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PERIODICALS: TIME SENSITIVE MATERIALS

Long-term therapists
can easily adapt
to using brief
dynamic therapy.

Small clinic succeeds
in integrating
general medicine,
psychiatric care.
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Saul Levin, M.D., 
To Be Next APA 
Medical Director 
 
APA prepares for a major 
transition as James H. Scully Jr., 
M.D., will retire this fall, and his 
successor takes over at a time of 
multiple changes in psychiatry. 

by Ken Hausman

T he aPa board of Trustees 
announced that it has chosen 
saul Levin, m.D., m.P.a., to be 
the association’s next medi-
cal director/CeO. Levin will 

replace James H. scully Jr., m.D., who 
will step down when his contract is up 
later this year. scully has served in that 
post for the last 12 years. 

Levin has served on several aPa com-
ponents including the board of aPa’s 
polit ical action 
committee (aPa-
PAC ) ,  t h e  s c i -
entif ic Program 
Committee, and 
as a consultant to 
the Finance and 
budget Commit-
tee. He has also 
been a member of 
the aPa delega-
tion to the ama. 

Levin currently is the interim director 
of the District of Columbia Department 
of Health and chair of the D.C. essential 
Health benefits Package subcommitee 
of the Health benefit exchange author-
ity. He has also served as senior deputy 
director of the District of Columbia 
addiction and Recovery administra-
tion. before taking on his positions in 
Washington, D.C., Levin was vice presi-

Former U.S. President Bill Clinton delivered a keynote speech via satellite to attendees at the APA annual meeting last month in San 
Francisco. He said that mental health care issues are ones on which he would expect there to be bipartisan cooperation, adding that the 
United States needs to join all other advanced societies in ensuring that there is affordable mental health care.
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China’s new MH law 
abolishes involuntary
treatment, limits
seclusion and restraint.

Clinton Calls for Creative Problem Solving  
In an Era of Interdependence
The 42nd U.S. president said 
the downsides of global 
interdependence are an excess 
of inequality and instability.

by maRK mORan  

G lobal interdependence requires 
a new kind of problem solving 
that doesn’t require killing off 
one side, but allows all parties 
to win. 

That’s what bill Clinton, 42nd Presi-
dent of the united states, told aPa 
members during a keynote address at 

aPa’s 2013 annual meeting last month 
in san Francisco.  

Clinton’s comments were part of a 
remarkable address in which he talked 
to a packed hall of meeting attendees by 
satellite about a range of public-policy 
issues—foreign and domestic—which, 
because of global interdependence, now 
require new ways of problem solving. 

“We are interdependent in so many 
ways,” Clinton said. “america has grown 
ever more diverse, and you are meeting in 
one of our most diverse cities. . . . but there 
are several profound downsides. The first 
is that there is too much inequality. We 

are all willing to tolerate in a market sys-
tem that rewards hard work and years of 
preparation a certain amount of income 
inequality. but too much is devastating, 
because you can’t expand the circle of 
consumers, and it is bound to translate 
into inequalities in health. There’s way 

Watch for Next Issue

Comprehensive coverage of APA’s 2013 
annual meeting will begin in the next 
issue of Psychiatric News.

see Clinton on page 27

Saul Levin, M.D., M.P.A.
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•  Symptom improvement was established in several pivotal trials1

•  The safety and tolerability of LATUDA were evaluated in pivotal trials and multiple studies up to 52 weeks1

•  The recommended starting dose, 40 mg/day, is an effective dose with no initial dose titration required. The maximum recommended 
dose is 160 mg/day1

—  LATUDA should be taken with food (at least 350 calories)

—  Dose adjustment is recommended in moderate and severe renal and hepatic impairment patients. The recommended starting dose 
is 20 mg. The dose in moderate and severe renal impairment patients and in moderate hepatic impairment patients should not exceed 
80 mg/day. The dose in severe hepatic impairment patients should not exceed 40 mg/day

—  LATUDA should not be used in combination with strong CYP3A4 inhibitors such as ketoconazole or strong CYP3A4 inducers such 
as rifampin. When coadministered with a moderate CYP3A4 inhibitor such as diltiazem, the recommended starting dose of LATUDA 
is 20 mg/day and the maximum recommended dose is 80 mg/day

INDICATIONS AND USAGE
LATUDA is an atypical antipsychotic indicated for the treatment of patients with schizophrenia. Efficacy was established in five 6-week controlled 
studies of adult patients with schizophrenia. The effectiveness of LATUDA for longer-term use, that is, for more than 6 weeks, has not been 
established in controlled studies. Therefore, the physician who elects to use LATUDA for extended periods should periodically re-evaluate the 
long-term usefulness of the drug for the individual patient. 

IMPORTANT SAFETY INFORMATION FOR LATUDA

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

See full prescribing information for complete boxed warning. 
•  Elderly patients with dementia-related psychosis treated with antipsychotic drugs are at an increased risk of death. 
• LATUDA is not approved for the treatment of patients with dementia-related psychosis. 

Please see additional Important Safety Information, including Boxed 
Warning, and Brief Summary of Prescribing Information on adjacent pages. 

Schizophrenia can 
tear patients apart

For the treatment of schizophrenia

LATUDA can help put your 
patients back together
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•  Symptom improvement was established in several pivotal trials1

•  The safety and tolerability of LATUDA were evaluated in pivotal trials and multiple studies up to 52 weeks1

•  The recommended starting dose, 40 mg/day, is an effective dose with no initial dose titration required. The maximum recommended 
dose is 160 mg/day1

—  LATUDA should be taken with food (at least 350 calories)

—  Dose adjustment is recommended in moderate and severe renal and hepatic impairment patients. The recommended starting dose 
is 20 mg. The dose in moderate and severe renal impairment patients and in moderate hepatic impairment patients should not exceed 
80 mg/day. The dose in severe hepatic impairment patients should not exceed 40 mg/day

—  LATUDA should not be used in combination with strong CYP3A4 inhibitors such as ketoconazole or strong CYP3A4 inducers such 
as rifampin. When coadministered with a moderate CYP3A4 inhibitor such as diltiazem, the recommended starting dose of LATUDA 
is 20 mg/day and the maximum recommended dose is 80 mg/day

INDICATIONS AND USAGE
LATUDA is an atypical antipsychotic indicated for the treatment of patients with schizophrenia. Efficacy was established in five 6-week controlled 
studies of adult patients with schizophrenia. The effectiveness of LATUDA for longer-term use, that is, for more than 6 weeks, has not been 
established in controlled studies. Therefore, the physician who elects to use LATUDA for extended periods should periodically re-evