonary hypertension of the newborn (PPHN). PPHN occurs in 1-2 per 1000
live births in the general population and is associated with substantial neonatal morbidity and mortality. In a
retrospective, case-control study of 377 women whose infants were born with PPHN and 836 women whose
infants were born healthy, the risk for developing PPHN was approximately six-fold higher for infants
exposed to SSRIs after the 20th week of gestation compared to infants who had not been exposed to
antidepressants during pregnancy. There is currently no corroborative evidence regarding the risk for PPHN
following exposure to SSRIs in pregnancy; this is the first study that has investigated the potential risk. The
study did not include enough cases with exposure to individual SSRIs to determine if all SSRIs posed
similar levels of PPHN risk. When treating a pregnant woman with Lexapro during the third trimester, the
physician should carefully consider both the potential risks and benefits of treatment [see Dosage and
Administration]. Physicians should note that in a prospective longitudinal study of 201 women with a
history of major depression who were euthymic at the beginning of pregnancy, women who discontinued
antidepressant medication during pregnancy were more likely to experience a relapse of major depression
than women who continued antidepressant medication. Labor and Delivery-The effect of Lexapro on labor
and delivery in humans is unknown. Nursing Mothers-Escitalopram is excreted in human breast milk.
Limited data from women taking 10-20 mg escitalopram showed that exclusively breast-fed infants receive
approximately 3.9% of the maternal weight-adjusted dose of escitalopram and 1.7% of the maternal
weight-adjusted dose of desmethylcitalopram. There were two reports of infants experiencing excessive
somnolence, decreased feeding, and weight loss in association with breastfeeding from a racemic
citalopram-treated mother; in one case, the infant was reported to recover completely upon discontinuation
of racemic citalopram by its mother and, in the second case, no follow-up information was available. Caution
should be exercised and breastfeeding infants should be observed for adverse reactions when Lexapro
is administered to a nursing woman. Pediatric Use-Safety and effectiveness of Lexapro has not been
established in pediatric patients (less than 12 years of age) with Major Depressive Disorder. Safety and effec-
tlveness' of Lexapro has been established in adolescents (12 to 17 years of age) for the treatment of major

cardia. Ear and Labyrinth Disorders: vertigo Endocrine Disorders: diabetes mellitus, hyperpre

SIADH. Eye Disorders: diplopia, glaucoma, mydriasis, visual disturbance. Gastrointestinal Disorders: dyspha-
gia, gastrointestinal hemorrhage, gastroesophageal reflux, pancreatitis, rectal hemorrhage. General Disorders
and Administration Site Conditions: abnormal gait, asthenia, edema, fall, feeling abnormal, malaise.
Hepatobiliary Disorders: fulminant hepatitis, hepatic failure, hepatic necrosis, hepatitis. Immune System
Disorders: allergic reaction, anaphylaxis. Investigations: bilirubin increased, decreased weight, electrocardio-
gram QT prolongation, hepatic enzymes increased, hypercholesterolemia, INR increased, prothrombin
decreased. Metabolism and Nutrition Disorders: hyperglycemia, hypoglycemia, hypokalemia, hyponatremia.
Musculoskeletal and Connective Tissue Disorders: muscle cramp, muscle stiffness, muscle weakness, rhab-
domyolysis. Nervous System Disorders: akathisia, amnesia, ataxia, choreoathetosis, cerebrovascular accident,
dysarthria, dyskinesia, dystonia, extrapyramidal disorders, grand mal seizures (or convulsions), hypoaesthe-
sia, myoclonus, nystagmus, Parkinsonism, restless legs, seizures, syncope, tardive dyskinesia, tremor.
Pregnancy, Puerperium and Perinatal Conditions: spontaneous abortion. Psychiatric Disorders: acute
psychosis, aggression, agitation, anger, anxiety, apathy, completed suicide, confusion, depersonalization,
depression aggravated, delirium, delusion, disorientation, feeling unreal, hallucinations (visual and auditory),
mood swings, nervousness, nightmare, panic reaction, paranoia, restlessness, self-harm or thoughts of
self-harm, suicide attempt, suicidal ideation, suicidal tendency. Renal and Urinary Disorders: acute renal
failure, dysuria, urinary retention. Reproductive System and Breast Disorders: menorrhagia, priapism.
Respiratory, Thoracic and Mediastinal Disorders: dyspnea, epistaxis, pulmonary embolism, pulmonary
hypertension of the newborn. Skin and Subcutaneous Tissue Disorders: alopecia, angioedema, dermatitis,
ecchymosis, erythema multiforme, photosensitivity reaction, Stevens Johnson Syndrome, toxic epidermal
necrolysis, urticaria. Vascular Disorders: deep vein thrombosis, flushing, hypertensive crisis, hypotension,
orthostatic hypotension, phlebitis, thrombosis.

DRUG INTERACTIONS: Serotonergic Drugs-Based on the mechanism of action of SNRIs and SSRls includ-
ing Lexapro, and the potential for serotonin syndrome, caution is advised when Lexapro is coadministered
with other drugs that may affect the serotonergic neurotransmitter systems, such as triptans, linezolid (an
antibiotic which is a reversible non-selective MAOI), lithium, tramadol, or St. John’s Wort [see Warnings and
Precautions]. The concomitant use of Lexapro with other SSRIs, SNRIs or tryptophan is not recommended.
Triptans-There have been rare postmarketing reports of serotonin syndrome with use of an SSRI and a
triptan. If concomitant treatment of Lexapro with a triptan is clinically warranted, careful observation of
the patient is advised, particularly during treatment initiation and dose increases [see Warnings and
Pr . CNS Drugs- Given the primary CNS effects of escitalopram, caution should be used when it is

taken in combination with other centrally acting drugs. Alcohol-Although Lexapro did not potentiate
the cognitive and motor effects of alcohol in a clinical trial, as with other psychotropic medications, the use
of alcohol by patients taking Lexapro is not recommended. Monoamine Oxidase Inhlhllnrs (MAOIsi

disorder [see Clinical Studies). Although maintenance efficacy in adolescent patients with Major
Depresswe Disorder has not been systematically evaluated, maintenance efficacy can be extrapolated from
adult data along with comparisons of escitalopram pharmacokmeue parameters in adults and adolescent
patients. Safety and effectiveness of Lexapro has not been established in pediatric patients less than 18 years
of age with Generalized Anxiety Disorder. Geriatric Use-Approximately 6% of the 1144 patients receiving
escitalopram in controlled trials of Lexapro in major depressive disorder and GAD were 60 years of age or
older; elderly patients in these trials received daily doses of Lexapro between 10 and 20 mg. The number
of elderly patients in these trials was insufficient to adequately assess for possible differential efficacy and
safety measures on the basis of age. Nevertheless, greater sensitivity of some elderly individuals to effects
of Lexapro cannot be ruled out. SSRIs and SNRIs, including Lexapro, have been associated with cases of
clinically significant hyponatremia in elderly patients, who may be at greater risk for this adverse event [see
Hyponatremia]. In two pharmacokinetic studies, escitalopram half-life was increased by approximately 50%
in elderly subjects as compared to young subjects and Cy,,, Was unchanged [see Clinical Pharmacology].
10 mg/day is the recommended dose for elderly patients [see Dosage and Administration]. Of 4422 patients
in clinical studies of racemic citalopram, 1357 were 60 and over, 1034 were 65 and over, and 457 were 75
and 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 again, greater sensitivity of some elderly individuals cannot be ruled out.

DRUG ABUSE AND DEPENDENCE: Abuse and Dependence; Physical and Psychological Dependence-Animal
studies suggest that the abuse liability of racemic citalopram is low. Lexapro has not been systematically
studied in humans for its potential for abuse, tolerance, or physical dependence. The premarketing clinical
experience with Lexapro did not reveal any drug-seeking behavior. However, these observations were not
systematic and it is not possible to predict on the basis of this limited experience the extent to which a
CNS-active drug will be misused, diverted, and/or abused once marketed. Consequently, physicians should
carefully evaluate Lexapro patients for history of drug abuse and follow such patients closely, observing them
for signs of misuse or abuse (e.g., development of tolerance, incrementations of dose, drug-seeking behavior).
OVERDOSAGE: Human Experience-In clinical trials of escitalopram, there were reports of escitalopram
overdose, including overdoses of up to 600 mg, with no associated fatalities. During the postmarketing
evaluation of escitalopram, Lexapro overdoses involving overdoses of over 1000 mg have been reported. As
with other SSRIs, a fatal outcome in a patient who has taken an overdose of escitalopram has been rarely
reported. Symptoms most often accompanying escitalopram overdose, alone or in combination with other
drugs and/or alcohol, included convulsions, coma, dizziness, hypotension, insomnia, nausea, vomiting, sinus
tachycardia, somnolence, and ECG changes (including QT prolongation and very rare cases of torsade de
pointes). Acute renal failure has been very rarely reported accompanying overdose. Management of
Establish and maintain an airway to ensure adequate ventilation and oxygenation. Gastric evacua-

and Warnings and Precautions). Drugs That Interfere With (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 may potentiate the risk
of bleeding. Altered anticoagulant effects, including increased bleeding, have been reported when SSRIs and
SNRIs are coadministered with warfarin. Patients receiving warfarin therapy should be carefully monitored
when Lexapro is initiated or discontinued. Cimetidine-In subjects who had received 21 days of 40 mg/day
racemic citalopram, combined administration of 400 mg/day cimetidine for 8 days resulted in an increase in
citalopram AUC and G,y 0f 43% and 39%, respectively. The clinical significance of these findings is

rglects who had received 21 days of 40 mg/day racemic citalopram, combined admin-
istration of citalopram and digoxin (single dose of 1 mg) did not significantly affect the pharmacokinetics of
either citalopram or digoxin. Lithium-Coadministration of racemic citalopram (40 mg/day for 10 days) and
lithium (30 mmol/day for 5 days) had no significant effect on the pharmacokinetics of citalopram or lithium.
Nevertheless, plasma lithium levels should be monitored with appropriate adjustment to the lithium dose in
accordance with standard clinical practice. Because lithium may enhance the serotonergic effects of escitalo-
pram, caution should be exercised when Lexapro and lithium are coadministered. Pimozide and Celexa-In
a controlled study, a single dose of pimozide 2 mg co-administered with racemic citalopram 40 mg given
once daily for 11 days was associated with a mean increase in QTc values of approximately 10 msec
compared to pimozide given alone. Racemic citalopram did not alter the mean AUC or Cp,, of pimozide.

1Prlmanly ejaculatory delay.
2Denominator used was for males only (N=182 Lexapro; N=195 placebo).
3Denominator used was for females only (N=247 Lexapro; N=232 placebo).

TABLE 3
Adve Observed with a Frequency of = 2%
and Greater Than Placehn for Generalized Anxiety Disorder
Adverse Reactions Lexapro Placebo
(N=429) (N=427)
ic Nervous System Disorders

Dry Mouth 9% 5%

Sweating Increased 4% 1%
Central & Peripheral Nervous System Disorders

Headache 24% 17%

Paresthesia 2% 1%
Gastroi Disorders

Nausea 18% 8%

Diarrhea 8% 6%

Constipation 5% 4%

Indigestion 3% 2%

Vomiting 3% 1%

Abdominal Pain 2% 1%

Flatulence 2% 1%

Toothache 2% 0% [s6e C
General

Fatigue 8% 2%

Influenza-like Symptoms 5% 4%

System Disorder

Neck/Shoulder Pain 3% 1%
Psychiatric Disorders

Somnolence 13% 7%

Insomnia 12% 6%

Libido Decreased 7% 2% unknown. Digoxin-In s

Dreaming Abnormal 3% 2%

Appetite Decreased 3% 1%

Lethargy 3% 1%

pi y System Disorders

Yawning 2% 1%
Urogenital

Ejaculation Disorder!-2 14% 2%

Anorgasmia 6% <1% The mech

Menstrual Disorder 2% 1%

of this pharmacodynamic interaction is not known. Sumatriptan-There have been rare
postmarketing reports describing patients with weakness, hyperreflexia, and incoordination following the use
of an SSRI and sumatriptan. If concomitant treatment with sumatriptan and an SSRI (e.g., fluoxetine, fluvox-
amine, paroxetine, sertraline, citalopram, escitalopram) is clinically warranted, appropriate observation of the
patient is advised. Theophylline-Combined administration of racemic citalopram (40 mg/day for 21 days)
and the CYP1A2 substrate theophylline (single dose of 300 mg) did not affect the pharmacokinetics of

tion by lavage and use of activated charcoal should be considered. Careful observation and cardiac and vital
sign monitoring are recommended, along with general symptomatic and supportive care. Due to the large
volume of distribution of escitalopram, forced diuresis, dialysis, hemoperfusion, and exchange transfusion
are unlikely to be of benefit. There are no specific antidotes for Lexapro. In managing overdosage, consider
the possibility of multiple-drug involvement. The physician should consider contacting a poison control
center for additional information on the treatment of any overdose.

Forest Pharmaceuticals, Inc.
Subsidiary of Forest Laboratories, Inc.
St. Louis, MO 63045 USA
Licensed from H. Lundbeck A/S

© 2009 Forest Laboratories, Inc. Rev. 05/09
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Tips on How to Contract
With Private Insurers

he terms of your contracts

with insurers or man-

aged care organizations

(MCOs) can affect many

aspects of your practice,
including how much you are paid, which
services you are permitted to provide, and
how you are expected to provide them. So
before you sign any contract, it’s vital that
you take the time to read it thoroughly.
You cannot rely on the word of colleagues
who say they signed a contract with the
same company, the terms were good, and
their lawyer approved it.

Each contract is different, even from
the same company. A contract with one
physician may be written at a time and
under circumstances that are different
from another physician’s. Also, don’t
assume that a renewal contractis the same
as the one received “last year.” Often it
is not.

As insurers and psychiatrists have
become more sophisticated about the man-
aged care environment, contracts have
become more sophisticated and complex

as well. Companies may include important
contract features in appendixes, adden-
dums, or “attachments” such as provider
manuals, which, if you’re not careful, you
may be unaware of until it’s too late. You
must be certain to obtain all documents
referenced in a contract and to review
them all before entering into a contract. If
there is any provision in the contract that
you do not understand, do not sign it until
you getan explanation and are certain that
you can comply with that provision.

In the 1990s, insurers and MCOs some-
times used risk-based contracts, which
transferred the risk of expensive patient
care to the physician through capitation
or case rates, but over the years this prac-
tice has largely been abandoned.

Now most contracts stipulate the fees
that will be paid to in-network physicians
for specific procedure (CPT) codes and
which physicians will be paid for which
CPT codes. For instance, some insurers
pay psychiatrists only for the psychia-
try CPT codes (the 908xx series) even
though it is just as appropriate for psy-

Q&A From APA’s Help Line Database:
Billing Medicare Patients for Missed Sessions

Q I have a Medicare patient who consistently misses appointments without calling to cancel.
| know | can’t bill Medicare for the sessions, but am | permitted to charge this patient a missed-

session fee?

As long as the missed-session fee applies to all your patients and you can establish that the
Medicare patient was aware of it, you may bill the patient directly for this fee. Medicare permits
you to charge your standard missed-appointment fee since it is a physician fee that Medicare does
not cover. If you have an office policy of billing for missed appointments, it would be smart to have
your patients sign an acknowledgment of this policy and keep it with their medical record so there
will be no question that billing for missed appointments is appropriate.

Changing Your Medicare Enrollment Status

PA’s Managed Care Help Line
receives frequent calls from psychi-
atrists who are unsure about what
steps to take with Medicare when they
change their practice situations. Accord-
ing to the Help Line’s contacts at the Cen-
ters for Medicare and Medicaid Services,
there’s not much to it.
The most frequent situation that arises
is that of a psychiatrist who works at a
clinic or other facility where he or she sees
Medicare patients and wants to starta pri-
vate practice where Medicare patients will
be seen as well. In this case, the psychia-
trist needs to contact the enrollment office
of the Medicare carrier or administrative
contractor thatserves the locale where the
psychiatrist practices and update his or her
information with the new practice address.
If the new practice is incorporated, the psy-
chiatrist must also supply its name and reg-
ister for a Type 2 NPI for the new entity
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at the NPPES Web site at <https://nppes.
cms.hhs.gov/NPPES/Welcome.do>. The
provider’s Type 1 NPI stays the same, but
payments will be made to the corporation
using the new NPL

Some psychiatrists who see Medicare
patients in a clinic or hospital setting do
not want to deal with Medicare when they
start a private practice. Since they will be
continuing to see Medicare patients at
the facility where they work, they cannot
opt out of Medicare. Thus, if they see any
Medicare patients in their private practice
(even if it’s unintentional), they must file
claims with Medicare for them and cor-
rect their enrollment status with Medicare
to get paid.

More information on opting out
of Medicare is posted at <bttp://psych.
org/MainMenu/PsychiatricPractice/
ManagingYourPractice/QuickPractice
Info/MedicareOptOut.aspx>. B
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chiatrists to use the evaluation
and management (E/M) codes
(the 992xx series) when they do
patient evaluations and medi-
cal management. This kind of
information is rarely found in
the body of the contract, but
should be available in either the appen-
dixes or attachments. Be sure you find out
how much you’ll be paid and what CPT
codes you're permitted to use before you
sign the contract.

Contracts should also define the physi-
cian’s status with the insurer in various set-
tings. While some contracts may apply to
only specific settings, others stipulate that
an in-network psychiatrist is in-network
at every place he or she provides services.
This requirement has been problematic
for some psychiatrists who practice in clin-
ics that accept many forms of insurance
but who have private practices where no
insurance is accepted. If the clinic’s con-
tract with an insurer says it covers all its
psychiatrists in all practice settings, then
psychiatrists who see a patient in that plan
in their private practice are considered in-
network providers there as well and will be
paid only the in-network fees negotiated
under the clinic contract.

Even if the clinic’s contract with the
insurer does not stipulate that all places
of service are covered, psychiatrists who
want to be considered out of network in
other settings must notify the insurer of
this fact.

Because many insurance companies
are having trouble maintaining an ade-
quate number of psychiatrists in their net-
works to meet enrollees’ needs, they may
make it difficult for psychiatrists to sever
their relationship. APA’s Managed Care
Help Line has received calls from mem-
bers who were unable to get out of their
contracts for many months because an
insurer maintained it hadn’t received faxes
or e-mails that the doctors had sent to
convey their change in status. We recom-
mend that any notifications abouta change
in status with an insurer be done in writ-
ing and be sent by registered mail, return
receipt requested. This way you will have
arecord of the company’s having received
your request.

Other Points to Remember

¢ Review the contract for any billing and
balance-billing provisions that restrict
your ability to bill patients.

* Review credentialing requirements.
Personal information, such as medical
history, may be unwarranted if it does not
currently affect your ability to practice
medicine.

¢ Study the confidentiality terms in the
contract; federal and state laws supersede
contractual requirements.

¢ Study utilization-review requirements
to learn procedures for prior authoriza-
tion, concurrent review, retrospective
review, use of formulary restrictions,
access to physician reviewers, and appeal

mechanisms. These topics are frequently
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Psychiatric Practice & Managed Care (PP&MC)
provides news and updates on practice management
issues to APA members. PP&MC is printed bimonthly
in Psychiatric News and is posted in PDF format
under “Psychiatric Practice” on APA’'s Web site.

covered in the provider manual, which
you should review before the execution of
a contract.

* Be aware that contracts give insurers
the right to conduct quality-assurance
audits. This is standard and will not cre-
ate any problems for you if you do appro-
priate documentation.

¢ Payattention to how the insurer autho-
rizes services in an emergency. Most com-
panies have a utilization-management
process in place that can authorize emer-
gency services at any time, but the flex-
ibility of the authorization process varies.
Ask detailed questions about the process
before signing a contract.

¢ Know when each of your current con-
tracts expires and consider renegotiating if
you feel you are not being adequately com-
pensated. You have nothing to lose.

* Ask questions. Contract negotiation
may be possible, especially since there is
such a shortage of psychiatrists on insur-
ance panels. Even if you cannot negotiate,
be sure to ask questions on items about
which you are unclear to ensure you are
not entering into a contract that you can’t
live with.

* Make sure that all representations are
in writing. You should obtain any changes
or clarifications to the terms of the con-
tract in the body of the contract itself.
Any additional clarifications made by rep-
resentatives of the insurance company that
do not agree with the contract should be
incorporated in an amendment that con-
forms to the contractual requirements.

Summing It Up

We can’t emphasize it too much: Don’t
sign any contract until you’re sure you
thoroughly understand what you're agree-
ing to. Also, always check with your mal-
practice carrier to make sure nothing in
the contract conflicts with your policy.
And always check with your lawyer.

The AMA has created a detailed model
managed care contract, with annotations
that explain the reasons for including its
various components. In an ideal world, this
is the kind of contract you’d be presented
with when you join an insurance network.
The model contract is posted at <www.
ama-assn.org/amal/pub/upload/mm/368/
mmce_4th_ed.pdf>.

A more in-depth discussion of con-
tracting, which includes definitions of the
terms you may encounter in a contvact, is
posted at <www.psych.org/Departments/
HSF/ManagingYourPractice/Managed
Carelssues/ReviewingandNegotiating
Contracts.aspx>. If you bave other ques-
tions about contracting, call APA’s Man-
aged Care Help Line at (800) 343-4671. R



NOW APPROVED FOR THE MAINTENANCE TREATMENT OF BIPOLAR | DISORDER
EITHER AS MONOTHERAPY OR AS ADJUNCTIVE THERAPY TO LITHIUM OR VALPROATE

may not be enough to help maintain stability’

WHY WAIT TO PRESCRIBE RISPERDAL® CONSTA®?

+ RISPERDAL® CONSTA® significantly delayed time to relapse when used

alone* or as adjunctive therapy? to lithium or valproate!"

* Proven efficacy with guaranteed medication coverage when
administered every 2 weeks'

* Flexibility in administration sites, with deltoid and gluteal options to

match your patient’s preference'

*Lithium or valproate.

'Patients judged to be stable for at least 4 weeks (in adjunctive therapy trial) or at least 8 weeks

(in monotherapy trial) were randomized in the double-blind phase.

*Up to 104 weeks in a multicenter, randomized, double-blind, placebo-controlled study in 303 patients with

Bipolar | Disorder.

$52-week, multicenter, randomized, double-blind, placebo-controlled study in 124 patients with Bipolar | Disorder.
IAdjunctive treatment consisted of mood stabilizers (primarily lithium and valproate), antidepressants, and/or
anxiolytics. All other antipsychotics were discontinued after the first 3 weeks of the initial injection.

IDeltoid administration is only appropriate for patients with adequate muscle mass.

Reference: 1. RISPERDAL® CONSTA® Prescribing Information.
Ortho-McNeil-Janssen Pharmaceuticals, Inc, Titusville, NJ.

As monotherapy or as adjunctive therapy when oral medications*

Risperdal CONSTA N S
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RISPERDAL® CONSTA® (risperidone) long-acting injection is indicated for the maintenance treatment
of Bipolar | Disorder, either as monotherapy or as adjunctive therapy to lithium or valproate.

IMPORTANT SAFETY INFORMATION FOR RISPERDAL® CONSTA®

WARNING: Increased Mortality in Elderly Patients with Dementia-Related Psychosis

Elderly patients with dementia-related psychosis treated with antipsychotic drugs are at an
increased risk of death. Analyses of 17 placebo-controlled trials (modal duration of 10 weeks),
largely in patients taking atypical antipsychotic drugs, revealed a risk of death in the drug-treated
patients of between 1.6 to 1.7 times the risk of death 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. Observational studies suggest that, similar to atypical
antipsychotic drugs, treatment with conventional antipsychotic drugs may increase mortality.
The extent to which the findings of increased mortality in observational studies may be attributed
to the antipsychotic drug as opposed to some characteristic(s) of the patients is not clear.
RISPERDAL® CONSTA® (risperidone) is not approved for the treatment of patients with

dementia-related psychosis.

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 risperidone was significantly higher than with placebo. RISPERDAL® CONSTA® is not
approved for the treatment of patients with dementia-related psychosis.

Neuroleptic Malignant Syndrome (NMS): NMS, a potentially fatal symptom complex, has been
reported with the use of antipsychotic medications, including RISPERDAL® CONSTA®. Clinical
manifestations include muscle rigidity, fever, altered mental status and evidence of autonomic
instability (see full Prescribing Information). Management should include immediate discontinuation
of antipsychotic drugs and other drugs not essential to concurrent therapy, intensive symptomatic
treatment and medical monitoring, and treatment of any concomitant serious medical problems.
Tardive Dyskinesia (TD): TD is a syndrome of potentially irreversible, involuntary, dyskinetic
movements that may develop in patients treated with antipsychotic medications. The risk of
developing TD and the likelihood that dyskinetic movements will become irreversible are believed
to increase with duration of treatment and total cumulative dose. Elderly patients appeared to be at
increased risk for TD. Prescribing should be consistent with the need to minimize the risk of TD. The
syndrome may remit, partially or completely, if antipsychotic treatment is withdrawn.

Hyperglycemia and Diabetes: Hyperglycemia, some cases extreme and associated with ketoacidosis,
hyperosmolar coma or death has been reported in patients treated with atypical antipsychotics (APS),
including RISPERDAL® 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.
Hyperprolactinemia: As with other drugs that antagonize dopamine D, receptors, RISPERDAL® CONSTA®
elevates prolactin levels and the elevation persists during chronic administration. Risperidone is
associated with higher levels of prolactin elevation than other antipsychotic agents.

Orthostatic Hypotension: RISPERDAL® CONSTA® may induce orthostatic hypotension associated
with dizziness, tachycardia, and in some patients, syncope, especially during the initial dose-titration
period. Monitoring should be considered in patients for whom this may be of concern.

RISPERDAL® CONSTA® should be used with caution in patients with known cardiovascular disease,
and conditions that would predispose patients to hypotension.

Leukopenia, Neutropenia and Agranulocytosis have been reported with antipsychotics, including
risperidone. Patients with a pre-existing low white blood cell count (WBC) or a history of leukopenia/
neutropenia should have frequent complete blood cell counts during the first few months of therapy.
At the first sign of a decline in WBC and in the absence of other causative factors, discontinuation of
RISPERDAL® CONSTA® should be considered.

Potential for Cognitive and Motor Impairment: RISPERDAL® CONSTA® has the potential to impair
judgment, thinking, or motor skills. Patients should be cautioned about operating hazardous
machinery, including motor vehicles, until they are reasonably certain that RISPERDAL® CONSTA®
does not affect them adversely.

Seizures: RISPERDAL® CONSTA® should be used cautiously in patients with a history of seizures or
with conditions that potentially lower seizure threshold.

Dysphagia: Esophageal dysmotility and aspiration can occur. Use cautiously in patients at risk for
aspiration pneumonia.

Priapism has been reported. Severe priapism may require surgical intervention.

Thrombotic Thrombocytopenic Purpura (TTP) has been reported.

Administration: RISPERDAL® CONSTA® should be injected into the deltoid or gluteal muscle, and care
must be taken to avoid inadvertent injection into a blood vessel.

Suicide: The possibility of suicide attempt is inherent in mental iliness. Close supervision of high-risk
patients should accompany drug therapy.

Increased sensitivity in patients with Parkinson’s disease or those with dementia with Lewy bodies
has been reported. Manifestations and features are consistent with NMS.

Use RISPERDAL® CONSTA® with caution in patients with conditions and medical conditions that
could affect metabolism or hemodynamic responses (e.g. recent myocardial infarction or unstable
cardiac disease).

Maintenance Treatment: Patients should be periodically reassessed to determine the need for
continued treatment.

Commonly Observed Adverse Reactions for RISPERDAL® CONSTA®: The most common adverse
reactions in clinical trials in patients with bipolar disorder were weight increased (5% in monotherapy
trial) and tremor and Parkinsonism (>10% in adjunctive therapy trial).

Please see accompanying brief summary of full
Prescribing Information for RISPERDAL® CONSTA®.

Visit our Web site at www.risperdalconsta.com.

EX Janssen.

Division of Ortho-McNeil-Janssen
Pharmaceuticals, Inc.

© Ortho-McNeil-Janssen Pharmaceuticals, Inc. 2009
June 2009 01CS09086A



RISPERDAL® CONSTA®

(risperidone) LONG-ACTING INJECTION

Brief Summary
BEFORE PRESCRIBING RISPERDAL® CONSTA®, PLEASE SEE FULL
PRESCRIBING INFORMATION, INCLUDING BOXED WARNING.

WARNING: INCREASED MORTALITY IN ELDERLY PATIENTS
WITH DEMENTIA-RELATED PSYCHOSIS

Elderly patients with dementia-related psychosis treated with
antipsychotic drugs are at an increased risk of death. Analyses
of 17 placebo-controlled trials (modal duration of 10 weeks),
largely in patients taking atypical antipsychotic drugs, revealed
a risk of death in drug-treated patients of between 1.6 to
1.7 times the risk of death 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. Observational studies suggest that,
similar to atypical antipsychotic drugs, treatment with
conventional antipsychotic drugs may increase mortality. The
extent to which the findings of increased mortality in
observational studies may be attributed to the antipsychotic drug
as opposed to some characteristic(s) of the patients is not clear.
RISPERDAL® CONSTA® (risperidone) is not approved for the
treatment of patients with dementia-related psychosis. [See
Warnings and Precautions]

RISPERDAL® CONSTA® (risperidone) is indicated for the treatment of
schizophrenia [see Clinical Studies (14.1) in full PI].

RISPERDAL® CONSTA® is indicated as monotherapy or as adjunctive
therapy to lithium or valproate for the maintenance treatment of Bipolar
| Disorder [see Clinical Studies (14.2, 14.3) in full PI].

CONTRAINDICATIONS: RISPERDAL® CONSTA® (risperidone) is
contraindicated in patients with a known hypersensitivity to the product.

WARNINGS AND PRECAUTIONS: Increased Mortality in Elderly Patients
with Dementia-Related Psychosis

Elderly patients with dementia-related psychosis treated with antipsychotic
drugs are atan increased risk of death. RISPERDAL® CONSTA® (risperidone)
is not approved for the treatment of dementia-related psychosis (see
Boxed Warning).

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 and Warnings and Precautions] 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. Clinical manifestations of NMS are hyperpyrexia,
muscle rigidity, altered mental status, and evidence of autonomic instability
(irregular pulse or blood pressure, tachycardia, diaphoresis, and cardiac
dysrhythmia). Additional signs may include elevated creatine
phosphokinase, myoglobinuria (rhabdomyolysis), and acute renal failure.
The diagnostic evaluation of patients with this syndrome is complicated.
In arriving at a diagnosis, it is important to identify cases in which the
clinical presentation includes both serious medical illness (e.g.,
pneumonia, systemic infection, etc.) and untreated or inadequately treated
extrapyramidal signs and symptoms (EPS). Other important considerations
in the differential diagnosis include central anticholinergic toxicity, heat
stroke, drug fever, and primary central nervous system pathology. The
management of NMS should include: (1) immediate discontinuation of
antipsychotic drugs and other drugs not essential to concurrent therapy;
(2) intensive symptomatic treatment and medical monitoring; and (3)
treatment of any concomitant serious medical problems for which specific
treatments are available. There is no general agreement about specific
pharmacological treatment regimens for uncomplicated NMS. 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. Although the prevalence of the syndrome appears to
be highest among the elderly, especially elderly women, it is impossible to
rely upon prevalence estimates to predict, at the inception of antipsychotic
treatment, which patients are likely to develop the syndrome. Whether
antipsychotic drug products differ in their potential to cause tardive
dyskinesia is unknown. The risk of developing tardive dyskinesia and the
likelihood that it will become irreversible are believed to increase as the
duration of treatment and the total cumulative dose of antipsychotic drugs
administered to the patientincrease. However, the syndrome can develop,
although much less commonly, after relatively brief treatment periods at
low doses. There is no known treatment for established cases of tardive
dyskinesia, although the syndrome may remit, partially or completely, if
antipsychotic treatment is withdrawn. Antipsychotic treatment, itself,
however, may suppress (or partially suppress) the signs and symptoms of
the syndrome and thereby may possibly mask the underlying process. The
effect that symptomatic suppression has upon the long-term course of the
syndrome is unknown. Given these considerations, RISPERDAL® CONSTA®
should be prescribed in a manner that is most likely to minimize the
occurrence of tardive dyskinesia. Chronic antipsychotic treatment should
generally be reserved for patients who suffer from a chronic illness that:
(1) is known to respond to antipsychotic drugs, and (2) for whom alternative,
equally effective, but potentially less harmful treatments are not available
or appropriate. In patients who do require chronic treatment, the smallest
dose and the shortest duration of treatment producing a satisfactory
clinical response should be sought. The need for continued treatment
should be reassessed periodically. 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. 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®. Assessment of the relationship between atypical
antipsychotic use and glucose abnormalities is complicated by the
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possibility of an increased background risk of diabetes mellitus in patients
with schizophrenia and the increasing incidence of diabetes mellitus in the
general population. Given these confounders, the relationship between
atypical antipsychotic use and hyperglycemia-related adverse events is
not completely understood. However, epidemiological studies suggest an
increased risk of treatment-emergent hyperglycemia-related adverse
events in patients treated with the atypical antipsychotics. Precise risk
estimates for hyperglycemia-related adverse events in patients treated
with atypical antipsychotics are not available. Patients with an established
diagnosis of diabetes mellitus who are started on atypical antipsychotics
should be monitored regularly for worsening of glucose control. Patients
with risk factors for diabetes mellitus (e.g., obesity, family history of
diabetes) who are starting treatment with atypical antipsychotics should
undergo fasting blood glucose testing at the beginning of treatment and
periodically during treatment. Any patient treated with atypical
antipsychotics should be monitored for symptoms of hyperglycemia
including polydipsia, polyuria, polyphagia, and weakness. Patients who
develop symptoms of hyperglycemia during treatment with atypical
antipsychotics should undergo fasting blood glucose testing. In some
cases, hyperglycemia has resolved when the atypical antipsychotic
was discontinued; however, some patients required continuation of
anti-diabetic treatment despite discontinuation of the suspect drug.
Hyperprolactinemia: As with other drugs that antagonize dopamine D,
receptors, risperidone elevates prolactin levels and the elevation persists
during chronic administration. Risperidone is associated with higher
levels of prolactin elevation than other antipsychotic agents.
Hyperprolactinemia may suppress hypothalamic GnRH, resulting in
reduced pituitary gonadotropin secretion. This, in turn, may inhibit
reproductive function by impairing gonadal steroidogenesis in both
female and male patients. Galactorrhea, amenorrhea, gynecomastia, and
impotence have been reported in patients receiving prolactin-elevating
compounds. Long-standing hyperprolactinemia when associated with
hypogonadism may lead to decreased bone density in both female and
male subjects. Tissue culture experiments indicate that approximately
one-third of human breast cancers are prolactin dependent in vitro, a factor
of potential importance if the prescription of these drugs is contemplated
in a patient with previously detected breast cancer. An increase in pituitary
gland, mammary gland, and pancreatic islet cell neoplasia (mammary
adenocarcinomas, pituitary and pancreatic adenomas) was observed in
the risperidone carcinogenicity studies conducted in mice and rats [see
Nonclinical Toxicology]. 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.
Orthostatic Hypotension: RISPERDAL® CONSTA® may induce orthostatic
hypotension associated with dizziness, tachycardia, and in some patients,
syncope, especially during the initial dose-titration period with oral
risperidone, 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.
Leukopenia, Neutropenia, and Agranulocytosis: Class Effect: In clinical
trial and postmarketing experience, events of leukopenia/neutropenia have
been reported temporally related to antipsychotic agents, including
risperidone. Agranulocytosis (including fatal cases) has also been reported.
Possible risk factors for leukopenia/neutropenia include preexisting
low white blood cell count (WBC) and a history of drug induced
leukopenia/neutropenia. Patients with a preexisting low WBC or a history
of drug induced leukopenia/neutropenia should have their complete blood
count (CBC) monitored frequently during the first few months of therapy
and discontinuation of RISPERDAL® CONSTA® should be considered at the
first sign of a decline in WBC in the absence of other causative factors.
Patients with neutropenia should be carefully monitored for fever or other
symptoms or signs of infection and treated promptly if such symptoms or
signs occur. Patients with severe neutropenia (absolute neutrophil count
<1000/mm3) should discontinue RISPERDAL® CONSTA® and have their
WBC followed until recovery. Potential for Cognitive and Motor
Impairment: Somnolence was reported by 5% of patients treated with
RISPERDAL® CONSTA® in multiple-dose trials. Since risperidone has
the potential to impair judgment, thinking, or motor skills, 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. 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 and Warnings and Precautions] Priapism: Priapism
has been reported during postmarketing surveillance [see Adverse
Reactions (6.9) in full PI]. Severe priapism may require surgical intervention.
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. Body Temperature Regulation: Disruption of body temperature
regulation has been attributed to antipsychotic agents. Both hyperthermia
and hypothermia have been reported in association with oral RISPERDAL®
or RISPERDAL® CONSTA® use. Caution is advised when prescribing
RISPERDAL® CONSTA® for patients who will be exposed to temperature
extremes. Administration: RISPERDAL® CONSTA® should be injected into
the deltoid or gluteal muscle, and care must be taken to avoid inadvertent
injection into a blood vessel. [See Dosage and Administration (2) and
Adverse Reactions (6.8) in full PI] Antiemetic Effect: Risperidone has an
antiemetic effectin 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.
Suicide: There is an increased risk of suicide attempt in patients with

schizophrenia or bipolar disorder, and close supervision of high-risk
patients should accompany drug therapy. RISPERDAL® CONSTA® is to
be administered by a health care professional [see Dosage and
Administration (2) in full PI]; therefore, suicide due to an overdose is
unlikely. Use in Patients with Concomitant lliness: 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, including
RISPERDAL® CONSTA®, are reported to have an increased sensitivity to
antipsychotic medications. Manifestations of this increased sensitivity have
been reported to include confusion, obtundation, postural instability with
frequent falls, extrapyramidal symptoms, and clinical features consistent
with the neuroleptic malignant syndrome. Caution is advisable when using
RISPERDAL® CONSTA® in patients with diseases or conditions that could
affect metabolism or hemodynamic responses. RISPERDAL® CONSTA® 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
risperidone and 9-hydroxyrisperidone occur in patients with severe renal
impairment (creatinine clearance <30 mL/min/1.73 m?) treated with oral
RISPERDAL®; an increase in the free fraction of risperidone is also 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 at a dose of 25 mg. A
lower initial dose of 12.5 mg may be appropriate when clinical factors
warrant dose adjustment, such as in patients with renal or hepatic
impairment [see Dosage and Administration]. 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. (Cellular proliferation was not measured
at the low dose or in females in either study.) The effect dose for
osteodystrophy and the tumor findings is 8 times the IM maximum
recommended human dose (MRHD) (50 mg) on a mg/m? basis and is
associated with a plasma exposure (AUC) 2 times the expected plasma
exposure (AUC) atthe IM MRHD. The no-effect dose for these findings was
5mg/kg (equal to the IM MRHD on a mg/mZ basis). Plasma exposure (AUC)
at the no-effect dose was one third the expected plasma exposure (AUC)
atthe IM MRHD. 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
in Section 13.1 (Carcinogenicity, Mutagenesis, Impairment of Fertility). The
relevance of these findings to human risk is unknown. Monitoring:
Laboratory Tests: No specific laboratory tests are recommended.

ADVERSE REACTIONS: The following are discussed in more detail in other
sections of the labeling: ¢ Increased mortality in elderly patients with
dementia-related psychosis ® Cerebrovascular adverse events, including
stroke, in elderly patients with dementia-related psychosis ¢ euroleptic
malignant syndrome e Tardive dyskinesia ° Hyperglycemia and
diabetes mellitus  Hyperprolactinemia ¢ Orthostatic hypotension
* Leukopenia/Neutropenia and Agranulocytosis ¢ Potential for cognitive
and motor impairment © Seizures ® Dysphagia ® Priapism ¢ Thrombotic
Thrombocytopenic Purpura (TTP) e Disruption of body temperature
regulation ¢ Avoidance of inadvertent injection into a blood vessel
* Antiemetic effect » Suicide * Increased sensitivity in patients with
Parkinson’s disease or those with dementia with Lewy bodies ® Diseases
or conditions that could affect metabolism or hemodynamic responses
» Osteodystrophy and tumors in animals The most common adverse
reactions in clinical trials in patients with schizophrenia (> 5%) were
headache, parkinsonism, dizziness, akathisia, fatigue, constipation,
dyspepsia, sedation, weight increased, pain in extremity, and dry
mouth. The most common adverse reactions in the double-blind,
placebo-controlled periods of the bipolar disorder trials were weight
increased (5% in the monotherapy trial) and tremor and parkinsonism
(> 10% in the adjunctive treatment trial). The most common adverse
reactions that were associated with discontinuation from the 12-week
double-blind, placebo-controlled trial in patients with schizophrenia
(causing discontinuation in >1% of patients) were agitation, depression,
anxiety, and akathisia. Adverse reactions that were associated with
discontinuation from the double-blind, placebo-controlled periods of the
bipolar disorder trials were hyperglycemia (one patient in the monotherapy
trial) and hypokinesia and tardive dyskinesia (one patient each in the
adjunctive treatment trial). The data described in this section are derived
from a clinical trial database consisting of 2392 patients exposed to
one or more doses of RISPERDAL® CONSTA® for the treatment of
schizophrenia. Of these 2392 patients, 332 were patients who
received RISPERDAL® CONSTA® while participating in a 12-week
double-blind, placebo-controlled trial. Two hundred two (202) of
the 332 were schizophrenia patients who received 25 mg or 50 mg
RISPERDAL® CONSTA®. The conditions and duration of treatment with
RISPERDAL® CONSTA® in the other clinical trials varied greatly and
included (in overlapping categories) double-blind, fixed- and flexible-dose,
placebo- or active-controlled studies and open-label phases of studies,
inpatients and outpatients, and short-term (up to 12 weeks) and longer-term
(up to 4 years) exposures. Safety was assessed by collecting adverse
events and performing physical examinations, vital signs, body weights,
laboratory analyses, and ECGs. In addition to the studies in patients with
schizophrenia, safety data are presented from a trial assessing the efficacy
and safety of RISPERDAL® CONSTA® when administered as monotherapy
for maintenance treatment in patients with bipolar | disorder. The subjects
in this multi-center, double-blind, placebo-controlled study were adult
patients who met DSM-IV criteria for Bipolar Disorder Type | and who were
stable on risperidone (oral or long-acting injection), were stable on other
antipsychotics or mood stabilizers, or were experiencing an acute episode.
After a 3-week period of treatment with open-label oral risperidone (n=440),
subjects who demonstrated an initial response to oral risperidone in this
period and those who were stable on risperidone (oral or long-acting
injection) at study entry entered into a 26-week stabilization period of
open-label RISPERDAL® CONSTA® (n=501). Subjects who demonstrated a
maintained response during this period were then randomized into a
24-month double-blind, placebo-controlled period in which they received
RISPERDAL® CONSTA® (n=154) or placebo (n=149) as monotherapy.
Subjects who relapsed or who completed the double-blind period could



choose to enter an 8-week open-label RISPERDAL®CONSTA® extension
period (n=160). Safety data are also presented from a trial assessing the
efficacy and safety of RISPERDAL® CONSTA® when administered as
adjunctive maintenance treatment in patients with bipolar disorder. The
subjects in this multi-center, double-blind, placebo-controlled study were
adult patients who met DSM-IV criteria for Bipolar Disorder Type | or Type
Il 'and who experienced at least 4 episodes of mood disorder requiring
psychiatric/clinical intervention in the previous 12 months, including at least
2 episodes in the 6 months prior to the start of the study. At the start of this
study, all patients (n = 275) entered into a 16-week open-label treatment
phase in which they received RISPERDAL® CONSTA® in addition to
continuing their treatment as usual, which consisted of various mood
stabilizers (primarily lithium and valproate), antidepressants, and/or
anxiolytics. Patients who reached remission at the end of this 16-week
open-label treatment phase (n = 139) were then randomized into a 52-week
double-blind, placebo-controlled phase in which they received
RISPERDAL® CONSTA® (n =72) or placebo (n = 67) as adjunctive treatment
in addition to continuing their treatment as usual. Patients who did not
reach remission at the end of the 16-week open-label treatment phase
could choose to continue to receive RISPERDAL®CONSTA® as adjunctive
therapy in an open-label manner, in addition to continuing their treatment
as usual, for up to an additional 36 weeks as clinically indicated for a total
period of up to 52 weeks; these patients (n = 70) were also included in the
evaluation of safety. Adverse events during exposure to study treatment
were obtained by general inquiry and recorded by clinical investigators
using their own terminology. Consequently, to provide a meaningful
estimate of the proportion of individuals experiencing adverse events,
events were grouped in standardized categories using MedDRA
terminology. Throughout this section, adverse reactions are reported.
Adverse reactions are adverse events that were considered to be
reasonably associated with the use of RISPERDAL® CONSTA®
(adverse drug reactions) based on the comprehensive assessment of the
available adverse event information. A causal association for
RISPERDAL® CONSTA® often cannot be reliably established in individual
cases. Further, because clinical trials are conducted under widely varying
conditions, adverse reaction rates observed in the clinical trials of
a drug cannot be directly compared to rates in the clinical trials of another
drug and may not reflect the rates observed in clinical practice.
The majority of all adverse reactions were mild to moderate in
severity. Commonly-Observed Adverse Reactions in Double-
Blind, Placebo-Controlled Clinical Trials - Schizophrenia: Table 1
lists the adverse reactions reported in 2% or more of
RISPERDAL® CONSTA®-treated patients with schizophrenia in one
12-week double-blind, placebo-controlled trial. Table 1. Adverse Reactions
in> 2% of RISPERDAL® CONSTA®-Treated Patients with Schizophrenia in
a 12-Week Double-Blind, Placebo-Controlled Trial, System/Organ Class,
Percentage of Patients Reporting Event RISPERDAL® CONSTA® 25 mg
(N=99) first, 50 mg (N=103) second, Placebo (N=98) third, Adverse Reaction,
Eye disorders: Vision blurred 2, 3, 0; Gastrointestinal disorders: Constipation
5,7,1;Dry mouth 0, 7, 1; Dyspepsia 6, 6, 0; Nausea 3, 4, 5; Toothache 1, 3, 0;
Salivary hypersecretion 4, 1, 0; General disorders and administration site
conditions: Fatigue™ 3,9, 0; Edema peripheral 2, 3, 1; Pain 4, 1, 0; Pyrexia 2,
1, 0; Infections and infestations: Upper respiratory tract infection 2, 0, 1;
Investigations: Weight increased 5, 4, 2, Weight decreased 4, 1, 1;
Musculoskeletal and connective tissue disorders: Pain in extremity 6, 2,
1; Nervous system disorders: Headache 15, 21, 12; Parkinsonism* 8, 15, 9;
Dizziness 7, 11, 6; Akathisia* 4, 11, 6; Sedation* 5,6, 3; Tremor 0, 3, 0; Syncope
2, 1, 0; Hypoesthesia 2, 0, 0; Respiratory, thoracic and mediastinal
disorders: Cough 4, 2, 3; Sinus congestion 2, 0, 0; Skin and subcutaneous
tissue disorders: Acne 2,2, 0; Dry skin 2,0, 0. * Fatigue includes fatigue and
asthenia. Parkinsonism includes extrapyramidal disorder, musculoskeletal
stiffness, muscle rigidity, and bradykinesia. Akathisia includes akathisia
and restlessness. Sedation includes sedation and somnolence.
Commonly-Observed Adverse Reactions in Double-Blind, Placebo-
Controlled Clinical Trials — Bipolar Disorder: Table 2 lists the
treatment-emergent adverse reactions reported in 2% or more of
RISPERDAL® CONSTA®-treated patients in the 24-month double-blind,
placebo-controlled treatment period of the trial assessing the efficacy and
safety of RISPERDAL® CONSTA® when administered as monotherapy for
maintenance treatment in patients with Bipolar | Disorder. Table 2. Adverse
Reactions in >2% of Patients with Bipolar | Disorder Treated with
RISPERDAL® CONSTA® as Monotherapy in a 24-Month Double-Blind,
Placebo-Controlled Trial, System/Organ Class, Percentage of Patients
Reporting Event, RISPERDAL® CONSTA® (N=154) first, Placebo (N=149)
second, Adverse Reaction, Investigations: Weight increased 5, 1; Nervous
system disorders: Dizziness 3, 1; Vascular disorders: Hypertension 3, 1.
Table 3 lists the treatment-emergent adverse reactions reported in 4% or
more of patients in the 52-week double-blind, placebo-controlled treatment
phase of a trial assessing the efficacy and safety of RISPERDAL® CONSTA®
when administered as adjunctive maintenance treatment in patients with
bipolar disorder. Table 3. Adverse Reactions in > 4% of Patients with Bipolar
Disorder Treated with RISPERDAL® CONSTA® as Adjunctive Therapy in a
52-Week Double-Blind, Placebo-Controlled Trial, System/Organ Class,
Percentage of Patients Reporting Event, RISPERDAL® CONSTA® +
Treatment as Usual® (N=72) first, Placebo + Treatment as Usual? (N=67)
second, Adverse Reaction, General disorders and administration site
conditions: Gait abnormal 4, 0; Infections and infestations: Upper
respiratory tract infection 6, 3; Investigations: Weight increased 7, 1;
Metabolism and nutrition disorders: Decreased appetite 6, 1; Increased
appetite 4, 0; Musculoskeletal and connective tissue disorders: Arthralgia
4, 3; Nervous system disorders: Tremor 24, 16; Parkinsonism® 15, 6;
DyskinesiaP86, 3; Sedationc 7, 1; Disturbance in attention 4, 0; Reproductive
system and breast disorders: Amenorrhea 4, 1; Respiratory, thoracic and
mediastinal disorders: Cough 4, 1. @ Patients received double-blind
RISPERDAL® CONSTA® or placeho in addition to continuing their treatment
as usual, which included mood stabilizers, antidepressants, and/or
anxiolytics. b Parkinsonism includes muscle rigidity, hypokinesia, cogwheel
rigidity, and bradykinesia. Dyskinesia includes muscle twitching
and dyskinesia. ¢ Sedation includes sedation and somnolence. Other
Adverse Reactions Observed During the Premarketing Evaluation of
RISPERDAL® CONSTA®: The following additional adverse reactions
occurred in < 2% of the RISPERDAL® CONSTA®-treated patients in the
above schizophrenia double-blind, placebo-controlled trial dataset, in < 2%
of the RISPERDAL® CONSTA®-treated patients in the above double-blind,
placebo-controlled period of the monotherapy bipolar disorder trial dataset,
or in < 4% of the RISPERDAL® CONSTA®-treated patients in the above
double-blind, placebo-controlled period of the adjunctive treatment bipolar
disorder trial dataset. The following also includes additional adverse
reactions reported at any frequency in RISPERDAL® CONSTA®-treated
patients who participated in other studies, including double-blind,
active-controlled and open-label studies in schizophrenia, and in the

open-label phases of the bipolar disorder studies. Blood and lymphatic
system disorders: anemia, neutropenia Cardiac disorders: tachycardia,
atrioventricular block first degree, palpitations, sinus bradycardia, bundle
branch block left, bradycardia, sinus tachycardia, bundle branch block right
Ear and labyrinth disorders: ear pain, vertigo Endocrine disorders:
hyperprolactinemia Eye disorders: conjunctivitis, visual acuity reduced
Gastrointestinal disorders: diarrhea, vomiting, abdominal pain, stomach
discomfort, gastritis General disorders and administration site conditions:
injection site pain, chest discomfort, chest pain, influenza like illness,
sluggishness, malaise, induration, injection site induration, injection site
swelling, injection site reaction, face edema Immune system disorders:
hypersensitivity Infections and infestations: nasopharyngitis, influenza,
bronchitis, urinary tract infection, rhinitis, ear infection, pneumonia, lower
respiratory tract infection, pharyngitis, sinusitis, viral infection, infection,
localized infection, cystitis, gastroenteritis, subcutaneous abscess Injury
and poisoning: fall, procedural pain Investigations: blood prolactin
increased, alanine aminotransferase increased, electrocardiogram
abnormal, gamma-glutamyl transferase increased, blood glucose
increased, hepatic enzyme increased, aspartate aminotransferase
increased, electrocardiogram QT prolonged Metabolism and nutritional
disorders: anorexia, hyperglycemia Musculoskeletal, connective tissue
and bone disorders: posture abnormal, myalgia, back pain, buttock pain,
muscular weakness, neck pain, musculoskeletal chest pain Nervous
system disorders: coordination abnormal, dystonia, tardive dyskinesia,
drooling, paresthesia, dizziness postural, convulsion, akinesia, hypokinesia,
dysarthria Psychiatric disorders: insomnia, agitation, anxiety, sleep
disorder, depression, libido decreased, nervousness Renal and urinary
disorders: urinary incontinence Reproductive system and breast disorders:
oligomenorrhea, erectile dysfunction, galactorrhea, sexual dysfunction,
ejaculation disorder, gynecomastia, breast discomfort, menstruation
irregular, menstruation delayed, menstrual disorder Respiratory, thoracic
and mediastinal disorders: nasal congestion, pharyngolaryngeal pain,
dyspnea, rhinorrhea Skin and subcutaneous tissue disorders: rash,
eczema, pruritus Vascular disorders: hypotension, orthostatic hypotension
Discontinuations Due to Adverse Reactions: Schizophrenia Approximately
11% (22/202) of RISPERDAL® CONSTA®-treated patients in the 12-week
double-blind, placebo-controlled schizophrenia trial discontinued treatment
due to an adverse event, compared with 13% (13/98) who received placebo.
The adverse reactions associated with discontinuation in two or more
RISPERDAL® CONSTA®-treated patients were: agitation (3%), depression
(2%), anxiety (1%), and akathisia (1%). Bipolar Disorder In the 24-month
double-blind, placebo-controlled treatment period of the trial assessing the
efficacy and safety of RISPERDAL® CONSTA® when administered as
monotherapy for maintenance treatment in patients with bipolar | disorder,
1(0.6%) of 154 RISPERDAL® CONSTA®-treated patients discontinued due
to an adverse reaction (hyperglycemia). In the 52-week double-blind phase
of the placebo-controlled trial in which RISPERDAL® CONSTA® was
administered as adjunctive therapy to patients with bipolar disorder in
addition to continuing with their treatment as usual, approximately 4% (3/72)
of RISPERDAL® CONSTA®-treated patients discontinued treatment due to
an adverse event, compared with 1.5% (1/67) of placebo-treated
patients. Adverse reactions associated with discontinuation in
RISPERDAL® CONSTA®-treated patients were: hypokinesia (one patient)
and tardive dyskinesia (one patient). Dose Dependency of Adverse
Reactions in Clinical Trials: Extrapyramidal Symptoms: Two methods were
used to measure extrapyramidal symptoms (EPS) in the 12-week
double-blind, placebo-controlled trial comparing three doses of
RISPERDAL® CONSTA® (25 mg, 50 mg, and 75 mg) with placebo in patients
with schizophrenia, including: (1) the incidence of spontaneous reports of
EPS symptoms; and (2) the change from baseline to endpoint on the total
score (sum of the subscale scores for parkinsonism, dystonia, and
dyskinesia) of the Extrapyramidal Symptom Rating Scale (ESRS). As shown
inTable 1, the overallincidence of EPS-related adverse reactions (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 reactions was higher in
patients treated with 50 mg RISPERDAL® CONSTA®. The median change
from baseline to endpoint in total ESRS score showed no worsening in
patients treated with RISPERDAL® CONSTA® compared with patients
treated with placebo: 0 (placebo group); -1 (25-mg group, significantly less
than the placebo group); and 0 (50-mg group). Dystonia Class Effect:
Symptoms of dystonia, prolonged abnormal contractions of muscle groups,
may occur in susceptible individuals during the first few days of treatment.
Dystonic symptoms include: spasm of the neck muscles, sometimes
progressing to tightness of the throat, swallowing difficulty, difficulty
breathing, and/or protrusion of the tongue. While these symptoms can
occur at low doses, they occur more frequently and with greater severity
with high potency and at higher doses of first generation antipsychotic
drugs. An elevated risk of acute dystonia is observed in males and younger
age groups. Changes in Body Weight: In the 12-week double-blind,
placebo-controlled trial in patients with schizophrenia, 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.
In the 24-month double-blind, placebo-controlled treatment period of a trial
assessing the efficacy and safety of RISPERDAL® CONSTA® when
administered as monotherapy for maintenance treatment in patients with
bipolar | disorder, 11.6% of patients treated with RISPERDAL® CONSTA®
compared with 2.8% of patients treated with placebo experienced a weight
gain of >7% of body weight at endpoint. In the 52-week double-blind,
placebo-controlled trial in patients with bipolar disorder, 26.8% of patients
treated with RISPERDAL® CONSTA® as adjunctive treatment in addition to
continuing their treatment as usual, compared with 27.3% of patients
treated with placebo in addition to continuing their treatment as usual,
experienced a weight gain of >7% of body weight at endpoint. Changes in
ECG: The electrocardiograms of 202 schizophrenic patients treated with
25 mg or 50 mg RISPERDAL® CONSTA® and 98 schizophrenic patients
treated with placebo in the 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®. The
electrocardiograms of 227 patients with Bipolar | Disorder were evaluated
in the 24-month double-blind, placebo-controlled period. There were no
clinically relevant differences in QTc intervals (using Fridericia’s and linear
correction factors) during treatment with RISPERDAL® CONSTA®
compared to placebo. The electrocardiograms of 85 patients with bipolar
disorder were evaluated in the 52-week double-blind, placebo-controlled
trial. There were no statistically significant differences in QTc intervals
(using Fridericia’s and linear correction factors) during treatment with
RISPERDAL® CONSTA® 25 mg, 37.5 mg, or 50 mg when administered as
adjunctive treatment in addition to continuing treatment as usual compared
to placebo. Pain Assessment and Local Injection Site Reactions: The mean

intensity of injection pain reported by patients with schizophrenia using a
visual analog scale (0 = no pain to 100 = unbearably painful) decreased in
all treatment groups from the first to the last injection (placebo: 16.7 to 12.6;
25 mg: 12.0 to 9.0; 50 mg: 18.2 to 11.8). 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. In a separate study to observe local-site tolerability in
which RISPERDAL® CONSTA® was administered into the deltoid muscle
every 2 weeks over a period of 8 weeks, no patient discontinued treatment
due to local injection site pain or reaction. Clinician ratings indicated that
only mild redness, swelling, or induration at the injection site was observed
in subjects treated with 37.5 mg or 50 mg RISPERDAL® CONSTA® at 2 hours
after deltoid injection. All ratings returned to baseline at the predose
assessment of the next injection 2 weeks later. No moderate or severe
reactions were observed in any subject. Postmarketing Experience: The
following adverse reactions have been identified during postapproval use
of risperidone; because these reactions are reported voluntarily from a
population of uncertain size, it is not possible to reliably estimate their
frequency: agranulocytosis, alopecia, anaphylactic reaction, angioedema,
atrial fibrillation, diabetic ketoacidosis in patients with impaired glucose
metabolism, inappropriate antidiuretic hormone secretion, hypothermia,
intestinal obstruction, jaundice, mania, pancreatitis, priapism, QT
prolongation, sleep apnea syndrome, thrombocytopenia, and water
intoxication. In addition, the following adverse reactions have been
observed during postapproval use of RISPERDAL® CONSTA®:
cerebrovascular disorders, including cerebrovascular accidents, and
diabetes mellitus aggravated. Retinal artery occlusion after injection of
RISPERDAL® CONSTA® has been reported during postmarketing
surveillance. This has been reported in the presence of abnormal
arteriovenous anastomosis. Serious injection site reactions including
abscess, cellulitis, cyst, hematoma, necrosis, nodule, and ulcer have been
reported with RISPERDAL® CONSTA® during postmarketing surveillance.
Isolated cases required surgical intervention.

DRUG INTERACTIONS: The interactions of RISPERDAL® CONSTA® with
coadministration of other drugs have not been systematically evaluated. The
drug interaction data provided in this section is based on studies with oral
RISPERDAL®. Centrally-Acting Drugs and Alcohol: 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.
Drugs with Hypotensive Effects: Because of its potential for inducing
hypotension, RISPERDAL® CONSTA® may enhance the hypotensive effects
of other therapeutic agents with this potential. Levodopa and Dopamine
Agonists: RISPERDAL® CONSTA® may antagonize the effects of levodopa
and dopamine agonists. Amitriptyline: Amitriptyline did not affect the
pharmacokinetics of risperidone or of risperidone and 9-hydroxyrisperidone
combined following concomitant administration with oral RISPERDAL®.
Cimetidine and Ranitidine: Cimetidine and ranitidine increased the
bioavailability of oral risperidone by 64% and 26%, respectively. However,
cimetidine did not affect the AUC of risperidone and 9-hydroxyrisperidone
combined, whereas ranitidine increased the AUC of risperidone and
9-hydroxyrisperidone combined by 20%. Clozapine: Chronic administration
of clozapine with risperidone may decrease the clearance of risperidone.
Lithium: Repeated doses of oral RISPERDAL® (3 mg twice daily) did not
affect the exposure (AUC) or peak plasma concentrations (Cy,,) of lithium
(n=13). Valproate: Repeated doses of oral RISPERDAL® (4 mg once daily)
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 (C,,,,) after concomitant administration of oral
RISPERDAL®. Digoxin: Oral RISPERDAL® (0.25 mg twice daily) did not show
a clinically relevant effect on the pharmacokinetics of digoxin. Topiramate:
Oral RISPERDAL® administered at doses from 1-6 mg/day concomitantly
with topiramate 400 mg/day resulted in a 23% decrease in risperidone Cmax
and a 33% decrease in risperidone AUCq.q7 noy at steady state. Minimal
reductions in the exposure to risperidone and 9-hydroxyrisperidone
combined, and no change for 9-hydroxyrisperidone were observed. This
interaction is unlikely to be of clinical significance. There was no clinically
relevant effect of oral RISPERDAL® on the pharmacokinetics of topiramate.
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 (12.3) in full PI].
Drug interactions that reduce the metabolism of risperidone to
9-hydroxyrisperidone would increase the plasma concentrations of
risperidone and lower the concentrations of 9-hydroxyrisperidone. Analysis
of clinical studies involving a modest number of poor metabolizers (n=70
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. /n vitro studies showed that drugs metabolized
by other CYP isozymes, including 1A1, 1A2, 2C9, 2C19, and 3A4, are only
weak inhibitors of risperidone metabolism. Fluoxetine and Paroxetine:
Fluoxetine (20 mg once daily) and paroxetine (20 mg once daily), CYP 2D6
inhibitors, have been shown to increase the plasma concentration of
risperidone 2.5-2.8 fold and 3-9 fold respectively. Fluoxetine did not affect
the plasma concentration of 9-hydroxyrisperidone. Paroxetine lowered the
concentration of 9-hydroxyrisperidone by about 10%. When either
concomitant fluoxetine or paroxetine is initiated or discontinued, the
physician should re-evaluate the dose 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. When
fluoxetine or paroxetine is initiated in patients receiving the
recommended dose of 25 mg RISPERDAL® CONSTA®, it is recommended
to continue treatment with the 25-mg dose unless clinical judgment
necessitates lowering the RISPERDAL® CONSTA® dose to 12.5 mg or
necessitates interruption of RISPERDAL® CONSTA® treatment. When
RISPERDAL® CONSTA® s initiated in patients already receiving fluoxetine
or paroxetine, a starting dose of 12.5 mg can be considered. The efficacy
of the 12.5 mg dose has not been investigated in clinical trials. [See also
DOSAGE AND ADMINISTRATION (2.5) in full PIJ. The effects of
discontinuation of concomitant fluoxetine or paroxetine therapy on the
pharmacokinetics of risperidone and 9-hydroxyrisperidone have not been
studied. Erythromycin: There were no significant interactions between oral
RISPERDAL® and erythromycin. Carbamazepine and Other CYP 3A4
Enzyme Inducers: Carbamazepine co-administration with oral RISPERDAL®
decreased the steady-state plasma concentrations of risperidone and
9-hydroxyrisperidone by about 50%. Plasma concentrations of
carbamazepine did not appear to be affected. Co-administration of other
known CYP 3A4 enzyme inducers (e.g., phenytoin, rifampin, and
phenobarbital) with risperidone may cause similar decreases in the

PSYCHIATRIC NEWS / Seplember 18, 2009 m



combined plasma concentrations of risperidone and 9-hydroxyrisperidone, which could lead to decreased
efficacy of RISPERDAL® CONSTA® 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 CYP 3A4 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 or other CYP 3A4 enzyme inducers to adjust for the expected increase in plasma
concentrations of risperidone plus 9-hydroxyrisperidone. For patients treated with the recommended dose
of 25 mg RISPERDAL® CONSTA® and discontinuing from carbamazepine or other CYP 3A4 enzyme inducers,
itis recommended to continue treatment with the 25-mg dose unless clinical judgment necessitates lowering
the RISPERDAL® CONSTA® dose to 12.5 mg or necessitates interruption of RISPERDAL® CONSTA® treatment.
The efficacy of the 12.56 mg dose has not been investigated in clinical trials. [See also DOSAGE AND
ADMINSTRATION (2.5) in full PI] Drugs Metabolized by CYP 2D6: /n 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 RISPERDAL® did not significantly affect the pharmacokinetics of donepezil and galantamine, which are
metabolized by CYP 2D6.

USE IN SPECIFIC POPULATIONS: 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/m? 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/m? 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/m? 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/m? 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/m? 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/m? 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. Reversible extrapyramidal symptoms in the neonate were observed
following postmarketing use of risperidone during the last trimester of pregnancy. 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: 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 Warnings and Precautions (5.7) in full PI]. Concomitant use with Furosemide
in Elderly Patients with Dementia-Related Psychosis In two of four 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 when compared to patients treated with oral risperidone alone or with oral
placebo plus furosemide. No pathological mechanism has been identified to explain this finding, and no
consistent pattern for cause of death was observed. An increase of mortality in elderly patients with
dementia-related psychosis was seen with the use of oral risperidone regardless of concomitant use with
furosemide. RISPERDAL® CONSTA® is not approved for the treatment of patients with dementia-related
psychosis. [See Boxed Warning and Warnings and Precautions]

PATIENT COUNSELING INFORMATION: Physicians are advised to discuss the following issues with patients
for whom they prescribe RISPERDAL® CONSTA®. Orthostatic Hypotension: Patients should be advised of
the risk of orthostatic hypotension and 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) [see Warnings and Precautions].
Interference with Cognitive and Motor Performance: Because RISPERDAL® CONSTA® has the potential to
impair judgment, thinking, or motor skills, 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 [see Warnings and Precautions]. Pregnancy: Patients should be advised to notify
their physician if they become pregnant or intend to become pregnant during therapy and for at least
12 weeks after the last injection of RISPERDAL® CONSTA® [see Use in Specific Populations]. Nursing:
Patients should be advised not to breast-feed an infant during treatment and for at least 12 weeks after the
lastinjection of RISPERDAL® CONSTA® [see Use in Specific Populations]. Concomitant Medication: Patients
should be advised to inform their physicians if they are taking, or plan to take, any prescription or
over-the-counter drugs, since there is a potential for interactions [see Drug Interactions]. Alcohol: Patients
should be advised to avoid alcohol during treatment with RISPERDAL® CONSTA® [see Drug Interactions].
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Is Psychiatry’s Future
At the Tipping Point?

uthor Malcolm

Gladwell, in his

popular book The
Tipping Point, describes
a process by which dra-
matic changes can take
place in the world in a
seemingly sudden and
unexpected fashion.

He argues that change
often does not occur in
proportional response
to the pressure being
applied, but rather change
occurs when the accumulation of pressures
on a system is great enough to overcome
inertia. He refers to the pointat which a sys-
tem is poised to undergo dramatic change
as the “tipping point,” since itis at this point
that the smallest of influences can turn out
to be explosive.

Perhaps it is a stretch, but I have begun
to wonder about the practice of psychia-
try and whether we are approaching our
tipping point.

It seems that pressure for change is
coming from all quarters—advances in
neuroscience and the application of new
technologies are challenging the way we
conceptualize mental illness, health care
reform is challenging the way we provide
services to our patients, and pressure to
change our relationship with the pharma-
ceutical industry is challenging the ways in
which we develop new therapies and edu-
cate practitioners. Thatall adds up to a lot
of stress on the system.

If change is to occur, the key ques-
tions become whether we are in a posi-
tion to direct this change, and do we have
a vision for where we would like to go?
These are questions that APA leaders have
been struggling with and are attempting
to address.

As part of this process, our immedi-
ate past president, Dr. Nada Stotland,
appointed a work group to develop a list of
priorities for APA to help the field make
these transitions. The work group, led by
Dr. Dilip Jeste, an at-large member of the
Board of Trustees, began the process of
defining APA’s agenda for the future by
organizing a focus group that met during
the APA annual meeting in San Francisco
in May.

Ideas presented at the focus-group
meeting and from members of the work
group were used to develop a survey for the
APA membership. The survey addresses a
broad range of topics including relation-
ships with other medical professions, mod-
els for clinical practice, and the integration
of science and clinical evidence into train-
ing and mental health care. The “Sur-
vey on the Future of Psychiatry” is avail-
able for members to complete, and they
can do so until September 30. An e-mail
with a link to the survey was sent to all
members in early August and was resent
on September 2. Members who have not

Kayla Pope, M.D., J.D., is the APA Board of
Trustees’ member-in-training trustee-elect.

BY KAYLA POPE, M.D.,, J.D.

received it can contact Mir-
iam Epstein at mepstein@
psych.org. Members’ sur-
vey responses will be used
to prioritize the work of
APA.

Another effort under
way to prepare the field
for future challenges is a
series of town-hall meet-
ings for members-in-
training and early career
psychiatrists. Headed by
Dr. Carol Bernstein, APA
president-elect, these meetings will pro-
vide a forum for participants to discuss
the future of the field and APA’s role in
meeting the needs of its members and
the patients they treat.

The town-hall meetings will be held in
cities across the country over the next year.
The series will begin in New York during
next month’s APA Institute on Psychiat-
ric Services and will be held on Thursday,
October 8, from 7 p.m. to 9 p.m. at the
Sheraton New York Hotel and Towers.

Future meetings have tentatively been
planned for Washington, D.C., Chicago,
and San Francisco, with the final meet-
ing to be held in New Orleans during
the 2010 APA annual meeting. Residents
and early career psychiatrists interested
in participating in the New York meet-
ing can find more information on the
APA Web site at <www.psych.org/IPS>
under “New Sessions Just Added to the
Program” or by contacting Jill Gruber at
jgruber@psych.org.

We all lead busy lives, and it is often
very tempting to stand on the sidelines
and watch a scene unfold. However, if
we are truly at a tipping point, it may be
worth remembering that even the small-
est of influences can have a significant
impact. That is why it is vital that APA
hears from you via the survey and at the
town-hall meetings. Your ideas could help
determine the future of your field and this
organization. W

Errata

* The article in the August 7 issue about
APA’s annual MindGames competi-
tion reported the name of the winning
team’s institution incorrectly. The win-
ning team was from the Albert Einstein
Healthcare Network of Philadelphia. The
team members were David Leach, M.D.,
Mildred Fajardo, M.D., and BasantPrad-
han, M.D.

¢ Thearticle “Psychiatrist Focuses Atten-
tion on Often Overlooked Group” in the
August 21 issue stated that the psychiatry
fellowship in college mental health at Ohio
State University is offered by the Depart-
ment of Psychiatry. In fact, it is offered
through the university’s Counseling and
Consultation Service, a division of the

Office of Student Life. W



Ralph Hoffran, MD, and research assistant Joan Nye, view functional

MR images of a patient’s cortical activation during auditory hallucinations.

Pioneering science
for exceptional care
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Yale-New Haven Hospital is the primary teaching hospital of
Yale School of Medicine and is ranked among the nation’s
best hospitals by U.S.News & World Report.

At Yale-New Haven Psychiatric Hospital. we integrate psycho-

therapy, medication, neurostimulation and rehabilitation to
provide compassionate, personalized care for patients with
psychiatric and substance abuse disorders.

Yale-New Haven is also a place where pioneering science
leads clinical care in important new directions. Our
researchers are developing experimental treatments for
psychiatric and substance abuse disorders that may help
patients who fail to respond to standard therapies. For
example, we have developed an experimental technique
that uses magnetic brain stimulation to suppress auditory
hallucinations that failed to respond to any available
medications.

Yale-New Haven Psychiatric Hospital is a place where the
exciting advances in science are working for our patients.
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Schizophrenia Patients Show
High Rates of Comorbid Illness

Metabolic conditions were common but so were such medical conditions

as epilepsy and viral hepatitis.

ospital discharge records
of people with a primary
diagnosis of schizophre-
nia showed higher pro-
portions of all comorbid
psychiatric conditions and of several gen-
eral medical conditions than did those of
people who did not have schizophrenia.

The general medical conditions
included acquired hypothyroidism, obe-
sity, epilepsy, viral hepatitis, type 2 diabe-
tes, essential hypertension, various chronic
obstructive pulmonary diseases, and con-
tact dermatitis and other forms of eczema,
according to data from the National Hos-
pital Discharge Survey reported in the
August Psychiatric Services by researchers
in the Department of Epidemiology at
Walter Reed Army Institute of Research.

The survey data confirm what has been
reported before: that patients with schizo-
phrenia have higher rates of morbidity asso-
ciated with some general medical conditions.

However, the study authors pointed out
that virtually all existing studies of comor-
bid disorders in schizophrenia test hypoth-
eses and have focused on a single comorbid
condition in relatively small and nonrep-
resentative samples. The current study
appears to be the first systematic analysis
of comorbidity in general with schizophre-
nia in the U.S. hospitalized population.

“Our study is hypothesis-generating
rather than hypothesis-testing, with the
main purpose of presenting a systematic
review of comorbid conditions,” said coau-
thor Natalya Weber, M.D., M.P.H. “Psy-
chiatrists can see in this very large and
representative sample what conditions are
more frequently comorbid with a primary
diagnosis of schizophrenia compared to
any other primary diagnosis among the
U.S. hospital discharges.”

Weber is health science administrator
in the Division of Preventive Medicine at
Walter Reed Army Institute of Research.

In the study, 1979 to 2003 data from
the National Hospital Discharge Survey,
a nationally representative sample, were
analyzed.

Outof 5,733,781 discharges during that
period, researchers compared records of
comorbid conditions among those with
a primary diagnosis of schizophrenia
(n=26,279) and those with other primary
diagnoses (n=1,936,876). Proportional
morbidity ratios were calculated.

The researchers found that psychiatric
and behavior-related diagnoses accounted for
45 percent of comorbid diagnostic categories
among schizophrenia discharges, compared
with 15 percent among other discharges.

Further, the proportion of discharges
with comorbid psychiatric disorders was
much higher among patients discharged
with a primary diagnosis of schizophrenia.
These conditions included (in descend-
ing order of morbidity ratios): mild mental
retardation, personality disorders, affective
psychoses, nondependent abuse of drugs,
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adjustment reaction, alcohol dependence,
drug dependence, depressive disorder not
elsewhere classified, and neurotic disorders.

In addition, discharge records of
patients with schizophrenia as the primary
diagnosis were significantly more likely to
list the following nonpsychiatric comorbid
conditions (in descending order of mor-
bidity ratios): acquired hypothyroidism,
obesity and other hyperalimentation dis-
orders, asthma, chronic airway obstruc-
tion not elsewhere classified, essential
hypertension, and type 2 diabetes.

The frequency of cardiovascular and
metabolic conditions comes as no surprise
and has been reported widely. Psychiatrist
John Newcomer, M.D., who has special-
ized in the research and treatment of meta-
bolic conditions in schizophrenia and who
reviewed the report for Psychiatric News,
said the data likely underestimate the true
prevalence of these comorbid conditions—

a point the study researchers acknowledged.

“The very nature of the problem with
this diagnosis [of schizophrenia] is that the
patients tend to receive a lower standard of
medical care, so there is going to be mas-
sive underestimation,” Newcomer told Psy-
chiatric News. “If someone has a comorbid
diagnosis, that means that someone had to
see you and diagnose you and engage you in
treatment. We are worried that thisis a sig-
nificant underestimation of the true preva-
lence [of medical comorbidity].”

Weber acknowledged in an interview
that she and her colleagues had expected

“We can only speculate
that the conditions are
underdiagnosed in
patients with
schizophrenia.”

to see much higher rates of metabolic and
cardiovascular disease. “We can only spec-
ulate that the conditions are underdiag-
nosed in patients with schizophrenia.”
One finding that was somewhat surpris-
ing was the frequency of comorbid epilepsy.
“It is of interest that epilepsy was twice as
prevalentamong discharges with schizophre-
nia,” the authors wrote. “This association has
no clear pathogenic mechanism and has been
reported in only a few previous studies.”

Also noteworthy was the frequency
of contact dermatitis and other forms of
eczema. Weber told Prsychiatric News that
these are typically caused by contact with
detergents, oils, solvents, drugs, plants, solar
radiation, and other environmental agents.

“We can speculate that these skin diseases
could be disproportionally presentin patients
with schizophrenia due to their higher expo-
sure to these harmful environmental agents
as a result of substandard living and work-
ing conditions, lower-paid manual jobs, and
homelessness,” she said. “Although these
conditions were found a few times higher
among discharges with a primary diagnosis
of schizophrenia, they are quite rare—less
than 1 percent of all comorbid conditions.”

She concluded, “The main message for
clinicians is that individuals with schizo-
phrenia have more than their share of asso-
ciated, and often serious, medical conditions
and thus require especially careful medical
attention. This may help to timely diagnose
and treat comorbid conditions and perhaps
take some preventive measurements in
those who are predisposed to them.”

“Psychiatric and General Medical
Conditions Comorbid With Schizopbre-
nia in the National Hospital Discharge
Survey” is posted at <http://psychservices.
psychiatryonline.org/cgi/content/
abstract/60/8/1059>. B

Mental Health Intervention Crucial
For Many Cancer Survivors

Younger long-term cancer survivors with comorbid medical illnesses
are especially at risk of suffering serious psychological distress.

he good news is that the number
T of cancer survivors has steadily

increased over the last 30 years.
Today there are about 12 million cancer
survivors in the United States, represent-
ing 4 percent of the population.

The good news is also that many long-
term cancer survivors successfully adapt
to life after cancer and may even experi-
ence psychological growth from having
triumphed over their ordeal.

The bad news, however, is that some
6 percent of long-term cancer survivors
suffer serious psychological distress, a
new study of participants in a major U.S.
health survey hasrevealed. The reasons for
the distress include a fear of cancer recur-
rence, physical deficits due to cancer treat-
ment, and a lack of social support.

The study was headed by Karen Hoff-
man, M.D., of the Dana-Farber Cancer
Institute in Boston. Results were published
in the July 27 Archives of Internal Medicine.

The National Health Interview Sur-
vey is administered annually by the U.S.
Census Bureau for the National Center
for Health Statistics, which is part of the
Centers for Disease Control and Preven-
tion. The survey is the principal source
of information about the health of the
civilian, noninstitutionalized American
population. Hoffman and her cowork-
ers selected subjects for their study from

National Health Interview Surveys con-
ducted from 2002 to 2006.

BY JOAN AREHART-TREICHEL

Their subjects included some 4,600
individuals who had survived various kinds
of cancer for five years or more (on average
for 12 years) and whose average age was 66
at the time they were surveyed. The sub-
jects also included some 122,000 individ-
uals who had never had cancer and who
served as controls.

All of the participating subjects had had
their psychological distress levels during
the previous month measured with a reli-
able, validated tool called the K6 scale.
It asks six questions such as “I feel so sad
nothing could cheer me up,” “I feel that
everything is an effort,” or “I feel hope-
less.” Subjects answered these questions
using a 0 to 4 scale, representing a range
from “none of the time” to “all of the
time.” Scores for individual questions were

Younger Age, Comorbidity
Raise MH Risk

Below shows the percentage of long-term cancer
survivors by age group who experienced serious
psychological distress. The study included 4,600
individuals who had survived cancer for five years
or more.

No. of Comorbid llinesses

Age at

Interview 0 1 >2
> 65 2.0% 2.8% 8.4%
45-64 4.6% 9.1% 20.8%
<45 7.4% 24.6% 33.3%

Source: Karen Hoffman, M.D., et al.,
Archives of Internal Medicine, July 27, 2009

tallied to create a total score ranging from
0 to 24, with higher scores indicating more
distress. Individuals with a score of 13 or
more were considered to be markedly dis-
tressed psychologically.

Hoffman and her colleagues looked to
see how many of the cancer survivors in
their study had experienced marked psy-
chological distress at the time of respond-
ing to the survey and how this number
compared with the number of control sub-
jects who had experienced marked psycho-
logical distress at the time of responding.
The answer was 6 percent for the cancer
survivors versus 3 percent for the con-
trols—a highly significant difference.

But who were the individuals who made
up this 6 percent? Hoffman and her team
then examined sociodemographic and
clinical information about them to find
out. The data revealed that they tended
to be unmarried, to have less than a high
school education, to be uninsured, to have
trouble dealing with activities of daily liv-
ing, to be younger, and to have comorbid
illnesses, such as heart disease, diabetes,
emphysema, or kidney disease. Indeed, the
combination of younger age and comor-
bid illnesses placed cancer survivors at par-
ticularly high risk of severe psychological
distress; 25 percent of those aged 45 or
younger with comorbid illnesses experi-
enced severe psychological distress.

These findings have practical implica-
tions, Hoffman and her team believe. For
example, clinics for cancer survivors might
do well to incorporate some mental health
professionals into their staffs to help survi-
vors who are seriously psychologically dis-
tressed, they proposed.

An abstract of “Psychological Dis-
tress in Long-term Survivors of Adult-
Onset Cancer” is posted at <htip://
archinte.ama-assn.org/cgi/content/
short/169/14/12742bome>. A



For Major Depressive Disorder (MDD)...

LEXAPRO IS NOW APPROVED
for adolescents aged 12to 17
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DSM-IV-TR criteria for Major Depressive Episode: Five or more symptoms have been present during the same 2-week
period and represent a change from previous functioning; at least one of the symptoms is either (1) depressed mood or
(2] loss of interest or pleasure in nearly all activities. In children and adolescents, depressed mood can be irritable mood.?

WARNING: SUICIDALITY AND ANTIDEPRESSANT DRUGS

Antidepressants increased the risk compared to placebo of suicidal thinking and behavior (suicidality) in children,
adolescents, and young adults in short-term studies of major depressive disorder (MDD) and other psychiatric
disorders. Anyone considering the use of Lexapro or any other antidepressant in a child, adolescent or young
adult must balance this risk with the clinical need. Short-term studies did not show an increase in the risk of
suicidality with antidepressants compared to placebo in adults beyond age 24; there was a reduction in risk with
antidepressants compared to placebo in adults aged 65 and older. Depression and certain other psychiatric
disorders are themselves associated with increases in the risk of suicide. Patients of all ages who are started on
antidepressant therapy should be monitored appropriately and 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. Lexapro is not approved for use in pediatric patients less than 12 years of age.

Please see additional Important Safety Information on following pages.



IMPORTANT SAFETY INFORMATION (continued)
Contraindications

e | exapro is contraindicated in patients taking monoamine
oxidase inhibitors (MAQIs]). There have been reports of
serious, sometimes fatal, reactions with some cases
resembling neuroleptic malignant syndrome (NMS) and
serotonin syndrome. Features mayinclude hyperthermia,
rigidity, myoclonus, autonomic instability with possible
rapidfluctuationsofvitalsigns,and mentalstatuschanges
that include extreme agitation progressing to delirium
and coma. These reactions have also been reported in
patients who have recently discontinued SSRI treatment
and have been started on an MAOI. Serotonin syndrome
was reported for two patients who were concomitantly
receiving linezolid, an antibiotic which has MAOI activity.
Lexapro should not be used in combination with an MAOI
or within 14 days of discontinuing an MAOI. MAQIs should
not be initiated within 14 days of discontinuing Lexapro.

e | exapro is contraindicated in patients taking pimozide or
with hypersensitivity to escitalopram or citalopram.

Warnings and Precautions

e All patients treated with antidepressants should be
monitored appropriately and observed closely for clinical
worsening, suicidality and unusual changes in behavior,
especially within the first few months of treatment
or when changing the dose. Consideration should be
given to changing the therapeutic regimen, including
discontinuing medication, in patients whose depression
Is persistently worse, 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. Families and
caregivers of patients treated with antidepressants
should be alerted about the need to monitor patients
daily for the emergence of agitation, irritability, unusual
changes in behavior, or the emergence of suicidality,
and report such symptoms immediately. Prescriptions
for Lexapro should be written for the smallest quantity
of tablets, consistent with good patient management, in
order to reduce the risk of overdose.



LEXAPRO provides

symptom relief for
adolescents with MDD

e For acute and maintenance treatment’

—Patients should be periodically reassessed
to determine the need for maintenance treatment!

 Significant improvement in CDRS-R scores

starting at week 43

—Full antidepressant effect may take 4 to 6 weeks

* Flexible dosing with a recommended dose of 10 mg/day’

—Titration to 20 mg/day, if necessary, after a minimum of 3 weeks'

LEXAPRO is indicated as an integral part of a total treatment program for MDD.
Drug treatment may not be indicated for all adolescents with this syndrome.

* Amajordepressive episode maybetheinitial presentation
of bipolar disorder. In patients at risk for bipolar disorder,
treating such an episode with an antidepressant alone
may increase the likelihood of precipitating a mixed/
manic episode. Prior to initiating treatment with an
antidepressant, patients should be adequately screened
to determine if they are at risk for bipolar disorder.
Lexapro should be used cautiously in patients with a
history of mania or seizure disorder. Lexapro is not
approved for use in treating bipolar depression.

The concomitant use of Lexapro with other SSRIs, SNRIs,
triptans, tryptophan, antipsychotics or other dopamine
antagonists is not recommended due to potential
development of life-threatening serotonin syndrome or
neuroleptic malignant syndrome (NMS]-like reactions.
Reactions have been reported with SNRIs and SSRIs
alone, including Lexapro, but particularly with drugs
that impair metabolism of serotonin (including MAOQIs).
Management of these events should include immediate
discontinuation of Lexapro and the concomitant agent
and continued monitoring.

e Patients should be monitored for adverse reactions when

discontinuing treatment with Lexapro. During marketing
of Lexapro and other SSRIs and SNRIs, there have
been spontaneous reports of adverse events occurring
upon discontinuation, including dysphoric mood,
irritability, agitation, dizziness, sensory disturbances
(e.g., paresthesias], anxiety, confusion, headache,
lethargy, emotional lability, insomnia and hypomania.
A gradual dose reduction rather than abrupt cessation is
recommended whenever possible.

Please see additional Important Safety Information

on next page.
=
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LEXAPRO: Proven efficacy in MDD
in adolescents aged 12 to 17"

Warnings and Precautions (continued)

Adverse Reactions

e SSRIs and SNRIs have been associated with clinically
significant hyponatremia. Elderly patients and patients
taking diuretics or who are otherwise volume-depleted
appear to be at a greater risk. Discontinuation of Lexapro
should be considered in patients with symptomatic
hyponatremia and appropriate medical intervention
should be instituted.

* SSRIs (including Lexapro) and SNRIs may increase
the risk of bleeding. Patients should be cautioned that
concomitant use of aspirin, NSAIDs, warfarin or other
anticoagulants may add to the risk.

e Patients should be cautioned about operating hazardous
machinery, including automobiles, until they are
reasonably certain that Lexapro does not affect their
ability to engage in such activities.

e | exapro should be used with caution in patients with
severe renal impairment or with diseases or conditions
that alter metabolism or hemodynamic responses. In
subjects with hepatic impairment, clearance of racemic
citalopram was decreased and plasma concentrations
were increased. The recommended dose of Lexapro in
hepatically impaired patients is 10 mg/day.

e For pregnant or nursing mothers, Lexapro should be
used only if the potential benefit justifies the potential

¢ |n clinical trials of MDD, the most common adverse
reactions in adults treated with Lexapro (approximately
5% or greater and at least twice the incidence of
placebo) were nausea (15% vs 7%), insomnia (9% vs
4%), ejaculation disorder (9% vs <1%], fatigue (5% vs
2%), somnolence (6% vs 2%), and increased sweating
(5% vs 2%). In pediatric patients, the overall profile of
adverse reactions was similar to that seen in adults;
however, the following additional adverse reactions were
reported at an incidence of at least 2% for Lexapro and
greater than placebo: back pain, urinary tract infection,
vomiting, and nasal congestion.

Please see accompanying brief summary of prescribing
information for LEXAPRO, including Boxed Warning.

References: 1. LEXAPRO [package insert]. St. Louis, Mo: Forest Pharmaceuticals, Inc.; 2009.
2. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders.
4th ed (Text Revision). Washington, DC: APA; 2000. 3. Emslie GJ, Ventura D, Korotzer A,
Tourkodimitris S. Escitalopram in the treatment of adolescent depression: a randomized
placebo-controlled multisite trial. J Am Acad Child Adolesc Psychiatry. 2009;48:721-729.
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risk to the fetus or child.

LEXAPRO® (escitalopram oxalate) TABLETS/ORAL SOLUTION
Brief Summary: For complete details, please see full Prescribing Information for Lexapro.

WARNINGS: SUICIDALITY AND ANTIDEPRESSANT DRUGS

Antidepressants increased the risk compared to placebo of suicidal thinking and behavior

(suicidality) in children, adolescents, and young adults in short-term studies of major depressive

dlsorder (MDD) and other psychiatric disorders. Anyone considering the use of Lexapro or any other
in a child,

Rx Only

TABLE 1
Drug-Placebo Difference in Number of Cases
of Suicidality per 1000 Patients Treated
Increases Compared to Placebo
<18 14 additional cases

Age Range

Lexapro

escitalopram ~oxalate ,

symptomatic treatment should be initiated. Discontinuation of Treatment with Lexapro-During market-
ing of Lexapro and 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 (e.g., paresthesias such as electric shock sensations), anxiety, confusion,

Sharl-lrerm studies did not show an increase in the risk of suicidality with
compared to placebo in adults beyond age 24; there was a i

compared to placebo in adults aged 65 and older. Depression and certain other psychiatric disor-
ders are i with i in the risk of suicide. Patients of all ages who are
started on antidepressant therapy should be monitored appropriately and observed closely for
clinical worsening, suicidality, or unusual changes in ior. Families and i should be
advised of the need for close observation and communication with the prescriber. Lexapro is not
approved for use in pediatric patients less than 12 years of age. [See Warnings and Precautions:
Clinical Worsening and Suicide Risk, Patient ion for Patients, and
Used in Specific Populations: Pediatric Use].

dult must balance this risk with the clinical need. 18-24 5 additional cases
or young adult must balance this risk with the clinical nee S s
in risk with 25-64 1 fewer case
=65 6 fewer cases

No suicides occurred in any of the pediatric trials. There were suicides in the adult trials, but the
number was not sufficient to reach any conclusion about drug effect on suicide. It is unknown whether
the suicidality risk extends to longer-term use, i.e., beyond several months. However, there is substan-
tial evidence from placebo-controlled maintenance trials in adults with depression that the use of
antidepressants can delay the recurrence of depression. All patients being treated with antidepressants
for any indication should be monitored appropriately and observed closely for clinical worsening,
ity, and unusual changes in behavior, especially during the initial few months of a course of drug

INDICATIONS AND USAGE: Major Depressive Disorder-Lexapro (escitalopram) is indicated for the
acute and maintenance treatment of major depressive disorder in adults and in adolescents 12 to 17
years of age [see Clinical Studies]. A major depressive episode (DSM-1V) implies a prominent and rel-
atively persistent (nearly every day for at least 2 weeks) depressed or dysphoric mood that usually
interferes with daily functioning, and includes at least five of the following nine symptoms: depressed
mood, loss of interest in usual activities, significant change in weight and/or appetite, insomnia or
hypersomnia, psychomotor agitation or retardation, increased fatigue, feelings of guilt or worthless-
ness, slowed thinking or impaired concentration, a suicide attempt or suicidal ideation. Generalized
Anxiety Disorder-Lexapro is indicated for the acute treatment of Generalized Anxiety Disorder (GAD) in
adults [see Clinical Studies]. Generalized Anxiety Disorder (DSM-1V) is characterized by excessive
anxiety and worry (apprehensive expectation) that is persistent for at least 6 months and which the
person finds difficult to control. It must be associated with at least 3 of the following symptoms:
restlessness or feeling keyed up or on edge, being easily fatigued, difficulty concentrating or mind
going blank, irritability, muscle tension, and sleep disturbance.

CONTRAINDICATIONS: Monoamine oxidase inhibitors (MAOIs)-Concomitant use in patients taking
monoamine oxidase inhibitors (MAOIs) is contraindicated [see Warnings and Precautions]. Pimozide-
Concomitant use in patients takmg pimozide is contraindicated [see Drug Interactions).

yp itivity to esci or Lexapro is contraindicated in patients with a hypersen-
sitivity to escitalopram or citalopram or any of the inactive ingredients in Lexapro.

WARNINGS AND PRECAUTIONS: 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. Suicide is a known risk of depression and certain other psychiatric disorders, and these disor-
ders themselves are the strongest predictors of suicide. There has been a long-standing concern,
however, that antidepressants may have a role in inducing worsening of depression and the emergence
of suicidality in certain patients during the early phases of treatment. Pooled analyses of short-term
placebo-controlled trials of antidepressant drugs (SSRIs and others) showed that these drugs increase
the risk of suicidal thinking and behavior (suicidality) in children, adolescents, and young adults (ages
18-24) with major depressive disorder (MDD) and other psychiatric disorders. Short-term studies
did not show an increase in the risk of suicidality with antidepressants compared to placebo in
adults beyond age 24; there was a reduction with antidepressants compared to placebo in adults aged
65 and older. The pooled analyses of placebo-controlled trials in children and adolescents with MDD,
obsessive compulsive disorder (OCD), or other psychiatric disorders included a total of 24 short-term
trials of 9 antidepressant drugs in over 4400 patients. The pooled analyses of placebo-controlled trials
in adults with MDD or other psychiatric disorders included a total of 295 short-term trials (median
duration of 2 months) of 11 antidepressant drugs in over 77,000 patients. There was considerable
variation in risk of suicidality among drugs, but a tendency toward an increase in the younger patients
for almost all drugs studied. There were differences in absolute risk of suicidality across the different
indications, with the highest incidence in MDD. The risk differences (drug vs. placebo), however, were
relatively stable within age strata and across indications. These risk differences (drug-placebo differ-
ence in the number of cases of suicidality per 1000 patients treated) are provided in Table 1.

L3 pstcuarnc news / Sepemier 18, 209

therapy, or at times of dose changes, either increases or decreases. The followmg symptoms anxnety
agitation, panic attacks, insomnia, irritability, hostility, aggressi , imp Y, (psy-
chomotor 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 symp-
toms 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 Dosage and
Administration]. Families and caregivers of 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 [see also Patient Counseling Information). Prescriptions for Lexapro should be
written for the smallest quantity of tablets consistent with good patient management, in order to reduce
the risk of overdose. 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 precip-
itation 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 Lexapro is not
approved for use in treating bipolar depression. Serotonin Syndrome or Neuroleptic Malignant

y (NMS)-like F -The development of a potentially life-threatening serotonin syndrome
or Neuroleptic Malignant Syndrome (NMS)-like reactions have been reported with SNRIs and
SSRils alone, including Lexapro treatment, but particularly with concomitant use of serotonergic drugs
(including triptans) with drugs which impair metabolism of serotonin (including MAQIs), or with anti-
psychotics or other dopamine antagonists. Serotonin syndrome symptoms may include mental status
changes (e.g., agitation, hallucinations, coma), autonomic instability (e.g., tachycardia, labile blood
pressure, hyperthermia), neuromuscular aberrations (e.g., hyperreflexia, incoordination) and/or gas-
trointestinal symptoms (e.g., nausea, vomiting, diarrhea). Serotonin syndrome, in its most severe form
can resemble neuroleptic malignant syndrome, which includes hyperthermia, muscle rigidity, autonomic
instability with possible rapid fluctuation of vital signs, and mental status changes. Patients should be
monitored for the emergence of serotonin syndrome or NMS-like signs and symptoms. The
concomitant use of Lexapro with MAQIs intended to treat depression is contraindicated. If concomitant
treatment of Lexapro with a 5-hydroxytryptamine receptor agonist (triptan) is clinically warranted, care-
ful observation of the patient is advised, particularly during treatment initiation and dose increases.
The concomitant use of Lexapro with serotonin precursors (such as tryptophan) is not recommended.
Treatment with Lexapro and any concomitant serotonergic or antidopaminergic agents, including
antipsychotics, should be discontinued immediately if the above events occur and supportive

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 Lexapro. 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 [see Dosage and Administration). Seizures-Although anticonvulsant effects of racemic
citalopram have been observed in animal studies, Lexapro has not been systematically evaluated in
patients with a seizure disorder. These patients were excluded from clinical studies during the product’s
premarketing testing. In clinical trials of Lexapro, cases of convulsion have been reported in associa-
tion with Lexapro treatment. Like other drugs effective in the treatment of major depressive disorder,
Lexapro should be introduced with care in patients with a history of seizure disorder. Activation of
Mania/Hypomania-In placebo-controlled trials of Lexapro in major depressive disorder, activation of
mania’hypomania was reported in one (0.1%) of 715 patients treated with Lexapro and in none of the
592 patients treated with placebo. One additional case of hypomania has been reported in association
with Lexapro treatment. Activation of mania/hypomania has also been reported in a small proportion of
patients with major affective disorders treated with racemic citalopram and other marketed drugs
effective in the treatment of major depressive disorder. As with all drugs effective in the treatment
of major depressive disorder, Lexapro should be used cautiously in patients with a history of mania.
Hyponatremia-Hyponatremia may occur as a result of treatment with SSRIs and SNRIs, including
Lexapro. In many cases, this hyponatremia appears to be the result of the syndrome of inappropriate
antidiuretic hormone secretion (SIADH), and was reversible when Lexapro was discontinued. Cases
with serum sodium lower than 110 mmol/L have been reported. Elderly patients may be at greater risk
of developing hyponatremia with SSRIs and SNRIs. Also, patients taking diuretics or who are otherwise
volume depleted may be at greater risk [see Geriatric Use]. Discontinuation of Lexapro should be con-
sidered in patients with symptomatic hyponatremia and appropriate medical intervention should be
instituted. Signs and symptoms of hyponatremia include headache, difficulty concentrating, memory
impairment, confusion, weakness, and unsteadiness, which may lead to falls. Signs and symptoms
associated with more severe and/or acute cases have included hallucination, syncope, seizure, coma,
respiratory arrest, and death. Abnormal Bleeding-SSRIs and SNRIs, including Lexapro, may increase
the risk of bleeding events. Concomitant use of aspirin, nonsteroidal anti-inflammatory drugs, warfarin,
and other anticoagulants may add to the risk. Case reports and epidemiological studies (case-control
and cohort design) have demonstrated an association between use of drugs that interfere with
serotonin reuptake and the occurrence of gastrointestinal bleeding. Bleeding events related to SSRIs
and SNRIs use have ranged from ecchymoses, hematomas, epistaxis, and petechiae to life-threatening
hemorrhages. Patients should be cautioned about the risk of bleeding associated with the concomitant
use of Lexapro and NSAIDs, aspirin, or other drugs that affect coagulation. Interference with Cognitive
and Motor Performance-In a study in normal volunteers, Lexapro 10 mg/day did not produce impair-
ment of intellectual function or psychomotor performance. Because any psychoactive drug may impair
judgment, thinking, or motor skills, however, patients should be cautioned about operating hazardous
machinery, including automobiles, until they are reasonably certain that Lexapro therapy does not affect
their ability to engage in such activities. Use in Patients with Concomitant Iliness-Clinical experience
with Lexapro in patients with certain concomitant systemic illnesses is limited. Caution is advisable
in using Lexapro in patients with diseases or conditions that produce altered metabolism or hemody-
namic responses. Lexapro has not been systematically evaluated in patients with a recent history of
myocardial infarction or unstable heart disease. Patients with these diagnoses were generally excluded
from clinical studies during the product’s premarketing testing. In subjects with hepatic impairment,
clearance of racemic citalopram was decreased and plasma concentrations were increased. The recom-
mended dose of Lexapro in hepatically impaired patients is 10 mg/day [see Dosage and Administration).
Because escitalopram is extensively metabolized, excretion of unchanged drug in urine is a minor route
of elimination. Until adequate numbers of patients with severe renal impairment have been evaluated
during chronic treatment with Lexapro, however, it should be used with caution in such patients [see
Dosage and Administration]. Potential for Interaction with Monoamine Oxidase Inhibitors-In patients
receiving serotonin reuptake inhibitor drugs 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 SSRI treatment and have been started
on an MAOI. Some cases presented with features resembling neuroleptic malignant syndrome.



Furthermore, limited animal data on the effects of combined use of SSRIs and MAOIs suggest that these
drugs may act synergistically to elevate blood pressure and evoke behavioral excitation. Therefore, it is
recommended that Lexapro should not be used in combination with an MAOI, or within 14 days of discon-
tinuing treatment with an MAQI. Similarly, at least 14 days should be allowed after stopping Lexapro before
starting an MAOI. Serotonin syndrome has been reported in two patients who were concomitantly receiving
linezolid, an antibiotic which is a reversible non-selective MAOI.

ADVERSE REACTIONS: Clinical Trials Experience-Because clinical studies are conducted under widely vary-
ing conditions, adverse reaction rates observed in the clinical studies of a drug cannot be directly compared
to rates in the clinical studies of another drug and may not reflect the rates observed in practice. Clinical
Trial Data Sources; Pediatrics (6 -17 years)-Adverse events were collected in 576 pediatric patients (286
Lexapro, 290 placebo) with major depressive disorder in double-blind placebo-controlled studies. Safety and

Dose y of Adverse ions-The p ial dose dependency of common adverse reactions
(defined as an incidence rate of =5% in either the 10 mg or 20 mg Lexapro groups) was examined on the
basis of the combined incidence of adverse events in two fixed-dose trials. The overall incidence rates of
adverse events in 10 mg Lexapro-treated patients (66%) was similar to that of the placebo-treated patients
(61%), while the incidence rate in 20 mg/day Lexapro-treated patients was greater (86%). Table 4 shows
common adverse reactions that occurred in the 20 mg/day Lexapro group with an incidence that was approx-
imately twice that of the 10 mg/day Lexapro group and approximately twice that of the placebo group.

effectiveness of Lexapro in pediatric patients less than 12 years of age has not been established. Adults-
Adverse events information for Lexapro was collected from 715 patients with major depressive disorder who
were exposed to escitalopram and from 592 patients who were exposed to placebo in double-blind, placebo-
controlled trials. An additional 284 patients with major depressive disorder were newly exposed to escitalo-
pram in open-label trials. The adverse event information for Lexapro in patients with GAD was collected from
429 patients exposed to escitalopram and from 427 patients exposed to placebo in double-blind, placebo-
controlled trials. Adverse events during exposure were obtained primarily by general inquiry and recorded by
clinical investigators using terminology of their own choosing. Consequently, it is not possible to provide a
meaningful estimate of the proportion of individuals experiencing adverse events without first grouping
similar types of events into a smaller number of standardized event categories. In the tables and tabulations
that follow, standard World Health Organization (WHO) terminology has been used to classify reported
adverse events. The stated frequencies of adverse reactions 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 Associated with Discontinuation of Treatment; Major Depressive Disorder;
Pediatrics (6 -17 years)-Adverse events were associated with discontinuation of 3.5% of 286 patients receiv-
ing Lexapro and 1% of 290 patients receiving placebo. The most common adverse event (incidence at least
1% for Lexapro and greater than placebo) associated with discontinuation was insomnia (1% Lexapro, 0%
placebo). Adults-Among the 715 depressed patients who received Lexapro in placebo-controlled trials, 6%
discontinued treatment due to an adverse event, as compared to 2% of 592 patients receiving placebo. In
two fixed-dose studies, the rate of discontinuation for adverse events in patients receiving 10 mg/day
Lexapro was not significantly different from the rate of discontinuation for adverse events in patients receiv -
ing placebo. The rate of discontinuation for adverse events in patients assigned to a fixed dose of 20 mg/day
Lexapro was 10%, which was significantly different from the rate of discontinuation for adverse events in

postmarketing reports describing patients with weakness, hyperreflexia, and incoordination following the use
of an SSRI and sumatriptan. If concomitant treatment with sumatriptan and an SSRI (e.qg., fluoxetine, fluvox-
amine, paroxetine, sertraline, citalopram, escitalopram) is clinically warranted, appropriate observation of the
patient is advised. Theophylline-Combined administration of racemic citalopram (40 mg/day for 21 days)
and the CYP1A2 substrate theophylline (single dose of 300 mg) did not affect the pharmacokinetics of
theophylline. The effect of theophylline on the pharmacokinetics of citalopram was not evaluated. Warfarin-
Administration of 40 mg/day racemic citalopram for 21 days did not affect the pharmacokinetics of warfarin,
a CYP3A4 substrate. Prothrombin time was increased by 5%, the clinical significance of which is unknown.
Carbamazepine-Combined administration of racemic citalopram (40 mg/day for 14 days) and carba-
mazepine (titrated to 400 mg/day for 35 days) did not significantly affect the pharmacokinetics of
carbamazepine, a CYP3A4 substrate. Although trough citalopram plasma levels were unaffected, given the
enzyme-inducing properties of carbamazepine, the possibility that carbamazepine might increase the
clearance of escitalopram should be considered if the two drugs are coadministered. Triazolam-Combined
administration of racemic citalopram (titrated to 40 mg/day for 28 days) and the CYP3A4 substrate
triazolam (single dose of 0.25 mg) did not significantly affect the pharmacokinetics of either citalopram or
triazolam. Ketoconazole-Combined administration of racemic citalopram (40 mg) and ketoconazole
(200 mg), a potent CYP3A4 inhibitor, decreased the Cy,, and AUC of ketoconazole by 21% and 10%,
respectively, and did not significantly affect the pharmacokinetics of citalopram. Ritonavir-Combined admin-
istration of a single dose of ritonavir (600 mg), both a CYP3A4 substrate and a potent inhibitor of CYP3A4,
and escitalopram (20 mg) did not affect the pharmacokinetics of either ritonavir or escitalopram. CYP3A4
and -2C19 Inhlhlturs In vitro studies indicated that CYP3A4 and -2C19 are the primary enzymes involved in

TABLE 4
of Adverse in Patients with Major
Depressive Disorder
Adverse Reaction Placebo 10 mg/day 20 mg/day
(N=311) Lexapro Lexapro
(N=310) (N=125)
Insomnia 4% 7% 14%
Diarrhea 5% 6% 14%
Dry Mouth 3% 4% 9%
Somnolence 1% 4% 9%
Dizziness 2% 4% 7%
Sweating Increased <1% 3% 8%
Constipation 1% 3% 6%
Fatigue 2% 2% 6%
Indigestion 1% 2% 6%

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 conse-
quence of pharmacologic treatment. In particular, some evidence suggests that SSRIs can cause such unto-
ward 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 labeling are likely to underestimate their actual incidence.

patients receiving 10 mg/day Lexapro (4%) and placebo (3%). Adverse events that were
discontinuation of at least 1% of patients treated with Lexapro, and for which the rate was at least twice that
of placebo, were nausea (2%) and ejaculation disorder (2% of male patients). Generalized Anxiety Disorder;
Adults-Among the 429 GAD patients who received Lexapro 10-20 mg/day in placebo-controlled trials, 8%
discontinued treatment due to an adverse event, as compared to 4% of 427 patients receiving placebo.
Adverse events that were associated with the discontinuation of at least 1% of patients treated with Lexapro,
and for which the rate was at least twice the placebo rate, were nausea (2%), insomnia (1%),
(1%). Incidence of Adverse Reactions in Placebo-Controlled Clinical Trials; Major Depressive Disorder;
Pediatrics (6 -17 years)-The overall profile of adverse reactions in pediatric patients was generally similar
to that seen in adult studies, as shown in Table 2. However, the following adverse reactions (excludlng
those which appear in Table 2 and those for which the coded terms were uninformative or mi

were reported at an incidence of at least 2% for Lexapro and greater than placebo: back pain, urinary
tract infection, vomiting, and nasal congestion. Adults-The most commonly observed adverse reactions
in Lexapro patients (incidence of approximately 5% or greater and approximately twice the incidence in
placebo patients) were insomnia, ejaculation disorder (primarily ejaculatory delay), nausea, sweating
increased, fatigue, and somnolence. Table 2 enumerates the incidence, rounded to the nearest percent, of
treatment-emergent adverse events that occurred among 715 depressed patients who received Lexapro at
doses ranging from 10 to 20 mg/day in placebo-controlled trials. Events included are those occurring in 2%
or more of patients treated with Lexapro and for which the incidence in patients treated with Lexapro was
greater than the incidence in placebo-treated patients.

TABLE 5
; of Sexual Side Effects in Placebo-Controlled Clinical Trials
d with the Adverse Event Lexapro [ Placeho
In Males Only
(N=407) (N=383)
Ejaculation Disorder

(primarily ejaculatory delay) 12% 1%

and fatigue  [Libido Decreased 6% 2%

Impotence 2% <1%

In Females Only

(N=737) (N=636)

Libido Decreased 3% 1%

Anorgasmia 3% <1%

There are no adequately designed studies examining sexual dysfunction with escitalopram treatment.
Priapism has been reported with all SSRIs. 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. Vital
Sign Changes-Lexapro and placebo groups were compared with respect to (1) mean change from baseline
in vital signs (pulse, systolic blood pressure, and diastolic blood pressure) and (2) the incidence of patients
meeting criteria for potentially clinically significant changes from baseline in these variables. These analyses
did not reveal any clinically important changes in vital signs associated with Lexapro treatment. In addition,
a comparison of supine and standing vital sign measures in subjects receiving Lexapro indicated that
Lexapro treatment is not associated with orthostatic changes. Weight Changes-Patients treated with Lexapro
in controlled trials did not differ from placebo-treated patients with regard to clinically important change in
body weight. Laboratory Changes-Lexapro 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.

revealed no clinically important changes in laboratory test parameters associated with
Lexapro treatment. ECG Changes-Electrocardiograms from Lexapro (N=625), racemic citalopram (N=351),
and placebo (N=527) 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 (1) a decrease in heart rate of 2.2 bpm for Lexapro and
2.7 bpm for racemic citalopram, compared to an increase of 0.3 bpm for placebo and (2) an increase in QTc
interval of 3.9 msec for Lexapro and 3.7 msec for racemic citalopram, compared to 0.5 msec for placebo.
Neither Lexapro nor racemic citalopram were associated with the development of clinically significant ECG
abnormalities. Other Reactions Observed During the Premarketing Evaluation of Lexapro-Following is a list
of treatment-emergent adverse events, as defined in the introduction to the ADVERSE REACTIONS section,
reported by the 1428 patients treated with Lexapro for periods of up to one year in double-blind or open-label
clinical trials during its premarketing evaluation. The listing does not include those events already listed
in Tables 2 & 3, those events for which a drug cause was remote and at a rate less than 1% or lower than
placebo, those events which were so general as to be uninformative, and those events reported only once
which did not have a substantial probability of being acutely life threatening. Events are categorized by body
system. Events of major clinical importance are described in the Warnings and Precautions section.
Cardiovascular - hypertension, palpitation. Central and Peripheral Nervous System Disorders - light-headed
feeling, migraine. Gastrointestinal Disorders - abdominal cramp, heartburn, gastroenteritis. General - allergy,
chest pain, fever, hot flushes, pain in limb. Metabolic and Nutritional Disorders - increased weight.

System Disorders - arthralgia, myalgia jaw stiffness. Psychiatric Disorders - appetite
increased, concentration impaired, irritability. Reproductive Disorders/Female - menstrual cramps, menstrual
dlsorder Respiratory System Disorders - bronchitis, coughing, nasal congestion, sinus congestion, sinus

Skin and Appendages Disorders - rash. Special Senses - vision blurred, tinnitus. Urinary System

Disorders - urinary frequency, urinary tract infection. Post-Marketing Experience; Adverse Reactions
to the Marketing of Escitalopram-The following additional adverse reactions have

1Primarily ejaculatory delay.
2Denominator used was for males only (N=225 Lexapro; N=188 placebo).
3Denominator used was for females only (N=490 Lexapro; N=404 placebo).

Generalized Anxiety Disorder; Adults-The most commonly observed adverse reactions in Lexapro patients
(incidence of approximately 5% or greater and approximately twice the incidence in placebo patients) were
nausea, ejaculation disorder (primarily ejaculatory delay), insomnia, fatigue, decreased libido, and anorgas-
mia. Table 3 enumerates the incidence, rounded to the nearest percent of treatment-emergent adverse events
that occurred among 429 GAD patients who received Lexapro 10 to 20 mg/day in placebo-controlled trials.
Events included are those occurring in 2% or more of patients treated with Lexapro and for which the
incidence in patients treated with Lexapro was greater than the incidence in placebo-treated patients.

TABLE 2
Adverse Observed with a Frequency of = 2%
and Greater Than Placebo for Major Depressive Disorder
Adverse Reaction Lexapro Placebo
(N=715) (N=592)
Nervous System Disorders These Iy
Dry Mouth 6% 5%
Sweating Increased 5% 2%
Central & Peripheral Nervous System Disorders
Dizziness 5% 3%
Gastrointestinal Disorders
Nausea 15% 7%
Diarrhea 8% 5%
Constipation 3% 1%
Indigestion 3% 1%
Abdominal Pain 2% 1%
General
Influenza-like Symptoms 5% 4%
Fatigue 5% 2%
Psychiatric
Insomnia 9% 4%
Somnolence 6% 2%
Appetite Decreased 3% 1%
Libido Decreased 3% 1%
y System Disorders "
Rhinitis 5% 4%
Sinusitis 3% 2%
Urogenital
Ejaculation Disorder!-2 9% <1%
Impotence? 3% <1%
Anorgasmia® 2% <1%

been identified from spontaneous reports of escitalopram received worldwide. These adverse reactions have
been chosen for inclusion because of a combination of seriousness, frequency of reporting, or potential
causal connection to escitalopram and have not been listed elsewhere in labeling. However, because these
adverse reactions were reported voluntarily from a population of uncertain size, it is not always possible to
reliably estimate their frequency or establish a causal relationship to drug exposure. These events include:
Blood and Lymphatic System Disorders: anemia, agranulocytis, aplastic anemia, hemolytic anemia, idiopathic
thrombocytopenia purpura, leukopenia, thrombocytopenia. Cardiac Disorders: atrial fibrillation, bradycardia,
cardiac failure, myocardial infarction, tachycardia, torsade de pointes, ventricular arrhythmia, ventricular tachy-
cardia. Ear and Labyrinth Disorders: vertigo Endocrine Disorders: diabetes mellitus, hyperprolactinemia,
SIADH. Eye Disorders: diplopia, glaucoma, mydriasis, visual disturbance. Gastrointestinal Disorders: dyspha-
gia, gastrointestinal hemorrhage, gastroesophageal reflux, pancreatitis, rectal hemorrhage. General Disorders
and Administration Site Conditions: abnormal gait, asthenia, edema, fall, feeling abnormal, malaise.
Hepatobiliary Disorders: fulminant hepatitis, hepatic failure, hepatic necrosis, hepatitis. Immune System
Disorders: allergic reaction, anaphylaxis. Investigations: bilirubin increased, decreased weight, electrocardio-
gram QT prolongation, hepatic enzymes increased, hypercholesterolemia, INR increased, prothrombin
decreased. Metabolism and Nutrition Disorders: hyperglycemia, hypoglycemia, hypokalemia, hyponatremia.
Musculoskeletal and Connective Tissue Disorders: muscle cramp, muscle stiffness, muscle weakness, rhab-
domyolysis. Nervous System Disorders: akathisia, amnesia, ataxia, choreoathetosis, cerebrovascular accident,
dysarthria, dyskinesia, dystonia, extrapyramidal disorders, grand mal seizures (or convulsions), hypoaesthe-
sia, myoclonus, nystagmus, Parkinsonism, restless legs, seizures, syncope, tardive dyskinesia, tremor.
Pregnancy, Puerperium and Perinatal Conditions: spontaneous abortion. Psychiatric Disorders: acute
, aggression, agitation, anger, anxiety, apathy, completed suicide, confusion, depersonalization,

depressmn aggravated, delirium, delusion, disorientation, feeling unreal, hallucinations (visual and auditory),
mood swings, nervousness, nightmare, panic reaction, paranoia, restlessness, self-harm or thoughts of
self-harm, suicide attempt, suicidal ideation, suicidal tendency. Renal and Urinary Disorders: acute renal
fa||ure dysuria, urinary retention. Reproductive System and Breast Disorders: menorrhagia, priapism.

R y, Thoracic and Mediastinal Disorders: dyspnea, epistaxis, pulmonary embolism, pulmonary
hypertension of the newborn. Skin and Subcutaneous Tissue Disorders: alopecia, angioedema, dermatitis,
ecchymosis, erythema multiforme, photosensitivity reaction, Stevens Johnson Syndrome, toxic epidermal
necrolysis, urticaria. Vascular Disorders: deep vein thrombosis, flushing, hypertensive crisis, hypotension,
orthostatic hypotension, phlebitis, thrombosis.

DRUG INTERACTIONS: Serotonergic Drugs-Based on the mechanism of action of SNRIs and SSRlIs includ-
ing Lexapro, and the potential for serotonin syndrome, caution is advised when Lexapro is coadministered
with other drugs that may affect the serotonergic neurotransmitter systems, such as triptans, linezolid (an
antibiotic which is a reversible non-selective MAOI), lithium, tramadol, or St. John's Wort [see Warnings and

Pi jons]. The concomitant use of Lexapro with other SSRIs, SNRIs or tryptophan is not recommended.
Triptans-There have been rare postmarketing reports of serotonin syndrome with use of an SSRI and a
triptan. If concomitant treatment of Lexapro with a triptan is clinically warranted, careful observation of
the patient is advised, particularly during treatment initiation and dose increases [see Warnings and
Precautions). CNS Drugs- Given the primary CNS effects of escitalopram, caution should be used when it is
taken in combination with other centrally acting drugs. Alcohol-Although Lexapro did not potentiate
the cognitive and motor effects of alcohol in a clinical trial, as with other psychotropic medications, the use
of alcohol by patlents taking Lexapro is not recommended. Monoamine Oxidase Inhlhllurs (MAOIs)-

and Warnings and Pre ]. Drugs That With (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

1Primarily ejaculatory delay.
2Denominator used was for males only (N=182 Lexapro; N=195 placebo).
3Denominator used was for females only (N=247 Lexapro; N=232 placebo).

TABLE 3
Adverse Observed with a Frequency of = 2%
and Greater Than Placebo for Generalized Anxiety Disorder
Adverse Reactions Lexapro Placebo
(N=429) (N=427) .

A ic Nervous System Disorders

Dry Mouth 9% 5%

Sweating Increased 4% 1%
Central & Peripheral Nervous System Disorders

Headache 24% 17%

Paresthesia 2% 1%
Gastroi Disorders

Nausea 18% 8%

Diarrhea 8% 6%

Constipation 5% 4%

Indigestion 3% 2%

Vomiting 3% 1%

Abdominal Pain 2% 1%

Flatulence 2% 1%

Toothache 2% 0%
General

Fatigue 8% 2%

Influenza-like Symptoms 5% 4%
M System Disorder [see C

Neck/Shoulder Pain 3% 1%
Psychiatric

Somnolence 13% 7%

Insomnia 12% 6% gastroi

Libido Decreased 7% 2%

Dreaming Abnormal 3% 2%

Appetite Decreased 3% 1%

Lethargy 3% 1%

y System Disorders

Yawning 2% 1%
Urogenital

Ejaculation Disorder!2 14% 2%

Anorgasmia® 6% <1%

Menstrual Disorder 2% 1%

bleeding have also shown that concurrent use of an NSAID or aspirin may potentiate the risk
of bleeding. Altered anticoagulant effects, including increased bleeding, have been reported when SSRIs and
SNRIs are coadministered with warfarin. Patients receiving warfarin therapy should be carefully monitored
when Lexapro is initiated or discontinued. Cimetidine-In subjects who had received 21 days of 40 mg/day
racemic citalopram, combined administration of 400 mg/day cimetidine for 8 days resulted in an increase in
citalopram AUC and Cp,y 0f 43% and 39%, respectively. The clinical significance of these findings is
unknown. Digoxin-In subjects who had received 21 days of 40 mg/day racemic citalopram, combined admin-
istration of citalopram and digoxin (single dose of 1 mg) did not significantly affect the pharmacokinetics of
either citalopram or digoxin. Lithium-Coadministration of racemic citalopram (40 mg/day for 10 days) and
lithium (30 mmol/day for 5 days) had no significant effect on the pharmacokinetics of citalopram or lithium.
Nevertheless, plasma lithium levels should be monitored with appropriate adjustment to the lithium dose in
accordance with standard clinical practice. Because lithium may enhance the serotonergic effects of escitalo-
pram, caution should be exercised when Lexapro and lithium are coadministered. Pimozide and Celexa-In
a controlled study, a single dose of pimozide 2 mg co-administered with racemic citalopram 40 mg given
once daily for 11 days was associated with a mean increase in QTc values of approximately 10 msec
compared to pimozide given alone. Racemic citalopram did not alter the mean AUC or Cp,, of pimozide.
The mechanism of this pharmacodynamic interaction is not known. Sumatriptan-There have been rare

the of am. However, coadministration of escitalopram (20 mg) and ritonavir (600 mg),
a potent inhibitor of CYP3A4, did not significantly affect the pharmacokinetics of escitalopram. Because esc-
italopram is metabolized by multiple enzyme systems, inhibition of a single enzyme may not appreciably
decrease escitalopram clearance. Drugs Metabolized by Cytochrome P4502D6-/n vitro studies did not reveal
an inhibitory effect of escitalopram on CYP2D6. In addition, steady state levels of racemic citalopram were
not significantly different in poor metabolizers and extensive CYP2D6 metabolizers after multiple-dose
administration of citalopram, suggesting that coadministration, with escitalopram, of a drug that inhibits
CYP2D6, is unlikely to have clinically significant effects on escitalopram metabolism. However, there are
limited in vivo data suggesting a modest CYP2D6 inhibitory effect for escitalopram, i.e., coadministration of
escitalopram (20 mg/day for 21 days) with the tricyclic antidepressant desipramine (single dose of 50 mg),
a substrate for CYP2D6, resulted in a 40% increase in Cp,,, and a 100% increase in AUC of desipramine. The
clinical significance of this finding is unknown. Nevertheless, caution is indicated in the coadministration of
escitalopram and drugs metabolized by CYP2D6. Metoprolol-Administration of 20 mg/day Lexapro
for 21 days in healthy volunteers resulted in a 50% increase in Cp,, and 82% increase in AUC of the beta-
adrenergic blocker metoprolol (given in a single dose of 100 mg). Increased metoprolol plasma levels have
been associated with decreased cardioselectivity. Coadministration of Lexapro and metoprolol had no
clinically significant effects on blood pressure or heart rate. Electroconvulsive Therapy (ECT)-There are no
clinical studies of the combined use of ECT and escitalopram.

USE IN SPECIFIC POPULATIONS: Pregnancy; Pregnancy Category C-In a rat embryo/fetal development
study, oral administration of escitalopram (56, 112, or 150 mg/kg/day) to pregnant animals during the
period of organogenesis resulted in decreased fetal body weight and associated delays in ossification at the
two higher doses (approximately = 56 times the maximum recommended human dose [MRHD] of 20 mg/day
on a body surface area [mg/m2] basis). Maternal toxicity (clinical signs and decreased body weight gain and
food consumption), mild at 56 mg/kg/day, was present at all dose levels. The developmental no-effect dose
of 56 mg/kg/day is approximately 28 times the MRHD on a mg/m? basis. No teratogenicity was observed at
any of the doses tested (as high as 75 times the MRHD on a mg/m? basis). When female rats were treated
with escitalopram (6, 12, 24, or 48 mg/kg/day) during pregnancy and through weaning, slightly increased
offspring mortality and growth retardation were noted at 48 mg/kg/day which is approximately 24 times the
MRHD on a mg/m? basis. Slight maternal toxicity (clinical signs and decreased body weight gain and food
consumption) was seen at this dose. Slightly increased offspring mortality was also seen at 24 mg/kg/day.
The no-effect dose was 12 mg/kg/day which is approximately 6 times the MRHD on a mg/m? basis. In
animal reproduction studies, racemic citalopram has been shown to have adverse effects on embryo/fetal
and postnatal development, including teratogenic effects, when administered at doses greater than human
therapeutic doses. In two rat embryo/fetal development studies, oral administration of racemic citalopram
(32, 56, or 112 mg/kg/day) to pregnant animals during the period of organogenesis resulted in decreased
embryo/fetal growth and survival and an increased incidence of fetal abnormalities (including cardiovascular
and skeletal defects) at the high dose. This dose was also associated with maternal toxicity (clinical signs,
decreased body weight gain). The developmental no-effect dose was 56 mg/kg/day. In a rabbit study, no
adverse effects on embryo/fetal development were observed at doses of racemic citalopram of up to
16 mg/kg/day. Thus, teratogenic effects of racemic citalopram were observed at a maternally toxic dose in
the rat and were not observed in the rabbit. When female rats were treated with racemic citalopram (4.8,
12.8, or 32 mg/kg/day) from late gestation through weaning, increased offspring mortality during the first
4 days after birth and persistent offspring growth retardation were observed at the highest dose. The no-
effect dose was 12.8 mg/kg/day. Similar effects on offspring mortality and growth were seen when dams
were treated throughout gestation and early lactation at doses = 24 mg/kg/day. A no-effect dose was not
determined in that study. There are no adequate and well-controlled studies in pregnant women; therefore,
escitalopram should be used during pregnancy only if the potential benefit justifies the potential risk to the
fetus. Pregnancy-Nonteratogenic Effects-Neonates exposed to Lexapro and other SSRIs or SNRIs, late in
the third trimester, have developed complications requiring prolonged hospitalization, respiratory support,
and tube feeding. Such complications can arise immediately upon 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 discontinua-
tion syndrome. It should be noted that, in some cases, the clinical picture is consistent with serotonin
syndrome [see Warnings and Precautions]. Infants exposed to SSRIs in late pregnancy may have an
increased risk for persistent pulmonary hypertension of the newborn (PPHN). PPHN occurs in 1-2 per 1000
live births in the general population and is associated with substantial neonatal morbidity and mortality. In a
retrospective, case-control study of 377 women whose infants were born with PPHN and 836 women whose
infants were born healthy, the risk for developing PPHN was approximately six-fold higher for infants
exposed to SSRIs after the 20th week of gestation compared to infants who had not been exposed to
antidepressants during pregnancy. There is currently no corroborative evidence regarding the risk for PPHN
following exposure to SSRIs in pregnancy; this is the first study that has investigated the potential risk. The
study did not include enough cases with exposure to individual SSRIs to determine if all SSRIs posed
similar levels of PPHN risk. When treating a pregnant woman with Lexapro during the third trimester, the
physician should carefully consider both the potential risks and benefits of treatment [see Dosage and
Administration]. Physicians should note that in a prospective longitudinal study of 201 women with a
history of major depression who were euthymic at the beginning of pregnancy, women who discontinued
antidepressant medication during pregnancy were more likely to experience a relapse of major depression
than women who continued antidepressant medication. Labor and Delivery-The effect of Lexapro on labor
and delivery in humans is unknown. Nursing Mothers-Escitalopram is excreted in human breast milk.
Limited data from women taking 10-20 mg escitalopram showed that exclusively breast-fed infants receive
approximately 3.9% of the maternal weight-adjusted dose of escitalopram and 1.7% of the maternal
weight-adjusted dose of desmethylcitalopram. There were two reports of infants experiencing excessive
somnolence, decreased feeding, and weight loss in association with breastfeeding from a racemic
citalopram-treated mother; in one case, the infant was reported to recover completely upon discontinuation
of racemic citalopram by its mother and, in the second case, no follow-up information was available. Caution
should be exercised and breastfeeding infants should be observed for adverse reactions when Lexapro
is administered to a nursing woman. Pediatric Use-Safety and effectiveness of Lexapro has not been
established in pediatric patients (less than 12 years of age) with Major Depressive Disorder. Safety and effec-
tiveness of Lexapro has been established in adolescents (12 to 17 years of age) for the treatment of major
depressive disorder [see Clinical Studies). Although maintenance efficacy in adolescent patients with Major
Depressive Disorder has not been |uated, mai efficacy can be extrapolated from
adult data along with comparisons of escitalopram pharmacokinetic parameters in adults and adolescent
patients. Safety and effectiveness of Lexapro has not been established in pediatric patients less than 18 years
of age with Generalized Anxiety Disorder. Geriatric Use-Approximately 6% of the 1144 patients receiving
escitalopram in controlled trials of Lexapro in major depressive disorder and GAD were 60 years of age or
older; elderly patients in these trials received daily doses of Lexapro between 10 and 20 mg. The number
of elderly patients in these trials was insufficient to adequately assess for possible differential efficacy and
safety measures on the basis of age. Nevertheless, greater sensitivity of some elderly individuals to effects
of Lexapro cannot be ruled out. SSRIs and SNRIs, including Lexapro, have been associated with cases of
clinically significant hyponatremia in elderly patients, who may be at greater risk for this adverse event [see
Hyponatremia). In two pharmacokinetic studies, escitalopram half-life was increased by approximately 50%
in elderly subjects as compared to young subjects and Cp,,, was unchanged [see Clinical Pharmacology].
10 mg/day is the recommended dose for elderly patients [see Dosage and Administration]. Of 4422 patients
in clinical studies of racemic citalopram, 1357 were 60 and over, 1034 were 65 and over, and 457 were 75
and 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 again, greater sensitivity of some elderly individuals cannot be ruled out.
DRUG ABUSE AND DEPENDENCE: Abuse and Dependence; Physical and Psychological Dependence-Animal
studies suggest that the abuse liability of racemic citalopram is low. Lexapro has not been systematically
studied in humans for its potential for abuse, tolerance, or physical dependence. The premarketing clinical
experience with Lexapro did not reveal any drug-seeking behavior. However, these observations were not
systematic and it is not possible to predict on the basis of this limited experience the extent to which a
CNS-active drug will be misused, diverted, and/or abused once marketed. Consequently, physicians should
carefully evaluate Lexapro patients for history of drug abuse and follow such patients closely, observing them
for signs of misuse or abuse (e.g., development of tolerance, incrementations of dose, drug-seeking behavior).
OVERDOSAGE: Human Experience-In clinical trials of escitalopram, there were reports of escitalopram
overdose, including overdoses of up to 600 mg, with no associated fatalities. During the postmarketing
evaluation of escitalopram, Lexapro overdoses involving overdoses of over 1000 mg have been reported. As
with other SSRIs, a fatal outcome in a patient who has taken an overdose of escitalopram has been rarely
reported. Symptoms most often accompanying escitalopram overdose, alone or in combination with other
drugs and/or alcohol, included convulsions, coma, dizziness, hypotension, insomnia, nausea, vomiting, sinus
tachycardia, somnolence, and ECG changes (including QT prolongation and very rare cases of torsade de
pointes). Acute renal failure has been very rarely reported accompanying overdose. Management of
Overdose-Establish and maintain an airway to ensure adequate ventilation and oxygenation. Gastric evacua-
tion by lavage and use of activated charcoal should be considered. Careful observation and cardiac and vital
sign monitoring are recommended, along with general symptomatic and supportive care. Due to the large
volume of distribution of escitalopram, forced diuresis, dialysis, hemoperfusion, and exchange transfusion
are unlikely to be of benefit. There are no specific antidotes for Lexapro. In managing overdosage, consider
the possibility of multiple-drug involvement. The physician should consider contacting a poison control
center for additional information on the treatment of any overdose.
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Strong Link to Suicide Found
For Anxiety, Conduct Disorders

Various psychiatric disorders can contribute to higher risks of suicidal
thoughts and attempts, but scientists do not yet understand enough about
the mechanisms to prevent suicide reliably.

wide range of mental ill-
nesses can contribute to the
increased likelihood of sui-
cidal thoughts and attempts,
but only those characterized
by anxiety and poor impulse control sig-
nificantly predict who is more likely to act
on suicidal thoughts, according to a mul-
tinational study on mental health.

The study was published online in
the open-access journal PLoS Medicine
on August 10 and was derived from data
from the massive World Health Orga-
nization (WHO) World Mental Health
Survey Initiative. The initiative is ongo-
ing and has so far been carried out in
28 countries throughout the world. The
study included data from nearly 110,000
adults in 21 countries. Researchers ana-
lyzed the data to identify patterns of how
suicidal thoughts, plans, and attempts
can be predicted by psychiatric disorders
preceding such thoughts and behaviors.

BY JUN YAN

In this global initiative, trained research
staff in each participating country con-
ducted face-to-face interviews with adults
living in the community and collected
various data on the respondents’ lifetime
mental health histories. The WHO Com-
posite International Diagnostic Interview,
a structured questionnaire validated for
assessing DSM-IV psychiatric disorders
across various countries and cultures, was
the instrument used.

Prior Disorders Pose Varying Risks

In developed countries, 52 percent of
adults who had at least suicidal ideation
reported a prior psychiatric disorder,
compared with 43 percent in developing
countries. Among those who made suicide
attempts, the prevalences of prior psychi-
atric disorder were 66 percent and 55 per-
cent, respectively.

One of the surprising findings was
that, although it has been widely cited

that over 90 percent of people who com-
mitted suicide have psychiatric disorders,
the rates of psychiatric disorders reported
by people in this study with suicidal ide-
ation and attempts were lower than that,
said the study’s lead author Matthew
Nock, Ph.D., professor of the social sci-
ences in the Department of Psychology at
Harvard University.

In an interview with Psychiatric News,
Nock noted that the apparent inconsis-
tency between previous and current data
may be explained by several factors. First,
it is difficult to make a postmortem psy-
chiatric diagnosis for people who have died
of suicide, and thus previous studies may
have overestimated the presence of psychi-
atric disorders. Second, people who “suc-
ceed” in suicide may have a higher rate of
psychiatric disorders than those who have
made nonfatal attempts or have suicidal
thoughts. It is also possible that, beyond
psychiatric disorders, “there are other fac-
tors that contribute to suicide attempts,”
said Nock.

Country-Type Variations Seen

Analyzed separately, each psychiatric
disorder, as identified by the survey, was
associated with an increased risk of a sub-
sequent suicide ideation or attempt com-
pared with having no psychiatric disor-
ders, the study authors found. Most of the
associations remained statistically signif-
icant in both developed and developing

With Obesity Rising in Elderly,
Mental lliness Link Gets Attention

Older people are more at risk of obesity if anxious or depressed. But the

reason or reasons are not clear.

lder people are more at risk for obe-
O sity than younger people are, but
especially if they are anxious or
depressed. So suggests a study published in
the August British fournal of Psychiatry that
was headed by Mika Kivimaki, Ph.D., an epi-
demiologist at University College London.
Between 1985 and 1988, some 10,000
civil servants working in London were

BY JOAN AREHART-TREICHEL

enrolled in the study. They were 35 to 55
years old at this time.

Both at the time of enrollment and
at three other points during the subse-
quent two decades, they were screened
for anxiety and depression with the
General Health Questionnaire (GHQ).
The GHQ is an instrument that shows
high reliability and that has been vali-
dated against standard-

Seniors’ Obesity Risk Linked
To Anxiety, Depression

In a study of about 10,000 people, researchers found a general
upward trend in obesity with age. Within this trend, there was a
growing divergence in obesity prevalence between subjects who
were anxious or depressed and subjects who were not.

0.4

ized clinical interviews.
It contains 30 questions
about various symptoms
of anxiety or depression.
If a responder answers
yes to any of the ques-
tions, he or she receives
a score of 1. A score of 5

— Subjects who were depressed or anxious
—— Subjects who were not depressed or anxious

or more indicates that

the responder is anxious
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or depressed.
Also, at the four time
points when subjects were
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screened with the GHQ,
their height and weight
were measured. Finally, the
researchers looked to see
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Source: Mika Kivimaki, Ph.D., et al., British Journal of Psychiatry, August 2009
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whether subjects’” vulner-
ability to obesity changed
with age and whether
GHQ-defined anxiety or
depression influenced such
vulnerability.

65 70

Subjects were more at risk of obe-
sity as they aged, the researchers found.
And within this general trend, there was
a growing divergence in obesity preva-
lence between subjects who had GHQ-
defined anxiety or depression and those
who did not. Those who were anxious
or depressed were increasingly likely to
be obese. For example, at age 40, only 6
percent of subjects who were anxious or
depressed were obese. That’s comparable
to the rate in subjects who were not anx-
ious or depressed. But by age 70, of the
subjects who were anxious or depressed,
35 percent were obese, while 27 percent
were not—a significant difference. These
results remained solid even when some
possibly confounding factors, such as gen-
der, ethnicity, socioeconomic status, and
use of psychotropic drugs were considered.

Thus, as people age, they seem to be
increasingly at risk of obesity—even more
so if they are anxious or depressed. How-
ever, what is not clear is whether anxiety
or depression helps set the stage for obe-
sity, whether obesity helps set the stage for
anxiety or depression, or whether a com-
mon variable, such as pain or disability, can
explain the link.

In any event, the findings from this
study could have some widespread impli-
cations since seniors are the fastest-grow-
ing age group in the world, the research-
ers noted

The study was funded by the British Med-
ical Research Council, the U.S. National
Institutes of Health, and other sources.

An abstract of “Association Between
CommonMentalDisorderand Obesity Over
the Adult Life Course” is posted at <bttp://
bjp.repsych.ovg/cgi/content/abstract/
19572/149>. &

countries after controlling for potentially
confounding factors.

The magnitude of associations varied
by the type of disorder and country type,
the study revealed. Mood disorders, includ-
ing bipolar disorder, depression, and post-
traumatic stress disorder (P T'SD), were the
strongest predictors of suicide attempts in
developed countries. However, PTSD, sub-
stance use disorders, and conduct disorder
were the strongest predictors in develop-
ing countries.

Perhaps because past research tended
to concentrate in developed countries, the
importance of a history of conduct disorder
is greatly underappreciated and underre-
searched, Nock observed. “Clinicians and
policy makers should pay more attention
to people with a history of conduct disor-
der in prevention efforts,” he said.

Another important predictor for sui-
cidal attempts was the number of comor-
bid psychiatric disorders, the study found.
For example, in developing countries, hav-
ing one disorder was associated with a risk
ratio of 3.9 for suicide attempt compared
with having no disorder, while having
three disorders was associated with a risk
ratio of 14.2.

Suicide Dynamics Still Unknown

Despite more research efforts and public
health attention on suicide prevention, the
incidence of suicide has declined much in
the past two decades, the researchers noted.
“Because the population base rate for sui-
cide attempts is low, it is very difficult to
study and requires a very large sample,”
said Nock. The size of this worldwide sur-
vey, therefore, was particularly valuable for
conducting sophisticated analyses to help
understand the causes of suicide.

“One of the most unexpected find-
ings was that, although depression was
among the strongest predictors of suicidal
thoughts, it was not at all a strong predictor
of who is likely to progress from thoughts
to attempts,” commented Nock. The study
also found no association between major
depression and impulsive suicidal attempts.

Instead, the study found that PTSD,
bipolar disorder, conduct disorder, and
substance use disorders were the strongest
predictors of individuals with ideation who
were at higher risk of making suicide plans
and attempts. “Only disorders character-
ized by anxiety and poor impulse control
predict which people with suicide ideation
act on such thought,” they concluded in
the report.

With new insights, Nock admitted, the
study poses a number of questions, includ-
ing “Are there different mechanisms for
suicidal thoughts and suicide attempts?”
He and his colleagues plan to conduct
additional analyses on the data to better
understand the risk and protective factors
associated with suicidal behaviors, includ-
ing lifespan risks and symptom clusters.

“We plan to drill down to what types of
symptoms are more predictive of suicidal
behaviors, because many psychiatric disor-
ders are quite heterogeneous,” said Nock.

“Cross-National Analysis of the Asso-
ciations Among Mental Disorders and
Swuicidal Bebavior: Findings From the
WHO World Mental Health Surveys” is
posted at <www.plosmedicine.org/article/
info:doi%2F10.1371%2Fjournal.
pmed.1000123>. B



Diet’s Relationship to Brain Health
Provides Much Food for Thought

The brains of older adults whose diets are dominated by vegetables,
grains, and monounsaturated oil may be in better shape than their peers
whose diets differed from the Mediterranean type.

ew research evidence

supports a beneficial

effect of a Mediterra-

nean type of diet on

preventing cognitive
decline and Alzheimer’s disease in older
adults, according to two studies published
in the August 12 Fournal of the American
Medical Association.

Dubbed “the Mediterranean diet,”
this way of eating by people from differ-
ent cultures near and around the Med-
iterranean Sea is characterized by a
high consumption of fruits, vegetables,
legumes, nuts, and fish; a low intake of
meats and poultry; the use of olive oil as
the main source of fat; and a low-to-mod-
erate intake of wine. The diet has long
been linked to a variety of long-term
health benefits, such as reduced risks of
cardiovascular diseases and cancer, in
epidemiological studies.

The two latest studies replicated previ-
ous observations from a study published
in the June 2006 Annals of Neurology by
Nikolaos Scarmeas, M.D., an assistant
professor of neurology at Columbia Uni-
versity College of Physicians and Sur-
geons, and colleagues. Taken together,
the studies suggested that sticking to
these dietary habits for years was associ-
ated with a lower incidence of cognitive

BY JUN YAN

impairment and Alzheimer’s disease in
older adults.

One of the current studies, which was
conducted in New York between 1992 and
2006, was a follow-up study by Scarmeas’s
group. During an average of 5.4 years, 282
of 1,880 community-dwelling adults in
the study cohort were diagnosed as having
newly developed Alzheimer’s disease. The
mean age of the entire cohort was 77 years at
baseline. All participants were asked about
their lifestyle habits and tested for neuro-
logical functions every 1.5 years or so. Their
adherence to the Mediterranean way of eat-
ing and level of physical activity were cat-
egorized into high, middle, and low levels.

After controlling for age, level of edu-
cation, and other confounding factors,
the authors found that people with high
adherence to a Mediterranean type of diet
had significantly less risk of developing
Alzheimer’s than people with low adher-
ence to such diets. Analyzed separately, a
high level of physical activity was associ-
ated with significantly reduced incidence
of Alzheimer’s disease compared with a
low level of physical activity. The risk dif-
ference of disease incidence between mid-
dle and low levels of either indicator did
not reach statistical significance.

The other study was carried out by
Catherine Féart, Ph.D., from Univer-

sité Victor Segalen Bordeaux
2, France, and colleagues, who
followed a cohort of 1,410 older
adults in Bordeaux since 2001-
2002. The participants had a
mean age of 76 at the start of the
study, and the median follow-up
period was about four years. A
higher level of adherence to tra-
ditional Mediterranean types of
food sources, scored on a scale
of 0 to 9, was associated with
significantly slower cognitive
decline from baseline on the
Mini-Mental State Examina-
tion, but was not significantly
associated with changes in per-
formance on three other cog-
nitive tests for verbal skills and
short-term visual and verbal
memories.

Different from the New York
study, the French study did not
find a significant association
between adherence to Mediterra-
nean-style diet and the incidence
of dementia, but the authors
acknowledged that the sample
size had not been powered to
detect such an association.

Before concluding that the
way of eating can prevent Alzheimer’s dis-
ease, David Knopman, M.D., a professor
of neurology at the Mayo Clinic, cautioned
in an accompanying editorial that this evi-
dence is “moderately compelling” and not
specific enough to explain the mechanisms
of the diet’s protective effects. He pointed
out that the cerebrovascular changes asso-
ciated with Alzheimer’s and other types
of dementia have their roots in midlife,
which may be modified by the Mediterra-
nean diet as it modifies other cardio- and
cerebrovascular disorders. To prevent late-

Credit: istockphoto/Olga Nayashkova

A diet low in meat and poultry and high in fresh fruits,
vegetables, legumes, and nuts, with monounsaturated oil
as the main source of fat, is good for the heart and mind.

life cognitive impairment, people in their
midlife should adopt “as many healthy
behaviors as possible, including diet,” he
recommended.

An abstract of “Adberence to a Med-
iterranean Diet, Cognitive Decline,
and Risk of Dementia” is posted at
<jama.ama-assn.orvg/cgi/content/
abstract/302/6/638>. An abstract of
“Physical Activity, Diet, and Risk
of Alzheimer Disease” is posted at
<jama.ama-assn.ovg/cgi/content/
abstract/302/6/627>. A

Data Cast Doubt on Relationship
Between Autism, Gl lliness

Is there a link between autism and gastrointestinal pathology? A large
study sheds some light on the subject, but many questions remain.

utism and gastrointestinal (GI)
A disease are linked, some people
suggest.

So Samar Ibrahim, M.D., a pediat-
ric gastroenterology fellow at the Mayo
Clinic in Rochester, Minn., and col-
leagues undertook a large population-
based study to try to clarify this issue.

They examined nonspecific GI symp-
toms as well as specific diagnoses of GI
diseases in 124 children with autism and
in 248 control children from birth to
age 21. Nearly all of the youngsters had
received their medical care at the Mayo
Clinic throughout the years studied;
hence detailed, computerized records of
their GI symptoms and diagnoses were
available for analysis. Ibrahim and his
team then compared the GI symptoms
and diagnoses of the autism group with
those of the control one.

“The biggest finding,” Ibrahim told

Psychiatric News, “was that there was no

BY JOAN AREHART-TREICHEL

significant difference in the overall inci-
dence of gastrointestinal symptoms
between subjects with autism and normal
control subjects. . . .” However, the inci-
dence of symptoms in both groups was
high. By age 20, 77 percent of the autism
subjects and 72 percent of the control ones
had had at least one GI symptom recorded
in their medical files.

Nonetheless, the study did find that the
incidence of two GI symptoms—feeding
difficulties and constipation—was signifi-
cantly greater in the autism subjects.

As for specific diagnoses of GI diseases,
very few in either the autism group or the
control group received them. One autism
subject had Crohn’s disease, another intes-
tinal disaccharidase deficiency, and a third
pancreatitis. One control subject had a
milk allergy, two had lactose intolerance,
and one had pancreatitis. No one in either
the autism group or the control group had
been diagnosed with celiac disease.

So what should clinicians or parents of
autistic children make of these findings,
which appeared in the August Pediatrics?
“Many children with autism are treated
with restrictive diets; vitamin, mineral,
and other dietary supplements; as well
as various medications aimed at puta-
tive gastrointestinal disorders,” Ibrahim
and his group wrote. “The findings from
our study suggest that such treatments
should not be provided indiscriminately
to children with autism unless there is
explicit evidence indicating the presence
of a gastrointestinal disorder in a spe-
cific case.”

Regarding feeding difficulties and
constipation, the researchers believe
that they are due to autistic children’s
behaviors, not to autism’s causing some
underlying organic gastrointestinal
disease.

“The ritualistic tendencies, need
for routine, and insistence on same-
ness that are characteristic of children
with autism may lead these children to
choose and demand stereotyped diets
that may result in an inadequate intake
of fiber, fluids, and other food constitu-
ents,” the researchers suggested.

In an accompanying editorial, Mark
Gilger, M.D., and Carol Anne Redel,
M.D., pediatric gastroenterologists at Bay-
lor College of Medicine in Houston, com-

plimented the study on being “well per-
formed.” But more research is still needed,
they wrote. For instance, it may be possible
that in some cases autism-spectrum dis-
orders are linked to specific GI problems,
they indicated.

One possibility, they suggested, is
Rett syndrome. “Girls with Rett syn-
drome manifest clear gastrointestinal
abnormalities such as gastroesopha-
geal reflux and possibly esophageal dys-
motility.”

Still another possibility, they pointed
out, is that certain genetic abnormali-
ties might underlie both an autism-
spectrum disorder and GI problems.
Indeed, a growth factor receptor called
Met receptor tyrosine kinase is known
to function in both brain development
and GI repair. A variantin the gene that
makes the receptor has been linked with
autism. Thus, it is conceivable that this
gene variant might contribute to both
autism and GI problems, they specu-
lated.

The study was funded by the David
and Elaine Dana family and the National
Institutes of Health.

An abstract of “Incidence of Gastroin-
testinal Symptoms in Children With Au-
tism: A Population-Based Study” is post-
ed at <http://pediatrics.aappublications.
org/cgi/content/abstract/124/2/680>. A
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Alcohol Use
* About 14.5 percent of men aged 65 or
older said in a recent survey that they had
at least one episode of binge drinking
within the past year, which was defined as
having five or more drinks on one occa-
sion. In contrast, only 3 percent of women
in this age group reported binge drinking.
The data were collected in the 2005 and
2006 National Survey on Drug Use and
Health, sponsored by the Substance Abuse
and Mental Health Services Administra-
tion. At-risk drinking, defined as having an
average of two or more drinks a day, had a
prevalence of 13 percentin men and 8 per-
centin women of this age group. The rates
of binge and at-risk drinking were even
higher in men and women aged 50 to 64.

Binge drinking was more common
in men who had higher income or who
were separated, divorced, or widowed.
In women, binge drinking was associ-
ated with being employed and using pre-
scription drugs for nonmedical reasons.
The use of tobacco and illicit drugs was
associated with binge drinking among all
respondents.

The study was supported by the
National Institute on Drug Abuse.

Blazer DG, Wu L. The Epidemiology
of At-Risk and Binge Drinking Among
Middle-Aged and Elderly Community
Adults: National Survey on Drug Use
and Health. AFP in Advance. Published
online August 17, 2009

BY JUN YAN

Dementia

¢ Concentrations of B-amyloid, ,, (AB42)
peptide, total tau protein (T-tau), and
tau phosphorylated at position threo-
nine 181 (P-tau) in the cerebrospinal fluid
(CSF) may serve as biomarkers to pre-
dict the future development of Alzheim-
er’s disease in patients with mild cognitive
impairment. Biomarkers that can accu-
rately and sensitively predict the course
of a disease, such as low-density-lipopro-
tein cholesterol levels in blood for car-
diovascular disease, are particularly use-
ful for the early diagnosis and prevention
of chronic, slowly progressive illnesses.
In a multicenter study in Europe and the
United States, 750 patients aged 43 to 89
with mild cognitive impairment (MCI)
were prospectively followed for a median
of three years (range two to 11 years), dur-
ing which 271 developed Alzheimer’s and
59 developed other dementias.

Patients who developed Alzheim-
er’s had significantly lower CSF lev-
els of AP42 and higher levels of T-tau
and P-tau than those who did not. The
authors conducted statistical analyses to
compare MCI patients who developed
Alzheimer’s with MCI patients who
did not with controls without Alzheim-
er’s. Combining the AB42-tau ratio and
T-tau level, the authors found a measure-
ment that could have predicted emer-
gent Alzheimer’s with a sensitivity of 83
percent and a specificity of 72 percent.
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Teaching in an HMO

I spend a few hours every week supervis-
ing psychiatry residents in psychother-
apy. In one recent month, we talked about
how to greet a patient, how to interpret
body posture and body language, and how
to manage a basic session. We reviewed
defense mechanisms and identified possi-
ble themes that might appear with each of
these patients. We talked about personal-
ity makeup and developmental theorists.

These sessions go as well as they can with
residents new to psychotherapy. Then a few
weeks into the start of a new year, a resident
brings up in supervision that her patient has
only 20 insurance-paid visits per calendar
year. Her patient cannot afford more ses-
sions and can barely make the copays, much
less the deductible. The patient spends time
expressing fears that she will not be able to
come very often, despite acknowledging
that she needs and benefits from the ses-
sions. The resident is perplexed. How do
you establish rapport, identify goals, and
allow patients to arrive at their own con-
clusions at their own time when you see the
patient every two to three weeks?

Hence we change format to CBT,
DBT, and IPT: problem-focused therapies.
Though these modalities are demonstrated
to be effective in helping patients, I am left
to wonder if there is a place in modern psy-
chiatry, with new medications and insur-
ance-driven treatment, for the teaching of
more traditional insight-oriented therapy.
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Readers are invited to submit letters not
more than 500 words long for possible
publication. Psychiatric News reserves the
right to edit letters and to publish them in
all editions, print, electronic, or other media.
Receipt of letters is not acknowledged.
Letters should be sent by mail to Psychi-
atric News, APA, Suite 1825, 1000 Wilson
Boulevard, Arlington, Va. 22209 or by e-mail
to pnews@psych.org. Clinical opinions

are not peer reviewed and thus should be
independently verified.

Though fewer patients can afford this, and
perhaps even fewer are actually willing to
invest the time and energy in self-discov-
ery, this mode of therapy has, in my opin-
ion, great value for training new and young
therapists. I fondly recall my own training
at Georgetown and being able to sit with a
supervisor and talk about therapy sessions:
what the patient did, how I felt, what I did,
why I did what I did. These questions are not
trivial and are sometimes difficult to answer.
Countless hours in supervision have surely
expanded my skills, whether it be in medica-
tion management, consultation, or therapy.
So we trudge along, trying to accom-
modate patient needs and insurance
restrictions, spreading sessions apart to
“make them last” for the length of the year.
I find that even with this, I challenge my
residents to consider transference/coun-
please see Letters on page 33
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One potential problem was that differ-
ent study centers had large variations in
the biomarker levels, especially for AB42.
Standardizing the sample handling and
testing methods may improve the accu-
racy and predictive value of the biomark-
ers, the authors said.

Mattsson K, Zetterberg H, Hansson
O, et al. CSF Biomarkers and Incipi-
ent Alzbeimer Disease in Patients With
Mild Cognitive Impairment. FAMA.
2009;302(4):385-393

* Mentally stimulating leisure activities
were associated with delayed onset of rapid
memory decline in older adults who ulti-
mately developed dementia. The study was
a reanalysis of data from the Bronx Aging
Study, in which 488 healthy volunteers,
aged 75 to 85, were enrolled between 1980
and 1983 and followed until death or loss
to follow-up. All volunteers were asked at
baseline to estimate about how many days
aweek they had participated in the follow-
ing cognitively stimulating leisure activi-
ties: reading, writing, crossword puzzles,
board or card games, group discussions,
and playing music.

Among the 101 persons who eventually
developed dementia, each additional day a
week of stimulating activities was associated
with a 0.18 year delay in the onset of acceler-
ated memory decline. This association was
unchanged by the level of education. How-
ever, once the decline began, patients who
had participated in more baseline activi-
ties declined more rapidly than those with
fewer activities. These findings were consis-
tent with the cognitive reserve hypothesis,
which suggests that certain brain character-
istics, reflected in higher education as well as
cognitive activities, may protect some per-
sons from the initial neurological deteriora-
tion during dementia.

The study was supported in part by
a grant from the National Institute on
Aging.

Hall CB, Lipton RB, Sliwinski M,
Katz MY, Derby CA, Verghese J. Cog-
nitive Activities Delay Onset of Memory
Decline in Persons Who Develop Demen-
tia. Neurology. 2009;73(5);356-361

Depression

* In a randomized, double-blind study
of patients with major depressive disor-
der (MDD), the antidepressant agomela-
tine was shown to be significantly more
effective than placebo. Agomelatine is an
agonist of the melatonin M'T, and MT,
receptors and an antagonist of the sero-
tonin 5-HT, receptor. The antidepres-
sant was developed by Servier Laborato-
ries of France and has been approved in
Europe for treating adults with MDD.
Novartis has bought the rights to the drug
and is conducting additional phase 3 clini-
cal trials in the United States.

In this Sevier-sponsored study con-
ducted from 2005 to 2007, 339 patients
who had responded to acute treatment
with agomelatine (eight or 10 weeks)
were randomly assigned to receive
either the active drug (n=165) or placebo
(n=174) in a double-blind manner for 24
weeks. In the intent-to-treat popula-
tion, the cumulative six-month relapse
rate was 21.7 percent in the agomelatine

group and 46.6 percent in the placebo
group (p=0.0001). The Kaplan-Meier
curves for time to relapse indicated a
significantly lower rate of relapse over
time in the agomelatine group. Approx-
imately 20 percent of patients withdrew
during the acute treatment for lack of
sufficient efficacy. During the double-
blind, six-month treatment period that
followed, 22 percent of the patients in
the agomelatine group and 41 percent
in the placebo group withdrew for lack
of efficacy.

The adverse events were mostly mild
to moderate in both groups. The Europe-
approved label of agomelatine lists head-
ache, dizziness, somnolence, insomnia,
nausea, diarrhea, constipation, anxiety,
and other adverse events reported in clin-
ical trials. The drug has been associated
with increased hepatic enzyme levels and
is contraindicated in patients with liver
impairment.

Goodwin GM, Emsley R, Rembry S,
Rouillon F. Agomelatine Prevents Relapse
in Patients With Major Depressive Dis-
order Without Evidence of a Discontin-
uation Syndrome: A 24-Week Random-
ized, Double-Blind, Placebo-Controlled
Trial. J Clin Psychiatry. Published online
abead of print August 11, 2009

* At9 months of age, newborns of women
with postpartum depression had poorer
developmental outcomes compared with
those born to mothers with anxiety dis-
orders and those born to women with
neither anxiety nor depression. The
authors first assessed depressive symp-
toms in nearly 1,000 women on the day
after delivery, and then selected 360 who
scored the highest and lowest for a sec-
ond assessment at six months postpartum.
The second assessment, using a mailed
questionnaire, asked the mothers about
their depressive and anxiety symptoms.
From all the responses, a final sample of
100 mother-infant dyads was selected for
a third assessment of both the mothers
and infants at nine months postpartum.
This sample included 41 mothers who had
scored the highest on depressive and anx-
iety symptoms and 59 healthy matched
controls.

On the basis of home visits, a clinical
psychologist diagnosed 22 mothers with
major depressive disorder and 19 with anx-
iety disorders. Each infant was assessed
for interaction with its mother, fear reg-
ulation, and afternoon cortisol level. The
children of MDD mothers had the worst
scores for social engagement and fear reg-
ulation among the three groups at nine
months. Children born to anxious moth-
ers scored worse than children of healthy
control mothers in terms of stress reactiv-
ity and social engagement, but not in fear
regulation. The authors concluded that dif-
ferent maternal diagnoses and behavior pat-
terns can lead to various infant development
outcomes through different mechanisms.

Feldman R, Granat A, Pariente C,
Kanety H, Kuint §, Gilboa-Schechtman
E. Maternal Depression and Amnxiety
Across the Postpartum Year and Infant
Social Engagement, Fear Regulation, and
Stress Reactivity. § Am Acad Child Adolesc
Psychiatry. 2009;48(9):919-927 R



at your service

Risk Management Tips
For Physician Bloggers

s physicians and other health care
A professionals expand their presence
on the Internet, consideration of
the following points may be helpful. This

is not meant to be an exclusive or exhaus-
tive list of factors to consider.

Confidentiality

Patient information must be kept
confidential. There is more to de-iden-
tifying information than deleting a
name. A study published in the October
2008 Fournal of General Internal Medicine
reviewed 271 medical blogs and found
that 45 provided sufficient information
for patients to identify their doctors or
themselves.

Consequences for breaches of confiden-
tiality could include, but are not limited to,
one or more of the following: discipline by
your licensing board, a civil lawsuit, and
governmental enforcement action (such as
by the Office for Civil Rights, the federal
agency responsible for enforcing HIPAA’s
Privacy Rule).

Do not comment about cases, lawsuits,
or administrative actions in which you are
involved. Doing so can compromise your
defense and make an otherwise winnable
case indefensible.

Be aware of APA’s Opinions of the Ethics
Committee on the Principles of Medical Ethics,
Section Q.4.a, which discusses publication
of a casebook and disguising of identity.
Although the opinion notes that obtaining
the patient’s informed consent for publica-
tion of the case is one option, the nature of
the psychiatrist-patient relationship may
place undue pressure on the patient to
agree to the psychiatrist’s request.

Treatment Relationships

Avoid inadvertently creating a treat-
ment relationship with your Internet read-
ers. Keep in mind that it is the perception
of the reader that matters, not the inten-
tion of the physician. Make it clear that
no treatment relationship with the reader
exists, do not post anything that could be
perceived to be treatmentadvice, and clar-
ify that nothing on the site is intended to
be medical advice.

Publishing general educational infor-
mation about a disease or treatment
usually is not viewed legally as being
“medical advice.” However, making
suggestions to a person about what his
or her diagnosis is or treatment should
be is almost always considered “medical
advice” and may establish a treatment
relationship.

Public Forums

Be aware that you are responsible for
all content that you publish and, if you
have your own blog, everything that
appears on it. Carefully consider the
permissions you will give to others with
regard to posting content or comments.
Ideally, no one but you should be able
to publish posts or write comments that
appear on your blog.

If others are allowed to write on
your blog, be sure that you can and will

review all writings before they appear
and that they are not misleading or in
violation of your ethical or legal obli-
gations. Remember that since you are
responsible for all content, all content
is held to your standards. For example,
even nonphysician contributors should
not be allowed to publish patient infor-
mation on your blog.

Remember that even if no one else
can write on your blog, it is still a pub-
lic forum, and you are responsible for
the content. If your intent is to present
a fictional story, that should be clear to
the readers. AMA Ethics Opinion 5.027
states, “Physicians responsible for the
health-related content of an online site
should ensure that the information is
accurate, timely, reliable, and scientifi-
cally sound, and includes appropriate sci-
entific references.”

AMA Ethics Opinion 5.027 also dis-
cusses conflicts of interest. Generally,
any potential conflicts should be dis-
closed. Refer to the opinion for more
information.

Physician Anonymity

Do not assume that you are anony-
mous, even if you have taken steps to
disguise your identity. Because blogs
are accessible to such a large popula-
tion, the ways in which your identity
may be discovered increase exponen-
tially, and the amount of detail required
for someone to identify you decreases
exponentially.

Bottom line: assume that everything
you write will be seen by your patients and
by the opposing side in any claim, lawsuit,
or administrative action.

Other Resources

e Federation of State Medical Boards’
“Model Guidelines for the Appropri-
ate Use of the Internet in Medical Prac-
tice,” posted at <www.fsmb.org/pdf/2002 _
grpol_Use_of_Internet.pdf>

¢ “Healthcare Blogger Code of Ethics,”
posted at <http://medbloggercode.com/
the-code>

e Health on the Net Foundation’s HON-
Code, posted at <www.hon.ch/HONcode/
Pro/Conduct.html>

Participants in the Psychiatrists’ Pro-
gram, the APA-endorsed Psychiatrists’
Professional Liability Insurance Program,
managed by PRMS Inc., may access addi-
tional valuable resources such as detailed
articles and tips on topics of interest and
phone consultations through the Risk
Management Consultation Helpline at
(800) 527-9181 from 8:30 a.m. to 5:30 p.m.

Eastern time.

This column is provided by PRMS, man-
ager of the Psychiatrists’ Program, for the
benefit of members. Move information
about the Program is available by visit-
ing its Web site at <www.psychprogram.
com>; calling (800) 245-3333, ext. 389;
or sending an e-mail to TheProgram@
prms.com. A
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was far more than that as evidenced by
the long-standing ovation Sen. Kennedy
received from his peers in both politi-
cal parties as they crowded around him
to shake his hand and pat him on the
back in an outpouring of affection that
has been extremely rare in the Senate
chamber.

So too was Sen. Kennedy the key player
in the effort to pass a comprehensive new
“parity” law in the wake of the limited suc-
cess of the 1996 Mental Health Parity Act.
Despite overwhelming and bipartisan sup-
port for a broad new parity law, and despite
the combined lobbying effort of APA, the
AMA, and the entire mental health com-
munity, we remained stalled until Sen.
Kennedy took the reins in the wake of
Sen. Paul Wellstone’s untimely death and
brought his consummate political skills
fully into play.

Kennedy realized that no amount of
cajoling would steer the bill through
the Senate as long as the business and
insurance groups were opposed to it. He
and Sen. Pete Domenici (R-N.M.) set
up a working group of business, insur-
ance, mental health professionals (APA
included), and patients and charged us
with working out a compromise that we
all would support. He drafted an initial
bill that he knew represented the bound-
aries that could win Senate passage, and

then he set the groups talking and nego-
tiating, with key Kennedy and Domenici
staff coordinating the effort.

Then Sen. Kennedy set one inflexi-
ble requirement: everything was on the
table but no change would be accepted
unless all of the groups “at the table”
agreed to it. The process was arduous.
First the parity advocates and the busi-
ness and insurance groups had to learn
to trust each other, not an easy step. At
times the negotiations seemed to be head-
ing backward. Certainly there were sig-
nificant disagreements—sometimes even
within the mental health groups—but the
senator kept pushing, cajoling, and repri-
manding as necessary to keep the groups
at the table and talking. The final result
was the bipartisan passage of a major
advance in ending discrimination against
our patients. It was also a firsthand les-
son in how skillful a politician Sen. Ken-
nedy was.

Even as he knew he was dying, Sen.
Kennedy was still pushing to better the
lives of Americans with a comprehensive
overhaul of our woefully outdated and
inadequate health care system.

APA members, and particularly our
patients, owe the senator a very great
debt. He will be missed, but his pres-
ence remains in the good works he leaves
behind—a record of compassion and
achievement that few who have served in
the Senate have matched or ever will. W
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APA Gains New 100% Club Member

Albany Medical Center’s College of
Medicine is now a member of APA’s

100% Club. This means that the residents
and faculty at the upstate New York facil-
ity are all dues-paying members of APA.

“We are delighted,” said Victoria
Balkoski, M.D., chair of the Department
of Psychiatry and director of the residency
program. “This reflects outstanding col-
laboration with the New York State Cap-
ital District Branch of APA and our work
together educating the residents about
APA’svery important roles and accomplish-
ments for our patients and our profession.”

As 100% Club members, the program
receives a group picture of its residents
and faculty mounted on a wooden plaque
and a major psychiatry textbook, and each
resident receives an online subscription to
Focus: The Fournal of Lifelong Learning. Both
the textbookand journal are published by
American Psychiatric Publishing Inc.

Psychiatry residents and directors of res-
idency programs seeking more informa-
tion about APA’s 100% Club should con-
tact Nancy Delanoche of APA’s Division
of Education at (703) 907-8635 or e-mail
Delanoche at ndelanoche@psych.org. B

T he psychiatry residency program at

16\

\

e APA

These are the members of Albany Medical Genter’s College of Medicine psychiatry residency program. First row from left: Tavi Thongdy, M.D., Kha-
lid Elnagar, M.D., Victoria Balkoski, M.D. (department chair and residency program director), Janay Fake, M.D., Kamali Swaminathan, M.D., Maaza
G-Amlak, M.D., Hasina Ahmed, M.D., Sanskruti Upasani, M.D., Gabrielli Gorospe, M.D., Hanan Mursi, M.D., and Aparna lyer, M.D. Second row, from
left: Mitchell Cabisudo, M.D., Oksana Kershteyn, M.D. (chief resident), Peggy Serwanski (training coordinator), Irene Mazur, M.D., Alena Antohina,
M.D., Arif Shahabuddin, M.D., Jeffrey Winseman, M.D. (associate residency program director), and Mustafa Kaleem, M.D. Third row from left: Myo
Kyaw, M.D., Laura Diamond, M.D. (chief resident), Farhan Fazal, M.D., and Zindadil Gandhi, M.D. Fourth row: Oleksandr Osipchuk, M.D. Not pictured

are Nicole Tremblay, M.D., and Walter Wahl, M.D.

Melting Pot

continued from page 9

“It seems like all psychiatrists should
know research, right?” Laje asked. “But
the reality is that it is a sort of specialty.
You have to learn the language; you have
to learn statistics, methodology. It’s a
steep learning curve. [Also] my particu-
lar research area is genetics. I had to learn
genetics. So this was an extra layer of
things to learn postresidency and to inte-
grate with my clinical experience.”

“I always wanted to combine some
research, teaching, and practice,” Bokarius

“l love psychiatry. “It is
emotionally draining, but
it gives you satisfaction
in seeing your patients
get better, get back into
the workforce, be more
productive.”

reported. “Butit’s difficult. I don’t thinkit’s
difficult justin the United States; I think it
would be difficult in any country.”

Still other challenges they faced, and are
still facing, derive from being foreign born.

“Currently there is a war going on in
Pakistan, and most of my patients are
very interested in knowing where I'm
from and what is happening in Pak-
istan,” said Shafiq. “So it’s difficult
maintaining a boundary. I do answer
their questions. But I try to be brief and
come back to the reason why they are in
my office.”

Professional Interests Diverse

Even with all the career challenges
they are facing, Baram, Bokarius, Laje,
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Melton, and Shafiq are engaging in
an array of professional activities and
thriving in their chosen subspecial-
ties. Shafiq works as an adult and child
psychiatrist at a community hospital
in Denville, N.J. Melton is an assistant
professor of psychiatry at Baylor Col-
lege of Medicine and a staff psychiatrist
at the Veterans Administration Hospital
in Houston. Baram has a private geriat-
ric psychiatry practice in St. Louis, is
doing a little teaching at St. Louis Uni-
versity, and occasionally sees patients
in a community clinic. Laje is an adult
and child psychiatrist and an associ-
ate clinical investigator at the National
Institute of Mental Health (NIMH).
Bokarius is an attending psychiatrist at
Cedars-Sinai Medical Center, a private
Los Angeles hospital; medical direc-
tor of a small corporation involved in
consultation services in psychiatry and
pain; and a licensed acupuncturist. He
learned acupuncture in Russia and uses
it to treat pain patients.

Many Rewards Reported

Baram, Bokarius, Laje, Melton, and
Shafiq are reaping rich satisfaction from
their work.

“I work at least 80 hours a week,” Baram
reported. “I am running a big practice with
the help of a friend. . . . There is plenty of
work in the field of geriatric psychiatry. . .. I
hope to get some other psychiatrists to join
my practice.”

Also, since Baram is the only Rus-
sian-speaking psychiatrist in St. Louis,
he treats numerous Russian-speaking
patients and finds such work especially
gratifying, he said.

“I love psychiatry!” Shafiq exclaimed.
“Itis emotionally draining, butit gives you

satisfaction in seeing your patients get bet-
ter, get back into the workforce, be more
productive.”

“My mentor at NIMH is phenome-
nal. We have some results, and we have
a couple of patents. It has been extremely
rewarding for me to do these cool, state-
of-the-art things,” commented Laje.

“In addition to the more tangible
rewards that I receive from my work, one
is to practice more Westernized psychi-
atry,” Melton remarked. “[Also,] being
from a different culture helps me under-

stand patients from other cultures. In
Texas, we have a huge Hispanic popu-
lation and large African-American and
Asian ones. ... And I feel that I'm finally
back to where I started, back home in
academic psychiatry—to teach and
continue to learn. This is what I really
enjoy.”

So, just as countless immigrants to the
United States find their American dream,
so do many immigrant psychiatrists, as the
stories of Baram, Bokarius, Laje, Melton,
and Shafiq reveal. W

Collegial Advice Offered

Some foreign-born psychiatrists who are now pursuing successful careers in the United
States (see accompanying article) offer some advice to foreign-born medical school
graduates contemplating entrance into an American psychiatry residency program or to
foreign-born medical school graduates who are already enrolled in such a program.

“The [psychiatry] training here is fantastic,” Gonzalo Laje, M.D., a Maryland psy-
chiatrist from Argentina, remarked. “It is structured and has embedded quality-control
pieces that make it very good. . . . So for people who want to do it, | would say, defi-
nitely go for it. For people who have already started their psychiatry training, | say, fol-
low your dream. If you want to do private practice, you'll have that option. If you want to
do research, you'll have that choice. Advocacy, government, military—there are many
paths that you can take.”

“Hard work pays off; endurance pays off,” testified Bengi Melton, M.D., a Houston psychi-
atrist from Turkey. “If you are here to practice medicine, eventually you will succeed.”

“Do not abandon your career objectives even if some failures come up,” Vadim Baram,
M.D., a St. Louis psychiatrist from Ukraine, advised. “Also, establish connections, because
networking is very important.”

“Look into minority issues and maybe [provide] some expertise in psychiatry from your
country of origin,” said Saima Shafig, M.D., a New Jersey psychiatrist from Pakistan.

A number of people from other countries, especially from countries with ancient his-
tories or cultures, look down on the United States, Vladimir Bokarius, M.D., Ph.D., a Los
Angeles psychiatrist from Russia, ventured. “They think, ugh, Americans are barbarians,
and their history is, come on, only 300 years!” In fact, he admitted to harboring such an
attitude when he moved to the United States. But if you are planning on living and working
in the United States, you should dispense with such arrogance, he counseled. “You have to
connect with the culture here.”



Walker

continued from page 2

American Indian Physicians at its annual
meeting in Arlington, Va. Walker, a Cher-
okee, received the same award 20 years ago.

“It’s humbling to be selected again,” he
said. “I'm honored to be recognized by my
peers for our ongoing work.”

“Walker has really helped bring atten-
tion to the mental health and substance
abuse needs of American Indians and
Native Alaskans, so that people today are
fully cognizant of that need,” said Dan-
iel Dickerson, D.O., M.P.H., an assistant
research psychiatrist in the UCLA Inte-
grated Substance Abuse Programs at the
Semel Institute for Neuroscience and
Human Behavior of the David Geffen
School of Medicine in Los Angeles. Dick-
erson is a former chair of APA’s Commit-
tee of American Indian, Alaska Native,
and Native Hawaiian Psychiatrists and has
known Walker for eight years.

Within APA, Walker has chaired the
Council on Advocacy and Government
Relations and the Committee of American
Indian, Alaska Native, and Native Hawai-
ian Psychiatrists, as well as the Strategic
Planning Committee in the mid-1990s.
He served as speaker of the APA Assem-
bly for the 1996-1997 term.

The One Sky Center began six years
ago with funding from the Substance
Abuse and Mental Health Services Admin-
istration to serve as an advocate as well as
a therapist for communities, said Walker.

“Funding for all underserved commu-
nities is fragmented,” he said. “Our job is
to help them manage the process of inte-
grating and allocating those funds.”

When one of those 562 groups asks
Walker for help, he doesn’t just hand out
an off-the-shelf formula.

“A lot of preparation goes into a visit to
a community,” he said, speaking from 30
years’ experience.

He tells his students to think of the
community as the patient. Just as a physi-
cian must integrate the functions and fail-
ings of different parts of the body, a healer
approaching a community must know the
economic, educational, legal, and health
care dimensions that influence the course
of its illness.

letters to the editor

continued from page 30

tertransference issues. Consider a “med-
check” appointment. Does a mildly dys-
thymic patient who feels lonely need an
antidepressant? The biological rationale
most residents can identify: increase sero-
tonin. But consider the psychological ratio-
nale. Perhaps the medication serves a role
as a transitional object to the doctor. Per-
haps it gives the patient hope that “someone
cares.” There are psychological undertones
and implications of what we do as doctors
in non-“therapy” appointments that are
not insignificant and have therapeutic (and
sometimes countertherapeutic) effects.

I write this letter to remind trainees as
well as mentors that, in fact, there is a role
for teaching psychotherapy skills in modern
psychiatry, even during an era when HMOs
rule the land and 15-minute med checks are
the rule rather than the exception.

MATHEW NGUYEN, M.D.

Gainesville, Fla.

Because tribes are independent, sover-
eign entities under U.S. law, he begins his
discussions with the “ambassadors” from
the tribe, knowledgeable members who
provide him with an introduction to oth-
ers within the group.

“Doing the background work brings
you status and trust,” he said. “They know
you respect them.”

One Sky staff members visit up to 50
tribal communities a year, following their
careful preparation with an intensive
two-day stay that sets the stage for fur-
ther development of specific plans and still
more follow-up.

“When we meet with a community,
we don’t leave,” he said. “They become a
part of One Sky and we maintain contact
over time.”

The center’s Web site includes a
searchable database on 134 programs that
have been tried by tribal groups around
the country.

Walker helps other Indians and Alaska
Natives in another way, too. Over the years,
he and his wife, Patricia Silk Walker, Ph.D.,
M.S.N., anurse epidemiologist, have helped
mentor more than 50 young American-
Indian scientists on their way to earning a
Ph.D., M.D., or master’s degree.

Walker took Dickerson under his wing
when Dickerson was still a medical student.
He guided Dickerson first toward psychia-
try and, once he was in residency at Loma
Linda University Medical Center, urged
him to consider addiction psychiatry as his
specialty. As a result, Dickerson completed
an addiction fellowship in psychiatry and
research at Yale. Today, Walker and Dick-
erson are believed to be the only two certi-
fied American-Indian addiction specialists
in psychiatry, according to Dickerson.

Dickerson returned the favor by men-
toring undergraduates and residents. Next
year, he will become a mentor for a young
researcher.

Expanding that effort has been limited
by the lack of a critical mass of American-
Indian scientists and health care educa-
tors at any one university. In response, the
National Institute on Drug Abuse granted
Walker funds to set up a national men-
tor system for American-Indian, Alaska-
Native, and Native-Hawaiian addiction
researchers, which now includes eight
mentors and an equal number of protégés.

“We’re picking people with a high
likelihood of success and helping them
through the sticky patches of graduate
school and early career development,” said
Walker. Workshops in grant writing and
scientific paper writing have been held or
are planned, for example.

Walker’s own research path has com-
bined two parallel tracks: substance abuse
among American Indians and general health
services and treatment research. He began
by looking at vulnerabilities of American
Indians to alcohol disorders and to preven-
tion and treatment strategies that worked.
He has led one long-term study of 11- to
12-year-old children and their mothers to
document how drug or alcohol abuse arises.

“Dale has helped to engage communi-
ties in research and bring a community-
based, culturally relevant approach to
research,” said Dickerson.

Being named physician of the year is just
another chapter in a career dedicated to
helping American Indians. “The award will
just motivate me to keep going,” he said.

Information about One Sky Center is
posted at <www.oneskycenter.org/>. B
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MH Groups

continued from page 4

said people with an interest in improv-
ing access to mental health care should
engage in the health reform debate. Ear-
lier in the summer, the Bazelon Center
had focused on sending updates to sup-
porters on features of various health
reform bills, but in recent weeks the cen-
ter began to urge them to take action to
support reform.

“It’s much more important that peo-
ple who want reform be heard from at this
stage, given the noise from the people who
don’t” want reform, she said.

The strongly held objections of
health reform critics expressed at town-
hall meetings about the high costs and
expanded government role in health care
parallel the reform-related advertising
campaigns that are unprecedented in
their size and scope. Nationwide, more
than $57 million has been spent this year
through August on advertising related to
health care reform, according to media
reports. At $48 million, proponents have
far outspent opponents.

The spending is set to increase dra-
matically as Congress again takes up

consideration of a health care reform
package this month. Some of the funds
will come from the AMA as a member
of the new pro-reform coalition called
Americans for Stable Quality Care.
Other members include the Federation
of American Hospitals, the Pharma-
ceutical Research and Manufacturers
of America (PhRMA), and the Service
Employees International Union. The
coalition announced plans in August to
spend $12 million on a television adver-
tising campaign aimed at winning sup-
port for current health reform plans.

PhRMA’s spending on TV ads is
expected to increase to a total of $150
million this fall, according to media
reports. By way of comparison, the
2008 presidential campaign of Sen. John
McCain spent $126 million on television
ads.

The Bazelon Center’s information on
bealth care reform and its advocacy efforts
is posted at <www.bazelon.org/issues/bealth
reform/index.btm>. APA’s information
is posted at <www.psych.org/MainMenu/
AdvocacyGovernmentRelations/
GovernmentRelations.aspx>. Mental
Health America’s information is posted
at <www.nmhba.org/>. A

Records

continued from page 7

APA Department of Quality Improve-
ment and Psychiatric Services, cited lin-
gering privacy concerns of psychiatrists
and other physicians in limiting their
switch to HIT systems. Protecting the
confidentiality of the patient-physician
relationship is particularly critical in psy-
chiatric care because of concerns about
employment discrimination and social
stigma toward people with mental ill-
ness, he noted.

Critics of the HIT effort also have
questioned the ability of electronic patient
records to reduce health care costs.

“I don’t think it will save a bundle of
money,” said Uwe Reinhardt, the James
Madison Professor of Political Econ-
omy and Economics at Princeton and a
leading expert in health care financing,

at a June briefing. “It will initially cost
more [to clinicians] to put this in place,
butI think it will enhance the quality of
the treatment because it’s much better
informed.”

Any cost savings from HIT use likely
will come through the collection of elec-
tronic patient data by health care research-
ers looking for promising treatments and
potentially dangerous medications, Rein-
hardt said.

Federal health officials echoed the
research-based potential of the electronic
patient record and assured the public that
regulations will mandate that all person-
ally identifiable patient data are removed
before such records are shared with
researchers.

A New England Journal of Medicine
article by Blumenthal on the challenges of
HIT s posted at <http://content.nejm.org/
cgi/content/full/NEFMp0901592>. B

Health Reform

continued from page 4

overhauling the health system (see article at
top of page 4). Those efforts could be criti-
cal to spurring Congress toward enacting
health care reform legislation this fall, a tar-
get set by President Obama.

Organizing for America, the reconsti-
tuted campaign organization of Obama,
launched a nationwide bus tour earlier this
month to spur passage of health reform
legislation with stops in 11 cities—the last
stop was in Washington, D.C., as Congress
returned from its summer recess. Health
Care for America Now, an umbrella orga-
nization of groups pushing for compre-
hensive health care reform, coordinated
with the national Democratic Party to
hold about 2,000 pro-reform events from
late August to mid-September.

Also, mental health advocacy groups
are urging their members to continue to

contact their congressional representa-
tives and speak out in support of a com-
prehensive overhaul that includes mental
health provisions.

“If we want to be taken seriously, we
need to be partof the process where mem-
bers of Congress hear from their constit-
uents,” said Andrew Sperling, J.D., direc-
tor of legislative affairs for the National
Alliance on Mental Illness (NAMI), in an
interview with Psychiatric News.

Sperling said September is a “critical
stage of the process” to enact reform leg-
islation. Members of Congress returned
from recess after hearing what voters in
their districts thought about the various
reform proposals.

The Kaiser poll results are posted at
<www.kff.org/kaiserpolls/posr082209
pkg.cfm>. The Health Affairs poll is
posted at <bttp://content.bealthaffairs.
org/cgi/content/full/blthaff.28.5.1w909/
DC2>. 1
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Alzheimer’s

continued from page 1

development, and several have recently
moved into phase 3 clinical trials (see
table). Many molecules in the devel-
opment pipeline, particularly biolog-
ics, target the formation or aggregation
of beta amyloid, a peptide that is widely
considered by scientists to play a key role
in Alzheimer’s pathology, particularly in
the formation of protein plaques through-
out the brain.

One of the drug candidates in phase 3
clinical trials is bapineuzumab, a mono-
clonal antibody that binds to beta amy-
loid and clears it from the brain. Johnson
and Johnson recently bought the bapineu-
zumab development program from Elan,
an Irish company, for $1.5 billion. How-
ever, doubts about bapineuzumab’s effi-
cacy emerged after it failed to achieve the
primary endpointin a phase 2 trial. Previ-
ous clinical-trial data also raised a safety
concern about vasogenic edema, or accu-
mulation of fluid in brain tissues, in some
patients. Nevertheless, the trial sug-
gested that the drug may be efficacious
in a subset of patients who do not carry
the apolipoprotein E4 (ApoE4) allele.
The allele increases the risk for develop-
ing Alzheimer’s, but not all Alzheimer’s
patients are carriers.

Eli Lilly also has an investigational
monoclonal antibody known as solane-
zumab, in phase 3 clinical development.
The antibody neutralizes beta amyloid.

Dimebon (also known as latrepirdine)
is another promising candidate currently
being tested in phase 3 clinical trials. The
drug is a small molecule that was used for
years in Russia as an antihistamine under
the name of dimebolin. In a phase 2 clin-
ical trial whose results were published
in the July 19, 2008, The Lancet, patients
with mild to moderate Alzheimer’s who
received dimebon for 26 weeks showed
statistically significant benefits in cogni-
tive functions compared with those who
received placebo. The drugis being devel-
oped by Medivation and Pfizer.

Surprisingly, dimebon was shown to
increase the level of beta amyloid in the
brain, according to animal research stud-
ies released at the International Confer-
ence on Alzheimer’s Disease (ICAD) in
July in Vienna. The finding calls into
question the pharmacological rationale
and effectiveness of blocking beta amy-
loid in treating Alzheimer’s.

At the ICAD, Abbott announced that
it had terminated the development of one
investigational drug for Alzheimer’s. Two
other molecules that interfere with the
beta-amyloid formation process—taren-
flurbil, developed by Myriad Pharma-
ceuticals, and tramiprosate, developed by
Neurochem—have recently failed clinical
trials. Nevertheless, beta amyloid remains
the main target for development research.

Meanwhile, molecular targets other
than beta amyloid are being explored by
small and large pharmaceutical compa-
nies in search of magic bullets against
Alzheimer’s. Eli Lilly’s semagacestat
inhibits gamma-secretase and is in two
phase 3 trials. NIC5-15, a plant-derived
substance tested by Humanetics in
phase 2 clinical development, is another
gamma-secretase inhibitor with insulin-
sensitizing effects. Gamma-secretase is
involved in the production of beta amy-
loid, and its inhibition may decrease the
production of beta amyloid.

Roche is testing R3487, a molecule it
acquired from Memory Pharmaceuticals,
as a treatment for both Alzheimer’s and
schizophrenia. The drug is a nicotinic
alpha-7 partial agonist.

Baxter Healthcare and the National
Institutes of Health are cosponsoring a
phase 3 trial in Alzheimer’s patients on the
efficacy of an intravenous immunoglobu-
lin product (gammaglobulin I'V) it manu-
factures. In a retrospective, case-control
study published in the July 21 Newurology,
a history of intravenous immunoglobu-
lin use was associated with a lower risk of
developing Alzheimer’s in four years. It
has been speculated that passive immu-
nization with a mixture of human immu-
noglobulins, or antibodies, derived from
human plasma may remove beta amyloid
from the body. Other vaccines targeting
beta amyloid are also being investigated
by pharmaceutical companies.

An abstract of “Effect of Dimebon
on Cognition, Activities of Daily Liv-
ing, Bebaviour, and Global Function
in Patients With Mild-to-Moderate
Alzbeimer’s Disease: A Randomised, Dou-
ble-Blind, Placebo-Controlled Study” is
posted at <www.thelancet.com/journals/
lancet/article/PIIS0140-6736(08)
61074-0/abstract>. An abstract of “IV
Immunoglobulin Is Associated With a
Reduced Risk of Alzbeimer Disease and
Related Disorders” is posted at <www.
neurology.org/cgi/content/abstract/
73/3/180>. &

Selected Drug Candidates in Development
For Treating Alzheimer’s Disease

Drug Name Company Mechanism Phase
Dimebon (latrepirdine) Pfizer/Medivation Anti-beta amyloid 3
Bapineuzumab Elan/Johnson & Johnson RO amy_lmd TG S 3
antibody
Semagacestat (LY450139) Eli Lilly Gamma-secretase inhibitor 3
Solanezumab (LY2062430) Eli Lilly ARG L) RIS S 3
antibody
Gammaglobulin IV Baxter Passive immunization 3
CERE-110 Ceregene Inc. Gene therapy to deliver the nerve 2
growth factor gene
ACC-001 Elan/Johnson & Johnson Anti-beta amyloid vaccine 2
PF-4360365 Pfizer Anti-beta amy_I0|d monoclonal 2
antibody
NIC5-15 T Insulin sensmza'tlor.], gamma— 2
secretase inhibitor
R3487 Roche Nicotinic alpha-7 partial agonist 2
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Katrina

continued from page 1

ernment Accountability Office (GAO)
released in July.

Before Katrina, uninsured children and
children from low-income families depended
largely on Charity and University hospitals
for health care, including mental health ser-
vices. Charity Hospital has been closed since
the hurricane. University has reopened but
lacks the combined former capacity of the
two hospitals. As a result, much health care
has shifted to community-based mental
health centers or school-based health cen-
ters that provide some mental health ser-
vices. Two regional human services districts
covering the area also offer some services to
children. All of these services are at or near
their capacity, said Potash.

Numerous federal agencies and pro-
grams provide support for mental health
services in the region. Medicaid and the
State Children’s Health Insurance Pro-
gram together cover 110,000 children in
the area, and the Substance Abuse and
Mental Health Services Administration
funds a number of other programs.

The GAO survey of 18 government,
social service, educational, and health
care organizations in the area found that
they had problems recruiting and retain-
ing child psychiatrists, psychologists, and
nurses. These difficulties have grown
worse since the storm because many pro-
viders who left the area did not return.
While from 2004 to 2006 the number of
psychiatrists in the nation increased by
3 percent, the number in New Orleans
decreased by 21 percent.

The local organizations also pointed
out to the GAO the need for reliable fund-
ing streams and better reimbursement for
services, especially for those rendered out-
side traditional clinic settings. Some fed-
eral programs have provided financial
incentives for professionals to work in the
New Orleans area, but many were tempo-
rary and are due to end this year or in 2010.

Poor public transportation, the loss of
personal automobiles in the flood, compet-
ing family priorities (like housing problems
and unemployment), and stigma about
accepting mental health services also cre-
ate barriers for families seeking help.

Those issues are addressed to some
degree by the re-establishment of school-
based health centers, said the report. Seven
centers existed before Katrina but closed
because of storm damage. However, there
are now nine, and four more are planned.
Locating health centers on school cam-
puses eases transportation problems, and
students from other schools can be driven
to the centers if needed. Parents don’t need
to take off work to get their children to
appointments, and including mental health
services in these centers reduces stigma by
masking the type of care a child receives.

Local health officials told the GAO
investigators that they could not place a
clinic in every school but would develop
a system with hubs that would serve 10
feeder schools.

Limited referral services, including
beds at local inpatient psychiatric hospi-
tals, was another barrier cited by the GAO.
That factor is now complicated by the clo-
sure in August of the New Orleans Ado-
lescent Hospital (NOAH). Gov. Bobby
Jindal’s (R) February budget proposed
closing the hospital, moving some patients
across Lake Pontchartrain to the South-

east Louisiana Hospital in Mandeville,
and expanding community-based services
in the city.

The hospital served only young people
before Katrina, but housed some adults
after the storm.

Maintaining the status quo at NOAH
in the face of budget shortfalls would call
for significant cuts in existing services,
according to a statement by Alan Levine,
M.H.S., M.B.A,, secretary of the state’s
Department of Health and Hospitals, jus-
tifying the decision. The state’s plan shifts
funds to expand local clinics, outreach
teams, and other community-based sys-
tems of care and would also provide trans-
portation to Mandeville for hospitalized
patients’ families, he said.

NOAH’s vulnerability probably arose
because it was to be reopened in stages
after Katrina, said Potash. Not enough
beds were put back into service to bring
the per-bed cost down to expected levels,
so the per-bed cost remained high.

Families of NOAH patients have filed
suit to block the move, but the case won’t
be heard for several months.

“Both sides are genuinely concerned
with the mental health of New Orleans’
citizens, but they have different views on
meeting those needs even with the finan-
cial constraints of the recession,” said Pot-
ash, who favors keeping NOAH open. “But
I haven’t heard any clinical arguments for
closing NOAH, only financial ones.”

Some psychiatric beds remain in the
city, primarily at the LSU Interim Hospi-
tal at DePaul, formerly operated by Tulane
University.

Whether anyone can make a success of
expanded community-based treatment is
open to question, given the past failures
of such ideals in the United States, said
Potash. “To do it right, you would need a
period of overlap with both in- and outpa-
tient services, see if the outpatient services
succeed, then phase out the inpatient ser-
vices,” he said.

That test won’t be carried out in New
Orleans, since NOAH has closed, but the
outcomes will be watched closely.

“Barriers to Mental Health Services

for Children Persist in Greater New Or-
leans, Although Federal Grants Are Help-
ing to Address Them” is posted at <www.
gao.gov/new.items/d09563.pdf>. B
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Parity

continued from page 6

Legislatures in California and Mich-
igan had not finished work for the year
at press time and continued to consider
enactment of parity expansions.

The Alaska bill is posted at <www.
legis.state.ak.us/basis/get_full-
text.asp?session=26&bill=-HB222>;
South Carolina: <wwuw.scstatebouse.
gov/sess118_2009-2010/prever/
390_20090514.htm>; Colorado: <www.
leg.state.co.us/clics/clics2009a/csl.nsf/
fsbillcont3/4B1364EDS12FO0F01872
575890071DD65?0opendrfile=1338_
enr.pdf>; West Virginia: <www.legis.
state.wv.us/Bill_Status/bills text.
cfm?billdoc=HB3288 %20ENR %20
SUB%202.htm&yr=2009& sesstype=R
S&i=3288>; Arkansas: <www.arkleg.
state.ar.us/assembly/2009/R/Bills/
HB2195.pdf>. &



GCHALLENGING.
DIFFERENT.
REWARDING...

BE A LEADER IN
MENTAL HEALTH.

“As a mental health officer in the U.S.
Public Health Service Commissioned
Corps, I'm part of an elite team bringing
mental and behavioral health services
to people most in need. Whether I'm
providing direct mental health care
services or responding to public health
disasters and emergencies, | make a
difference in people’s lives every day. I'm
also rewarded with an excellent package
of salary and benefits, including health
coverage, tax-free allowances for housing
and food, 30 days of vacation each year,
and much more.” i: 11‘; .l .
&;;%IHSIEEN.EII

U.S. PUBLIC HEALTH SERVICE

READY TO MAKE A DIFFERENCE?

MAKE THE U.S. PUBLIC HEALTH
SERVICE COMMISSIONED CORPS
THE HIGHLIGHT OF YOUR CAREER.

The U.S. Department of Health and Human Services is an equal
opportunity employer.

www.usphs.gov  1-800-279-1605
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| ufrEng yusiiivn?

If your career track has failed to meet your

275 facilities in personal and professional aspirations, this may
18 states nationwide with be the perfect time to explore a career with the
openings currently in: leader in correctional mental health. Here are

some of the reasons why we lead the field:
Pennsylvania - State

College & Williamsport
Michigan - Saginaw, Flint,
Ann Arbor, Grand Rapids,

e Less red tape and no managed care
e No reimbursement hassles
e Work schedule conducive to better work/life

Upper Peninsula balance
o e 28 paid days off plus 6 company-paid holidays
Alabama - Birmingham & e CEU $1,500 reimbursement with 4 additional
Montgomery paid days off
Missouri — St. Louis, e Excellent, guaranteed salaries
Kansas City, Jefferson City, e 401(k) plan with employer match
Cape Girardeau e Company-sponsored health, life and disability
Georgia — Atlanta, insurance
Savannah, Augusta, To apply or inquire, contact:
Thomasville, Milledgeville o .
Massachusetts — Shirley Vikkie Schill
Direct: 877.282.5811
Vermont — Various Fax: 609.267.7794
locations E-mail: vikkie@mhmcareers.com
Maryland — Cumberland &
Eastern Shore www.mhm-services.com
Of course, safety is a m
number one priority at all
of our locations. w MHM SerViceS, Inc_

EOE

UCLA Semel Institute

for Neuroscience & Human Behavior

Child OCD, Anxiety, and Tic Disorders Program

UCLA's Department of Psychiatry and Biobehavioral
Sciences, in conjunction with the Semel Institute for
Neuroscience & Human Behavior, seeks a full-time junior
level academic Psychiatrist or Clinical Psychologist

to provide treatment for children with OCD and their
families. The candidate would be expected to collaborate
closely with UCLA's Child OCD, Anxiety, and Tic Disorders
Program faculty and clinical staff.

The successful candidate will be expected to develop a
program of independent research related to developing
techniques in working with both children and families

of children with OCD. Candidates should have
demonstrated ability to acquire extramural research
funding. Candidates must be licensed to practice in the
state of California. Excellent teaching and mentoring skills
are required.

Send curriculum vitae, a statement of research
accomplishments and future plans, and the names and
complete addresses of three references (do not send letters)
via email to: Child Psychiatry Search Committee Chair,
c/o Elizabeth Hiramoto, Psychiatry Academic Personnel
Office at ehiramoto@mednet.ucla.edu

UCLA is an EOE.
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Southwestern Virginia Mental Health Institute - a modern, Joint
Commission-accredited psychiatric hospital with a distinguished history
dating back to 1887 - invites you to consider our opening for a psy-
chiatrist. We are a progressive organization that offers team-oriented
treatment based on recovery principles, with university affiliation, com-
petitive salaries, and generous benefits.

The facility has 172 beds serving adult, geriatric and forensic patients,
located on 85 tranquil acres in Marion, Virginia, deep in the heart of
the Blue Ridge Mountains. We are not dependent on managed care and
on-call duty is not required of our psychiatrists.

Marion is surrounded by beautiful mountains, rich valleys and many
outdoor adventures. It offers the comforts of a small community with
low cost of living, little traffic, good schools, safe neighborhoods, but is
within short driving distance to several metropolitan areas.

We seek candidates who are BE/BC in psychiatry to work with adult
patients.

Candidates for this position will possess or be eligible for licensure to
practice medicine in Virginia.

For additional information, please contact:

Kim Sayers

Human Resources

Southwestern Virginia Mental Health Institute

340 Bagley Circle,

Marion, VA 24354

Phone: 276-783-1204

Fax: 276-783-0844

Website: www.swvmhi.dbhds.virginia.gov

Job Application Site: http:/ljobs.agencies.virginia.gov

EOE

What makes Maimonides

the best plice to worle?

Our clinical excellence and culture of collaboration

Maimonides is Brooklyn's premier specialty care teaching hospital.
We use state-of-the-art clinical and information technology and
train more medical residents than any other hospitals in Brooklyn.
Our highly trained physicians are passionate about medicine,
compassionate about people.

Psychiatrist

In this role you will work as a Psychiatrist on an adult inpatient
teaching unit to provide clinical care and supervise psychiatric
residents. A NYS license, board certification and a strong interest
in teaching required. Qualified candidates are eligible to receive
federal loan repayment.

Psychiatric Emergency Service
Per Diem Psychiatrists

Supervise residents in the Department of Psychiatry's new
Emergency Service. Candidates must be board certified or
eligible. Night and weekend shifts are available.

We offer a generous compensation and benefits package. Please send
CV to: Dr. Andrew Kolodny, email: akolodny@maimonidesmed.org
or fax: 718-283-6540. EOE.

Yy Maimonides

Medical Center
www.maimonidesmed.org

Passionate About Medicine. Compassionate About People.

PROFESSIONAL OPPORTUNITIES / pn.psychiatryonline.org




Only a few positions remain open.

DMH offers a dynamic
environment with clear
career trajectories,
innovative programs in
diverse work settings, and
outstanding, supportive
colleagues, staff and
administration.

Gia Crecelius, M.D.
Carol Eisen, M.D.

With annual salaries ranging from $142,944 to $288,483,and an
excellent benefits package with exceptional retirement plans,

positions are filling quickly.
For immediate consideration,

Roderick Shaner, M.D., Medical Director

© Copyright 2009, County of Los Angeles. All Rights Reserved.

Available Positions: Crisis Resolution Services (South LA), Wellness Centers (Lancaster and Compton),
Adult Outpatient Sites (Santa Clarita, Canoga Park, Los Angeles, and Arcadia), Juvenile Camps (Lancaster)

A great job enhances
the quality of your life.

From clinics to wellness centers, jail and juvenile justice sites, field-
based treatment and other specialized programs, DMH provides
quality care to diverse populations.It’s challenging and rewarding
work, offering opportunities to positively impact people’s lives.

send your CV via e-mail to: omd@dmh.lacounty.gov

Los Angeles County Department of Mental Health
550 S.Vermont Avenue, Los Angeles, CA 90020

Orlando VA Medical Center
Human Resources

5201 Raymond Street
Orlando, FL 32803
321-397-6529

Orlando

VA Medical Center

“Serving Those Who Have Served”

The Orlando VA Medical Center is recruiting highly qualified and
motivated psychiatrists interested in opening a new VA medical
center and affiliating with an innovative new medical school at the
University of Central Florida. Board certification in psychiatry and
academic experience are preferred. Board eligibility in psychiatry

is required. Positions are available in Orlando and in clinics in
Kissimmee, Orange City, Leesburg and Clermont, FL. Positions for
addictions psychiatrists are available. We are expanding our staffin
preparation of moving in 2012 into a new 140 bed VA medical center
including 40 inpatient psychiatry beds and a 60 bed domiciliary.
The new medical center is affiliated with and adjacent to the

UCF College of Medicine as well as other healthcare and research
facilities in the Orlando Medical City (www.learnlakenona.com.)
Academic appointments at UCF are available and encouraged.

For full vacancy details and instructions on how to apply visit:
www.usajobs.opm.gov

Clinical Information:

Paul Deci, MD

Chief of Mental Health Services
321-397-6288
Paul.Deci@va.gov

\ ~ : \ VA is an Equal Opportunity Employer

EXCELLENT OPPORTUNITIES FOR UNIVERSITY OF KENTUCKY FACULTY AFFILIATION!

ADULT PSYCHIATRIST

CHILD AND/OR
ADULT PSYCHIATRIST

Bluegrass Regional Psychiatric Service, Inc.
(Eastern State Hospital) is an adult psychiatric
hospital and has an immediate opening for a
Psychiatrist. The hospital is a 180 bed facility and is
located in Lexington, Kentucky. The hospital has
award winning programming, including a treatment
mall and a recovery based approach to treatment.
The hospital provides inpatient services to over 50
counties in the central Kentucky area. Psychiatrists
will lead a multidisciplinary treatment team for
patient care with a caseload of up to 15 inpatients.
Hoursareflexiblebutgenerally M-F8:00am—4:30 pm.
Competitive salary plus outstanding fringe benefit
package, including generous vacation, retirement,
health/dental insurance, malpractice insurance and
sign-on bonus.

Contact:
Anthony Siegel, MD
Hospital Physician Recruitment Liaison
Bluegrass Regional Psychiatric Services
(Eastern State Hospital)
627 West Fourth Street, Lexington, KY 40508
Phone: 859-246-7000 Ext 6526
Fax: 859-246-7415
e-mail: ajsiegel@bluegrass.org

NEwW
STATE-
OF-THE-
ART
FaciLity FOr
EASTERN STATE
HosPITAL,
RECENTLY
APPROVED
By
KENTUCKY
GOVERNOR,
WITH
EXPECTED
COMPLETION
IN 2011

Bluegrass Regional MH-MR Board offers an
excellent opportunity for Psychiatrist specializing
in child/adolescent and/or adults services. Strong,
growing organization that has been in operation for
over 40 years. Our region offers the conveniences of
large cities such as Lexington and Louisville coupled
with the charm and quality of life found in rural
Kentucky communities. Psychiatrists work in two
to four counties and are part of a professional treat-
ment team. Voluntary on-call. Competitive salary
plus outstanding fringe package, including 4 weeks
vacation, retirement, health/dental insurance,
malpractice insurance and sign-on bonus.

Contact:

Maureen McCabe, MD
Regional Medical Director
Bluegrass MH MR Board
1351 Newtown Pike, Lexington, KY 40511
Phone: 859-633-9367
Fax: 859-623-9389
e-mail: memccabe@bluegrass.org

The Beautiful Bluegrass State, visit our website at www.bluegrass.org

PROFESSIONAL OPPORTUNITIES / pn.psychiatryonline.org
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DEPARTMENT OF VETERANS AFFAIRS
MEDICAL CENTER

DAYTON, OHIO

The Dayton Veterans Affairs Medical Center (VAMO), in collaboration with Wright
State University Boonshoft School of Medicine in Dayton, Ohio, seeks a Medical
Director (Opiate Treatment Program), full-time Psychiatrists, and one part-time
Psychiatrist (Dual Diagnosis), to provide direct patient care in both the residential
and outpatient settings. The incumbents must be well versed in the major treatment

The Medical Center is a 539-bed multi-specialty Dean’s Committee Hospital.

Applicants should be board-certified or board eligible. Graduating residents and fel-
lows may apply; have a license from one of the 50 states; and be a citizen or
permanent resident or the USA.

Dayton VAMC employees enjoy excellent federal benefits and competitive salaries.

Dayton, the birthplace of flight, is located in the beautiful rolling hills of Southwestern
Ohio and offers the convenience of a city, without the hassles. The metropolitan area
has five universities, excellent school systems, museums, theaters, and other recre-
ational opportunities, and is the home of Wright-Patterson Air Force Base.

+  Dayton VAMC employees enjoy excellent federal benefits and competitive
salaries.

. Recruitment incentive and moving/relocation expenses may be authorized.

*  Medical Malpractice Claims coverage is provided under the Federal Tort Claims Act.

+  The Dayton VA Medical Center has active affiliations with the Wright State Uni-
versity Boonshoft School of Medicine and the School of Professional Psychology.

. Faculty positions and resident teaching opportunities are available at the Wright
State University Boonshoft School of Medicine.

Send curriculum vitae with three references to:

Dave Drew, Acting Chief Mental Health Service
Dayton VA Medical Center

Mental Health Service

4100 West Third Street

Dayton, OH 45428

E-mail: Dave.Drew@va.gov
Tel: 937-268-6511, ext. 2667 Fax: 937-267-3924

The VA is an Equal Opportunity Employer

modalities for diagnosing and treating a wide variety of psychiatric disorders in Veterans.

Leadership
Opportunities

Isn’t it time

for something better?

Adult Psychiatrists
Bremerton, Washington

Group Health Permanente is currently seeking BE/BC
Adult Psychiatrist. Group Health is dedicated to
providing comprehensive, innovative & patient-centered
care to communities throughout WA. We offer flexible
schedules with generous benefits & competitive salaries

* |deal candidate will have knowledge & skills in
medication management and team consultation

* 100% outpatient opportunity perfect for those with
experience working with diverse patient populations

* Unparalleled living, Bremerton offers affordable
housing, excellent schools & breathtaking views

For additional information or to submit your CV, please contact:

Cayley Crotty — crotty.c@ghc.org
206-448-6519

EOE/AA

@ GroupHeailth.

www.ghc.org/greatjob

Kings County Hospital, Brookiyn, NY

n Join Joseph Merlino, MD, MPA, Deputy Executive Director for Behavioral

Behavioral Health

Health Services and become an integral part of the new leadership team in

KCHC'’s $153 million state-of-the-art Behavioral Health Pavillion.

Director Comprehensive Psychiatric Emergency Program

This newly created position has clinical and administrative responsibilities for the richly staffed Psych ER, Extended
Observation Beds, Mobile Crisis Center and Crisis Residence.

Qualifications: BC Psychiatrist trained at an accredited medical school, strong clinical and interpersonal skills, and
progressive leadership experience in a busy urban Emergency Department.

Weekend Chief Behavioral Health Services

Provide supervision, bridging continuity of coverage weekdays/weekends - 230 beds including adult,
adolescent, child and chemical/detox beds, CPEP and crisis beds. Coverage schedule is flexible.

|deal schedule would be a four day work week, Friday - Monday - 10 hour days.

Will consider hiring two Psychiatrists able to alternate or split Saturday and Sunday coverage.

Qualifications: Candidates should be a BC Psychiatrist with proven progressive leadership
experience in an Academic setting. Inpatient and CPEP experience preferred, but those with

leadership experience in either area are welcome to apply. Hospital Center

For consideration, contact Lois Sacks, Director of Physician Recruitment,
PPA Search: 914-251-1000 x 117 Fax: (914) 251-1055

e-mail indicating position of interest: LSacks @ ppasearch.com K I N G s c 0 u N'I'v
Member of the NYC Health and Hospitals Corporation. Equal Opportunity Employer H 0 s P ITAI- c E NTE B
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Patient Centered

Care Focused

Assistant Medical Director
Behavioral Health — Inpatient Care

HealthPartners Medical Group is a top multi-specialty group based in Minneapolis/St.
Paul, Minnesota. Regions Hospital is our busy NAMI “Provider of the Year” hospital in St.
Paul, home to our ER-based short-stay psychiatric unit and inpatient psychiatric facilities.

We are recruiting for an Inpatient Behavioral Health Medical Director at Regions Hospital.
In addition to maintaining substantive patient care responsibilities, this consensus-building
leader will measure and improve quality of inpatient psychiatric care and patient flow;
oversee our Psychiatric Consultation & Liaison Service; engage and supervise Regions
Hospital inpatient psychiatrists, moonlighters and Advanced Practice Providers; develop
and implement inpatient mental health policies/procedures; and ensure hospital regulatory
requirements are met (JCAHO, CMS, MN DMS, etc.). In addition, there will be a
substantial role with our psychiatric residents, medical students and NP/PA fellows.

Qualified candidates will have at least two (2) years’ experience leading and motivating
hospital-based Inpatient Behavioral Health care teams, and at least five (5) years recent
inpatient practice experience. Board Certification in Psychiatry and active, valid MN
medical licensure are required. We offer a competitive compensation and benefits package,
paid malpractice coverage, and a rewarding work environment.

Forward your CV and cover letter to lori.m.fake @healthpartners.com or apply online
at www.healthpartners.jobs. Call (800) 472-4695 x1 for more information. EOE

2=
Zis HealthPartners®
Medical Group

www.healthpartners.com www.regionshospital.com

Use the AP

U

Mental Health Care Professionals
Psychiatrists/Psychologists/Social Workers

Clinical Nurse Specialists/ Addiction Therapists

Join VA Northern California Health Care System’s (NCHCS) mental health
care team and support America’s heroes. NCHCS is now hiring mental
health care professionals to be part of our interdisciplinary care team; you'll
treat patients struggling with the full range of emotional and mental disorders,
including PTSD, traumatic brain injuries, mood disorders, substance abuse
disorders, and sexual trauma. You'll work in an environment where innovation
is encouraged, and scientific evidence directs our practice.

We are now hiring for full and part time positions in Sacramento, Fairfield,
Redding and Chico. Call today and be a part of VAs Mental Health

Enhancement Initiative.

* Interdisciplinary care team model of practice

®  Practice model is based on care needs, not insurance company
regulations

*  Your out of state license allows you to practice at any of our facilities

*  Diverse professional opportunities - clinical, leadership, research,
education, and national policy development

®  Salary is competitive and based on credentials and experience

*  Exceptional paid time off package

= Excellent health and retirement benefits

®  Student loan reimbursement of up to $38,000 for psychiatrists,
psychologists and psychiatric nurses

Please email Erica Settlemyer, Human Resources Specialist at

erica.settlemyer@va.gov

Department of Veterans Affairs is an Equal Opportunity Employer

 Job Baflk’s . -

~Confetence onnectton tool to set up

“interviews at*the Instltute on Psychlatrlc Serv1ces

Candidates

Access the most comprehensive listing of psychiatric positions
and find your ideal position at the APA Job Bank at psych.org/
jobbank. Register to use the Conference Connection, post your

resume, receive instant job alerts, use the career tools and more.

Employers

Use the many resources of the APA Job Bank at psych.org/
jobbank to meet qualified candidates and make a smart recruit-
ment decision. Advertise in the Psychiatric Services and/or Psy-
chiatric News classifieds and the APA Job Bank and receive a 10%
discount on each. Reach more psychiatrists at the Institute on
Psychiatric Services with our bonus distribution of the Psychiatric
Services October issue (deadline 9/3) and the Psychiatric News
October 2 issue (deadline 9/4). For more information, contact

Alice Kim at (703) 907-7330 or classads@psych.org

- i

- - -

Sign up for the Conference Connection at the Institute on Psychiatric Services, October 8-11 in New
York City, and let potential employers and candidates know that you will be attending the meeting.

Candidates and Employers

During the meeting, stop by the APA Job Bank booth in the
APA Member Center to search the database and ask a representative
to demonstrate Job Bank features. The Institute on Psychiatric
Services is the APA’s leading educational conference on clinical

issues and community mental health—for more information,

visit psych.org/ips

APA Member Center and Job Bank

Location: ~ Sheraton New York Hotel and Towers
Metropolitan Room, 2nd floor
Hours: Thursday, October 8 1:30 p.m. - 5:45 p.m.

Friday, October 9 9:30 a.m. - 12:00 p.m.
1:30 p.m. - 5:45 p.m.

Saturday, October 10 9:30 a.m. - 12:00 p.m.

PROFESSIONAL OPPORTUNITIES / pn.psychiatryonline.org
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classifieds

pn.psychiatryonline.org

CLASSIFIED ADVERTISING

INFORMATION

2009 RATES:

o $24 per line for orders of 1 to 2 insertions

o $22 per line for orders of 3 or more consecutive
insertions if your written order specifies a 3 or
more consecutive issue run

e $21 per line for orders of 6 or more insertions if
your written order specifies a 6 or more issue run

¢ 1 line = approximately 43 characters

6 line minimum

$35 extra for confidential blind box number

Classified rates are non-commissionable

Overseas and “Practice for Sale” advertisers are

required to prepay in full with a credit card

FREE ONLINE ADVERTISING:

Psychiatric News classified ads are posted on
pn.psychiatryonline.org as each issue is pub-
lished on the first and third Friday of each month.

Natiomuid

HFCS

THE 1ST CHOICE IN
PSYCHIATRIC RECRUITMENT

Visit our website www.fcspsy.com
Over 400 permanent searches nationwide.
800-783-9152

www.LocumTenens.com/pn
thill@locumtenens.com
1-888-223-7950

Top Jobs for Locum Psychiatrists. Locum
Leaders is a premier psychiatry locum tenens
firm offering direct deposit and weekly pay, A++
occurrence malpractice insurance, and paid
travel and housing! Visit www.locumleaders.
com or call Will Drescher at 877-562-8656.

ALABAMA

Taylor Hardin Secure Medical, a 115-bed
state forensic psychiatric hospital, seeking
licensed/or eligible in Alabama psychiatrists for
adult patients committed by the circuit courts.
BC in psychiatry required. Experience in
forensic psychiatry preferred.

Psychiatrist III - 72 months+ experience in
psychiatry with administrative experience
($134,968 - 205,792). See APA Job Bank related
ad.

Psychiatrist II - graduation from an accredited
school of medicine and Board Certified by
ABPN. ($125,316 - 191,044)

Send resume to Joe K. Long, Director of Human
Resources, Taylor Hardin Secure Medical, 1301
Jack Warner Parkway N.E., Tuscaloosa, AL
35404; or email clayton.shealy@hardin.mh.
alabama.gov with questions. EOE

View the classifieds online at

pn.psychiatryonline.org
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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

ARIZONA

MEDICAL DIRECTOR

Aurora Behavioral Health System, a 90 bed
JCAH accredited, psychiatric hospital located in
Glendale Arizona is seeking a Board Certified
Medical Director to join our management team.
This position offers diverse clinical and
administrative opportunities with oversight of a
medical staff comprised of in house and private
physicians. Our facility offers high quality men-
tal health and chemical dependency programs
for adults and adolescents. We are located in the
Phoenix area and are only minutes away from
professional sports venues, winter snow skiing,
and renowned dining and shopping opportuni-
ties. Arizona licensure to practice medicine is
required. Certification by the American Board
of Psychiatry and Neurology required. Clinical
hospital experience in psychiatry is required.
Past administrative experience is preferred.

We offer a competitive salary and benefit
package, including health insurance, malpractice
insurance and a generous leave package
including time off for CMEs. For consideration,
please send your applications of interest to Laura
Miller, Director of Human Resources at: Aurora
Behavioral Health System, 6015 W. Peoria Ave,
Glendale, AZ 85302.

ARKANSAS

LITTLE ROCK & FAYETTEVILLE-
General & Child Psychiatrists. Admin/Clini-
cal & Staff positions. Inpatient & partial pro-
grams. Fulltime or part-time positions offering
very competitive salary, benefits & bonus. Con-
tact Joy Lankswert, In-house recruiter @ 866-
227-5415 or email joy.lankswert@uhsinc.com

CALIFORNIA

Large Psychiatric medical/legal practice
throughout CA is expanding. We are looking for
Psychiatrists to perform Workers’
Compensation evaluations. Interested? Please
call (800) 577-1717 ask Marlene

Psychiatrist Opening at the County of Santa
Barbara. Our Lompoc Clinic ACT Program is
actively recruiting for an ADULT BOARD
CERTIFIED OUTPATIENT PSYCHIA-
TRIST. Call ratio is one weekend out of every
2 months. Salary will pay up to $210,761 plus
$5,927.74 cash benefit allowance. We also offer
the opportunity for relocation assistance and
other incentives. For a more detailed job
description and to apply for the position please
visit www.sbcountyjobs.com. You may also
contact Tarah Cronquist at tcronquist@
sbcountyjobs.com, or by calling at 805-884-
8098. Job will be open until filled. The County
of Santa Barbara strongly promotes diversity and
equality in the workforce.

SUBMISSIONS: Email, Fax or Mail ad copy, including
issue dates desired, contact name, phone number,
and billing address, to:

Psychiatric News Classifieds
American Psychiatric Publishing Inc.
1000 Wilson Blvd, Suite 1825
Arlington, Virginia 22209-3901

(703) 907-7331 e 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.

UC DAVIS SCHOOL OF MEDICINE
DEPARTMENT OF PSYCHIATRY AND
BEHAVIORAL SCIENCES

Health Sciences Assistant/Associate Clinical
Professor - APSS Clinic. The University of
California, Davis, Department of Psychiatry and
Behavioral Sciences is recruiting for a Health
Sciences Assistant/Associate Clinical Professor
in the clinician/teaching series to serve as
teaching attending at the Adult Psychiatry
Support Services Clinic located next to the UC
Davis Medical Center in Sacramento. The
Clinic is staffed with four UC Davis faculty, two
general psychiatry residents, and two medical
students. Experience in teaching and supervi-
sion of medical students, residents, and other
mental health professional is highly desirable.
The successful candidate should be board
eligible or certified in general psychiatry, be in
possession of or eligible for a California Medical
license, and have an interest in psychiatric edu-
cation and training. The successful candidate
will lecture in seminars and case conferences,
and provide group and individual supervision of
clinical cases. The incumbent will provide
clinical teaching for general psychiatry residents,
psychology fellows, medical students and other
mental health professionals including timely and
appropriate evaluation of trainee performance.

For full consideration, applications must be
received by November 30, 2009. Position is
open until filled, but no later than February
28,2010. Interested candidates should email
a curriculum vitae and letter of interest in
response to Position #PY-06R-09 to juli.
koeberlein@ucdmc.ucdavis.edu. In confor-
mance with applicable law and University policy,
the University of California, Davis, is an equal
opportunity/affirmative action employer.

http://www.ucdme.ucdavis.edu/psychiatry/

San Diego County needs psychiatrist for
hospital, possible ER and telepsychiatry. Salary
extremely competitive for San Diego - up to
170K plus 10% Boards and extra 5% second
Boards. CV to Marshall Lewis, MD, Clinical
Dir, County Behavioral Health Div, Marshall.
Lewis@sdcounty.ca.gov. Apply now at www.
sdcounty.ca.gov/hr.

Karl E. Douyon, M.D., Inc.

Psychiatrists are needed as independent
contractors for Locum Tenens positions in
California. Pay is $175 per hour depending on
location. On call pay is extra. Hours are flexible
for weekdays and some weekends. Call 805-644-
4093. Fax resumes to 805-830-6300.
karledouyonmd.com

Intuitive Health Services, Inc.

CA Corrections $170 an hour with $42 on call
by phone.

4-10’s and week-ends often available.
Atascadero State Hospital $185 an hour.
Contact us at: (805) 703-3729 intuitivehealth
services@intuitivehealthservices.com
www.intuitivehealthservices.com

DEADLINES: All new advertising copy, changes, and
cancellations must be received in writing by Friday,
2 p.m. (E.T) two weeks prior to publication date.
Publication dates are the first and third Fridays of
every month. Specific deadline dates for upcoming
issues are as follows:

Issue Deadline (Friday, 2 p.m. E.T.)
October 16 October 2
November 6 October 23

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.

UC DAVIS SCHOOL OF MEDICINE
DEPARTMENT OF PSYCHIATRY AND
BEHAVIORAL SCIENCES

Health Sciences Assistant/Associate Clinical
Professor. The University of California, Davis,
Department of Psychiatry and Behavioral
Sciences is recruiting for a Health Sciences
Assistant/Associate Clinical Professor in the
clinician/teaching series to serve as a teaching
attending on the Psychosomatic Medicine
Service located at the UC Davis Medical Center
in Sacramento. The Unit is staffed with three
UC Davis faculty, general psychiatry residents,
and UC Davis medical students. Experience in
teaching and supervision of medical students,
residents, and other mental health professionals
is highly desirable. The successful candidate
should be board eligible or certified in general
psychiatry, be in possession of, or eligible for, a
California Medical license, and have an interest
in psychiatric education and training.
Completion of a fellowship in Psychosomatic
Medicine is highly desirable but not required.
The successful candidate will lecture in seminars
and case conferences, and provide group and
individual supervision of clinical cases. The
candidate will also provide clinical teaching for
general psychiatry residents, psychology fellows,
medical students and other mental health
professionals including timely and appropriate
evaluation of trainee performance.

For full consideration, applications must be
received by November 30, 2009. Position is
open until filled, but no later than February
28, 2010. Interested candidates should email
a curriculum vitae and letter of interest in
response to Position #PY-07R-09 to Juli
Koeberlein at juli.koeberlein@ucdmec.
ucdavis.edu. In conformance with applicable
law and University policy, the University of
California, Davis, is an equal opportunity/
affirmative action employer.

http://www.ucdme.ucdavis.edu/psychiatry/

BUNDLE YOUR ADS!

Bundled pricing is a great
way to save, while receiving
maximum exposure for
your ad.

Save 10% on all orders when
running an ad in print
(Psychiatric News and/or
Psychiatric Services) and the
APA Job Bank.

Contact Alice Kim at
703.907.7330 or
classads@psych.org
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CALIFORNIA
BC/BE STAFF PSYCHIATRIST

Patton State Hospital is recruiting board
certified/eligible psychiatrists. Patton is a Joint
Commission accredited, 1500 bed, adult
forensic psychiatric hospital, with an extremely
interesting and challenging patient population.
The hospital is nestled below Arrowhead and
the San Bernardino Mountains, 65 miles east of
Los Angeles; an hour’s drive to beaches, Palm
Springs, or mountain lakes and skiing. Salary
with Board Certification starts at $18,622 and
goes to $21,311 monthly. Salary for Board
Eligible starts at $18,146 and goes to $20,711
monthly. In addition, Patton offers excellent
benefits (health, dental, and vision; license
renewal; malpractice insurance; tax-deferred
compensation; paid annual leave and 12 holidays
(plus one personal holiday), as well as seven days
per fiscal year of Continuing Medical Education
leave). Voluntary on call duty is compensated
on an hourly basis over and above base salary.
We provide civil service security and retirement
plans (including safety retirement). For
confidential consideration, send CV to George
Christison, M.D., (A) Medical Director, 3102
East Highland Avenue, Patton, California
92369, (909) 425-7326 or Fax (909) 425-6635.

UC DAVIS SCHOOL OF MEDICINE
DEPARTMENT OF PSYCHIATRY AND
BEHAVIORAL SCIENCES

CHILD PSYCHIATRIST TEACHING
ATTENDING. The University of California,
Davis, Department of Psychiatry and Behavioral
Sciences is recruiting a Health Sciences
Assistant/Associate Clinical Professor for the
Child Psychiatry Division. The position is in
the clinician/teaching academic series. The
individual will provide outpatient psychiatry
services and teaching at the Child and
Adolescent Psychiatry Clinic operated by the
County of Sacramento. The clinic serves as a
teaching site for general psychiatry residents,
child psychiatry residents, postdoctoral
psychology fellows and medical students. The
successful candidate should be licensed or
license eligible in the State of California and
board eligible or certified in general psychiatry
and child and adolescent psychiatry, and have an
interest in psychiatric education and training.
The successful candidate will lecture in seminars
and case conferences, and provide group and
individual supervision of clinical cases. The
candidate will also provide clinical teaching for
child and general psychiatry residents,
psychology fellows, medical students and other
mental health professionals including timely and
appropriate evaluation of trainee performance.

For full consideration, applications must be
received by December 31, 2009. Position is
open until filled but not later than March 31,
2010. Interested candidates should email a
curriculum vitae and letter of interest in
response to Position #PY-01R-10 to Juli
Koeberlein at juli.koeberlein@ucdmec.
ucdavis.edu. In conformance with applicable
law and University policy, the University of
California, Davis, is an equal opportunity/
affirmative action employer.

bttp:/fwww.ucdme.ucdavis.edu/psychiatry/

UC DAVIS SCHOOL OF MEDICINE
DEPARTMENT OF PSYCHIATRY AND
BEHAVIORAL SCIENCES

Chief, Addiction Psychiatry Division. The
Department of Psychiatry and Behavioral
Sciences at the UC Davis School of Medicine is
recruiting a ladder rank/in residence Associate
Professor or Professor of Psychiatry to develop
a new Division of Addiction Psychiatry. The
successful candidate will be proposed for an
appointment to an endowed professorship in
addiction psychiatry which is currently in the
process of being established. The candidate will
also be proposed for appointment to the North-
ern California VA Health System to coordinate
substance abuse clinical services, research and
education at their Sacramento site. The success-
ful candidate should have a record of federally
supported research in addiction psychiatry and
experience in establishing and growing new
research-oriented clinical enterprises. A start-up
package will be provided so the candidate may
recruit several additional faculty members with
experience in addiction psychiatry research.
The search committee is chaired by Professor
Cameron Carter, Chief of the department’s
schizophrenia research program and Director of
the medical center’s Imaging Research Center.
The successful candidate should be board certi-
fied in general psychiatry, and be in possession
of, or eligible for, a California Medical license.

For full consideration, applications must be
received by December 31, 2009. Position is
open until filled, but no later than December 31,
2009. Interested candidates should email a
curriculum vitae and letter of interest in
response to Position #PY-05R-09 to Juli Koe-
berlein at juli.koeberlein@ucdmec.ucdavis.edu
and contact Professor Carter at cameron.carter@
ucdmc.ucdavis.edu for more information. In
conformance with applicable law and University
policy, the University of California, Davis, is an
equal opportunity/affirmative action employer.

btp:/fwww.ucdme.ucdavis.edu/psychiatry/

COLORADO

BOULDER: General or Child Psychiatrist.
Staff and Admin/Clinical positions. Inpatient &
Partial programs. Fulltime positions offering
salary, benefits and incentive plan. Newly ac-
quired UHS hospital. Contact: Joy Lankswert,
In-house recruiter @ 866-227-5415 or email joy.
lankswert@uhsinc.com

Horizon Health, the nation’s leader in Psychi-
atric Contract Management seeks a Psychiatrist
for a 10-bed Gero-psych unit less than one
hour from Denver International Airport.
Attractive salary and benefits accompany this
exciting new opportunity. Contact: Mark Blak-
eney, Horizon Health, 972-420-7473, fax CV:
972-420-8233, or email mark.blakeney@
horizonhealth.com. EOE.

CONNECTICUT

Full time psychiatrist, inpatient or outpatient
service. Dept of Psychiatry at outstanding
ommunity hospital in central CT. Experienced,
collegial, professional, multidisciplinary team.
Reasonable call, competitive salary & benefits.
Respond in confidence to Robert Grillo MD,
Chairman Dept Psychiatry Middlesex Hospital
robert_grillo_md@midhosp.org

Increase Visibility - Add a Logo

A 4-color logo, at just $265 per issue, will attract even more prospects

to your print and online ad; black and white logos cost just $190

Email your logo to classads@psych.org as a 300 dpi TIFF or EPS file.
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FULL-TIME/PART-TIME/PER DIEM ADULT
PSYCHIATRIST
Central Connecticut

Full-time/Part-time/Per Diem opportunity for
BC/BE adult psychiatrist at Saint Francis
Hospital and Medical Center. You'll work in the
adult psychiatric unit with a skilled, multi-
disciplinary team of Master’s-level therapists,
nurses and mental health workers treating a
broad spectrum of psychiatric patients.
Additional responsibilities may include treating
adult patients in a partial hospital or intensive
outpatient setting. We offer flexible hours with
an opportunity for permanent PT/FT position.

Our central Connecticut location offers a wide
range of upscale suburban living choices and all
the amenities of the New England region,
including first-rate schools, and the pleasures of
country and coastal environments. Close
proximity to professional sporting events,
concerts, ballet, theatres, skiing and boating, and
less than two hours to Boston and New York.

For more information about this opportunity,
please contact Christine Bourbeau in the
Recruitment Office at 800.892.3846 or fax/email
your CV to 860.714.8835

Email address: cdoughti@stfranciscare.org
Please visit our website at:
www.saintfranciscare.com

EEO/AA - A/E/D/V,
pre-employment drug testing

DELAWARE

WILMINGTON / NEWARK & DOVER:
Child Psychiatrist. Inpatient/partial programs.
Very competitive salary, benefits & incentive
plans. Will sponsor visa candidates. Contact Joy
Lankswert @ 866-227-5415; OR email joy.

lankswert@uhsinc.com

DISTRICT OF COLUMBIA

Washington, DC
George Washington University Medical
Center

Founded in 1977, this ACGME-accredited
fellowship in Psychosomatic Medicine is
currently accepting applications for three
PGY-V positions starting July 1, 2010. Under
the guidance of Thomas N. Wise, M.D. and
Catherine C. Crone, M.D., the fellowship
offers training in both inpatient and outpatient
settings at a large tertiary care teaching facility
that provides care to a diverse socioeconomic
and cross-cultural patient population. This
includes extensive experience in oncology,
Ob-Gyn, HIV, pulmonary, cardiology, and
organ transplantation. Emphasis is placed on a
balance of clinical experience and didactic teach-
ing addressing the biopsychosocial approach to
understanding the medically ill patient. The
experience is enhanced further by constant
mentoring throughout the academic year along
with efforts to tailor the training experience
according to the individual fellow’s interests and
career goals. Opportunities in teaching,
research, and outpatient psychotherapy are
readily available and strongly encouraged. The
program is based at Inova Fairfax Hospital, an
833-bed hospital located near Washington, D.C.

Interested individuals should contact
Catherine C. Crone MD, Fellowship
Director

George Washington University Medical
Center

c/o Inova Fairfax Hospital

3300 Gallows Rd, Falls Church, VA 22042
(703) 776-3380 Fax: (703) 776-3029
cathy.crone@inova.org

ASSISTANT/ASSOCIATE PROFESSOR -
Psychiatry

Howard University invites applications for two
tenure-track, assistant/associate professor
positions, to begin immediately. Candidates are
sought for full time academically oriented
psychiatrists to work in our Outpatient Mental
Health Clinic program and community based
sites. Preference will be given for an addiction
psychiatrist for one position. With a faculty
appointment, opportunities for resident and
medical student supervision, teaching, and
involvement in funded clinical research
programs will be available. Candidate must be
able to be Licensed in the District of Columbia,
Board Eligible or Certified in the practice of
adult/child psychiatry, and be a citizen of the
United States or a permanent resident alien.
Salary will commensurate with qualifications
and experience. Interested applicants should
submit a letter of interest, CV, four recommen-
dation letters to: William B. Lawson, MD, PhD,
Chair, Department of Psychiatry and Behavioral
Sciences, Howard University Hospital, 2041
Georgia Avenue, N. W., Washington, D. C.
20060; or by email to wblawson@howard.edu :
Review of applications will begin immediately
until position is filled. Howard University is an
HBCU located in downtown Washington that
is an AA/EOE/ADA employer DC. Women and
members of underrepresented groups are
encouraged to apply; an. Howard University
does not discriminate on the basis of race, color,
national and ethnic origin, sex, marital status,
religion or disability.

FLORIDA

DAYTONA - MELBOURNE - ORLANDO
- MIAMI - FORT LAUDERDALE - PALM
BEACH - OCALA - GAINESVILLE -
FORT MYERS - SARASOTA - PENSEC-
OLA - JACKSONVILLE - Psychiatrists
needed for rapidly expanding Nursing Home
Service. Greatsupport. No call. Average Salary
210K + benefits. Part-time available. Some
travel required. Must have FL. Medicare & FL
Medicaid individual provider #s. No
Restrictions (H1B Candidates Considered). Call
our administrator, Christy, at 866-936-5250.

PSYCHIATRISTS to provide inpatient,
outpatient and/or community-based services in
JCAHO-accredited comprehensive mental
health center in Jacksonville, Florida. Must be
Board Certified or Board Eligible and possess
Florida medical license. Full-time position with
competitive salary and benefits package. Other
part-time opportunities also available. For
additional information, contact: Robert
Sommers, Ph.D., President/CEO, Renaissance
Behavioral Health Systems, Inc., P.O. Box
19249, Jacksonville, FL. 32245. Phone: 904-743-
1883, ext. 7103. Fax: 904-743-5109. Email:
rbhspres@bellsouth.net

MEDICAL DIRECTOR - BEAUTIFUL
AREA - CLOSE TO TALLAHASSEE, FL
- Seeking Psychiatrist to head up the very im-
pressive adult and geropsychiatric services (in-
patient, PHP & outpatient) in a general hospital
in south GA. Opportunity for telepsychiatry.
Offering very attractive salary w/benefits and
bonus plan. Great quality of life: great climate;
great opportunity-have it all. Please call Terry
B. Good at 1-804-684-5661, Fax #: 804-684-
5663; Email: terry.good@horizonhealth.com.

ATLANTA: General, Geriatric & Child Psy-
chiatrists - Inpatient & partial programs. Full-
time or Part-time positions (Mon-Fri) offering
salary, benefits & bonus plans. Admin/clinical
opportunity for qualified/interested candidates.
Weekend moonlighting also available for day
shifts only at several UHS hospitals - no over-
night call.

Contact Joy Lankswert, In-house recruiter @
866-227-5415 or email joy.lankswert@uhsinc.
com
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FLOYD
Behavioral Health Center

Hospitalist Psychiatrist position and an
Office-Based position with a dynamic and
expanding 53-bed, adult behavioral health
center. Programs include adult psychiatry,
chemical dependency and geriatrics, and all
patients are admitted on a voluntary basis.

Nestled in the foothills of northwestern Geor-
gia, Rome is surrounded by seven hills and the
Coosa, Etowah and Oostanaula Rivers. Rome
is a unique small city that has been recognized
as the “Number One Small City in the South-
east” and is an hour from Atlanta as well as Chat-
tanooga. Rome boasts a flourishing health care
community with more than 350 practicing phy-
sicians. Our area enjoys a mild climate and offers
quality educational and cultural opportunities.

Floyd offers a competitive salary with great ben-
efits and bonus opportunities. This position is
available for J-1 Visa candidates and the qualified
candidate will be joining a successful,
experienced psychiatric physician already
practicing in this role. Outstanding
compensation includes full benefits and
relocation for the right executive. For confiden-
tial consideration, please apply online at www.
floyd.org. For more information email Cami
Legacy (clegacy@floyd.org) or call 706.509.3964.

KENTUCKY

Radcliff - easy commute from LOUISVILLE:
Child or General Psychiatrist for inpatient &
outpatient services. Highly competitive salary,
benefits, & bonus. Will sponsor visa candidates.
Contact Joy Lankswert, In-house recruiter @
866-227-5415 or email joy.lankswert@uhsinc.

com

CHILD PSYCHIATRISTS - DEPART-
MENT OF PSYCHIATRY AND NEUROL-
OGY, TULANE UNIVERSITY SCHOOL
OF MEDICINE in New Orleans, LA, is
recruiting for BE/BC child psychiatrists at the
instructor or assistant professor level, salary
commensurate with experience. Clinical
responsibilities available in the areas of inpatient
psychiatry, community based child and adoles-
cent psychiatry, and early childhood mental
health. Teaching responsibilities include the
supervision of residents, clinical psychology
fellows and interns, and medical students rotat-
ing through the clinical facilities serviced by this
position as well as the presentation of grand
rounds and participation in the didactic series in
child psychiatry. Clinical research is strongly
encouraged. The persons selected must be
professionally competent and be board eligible/
certified in general psychiatry. She/he must be
eligible for medical licensure in the State of
Louisiana and have a current state and federal
narcotics number. In addition, candidates must
be eligible for clinical privileges at Tulane
University Hospital and Clinic under the
appropriate staff category and must agree to
abide by those privileges as outlined by the cur-
rent bylaws of the institution. Applications will
be accepted until a suitable qualified candidate
is found. Send CV and list of professional/
academic references to Charley Zeanah, Jr, MD,
Professor and Vice Chair, Child and Adolescent
Psychiatry, Tulane University School of
Medicine, Department of Psychiatry and
Neurology, 1440 Canal Street TB52, New
Orleans, LA 70112 (czeanah@tulane.edu).
Tulane is strongly committed to policies of
non-discrimination and affirmative action in
student admission and in employment.

View your ad online for free!
All line classified ads are posted
on the Psychiatric News

web-site:

pn.psychiatryonline.org
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DEPARTMENT OF PSYCHIATRY AND
NEUROLOGY, TULANE UNIVERSITY
SCHOOL OF MEDICINE in New Orleans,
LA, is recruiting for several general and forensic
psychiatrists (clinical track) for our growing
department, at the Assistant/Associate Professor
level. Candidates must have completed an
approved general psychiatry residency and be
board certified/eligible in general psychiatry and
forensic psychiatry, respectively. Responsibili-
ties will include direct patient care, teaching of
medical students and house officers, and
research (clinical and basic science) at various
state hospitals, state correctional institutions,
and at Tulane University Health Sciences Cen-
ter. Time allocations will be based upon indi-
vidual situations. Applicants must be eligible to
obtain a Louisiana medical license. In addition,
candidates must be eligible for clinical privileges
at Tulane University Hospital and Clinic under
the appropriate staff category and must agree to
abide by those privileges as outlined by the
current bylaws of the institution. Applications
will be accepted until suitable qualified candi-
dates are found. Send CV and list of references
to Daniel K. Winstead, MD, Heath Professor
and Chair, Department of Psychiatry and
Neurology, Tulane University School of Medi-
cine, 1440 Canal Street TB48, New Orleans, LA
70112. For further information, you may
contact Dr. Winstead, at 504-988-5246 or win-
stead@tulane.edu. Tulane is strongly committed
to policies of non-discrimination and affirmative
action in student admission and in employment.

The Department of Psychiatry and Neurol-
ogy at Tulane University School of Medicine
is recruiting a geriatric psychiatrist for a
full-time faculty position. The candidate will
spend part of their time at the Southeast
Louisiana Veterans Health Care System
(SLVHCS) and will also be involved in the new
initiatives in both clinical geriatric care and
special geriatric education programs at Tulane.
Responsibilities include patient care as well as
contributing to the various teaching and training
programs of Tulane University’s Department of
Psychiatry and Neurology at the SLVHCS. He/
she will be provided the opportunity to pursue
their research interests. The person selected for
this position must be professionally competent
and be board eligible/certified in general
psychiatry and in geriatric psychiatry. She/he
must be eligible for medical licensure in the
State of Louisiana and have a current state and
federal narcotics number. In addition,
candidates must be eligible for clinical privileges
at Tulane University Hospital and Clinic under
the appropriate staff category and must agree to
abide by those privileges as outlined by the
current bylaws of the institution. Salary will be
competitive and commensurate with the level of
the candidate’s academic appointment. Applica-
tions will be accepted until a suitable qualified
candidate is found. Applicants should send let-
ter of interest, updated CV and list of references
to Daniel K. Winstead, MD, Heath Professor
and Chair, Department of Psychiatry and
Neurology, Tulane University School of Medi-
cine, 1440 Canal Street TB48, New Orleans, LA
70112. Interested and eligible candidates may
obtain further information by contacting Daniel
K. Winstead, MD at 504-988-5246 or win-
stead@tulane.edu. Tulane is strongly committed
to policies of non-discrimination and affirmative
action in student admissions and in employment.

BC/BE Psychiatrist

OCHSNER ST. ANNE GENERAL HOSPITAL is
seeking:

¢ A BC/BE Psychiatrist for an employed
position in Raceland, Louisiana

® Located 40 miles from New Orleans with a
population of approximately 40,000

® Not-for-profit critical access hospital
providing inpatient & outpatient services with
high quality, cost-effective emergency, medical
& surgical care

® Part of nationally renowned health system of
7 hospitals, 700+ member physician group, and
35 health centers

¢ Very competitive salary and benefits

¢ Family-oriented community with year-round
outdoor activities

* Favorable malpractice environment in
Louisiana

® Ochsner Health System is an equal
opportunity employer.

Please email CVs to: profrecruiting@ochsner.
org or call (800) 488-2240. Ref# APSTAO09.
EOE.

The Southeast Louisiana Veterans Health
Care System (SLVHCS), formerly the New
Orleans Veterans Affairs Medical Center and the
Department of Psychiatry and Neurology at
Tulane University School of Medicine seek a
candidate to fill the position of Chief, Mental
Health Service at SLVHCS. All candidates will
have clinical, administrative, teaching and
research responsibilities and must be board
eligible/certified and have academic credentials
to be qualified for a faculty appointment at
Tulane University School of Medicine

Applicants should have both clinical and
administrative experience, and may be
psychiatrists, psychologists, nurses, or social
workers. A doctoral degree is required.
Applicants must possess a knowledge and
understanding of health care policies, missions,
and operating programs, and be knowledgeable
about mental health care delivery and about
mental health information management. He/she
will be involved in the design of the Mental
Health areas of the new VA hospital planned for
Southeast Louisiana. United States citizenship
or permanent residency is required. Salary and
academic rank will be commensurate with
qualifications and experience of the applicant.

We will continue to accept applications until a
suitable qualified candidate is found. Interested
applicants should mail a curriculum vitae with a
list of 7 references to Daniel K. Winstead MD,
Tulane Dept. of Psychiatry and Neurology, 1440
Canal Street TB48, New Orleans, LA 70112
or e-mail CV and references to winstead@
tulane.edu. Tulane is strongly committed to
policies of non-discrimination and affirmative
action in student admissions and in employment.

Make a difference as the Psychiatric Medical
Director of our innovative Portland, Maine
community mental health agency. You’ll direct
a small team of psychiatrists, nurse practitioners,
and therapists serving the mental health needs
of adults, children, and families. Your primary
responsibilities involve supervision, team
leadership, supporting clinical integrity, and
provision of direct service, with limited
after-hours on-call responsibility. This is an
excellent opportunity to work with a team to
provide innovative client-centered service.

Our location in Greater Portland provides a
robust network of professional colleagues, and
the cultural amenities of a vibrant small city on
the ocean. Portland, listed in two dozen surveys
as one of the top 10 most desirable places to live
in the US, is connected by Amtrak to Boston
(two hours away), and is just an hour from a
variety of mountains, lakes and rivers.

Send resume and cover letter to Kristen O’Gara,
HR Office, Youth Alternatives Ingraham, 50
Lydia Lane, So. Portland, Me. 04106.

MASSACHUSETTS

Boston area (Lynn) BayRidge Hospital, a non-
profit psychiatric facility on Boston’s North
Shore, a teaching site for Boston University
Medical School, will have a position for an in-
patient/partial hospital psychiatrist in January,
2010. This is an opportunity to work in a col-
legial atmosphere with strong support. No re-
quired night call, but participation in a lucrative
call system is optional. Full benefit package in-
cludes generous time off as well as reimburse-
ment for malpractice insurance and CME..
Contact Barry Ginsberg, M.D., Medical Direc-
tor, 60 Granite Street, Lynn MA 01904. Phone
(781) 477-6964, Fax (781) 477-6967, email
bginsber@nhs-healthlink.org

High Point Treatment Center is seeking a 40
hr week psychiatrist to allocate 20 hrs managing
8-beds Inpatient Psychiatric Unitand 20 hrs al-
located to outpatient services located in Plym-
outh, MA. Salary ranging from $170,000 -
$190,000. No weekends, paid holidays and leave
time. Health benefits available. If willing to
work an additional 1 hr per day salary range
would be $200,000 - $215,000. If interested,
please contact Jim Horvath at 508-503-2455 or
email to jim.horvath@hptc.org.

MARLBOROUGH, MASSACHUSETTS -
UMass Department of Psychiatry is seeking
candidates for a full time psychiatrist at its
affiliated general hospital in Marlborough,
Massachusetts. The position primarily involves
providing treatment and clinical care supervision
on the unit’s superb partial hospital program and
some amount of inpatient coverage. Our
Department of Psychiatry has a large clinical
faculty with clinical, teaching and academic
opportunities at a wide variety of inpatient and
outpatient programs. We have faculty develop-
ment programs, commitment to our care, train-
ing and research missions, and a great living and
learning environment in Central Massachusetts.
If you want to know more about job opportuni-
ties or the department in general, please email
psychiatryrecruitment@umassmemorial.org or
fax to 508-856-5990. AA/EOE

Starr Psychiatric Center seeks a 20-30 hr
psychiatrist for dynamic established psychiatric
practice On Boston’s South Shore. Medical
model, multi-disciplinary staff. Stimulating en-
vironment, good pay. Clinic has a reputation for
successful care, where others have failed. Email
davidzstarr@juno.com or call 508.580.2211.

BOSTON areas - Brookline, Jamaica Plain,
Pembroke, Lowell and Westwood: Child &
General Psychiatrists. Inpatient/partial pro-
grams. Staff & Medical Director Positions de-
pending on location. Very competitive salaries,
benefits & incentive plans. NO CALL. Contact
Joy Lankswert, In-house recruiter @ 866-227-
5415; OR email joy.lankswert@uhsinc.com

GRAND RAPIDS - Staff Psychiatrist.
Inpatient and Outpatient practice position.
Collegial clinical care & work environment.
Very competitive salary & benefits. Contact Joy
Lankswert @ 866-227-5415 or email joy.
lankswert@uhsinc.com

KANSAS CITY - Staff and potential Admin/
Clinical positions. General and specialty inpa-
tient and Partial programs. Fulltime position s
offering salary, benefits and incentive plan.
Contact Joy Lankswert, In-house recruiter @
866-227-5415 or email joy.lankswert@uhsinc.
com

Outstanding Financial Opportunity - Close
to Springfield - 2 Positions Available -Inpa-
tient and/or outpatient work in southwest MO.
Strong hospital support for behavioral health.
Unitis a 10-bed geropsychiatric program. Med-
ical Director position available. Can offer salary
w/benefits, or income guarantee, or contract
with local physician’s practice. Psychiatrists with
National Health Service Corp. obligation wel-
come. Please call Terry B. Good at 1-804-
684-5661, Fax #: 804-684-5663; Email: terry.
good@horizonhealth.com.

MONTANA

Rocky Mountain Paradise! Consider an excit-
ing new practice opportunity for two NEW
distinct Adult and Geriatric Inpatient Psychi-
atric Units, comprised of 26 total beds in Hel-
ena, MT. Nestled beneath the foothills of the
Montana Rockies, Helena, the Capital of Mon-
tana, is alive with history and culture. This
charming and beautiful Victorian city of 70,000
people provides a diverse attraction with many
street festivals, theater, museums, symphonies,
fairs and rodeos. There is truly something for
everyone here! Excellent practice opportunity
with great income ($200K+) and unparalleled
quality of life! For more information contact:
Mark Blakeney, Voice: 972-420-7473, Fax: 972-
420-8233; email: mark.blakeney@horizonhealth.
com EOE.

Staff Psychiatrist in New England - Package
of 180K-210K - Rich Benefits and 15K in
Tax Savings. Inpatient focused responsibilities
based at Concord Hospital in Concord, NH.
Require ECT training/experience. Interest in
TMS is desired. Option to participate in clinical
teaching. EMR. One hour to Boston, the White
Mountains, or the Atlantic Coast. No state
income tax or sales tax. Germaine Lorbert at
800-678-7858, x63704 or glorbert@
cejkasearch.com; www.cejkasearch.com.
ID#133805PY.
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Psychiatrist - Adult/Child - Immediate
Opening Full/Part Time. Work independently
in Brand New Facility, all support services
included.

Beautiful location and office. Fax CV to Denise
Hunt @732701-8418 or email: dhunt@
bridgementalhealth.com

CHILD & ADOLESCENT PSYCHIATRIST/GENERAL
ADULT PSYCHIATRIST

Child psychiatrist and General Adult
Psychiatrist to join unique, private, fee for
service, child, adolescent & adult therapy Center
in New Jersey. Center provides wide array of
services, provides high quality care, is successful
and continues to grow. Locations in Cedar
Knolls, Westfield, Ridgewood and Princeton.
Openings currently available in each location.
Compensation is generous. Hours are flexible.
Collegial atmosphere is quite pleasant. E-mail
CV to abbazn@aol.com.

Westampton Township - Just East of
Philadelphia. Addiction Psychiatrist or
General Psychiatrist with interest in dual
diagnoses. Dual Diagnoses Unit. Very
competitive compensation and benefits. No on
site. weekend call required. Contact Joy
Lankswert, In-house recruiter @ 866-227-5415
or email joy.lankswert@uhsinc.com

New Mexico Behavioral Health Institute //
Las Vegas, New Mexico // Psychiatry
Opportunities.

Board Certified/Board Eligible Psychiatrists
sought for the State Psychiatric Hospital of New
Mexico. Inpatient, Outpatient, Forensic,
Geriatric and Child/Adolescent opportunities
available.

Extensive Benefit Package, Generous Retire-
ment Plan, Competitive Salary, Flexible Work
Schedule. H1 and J1 positions available. In lieu
of benefits individuals may opt to contract their
services at a very favorable hourly rate.

Location qualifies for up to $5,000/year State
Income Tax Rebate and for up to $25,000/year
Student Loan forgiveness.

Las Vegas, New Mexico is a beautifully located
community at the foothills of the Sangre de
Cristo Mountains and is a mere one hour drive
from historic Santa Fe and 2 hour drive from
metropolitan Albuquerque.

Contact:

Anthony R. Martinez, M.D., Clinical Director
505-454-2416
anthony.martinez1 @state.nm.us.

New Mexico Behavioral Health Institute
3695 Hot Springs Boulevard
Las Vegas, New Mexico 87701.
Application instructions at SPO Website:
www.state.nm.us/spo

EOE

NEW YORK CITY & AREA

Psychiatrist - Outpatient

The highly regarded Pederson-Krag Center
offers positions in the following programs:
ACT - provide on and off-site services
collaborating with our multi-disciplinary
Smithtown team (P/T)

Partial Hospitalization Program - provide
intensive short-term treatment with our
Huntington mult-disciplinary team (P/T)
Mental Health Clinic - provide assessments,
consultations and treatment services in our clinic
programs (P/T)

Positions can be combined for a full-time
position.

Flexible schedule.
Competitive salary.
Mail CV to Roger Kallhovd, M.D., Pederson-
Krag Center, 55 Horizon Drive, Huntington,
N.Y. 11743 or fax 631-920-8165 EOE/AA

Excellent benefits.

PSYCHIATRISTS

Lutheran Medical Center and Lutheran Family
Health Center in Southwest Brooklyn, offering
a continuum of community-oriented behavioral
health services within the Department of
Psychiatry, have openings available for the
following:

AMBULATORY CLINIC - F/T - ADDIC-
TION & ADULT PSYCHIATRISTS -
Tailored for psychiatrists with expertise in
psychopharmacology, but also multidisciplinary
team participation, where therapists prepare
treatment plans. We welcome interests in
teaching, geriatrics, HIV populations, and/or
Clozaril, among others. Our Ambulatory team
offers treatment in facilities that have a federal
HPSA (Health Profession Shortage Area)
designation for loan repayment purposes, a
financial plus. Bilingual English/Spanish,
Chinese or Arabic is considered a premium.

INPATIENT/ED MOONLIGHTING PSY-
CHIATRISTS - Rare blocks of weekly Moon-
lighting shifts available (Weeknights, Weekends
and Holidays) for NYS-licensed Psychiatrists to
cover ED/CL/Detox Services and/or Adult
Psych Unit. Includes payment of Part-Time
malpractice insurance premiums if contracting
for blocks of shifts. Ideal setting for Fellows,
part-time & pvt practice Psychiatrists to stabilize
income in a physician-friendly setting!

Please fax 718-630-8594, email: tirvin@lmcmc.
com or send resume/CV to: Tracey Irvin, Dept.
of Psychiatry, Lutheran HealthCare, Suite 2-45,
150 55th Street, Brooklyn, NY 11220. EOE/
AA M/F/D/V

LUTHERAN HEALTHCARE
www.LutheranHealthCare.com

Child and Adolescent Psychiatrist

P/T - 10-15 hours per week (evenings and/or
weekends) in a Child and Family Mental Health
Center in Brooklyn. Excellent compensation.
No call. Fax resume to (718) 553-6769, or email
to clinicaldirector@nypcc.org

Outpatient Psychiatrists

The Department of Psychiatry at The Mount
Sinai Medical Center in Manhattan has an
opening for a General Adult Psychiatrist. The
FT/PT position includes outpatient work at the
World Trade Center Mental Health Program
with opportunities for teaching and clinical re-
search. The position will include an acade
mic appointment commensurate with
experience. Qualified candidates will possess an
MBD or DO degree, be board eligible or certified
in General Adult Psychiatry and preferably have
additional experience in treating mood and
anxiety disorders. Spanish and/or Polish
speaking physicians are strongly encouraged to
apply. The Mount Sinai Medical Center is a
premier 1,171 bed tertiary-care facility
internationally acclaimed for excellence in
clinical care, education and scientific research in
nearly every aspect of medicine.

Interested applicants should contact Fatih
Ozbay, MD, Associate Medical Director of the
WTC Mental Health Program at (212) 241
8462 or email fatih.ozbay@mssm.edu

PSYCHIATRISTS

FEGS, a leading provider of behavioral health
services in the NY metropolitan area, seeks
Board Certified/Eligible Psychiatrists for psy-
chiatric evaluations & medication management.
FT and PT opportunities available in a variety
of outpatient clinics/programs. Flexible options.

BRONX
North Bronx: Article 31 Clinic, Article 16
Clinic, Continuing Day Treatment Program
South Bronx: Child and Adult Psychiatrist for
Article 31 Clinic

QUEENS
Rego Park: Article 31 Clinic

Competitive salary, no on-call responsibilities,
with malpractice insurance covered by agency.
Bilingual Spanish a strong plus. Opportunity for
comprehensive, generous benefits. EOE

Apply online at the FEGS Career Website:
www.fegs.org/careers
Search by title of Psychiatrist to view all
current openings.

On Call Psychiatrists: Psychiatrists, Fellows
and Senior Residents to cover days, nights,
weekends and Holidays in the Psychiatric
Emergency Department at the Long Island
College Hospital. Please fax resume to: THE
LONG ISLAND COLLEGE HOSPITAL,
DEPARTMENT OF PSYCHIATRY, 339
Hicks Street, FAX: (718) 780-1827 Attn: Judith
Velez or call 718-780-1065.

Upper Manhattan OR Westchester
Child/Adol Assoc Clin Dir. 1 FT or 2 PT pos
Inpt academic clin care with leadership, admin
& teaching duties. Daytime hrs- no call, wknds
orev’s. 25 day LOS, little mg’d care. AdoIMD@
gmail.com or 917-710-2456

NEW YORK STATE

ELMIRA PSYCHIATRIC CENTER
Adult and Adolescent Psychiatrists

Board Certified - $172,269 - $176,903
Licensed Physician - $141,751
Limited Permit - $107, 318 - $115,905

¢ All positions M-F 8-4:30 with no managed
care insurance demands

® Optional participation in a low stress on-call
program with potential to earn up to an extra
$74,000/year

¢ Student loan repayment available

* Excellent NYS benefits package

¢ Inpatient, Outpatient and Day Treatment
services

¢ Our location offers: quality housing prices;
little traffic; regional airport; Cornell
University; 4hr drive to NYC, Toronto &
Philadelphia; 5 ¥ hr drive to Boston & DC;
less than 1hr to Finger Lakes

For further info contact: Patricia Santulli,
Director of Human Resources at: Elmira
Psychiatric Center, 100 Washington Street,
Elmira, NY 14901 or e-mail:
elpopms@omh.state.ny.us or
call: (607) 737-4726 or fax: (607) 737-4722
An AA//EOE Employer

Central New York Psychiatric Center, a
state-operated, JCAHO Accredited facility, is
seeking Psychiatrists for full-time positions at
its main Inpatient Facility in Marcy, NY, and at
its Forensic Outpatient Units throughout New
York State, including: Albion, Auburn, Elmira,
5 Points (Romulus) and the Regional Mental
Health Unit (Marcy). A position is also
anticipated in the Hudson River Area.
® Comprehensive NY State Benefits package
available
® Outstanding NY State Pension Plan
* Opportunity for Loan Forgiveness Program
® Opportunities exist for additional
compensation
Assistant Psychiatrist: $104,192-$115,970
(general salary increases of 3% in 2009 and
4% in 2010 are scheduled)
Qualifications: Possession of a NY State Limited
Permit AND completion of a training program
in psychiatry approved by the American Board
of Psychiatry and Neurology for entrance into
their certifying examination AND eligibility for
full and unconditional participation in Medicaid
and Medicare programs.
Psychiatrist 1: $161,751 (general salary
increase of 4% in 2010 is scheduled)
Qualifications: Possession of a License to
practice medicine in NY State OR possession of
a Limited Permit and licensure in another state
or by written examination in Canada; AND
completion of a training program in psychiatry
approved by the American Board of Psychiatry
and Neurology for entrance into their certifying
examination; AND eligibility for full and
unconditional participation in Medicaid and
Medicare programs.
Psychiatrist 2: $169,707 (general salary
increase of 3% in 2009 and 4% in 2010 are
scheduled)
Qualifications: Possession of a license to practice
medicine in NY State OR possession of a
Limited Permit and licensure in another state or
by written examination in Canada; AND
certified in psychiatry by the American Board of
Psychiatry and Neurology; AND eligibility for
full and unconditional participation in Medicaid
and Medicare programs.

Dr. Jonathan Kaplan, Clinical Director
Central New York Psychiatric Center
Box 300 Marcy, NY 13403
Phone: (315) 765-3624 Fax: (315) 765-3629
E-Mail CN00025@OMH.STATE.NY.US

Ulster County Mental Health, an outpatient
clinic with a wide range of services, has a
potential opening for Staff Psychiatrist. Position
requires a recovery-oriented board certified or
board-eligible community psychiatrist to treat
adult patients. AOT interestis a bonus. UCMH
is located in the beautiful Hudson Valley, two
hours north of NYC. Competitive salary,
on-site psychopharmacology supervision and
collegial atmosphere. No on-call or weekends.
Hours and benefits to be determined. FAX CV
to JuLita Adamczak, MD, Medical Director,
FAX #845-340-4094.

Western New York-Chautauqua Region:
Jamestown Psychiatric PC is seeking a Psychia-
trist to join our rapidly growing Adult and Child
Psychiatric team. Competitive salary and flexible
growth opportunities are offered. We will offer
a starting bonus to eligible candidates. Loan
repayment, J1 or H1 assistance available. Please
contact Mrs. Linda Jones, office manager @ ]j@
psychwebmd.com or Phone 716-483-2603. Fax
CV and qualifications to 716-483-2828.

St. Lawrence Psychiatric Center, a fully
accredited NYS Office of Mental Health facility,
seeks psychiatrists licensed or license-eligible in
NY, to work in an outpatient clinic setting.
Applicants interested in adult, children/youth,
and sex offender inpatient opportunities are also
encouraged to apply. In addition to salary
($161,750 to $174,198) and guaranteed
additional compensation for voluntary
participation in an on-call program, benefits
package includes medical/dental/vision
insurance, paid vacation, holiday and sick time,
an excellent retirement plan, and educational
and professional leaves. SLPC is an EO/AAE,
federally designated as MHPSA.

Located on the scenic St. Lawrence Seaway in
northern New York, St. Lawrence Psychiatric
Center is located within reasonable driving
distance of many cultural, educational and
economic opportunities, including metropolitan
Ottawa and Montreal, Canada, and Syracuse,
NY. Close proximity to the Adirondack
Mountains and Canada offers easy access to a
wide variety of unspoiled natural areas and
provides abundant recreational opportunities
throughout the year.

Submit letter of interest to: Rosella Turnbull, St.
Lawrence Psychiatric Center, One Chimney
Point Drive, Ogdensburg, NY 13669 or at
slmrrmt@omb.state.ny.us. If you have questions,
please call (315) 541-2189.

OKLAHOMA

PSYCHIATRIST POSITION

Jim Taliaferro Community Mental Health
Center, Oklahoma Department of Mental
Health and Substance Abuse Services, is seeking
a BE or BC Psychiatrist. Located in southwest-
ern Oklahoma, Lawton is the fourth largest
metropolitan area in Oklahoma with a
population of 114,916 and 90 miles from
Oklahoma City Metro. Area attractions include
Lawton Community Theater, Lawton Philhar-
monic Orchestra, Cameron University, Fort Sill
Army Installation, Wichita Mountain Wildlife
Refuge, and numerous lakes. Excellent salary
and benefits to include health, dental, and retire-
ment plans. Base salary is $185,000 (BE) and
$195,500 (BC) with additional potential income
of $46, 000 per annum for on-call services. Eli-
gible H-1B visa psychiatrist applicants welcome.
Mail or fax CV to HR, ATTN: Sam Banks, Jim
Taliaferro Community Mental Health Center,
602 SW 38th St. Lawton, OK 73505, (f): (580)
248-3610, (p): (580) 248-5780. EOE.

PENNSYLVANIA

Horizon Health, in partnership with St. Vin-
cent Health Center (Voted 5th Best Place to
work in Pennsylvania!), a 436-bed tertiary care
hospital in Erie, PA, has an exciting opportunity
for a Medical Director for a 32-bed Adult and
Geriatric Inpatient Psychiatric Program.
Opportunities for input and growth, tertiary
care, teaching opportunities in FP residency
program and LECOM medical school. Excel-
lent compensation package with full benefits.
Located on the shores of Lake Erie with 7 miles
of beaches, Erie is the fourth largest city in
Pennsylvania with a metropolitan population of
280,000. For more information contact: Mark
Blakeney, Voice: 972-420-7473, Fax: 972-420-
8233; email: mark.blakeney@horizonhealth.com
EOE.
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Outpatient Clinical Director

The Philadelphia VA Medical Center (PVAMC)
seeks candidates for the full-time Director of the
Behavioral Health Outpatient Program who will
be responsible for the administration of the
Mental Health Clinics which provide treatment
to approximately 7000 veterans in the
Philadelphia area. The PVAMC Behavioral
Healthcare Service provides a full range of high
quality, restorative and preventative behavioral
health services to the veteran population
including evidence based psychotherapies. The
Philadelphia VAMC is affiliated with the
University of Pennsylvania and a faculty
appointment may be available in the university’s
department of Psychiatry. Full federal benefits;
including tuition reimbursement under the
Education Debt Reduction Program. Salary is
commensurate with experience.

Applicants must have U.S. citizenship; M.D. or
equivalent degree; an unrestricted license and
proficiency in spoken and written English.
Demonstrated excellent qualifications in Clini-
cal Care, Education, and Research; ABPN cer-
tification or eligibility in Psychiatry are required.

The PVAMC is an equal opportunity,
affirmative action employer.

Please submit curriculum vitae, a cover letter,
and references to: Philadelphia VA Medical
Center, 3900 Woodland Avenue, Philadelphia,
PA 19104, Attn: Announcement #297-09

Psychiatrists:

Currently we have exciting full- and part-
time positions in a rapidly expanding depart-
ment. Opportunities include responsibilities in
and outside our five-hospital health system.
There are immediate openings for child/
adolescent, adult and addictions psychiatrists.

There are also practice options in a traditional
psychotherapy model. Evening and weekend
positions also available. Excellent salaries, no
on-call nor rounding responsibilities ever and
exceptional benefits package offered. Send CV
to Kevin Caputo, M.D., Vice President and
Chairman, Department of Psychiatry, Crozer-
Keystone Health System, One Medical Center
Blvd., Upland, PA 19013 or contact the depart-
ment manager, Kathy Waring at 610-619-7413

One Hour From Downtown Philadelphia;
One and a Half Hours to Baltimore - Seeking
a Psychiatrist to work on new 10-bed inpatient
geropsychiatric unit in an impressive med/surg
hospital in a beautiful Lancaster—close to
Harrisburg. Adult unit here as well. Offering
attractive salary/benefits, relo pkg, and bonus
plan. Great quality of life in a fabulous location.
Please call Terry B. Good at 1-804-684-5661,
Fax #: 804-684-5663; Email: terry.good@
horizonhealth.com.

PHILADELPHIA - Child Psychiatrist -
Residential, Inpatient and/or Partial Programs.
CLARION (Western PA) and SHIPPENS-
BURG (near Harrisburg) - J1 & H1 Eligible.
General or Child Psychiatrists for inpatient &
partial program services. Very competitive
salary, benefits and incentive plans. Contact Joy
Lankswert @ 866-227-5415; OR email joy.
lankswert@uhsinc.com

Strengthen your recruitment
effort through the
APA Job Bank!

Post your career opportunity
online, receive candidate

responses instantly, and access
all of APA's resume database
of psychiatrists.

Call 703.907.7331
for more information.
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RHODE ISLAND SOUTH CAROLINA

Lead Psychiatrist/Medical Director
Adult Services

The Kent Center a nationally recognized
progressive CMHC is seeking a team oriented
Board Certified/Board Eligible Adult
Psychiatrist whose professional goal aspires to
provide medical leadership and direction to a
team of colleagues and associate staff while
continuing to provide direct client care.

Our Psychiatric Consultation Service Team
provides direct psychiatric services to a diverse
population focusing on recovery of adult clients
with mental health disorders, trauma, and
substance abuse.

Team responsibilities include comprehensive
evaluations, treatment planning, medication
prescribing and monitoring of clients, and
consultation services to members of clinical
treatment teams.

Competitive salary, comprehensive benefit
package including 4 weeks vacation, Blue Cross/
Blue Shield medical, dental, life and long term
disability insurance and 401K retirement plan.
Send resume to Director of Human Resources,
The Kent Center, 2756 Post Road, Suite 104,
Warwick, RI 02886. Fax 401-691-3398.or
e-mail Hr@thekentcenter.org EOE.

Psychiatry

Psychiatrist Adult, Inpatient and
Outpatient (Mood Disorders)

The Department of Psychiatry, Rhode Island
Hospital, a Lifespan partner and Brown
University affiliated program, is seeking a psy-
chiatrist to join an established adult partial hos-
pital program. The program involves treating
patients with a wide range of acute conditions,
and includes psychiatric management and group
therapy components. The partial hospital is one
division within a comprehensive department of
psychiatry with a full range of clinical and
academic programs. The candidate must be
Board Certified or eligible, and may be eligible
for a clinical appointment at The Warren Alpert
Medical School of Brown University. Salary and
benefits commensurate with level of training.
To learn more about us and our offerings, visit
www.lifespan.org. Please send CV 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.

Lifespan is an EOE.

PSYCHIATRIC NEWS

Delivers up-to-the-minute
information vital to all
psychiatric professionals.

When seeking information

about psychiatric/mental

health issues and looking

for employment

opportunities, readers

choose Psychiatric News
over other psychiatric

newspapers.

Place your ad in an upcoming
issue of Psychiatric News.

Issue: Deadline:
Oct 16 Oct 2
Nov 6 Oct 23
Nov 20 Nov 6
Dec 4 Nov 20
Dec 18 Dec 4

Contact Alice Kim at
703.907.7331 or email at
classads@psych.org

CHIEF
of
MENTAL HEALTH SERVICE

The WJB Dorn Veterans Affairs Medical Center
(VAMC) is seeking an individual with clinical
leadership and managerial skills to direct our
Mental Health Service. Dorn VA Medical Cen-
ter, part of the VA Southeast Network (VISN
7), is a 216-bed facility, encompassing medical,
surgical, psychiatric, and geriatric care. The
medical center provides care to approximately
67,000 veterans in the midlands and upstate
South Carolina. Community Based Outpatient
Clinics (CBOC:s) are located in Anderson,
Greenville, Spartanburg, Florence, Orangeburg,
Sumter, and Rock Hill, SC, and provide primary
care, mental health, and telemedicine services.
Dorn VAMC is affiliated with the University of
South Carolina (USC) School of Medicine and
provides teaching services for students and
residents. USC is the state’s flagship research
university, with Schools of Public Health, Nurs-
ing, Pharmacy, and an active Graduate School.

The Chief of Mental Health will assist in
planning and development of our long-term
strategic initiative to create a “Mental Health
Center of Excellence.” Applicants should be
from one of the four core mental health profes-
sional disciplines: Nursing, Psychiatry, Psychol-
ogy, and Social Work and should have experi-
ence and expertise in research, administering
programs, clinics, staff, and trainees. This indi-
vidual will be responsible for oversight, direc-
tion, and development of outpatient, inpatient,
and tele-mental health services at the Medical
Center and its CBOCs and joint program devel-
opment with the USC School of Medicine. The
successful candidate will qualify for a faculty ap-
pointment at University of South Carolina com-
mensurate with training and experience.

Columbia’s variety in cultural and recreational
activities, its location (2 hours from the ocean
and 2 hours from the mountains), and weather
(mild winters), make it a pleasant place to live.
Columbia has an excellent airport, a thriving arts
and cultural community, fine restaurants, an
abundance of golf courses and mountain-biking
trails, and whitewater and trout fishing within
the city limits. Large lakes which offer world-
class fishing, sailing, water-skiing, and water-
front camping are a short drive away.

Interested individuals should send their CV and

3 professional references to:

Human Resources (05M)

WJB Dorn VA Medical Center

6439 Garners Ferry Road

Columbia, SC 29209-1639

Fax: 803-695-6702

Phone: 803-776-4000, extension 6264

Also refer to: http://www.usajobs.opm.gov
#09-188-COS for more information

For specific information concerning the
osition, contact:

Dr. Stephen Hawes

Chair, Search Committee

Director of Mental Health Service
803-776-4000, extension 7143

TENNESSEE

Board-certified/eligible psychiatrists needed
for full time and part time positions in a large
Psychiatry Service at Mountain Home VAMC
in Johnson City, Tennessee. Primary responsibil-
ity will be managing outpatients with a variety
of psychiatric disorders. Join staff of 30 prescrib-
ers, including 18 psychiatrists at ETSU-
affiliated residency training program with
medical students, adult and med-psych residen-
cies. Clinical appointment potential and some
teaching expected. Research a plus. On-call (full
time positions only) is backup to residents and
shared amongst staff psychiatrists. NO STATE
INCOME TAX, LOW COST OF LIVING,
BEAUTIFUL MOUNTAINOUS REGION,
LOTS OF PARKS, GOLF COURSES,
LAKES, NATIONAL FOREST.

Inquiries:

Deborah Burchfield, (423) 979-3465, or Debo-
rah.Burchfield@va.gov and George.brown@
va.gov. Applications and/or CVs to: James H.
Quillen VA Medical Center P.O. Box 4000 (05),
Mountain Home, TN 37684 or Fax: (423)
979-3443 or Email: mtnhomehrmservice@
med.va.gov

Associate Professor

The Department of Psychiatry at the University
of Texas Medical Branch in Galveston is seeking
an Associate Professor for our Adult division.

Responsibilities include direct patient care,
resident supervision and teaching. Research
opportunities are available. The position can be
required to work in any of our three locations
one of which is located in Webster; the other
two are on Galveston Island. The position
reports directly to the Chair of the Department.
Minimum qualifications are medical doctor with
a Texas medical license and must have graduated
from an accredited Psychiatry Residency
Program. Board certified in Psychiatry and
Neurology with experience in clinical psychiatry
is preferred.

Candidates with interest and skills in this area
should send a curriculum vitae and cover letter
to: Robert M.A. Hirschfeld, M.D., The
University of Texas Medical Branch,
Department of Psychiatry, 301 University,
Galveston, TX 77555-0188.

The University of Texas Medical Branch at
Galveston is an equal opportunity, affirmative
action institution which proudly values diversity.
Candidates of all backgrounds are encouraged

to apply.

Vericare is currently seeking TeleMed Board
Certified Psychiatrists in Texas with Geriatric
experience.

Does spending less time in your car and more
time seeing patients appeal to you? Or spending
more time at home and less time at the office?
Do you want to directly impact a population in
desperate need of quality care? If yes, then join
us at Vericare. Work with our team of dynamic
professionals who are breaking through
conventional methods of care! Our Telemed
service line enables you to provide care to a
population who previously had little hope of
receiving the care they deserve.

Ifyou are interested in learning how you can join
our dynamic Vericare team, please contact me
at 800-257-8715 x1166, slekic@vericare.com
or visit us at www.vericare.com. To be eligible,
you must have a medical degree and have
completed your residency in psychiatry from an
accredited institution, state licensure in good
standing, and board certification in adult and/or
geriatric psychiatry.

PSYCHIATRISTS: Mental Health Mental
Retardation Authority of Harris County
(MHMRA) in Houston, Texas is one of the larg-
est mental health centers in the United States.
Demands have created the need for additional
BC/BE Psychiatrists throughout the Agency.

Northwest Outpatient Clinic
Work 8 to 5 Monday through Friday
Perform psychiatric evaluations &
treatment in clinic setting
No on call

Psychiatric Emergency Center
24/7 Mental Health Crisis Unit
Full & Part-time positions available

Texas licensure is required for all positions

MHMRA offers competitive salary plus a
generous benefit package. Houston offers
excellent quality of life, lower than average cost
of living, no state sales tax and exciting cultural,
entertainment, sporting and tourists venues.

Contact Charlotte Simmons at
(713) 970-7397, or submit your C.V. to
charlotte.simmons@mhmraharris.org
or fax: 713-970-3386

Texas Gulf Coast Medical Group

Psychiatrist to join a respected and well estab-
lished large family and multi-specialty practice
in Webster, Texas, a Houston suburb. The
patients are waiting for you! Brand new
officebuilding with EMR and state of the art
equipment. Lakes, the ocean, fishing, golfing,
excellent schools, and warm temperatures year
round. See our website at www.txgulfcoastmed.
com or fax your CV to (281) 724-0210
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Central West Texas. BC/BE Psychiatrist in

an in/outpatient setting.

® 22 bed unit - adult/geriatrics only

* Call 10 nights a month - alternate weekends

* Employee of Shannon Clinic

® 3 yr contract, with Ist year guarantee,
$200,000+

® Production and Quality incentives

* Sign on bonus

® Relocation allowance

® 35 days vacation

* Annual CME allowances

¢ Health/dental/disability/life

® Retirement

San Angelo is a city of 100,000
e Service area of 250,000

¢ NO TRAFFIC

¢ Pleasant climate

¢ Affordable housing

* Exemplary schools

e State University

® Regional airport

Shannon Clinic
Carrie Hallman - 325/481-6390
carriehallman@shannonhealth.org
www.shannonhealth.com

The Department of Psychiatry and
Behavioral Sciences of the University of
Texas Medical School at Houston has an
extraordinary opportunity for psychiatrists
seeking to develop and implement new inpatient
and outpatient clinical and research initiatives.
Under new leadership, the Department is
looking to expand clinical and research areas and
is seeking general psychiatrists, child and
adolescent psychiatrists and geriatric
psychiatrists to join a growing academic depart-
ment dedicated to excellence in clinical care,
research and education. The Medical School is
part of the University of Texas Health Science
Center Houston, located in the Texas Medical
Center - the largest medical center in the world.
The Department of Psychiatry will shortly be
moving into a brand-new building that will
house the new Institute of Psychiatry. Individu-
als applying for these positions must be Board
Certified in general psychiatry, child & adoles-
cent psychiatry and geriatric psychiatry or have
completed an accredited training in these spe-
cialty and subspecialty areas in the United States.
Additionally, they must be licensed or be eligible
for licensing in the State of Texas. Depending
upon the applicant’s qualification and creden-
tials, faculty appointments at the level of Assis-
tant Professor, Associate Professor or Professor
will be offered. Salary levels are very competi-
tive and also carry excellent fringe benefit pack-
ages. 'To find out more information about these
unique academically-driven positions or to apply
for them, please write to Jair C. Soares, M.D.,
Professor and Chair, and include a copy of your
curriculum vitae and a letter of interest to 1300
Moursund Street, Houston, Texas 77030, e-mail:
Jair.C.Soares@uth.tmc.edu phone 713-500-
2507; fax 713-500-2553. The University of
Texas Health Science Center at Houston is an
EO/AA employer. M/F/D/V

Interested in loving where you live and work?
Then consider- Lufkin

Lufkin State Supported Living Center is looking
for a psychiatrist. We are located in beautiful
deep east Texas near two national forests, boast-
ing of great lakes, parks and one of the best golf
courses in Texas. According to the Chamber of
Commerce- Lufkin is the #1 Micropolitan com-
munity in Texas and has many dining and shop-
ping opportunities. Lufkin State Supported
Living Center is a developmental facility for
people with mental retardation and physical dis-
abilities as well as persons with dual diagnosis
which includes mental illness. A typical work
schedule is Monday - Friday 8 a.m. to 5 p.m.
The work environment is casual and the medical
problems are challenging. We have a strong
support system and offer excellent benefits
(competitive salary, retirement, health/dental
insurance, paid vacation and sick days, life insur-
ance, longevity pay, up to 15 paid holidays per
year, and more). A three bedroom, home with
a formal dining/living room and den is available
on campus with all bills paid and a modest rent.

For more information, call 936-853-8350, or
e-mail: gale.wasson@dads.state.tx.us

AUSTIN: Child Psychiatrist - Residential
Treatment Center. Employment - salary & full
benefits.

DALLAS area - SHERMAN. General
Psychiatrist - Private practice of inpatient and
outpatient.

WEST TEXAS San Angelo: Child
Psychiatrist. Great private practice opportunity.
Busy practice from start.

Contact: Joy Lankswert @ 866-227-5415 or
email joy.lankswert@uhsinc.com

Corpus Christi, TX - Psychiatrist Retiring
from a stable, thriving practice of 20+ yrs.
Excellent income potential with a variety of
practice options and call groups. Relocation
assistance available. Oceanside community with
beautiful beaches and sunsets - with an array of
outdoor activities including sailing, fishing, and
Wind-surfing. Call or email Lynda DePanicis
at 361-986-1801 - lynda.depanicis@padre
hospital.com to inquire.

ADDICTIONS PSYCHIATRY, FACULTY CHAIR

The Department of Psychiatry, Medical College
of Virginia at Virginia Commonwealth
University, in collaboration with the Hunter
Holmes McGuire Veterans Administration
Medical Center, and VCU Institute for Drug
and Alcohol Studies, is recruiting an academic
physician Chair for the Division of Addiction
Psychiatry. Chair is responsible for developing
research, teaching and clinical programs.
Funded ACGME accredited Addictions
Fellowship. Strong programs in psychiatric
genetics, epidemiology, pharmacology,
toxicology, and women’s health. Emerging
School of Public Health. State funded health
practitioner impairment program, laboratory
and community based research are active areas
for collaboration. Department of Psychiatry has
over 75 full-time faculty, 39 residents, multiple
fellowships and research centers including an
addiction genetics research center. The Veterans
Administration Medical Center has robust
residential and outpatient addictions program-
ming, and an outstanding program in Psychiatry
and Primary Care. VCU is Virginia’s largest
university with robust health science campus and
750-bed university hospital. Richmond, the
State Capital, has moderate climate, a rich
history, cultural activities, excellent choices for
urban, suburban, or country living, outstanding
public/private schools. See comparative cost of
living via Internet at www.coli.org/. Virginia
Commonwealth University is an Equal Oppor-
tunity/Affirmative Action employer. Women,
persons with disabilities, and minorities are
encouraged to apply. Send applications to Joel
J. Silverman, M.D., Chairman, c/o Marie Baker-
Roach, Department of Psychiatry, MCV/VCU
Box 980710, Richmond, VA 23298. Please
contact Dr. Joel Silverman at 804/828-9156 or
email jsilverman@mcvh-veu.edu

VIRGINIA COMMONWEALTH
UNIVERSITY, Department of Psychiatry,
School of Medicine, is recruiting a BE/BC Psy-
chiatrist to serve as Chair, Division of Ambula-
tory Psychiatry, position available as of July
1, 2008. Duties include development of new
programs, ambulatory care research, ambulatory
resident and student education, and direction of
general and specialty clinics and staff supervi-
sion. Significant experience in academic ambu-
latory care, teaching, administration and clinical
research required. Faculty with funded research
preferred. Ambulatory Care Clinics are located
at the VCU Medical Campus, and have an esti-
mated 16,000 patient visits/year. Department
of Psychiatry employs over 80 fulltime faculty
and is nationally ranked in federally funded re-
search. Richmond, the State Capital, has mod-
erate climate and rich mix of history, a diverse
multicultural community, excellent housing and
public/private schools. Internet provides com-
parative cost of living. Send CV to Search Com-
mittee, ¢/o Marie Roach, VCU, Box 980710,
Richmond VA 23298. Virginia Commonwealth
University is an Equal Opportunity/Affirmative
Action employer. Women, persons with dis-
abilities, and minorities are encouraged to apply.

VIRGINIA BEACH

Outstanding private practice opportunity for
board certified psychiatrist to join 1 psychiatrist
and 3 therapists in well-established (25 year)
out-patient practice caring for children,
adolescents and adults. Partnership plan with
opportunity to own. Guarantee $120,000 plus
monthly bonus. Contact Dan Darby, MD at Tel:
(757) 425-5050 Fax: (757) 425-1389.

GLASSIFIEDS / pn.psychiatryonling.org

VIRGINIA COMMONWEALTH
UNIVERSITY: The Department of Psychia-
try, School of Medicine, is recruiting a BE/BC
Psychiatrist to serve as Outpatient Director of
the Virginia Treatment Center for Children
(VTCC), Ambulatory Care Psychiatry, at the
VCU Medical Center. Duties include develop-
ment of new programs, outpatient clinical care,
ambulatory resident and student education, and
direction of medical clinics and staff supervision.
The VT'CC is a leader in clinical education and
is growing in research capabilities. Academic
experience, including clinical education,
research and scholarly endeavors, preferred.
VCU Department of Psychiatry employs over
80-fulltime faculty and is nationally ranked in
federally funded research. Richmond, the State
Capitol, has moderate climate and rich mix of
history, a diverse multicultural community,
excellent housing, and public/private schools.
Internet provides comparative cost of living.
Send CV to Marie Roach, Human Resources,
Department of Psychiatry, VCU, Box 980710,
Richmond, VA 23298 (Fax 804-828-1472).
VCU is an Equal Opportunity/Affirmative
Action employer. Women, minorities, and per-
sons with disabilities are encouraged to apply.

FACILITY MEDICAL DIRECTOR

Eastern State Hospital (ESH), a Joint Commis-
sion Accredited Hospital, seeks a BC/BE
psychiatrist licensed by the Virginia Board of
Medicine. Our new Geriatric Center (150 beds)
opened April 2008; the Adult Mental Health
Center (150) beds), under construction, opens
June 2010.

Candidate will provide direction, oversight and
supervision of all Clinical Departments;
Psychology, Social Work, Psychosocial
Rehabilitation; and supervision and coordination
of activities of the Medical Staff. Demonstrated
knowledge and experience in administrative and
clinical activities in the field of mental health
required. Must be experienced and
knowledgeable of joint Commission Standards
and CMS Regulations. Candidate will also
facilitate a broader clinical interface with other
facility and community service entities. Educa-
tional affiliations include the College of William
& Mary, and Eastern Virginia Medical School.

Salary range $175,000-220,000 accompanied by
comprehensive state benefits package (paid
malpractice, disability, and life and health
insurance). ESH has been in continuous
operation for 235 years!

Send CV’s to:

Human Resources Department

Eastern State Hospital

4601 Ironbound Road
Williamsburg, VA 23188-2652

Tour: www.esh.dmhmrsas.virginia.gov
To apply on line:
https//jobs.agencies.virginia.gov
(757) 253-5411
(757) 253-4996 fax

EOE

WEST VIRGINIA

West Virginia School of Osteopathic
Medicine, Lewisburg, WV is secking a
fulltime, tenure, faculty in Psychiatry. Duties
include teaching medical students, interns,
residents; developing psychiatric curriculum
for students years 1-2; developing curriculum,
rotational components and evaluation
instruments for students years 3-4; maintaining
a clinical practice. Research supported but not
required. D.O. or M.D. degree, completed
residency, board certification or eligibility in
Psychiatry and clinical experience in general
psychiatry. Must be able to be licensed in WV,
which requires a rotating osteopathic intern-
ship for osteopathic physicians.

Excellent benefit package including the avail-
ability of fully paid malpractice insurance, edu-
cational loan repayment. Salary and faculty
rank based on experience and training. Infor-
mation at WWW.WVSOM.EDU . Apply by
contacting Leslie Bicksler, Director I?Iﬁ at
Ibicksler@wvsom.edu , 304/647-6279. AA/
EOE.

WI - OUTPATIENT ONLY - ADULT
PSYCHIATRY POSITION

A one-of-a-kind psychiatry opportunity is
available in gorgeous Sheboygan/Kohler, WI!
Join a comprehensive and dynamic mental
health group of 10 providers. Practice in a mod-
ern, state-of-the-art facility that was designed
specifically to provide mental health services in
a calm, caring environment. Enjoy having a
large referral base and the latitude to design your
own practice. Visit www.bphealth.org for more
information. Sheboygan and Kohler (combined
pop. 53,000+) have world renowned golf courses
(home of the 2010 PGA), award winning
schools, low cost of living and are located 50
minutes from Milwaukee and 2 1/2 hours from
Chicago. Contact Jill Washburn at 800-243-
4353 or jwashburn@strelcheck.com TODAY!

~International

AUSTRALIA & NEW ZEALAND
PSYCHIATRY JOBS

Gen. Adult - Child & Adoles. - Forensics
Locum Tenens or Permanent Jobs
Salaries of up to 350,000 per annum
www.IMRpsychiatry.com

BRIGHAM & WOMEN’S / FAULKNER HOSPITALS
WEST ROXBURY VA HOSPITAL - DANA-FARBER

CANCER INSTITUTE
HARVARD MEDICAL SCHOOL

FELLOWSHIP POSITIONS IN PSYCHOSOMATIC
MEDICINE

BOSTON - Available for July 2010. AC-
GME-Accredited. Three PGY V Fellowship
positions at Brigham & Women’s/Faulkner
Hospitals; One PGY V Fellowship position at
Brigham and Women’s/ West Roxbury VA Hos-
pitals; One PGY V Fellowship position at
Dana-Farber Cancer Institute/Brigham &
Women’s Hospital in Psychosocial Oncology
available for the July ‘10 - June ‘11 academic
year. These positions, which offer advanced
training in consultation-liaison psychiatry and
psychosomatic medicine, also include consulta-
tion-liaison experiences with OB/GYN, neurol-
ogy, burn/trauma, transplantation, emergency
psychiatry, psycho-oncology. Excellent supervi-
sion, research and liaison support. Fellowship
positions include Harvard Medical School ap-
pointment. For further information, please
contact: David Gitlin, M.D., Director, Psycho-
somatic Medicine Fellowship Program, Brigham
& Women’s Hospital, 75 Francis Street, Boston,
MA 02115. Phone: 617-732-6701; Fax: 617-
738-1275; Email: dgitlin@partners.org

PSYCHOSOMATIC MEDICINE FELLOWSHIPS AND
CHIEF RESIDENCY POSITIONS AT YALE
UNIVERSITY

This ACGME-accredited one-year fellowship
has five Psychosomatic Medicine Fellowship
positions available at the PGY-V level or above,
starting July 1, 2010. Applications for Chief
Resident positions are also welcome (PGY IV
year training does not provide eligibility for
subspecialty board certification). The program
offers training in inpatient and outpatient
consultation-liaison psychiatry at Yale New
Haven Hospital and at the VA Connecticut
Healthcare System, with multiple specialty elec-
tives. An Equal Opportunity employer. Please
contact Paul Desan, MD, PhD, Yale New Haven
Hospital, 20 York St CB2039, New Haven, CT
06504, paul.desan@yale.edu, (203) 785-2618.

PSYCHIATRIST-West Virginia University
School of Medicine, The Department of Behav-
ioral Medicine and Psychiatry, has ongoing
opportunities and faculty positions for full-time,
part-time or per diem BE/BC psychiatrists in
various locations throughout the state of West
Virginia, including its primary clinical, educa-
tional and research location in Morgantown,
WYV, as well as William R. Sharpe Jr. Hospital,
a 150-bed, JCAHO-accredited, state psychiatric
hospital in Weston, WV. Responsibilities
include patient care and teaching, with oppor-
tunities for research. Positions will remain open
until filled. Contact Susan Clayton at sclayton@
hsc.wvu.edu. WVU is an AA/EO employer.

PSYCHOSOMATIC MEDICINE FELLOWSHIP

One year exciting, well-established, fellowship
program, one of the first accredited by the
ACGME, in a 750-bed university hospital,
accepting applications for July 1, 2010. Ad-
vanced training offered to psychiatrists who have
completed residency. Please write or call: James
L. Levenson, M.D., Chairman, C-L Division,
VCU Health System, Department of Psychiatry,
Box 980268, Richmond, VA. 23298-0268, jlev-
enson@mcvh-veu.edu (804) 828-0762 or Sherif
Meguid, M.D. aabdel-meguid@mcvh-vcu.edu
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Fellowship Positions, University of lllinois at
Chicago (UIC) College of Medicine

Addiction Psychiatry Fellowship - Seeking
candidate for a 1-year PGY-5 fellowship to start
July 1, 2010. The fellowship provides clinical
experiences in inpatient, residential, outpatient,
and consultative settings. Clinical rotations will
take place in a VA hospital, the UIC medical
center, a community-based comprehensive
outpatient/residential program, an outpatient
adolescent program, and an impaired profes-
sionals program. The fellow will get experience
with the use of various evidence-based practices
in these settings as they are applied in detoxifica-
tion and rehabilitation. The fellow will work
with an ethnically and gender-diverse population
that includes adolescent thru geriatric patient
populations with the range of substance addic-
tions and conditions co-morbid with addictions.
The fellow will have will have supervision from
a multidisciplinary faculty and get broad experi-
ence teaching other health professionals. The
fellow will also have a supervised research
experience in addiction. No on-site night call.
Rodney Eiger, MD, Fellowship Director.

PRIME Residency - This is a PGY-4 position
to begin July 1, 2010, at the Jesse Brown VA
Medical Center and UIC Department of
Psychiatry. The resident will receive psychiatric
consultation-liaison training as a member of a
primary care team (PRIME) and will educate the
primary care team about identification and
management of common psychiatric disorders.
The resident will participate in ongoing didactic
programs and provide care in community-based
outpatient clinics. Opportunities for clinical
research, electives in ECT, and home care;
experiences addiction and geriatric psychiatry
are also offered. Supervision is provided by
faculty from the Departments of Psychiatry and
Medicine at the JBVA Medical Center as well as
the University of Illinois at Chicago.

Women’s Mental Health Fellowship - This is
a PGY-4 or 5 one-year fellowship to start July I,
2010, at the University of Illinois at Chicago.
We are seeking an exceptional candidate who
will develop expertise in reproductive and
gender-linked psychiatric disorders. Our
program has received the ACP Award for
Creativity in Psychiatric Education, and the APA
Gold Award in recognition of our pioneering
work in Women’s Mental Health.

USMLE Step 3 is required for the above
positions at UIC. For consideration contact Dr.
Robert W. Marvin, MD, Director, Residency
Education and Training Program, by mail UIC
Dept. of Psychiatry (MC 913), 912 S. Wood
Street, Chicago, IL 60612; by e-mail: recruit@
psych.uic.edu or by phone (312)996-3583 not
later than December 1, 2009. Detailed descrip-
tions are posted on the Residency website:
http://www.psych.uic.edu/education/residents/
fellowships. The UIC and JBVA are AA/EOE.

Geropsychiatry Fellowship, Portland
Oregon, Recruiting for July 1, 2010 ACGME-
accr PGYS5 level, at Ore Hlth Sci Univ and
Portland VA Med Center. Flexible program with
either research or clinical emphasis. Training
sites include inpatient, outpatient, nursing home
and community. Research and clinical strengths
in end-of-life/palliative care, ethics, mood dis-
orders, dementias, Parkinson’s disease, and sub-
stance abuse. Opportunity, support and mentor-
ing will be provided to fellow for research train-
ing. Contact Linda Ganzini, MD, MPH, Direc-
tor of Geriatric Psychiatry Training, Mental
Health Div, R & D 66, PO box 1034, Portland,
OR 97207 or at Linda.ganzini@va.gov EOE.

Psychosomatic Medicine Fellowship,
Portland, Oregon. Recruiting for 07/01/10
ACGME-accredited PGYS5 level, at Oregon
Health & Science Univ and Portland VA Med
Center. Flexible program with clinical and
research opportunities. Training sites include
ambulatory care, specialty services, and
consultation to inpatient med/surg. Research
and clinical strengths in health services, mental
disorders in primary care, pain, end-of-life/
palliative care, ethics, mood disorders,
Parkinson’s disease, and substance abuse.
Contact Dr. Steven Dobscha, Portland VA Med.
Ctr., PO Box 1034 (P3MHADM), Portland, OR
97207; at steven.dobscha@va.gov. EOE.

FELLOWSHIP
PUBLIC PSYCHIATRY at YALE

The Connecticut Mental Health Center -
Yale University School of Medicine is accept-
ing applications for a one-year Fellowship in
Public Psychiatry for July 2010. CMHC is a
major site for training, research and clinical
service within the Yale and State systems. Asa
state-funded, academic, urban mental health
center it provides a unique setting for
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psychiatrists to obtain advanced training as they
pursue careers as leaders in the field. Fellows
spend 50% time in seminars, supervision, and
administrative/policy meetings of CMHC and
the CT Dept. of Mental Health and Addiction
Services; and up to 50% effort providing direct
clinical service and/or consultation within
public mental health settings in New Haven.
Candidates must be eligible for board certifica-
tion and CT licensure. Minority applicants are
encouraged to apply. For further information
contact Jeanne Steiner, D.O. Medical Director,
CMHC - Yale Univ., 34 Park St New Haven,
CT 06519 or Jeanne.Steiner@yale.edu.

POSITION:
Fellowship
SPONSOR: University of Rochester
Medical Center, Department of Psychiatry
DESCRIPTION: The University of Rochester
program in Geriatrics and Neuropsychiatry
offers one-year PGY-5 clinical fellowships in
Geriatric Psychiatry. Ours is an ACGME
accredited program, successful completion of
which makes graduates eligible for the ABPN
subspecialty examination in geriatric psychiatry.
In addition, a two-year Interdisciplinary
Geriatrics Fellowship is available that integrates
the core disciplines of psychiatry, medicine, and
dentistry and prepares trainees as clinical
educators. Both fellowships offer training in the
care of older patients in a variety of inpatient,
long-term care, clinical, consultation, and
palliative care services. Supervised clinical
experiences are complemented by a didactic pro-
gram, elective offerings, and opportunities to
develop individual scholarly interests. In addi-
tion to the breadth of our clinical programs and
patient populations, we have a large cadre of
experienced and nationally recognized clinicians
and researchers serving on our faculty. We pride
ourselves on providing a stimulating, rewarding
educational experience in a supportive and nur-
turing environment. Applications are now being
accepted for the 2010/2011 academic year.
CONTACT: For more information, please
contact Lisa Boyle, M.D., Director, Geriatric
Psychiatry Fellowship, Department of Psychia-
try, University of Rochester Medical Center, 300
Crittenden Boulevard, Rochester, NY 14642-
8409 Phone: 585.275.2824; Fax: 585.273.1082;
E-Mail: Lisa_Boyle@urmec.rochester.edu Web-
site: www.urme.rochester.edu/smd/psych/
educ_train/fellowship/geriatrics/index.cfmThe
University of Rochester is an equal opportunity/
affirmative action employer.

Geriatric Psychiatry

UNIVERSITY OF MINNESOTA

POSTDOCTORAL FELLOW sought for a
two-year, NIH-funded project investigating the
efficacy and safety of varenicline as a smoking
cessation aid for subjects with schizophrenia
(See: Schizophr. Res. 103(1-3):328-329, 2008).
The candidate must have an M.D. or Ph.D. de-
gree. Residency in psychiatry or clinically rel-
evant experience is highly desirable. The fellow-
ship provides clinical experience in an inpatient
setting using evidence-based practices and ori-
ents the candidate toward an academic career in
psychiatry. Please ubmit curriculum vitae and
three references to: S. Hossein Fatemi, M.D.,
Ph.D., Department of Psychiatry, University of
Minnesota School of Medicine, 420 Delaware
St SE, MMC 392, Minneapolis, MN 55455.
Email: fatem002@umn.edu.

Busy psychiatric practice for sale in South
Orange County, California. Very good reve-

nue. Will stay to help the transition.
Call 949-278-5584 or Fax to 949-348-0231.

_ Gourses & Workshops

Psychiatry Board Review for ABPN II
Cost-effective strategies for busy clinicians.
Over 90 vignettes!

Visit www.psychedu.com

~ Hurnfuee
Handmade iconic couches. See our online
catalogue at www.analyticcouch.com Contact

Randy for fabric samples 206 524 7700. Some

custom options available.

APA Member Benefits and

services That Make a Difference

Bank of America Credit Cards and Financial Tools

— Earn WorldPoints™ Rewards

APA Job Bank — Online career search and recruitment
The Psychiatrists’ Program — Medical malpractice
insurance for psychiatrists

Car Rentals — Substantial discounts from Alamo, Avis,

Budget, Hertz, or National

Solveras Payment Systems — Affordable tools to effectively
manage patient payments

Magazine Subscriptions — Save up to 50% off regular
subscription rates on magazines

Retirement and Investment Planning — Meet your

short and long-term retirement and financial planning
goals

Legal Consultation — Find money-saving legal advice
with APA’s Legal Consultation Plan
Learn more about these benefits and savings at
www.psych.org/members corner

Questions? Contact APA Answer Center
Call Toll-Free: 1-888-35-PSYCH
From outside the U.S. and Canada call: 1-703-907-7300

Email: apa@psych.org

ACUTE STRESS DISORDER AND
POSTTRAUMATIC STRESS DISORDER

The Practice Guideline course is available on the APA website.

http://archive.psych.org/cme/.

Practice Guideline for the Treatment of Patients with
Acute Stress Disorder and Posttraumatic Stress Disorder

COURSE DESCRIPTION
The course includes the complete

guideline, board-type vignette style

multiple-choice guestions, and
discussion of answers with links back

into the guideline text. The course is
presented in an easy to use

format. Progress is tracked as you
move through the course.

CME CREDIT

The Acute Stress Disorder and
Posttraumatic Stress Disorder course
provides up to 5 AMA PRA Category
1 Credits and allows APA members to
print a certificate on completion

of the course.

e Practice Guideline Courses are Free to APA members. Non APA members
may complete APA practice guideline courses for a fee of $60.00 per course.

e APA Practice guideline courses may be a helpful aide in preparation for
ABPN certification and recertification examinations as well as part of a
practical lifelong learning program. Practice guideline courses are available
on the APA website http://archive.psych.org/cme/.

e The APA is accredited by the ACCME to provide continuing medical
education for physicians. The APA designates this educational activity for a
maximum of 5 AMA PRA Category 1 Credit(s)™. Physicians should only
claim credit commensurate with the extent of their participation in the
activity.

For further information, please contact:

American Psychiatric Association, Division of Education, educme@psych.org.
Visit our website at http://archive.psych.org/cme/.

GLASSIFIEDS / pn.psychiatryonfing.ory



American Psychiatric Association Join APAPAC today!
Political Action Committee

SUPPORT YOUR PAC!
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John J. Wernert, M.D,, APAPAC Chair

APAPAC

American Psychiatric Association
Political Action Committee

1000 Wilson Boulevard

Suite 1825

Arlington, VA 22209

Phone: 703-907-8581
Website: www.psych.org/pac
E-mail: apapac@psych.org

NOW is the perfect time to begin or continue your
involvement with APAPAC!

To learn more and contribute, visit www.psych.org/pac
or call 703-907-8581. Thank you for your support!

Contributions are not tax deductible for federal income tax purposes and do not apply to your regular
membership dues. The amounts recommended are only suggested amounts. A person can give more or less
then the suggested amount. The amount given by the contributor, or the refusal to give, will not benefit or
disadvantage you. Only U.S. citizens or Green Card holders are permitted to make contributions. Paid for
by the American Psychiatric Association Political Action Committee.

Help us ensure psychiatry’s
place at the table.



RELAPSE.

Nearly 80% of patients with schizophrenia experience at
least 1 relapse within 5 years of diagnosis.’

RELAPSE.

Patients with schizophrenia miss nearly one third of their oral
antipsychotic doses every year.?

ETHINK.

|s it time we took another look at treatment for schizophrenia?

While no medication can guarantee a relapse will not occur,
using long-acting therapies earlier can help you recognize
the opportunity for missed doses and intervene when it
matters most.

Janssen® is dedicated to finding innovative ways of helping
patients with schizophrenia get the medication they need.

References: 1. Robinson D, Woerner MG, Alvir JMJ, et al. Predictors of relapse
following response from a first episode of schizophrenia or Schizoaffective Disorder.
Arch Gen Psychiatry. 1999;56:241-247. 2. Mahmoud RA, Engelhart LM, Janagap CC,
Oster G, Ollendorf D. Risperidone versus conventional antipsychotics for schizophrenia
and schizoaffective disorder: Symptoms, quality of life and resource use under
customary clinical care. Clin Drug Invest. 2004;24:275-286.
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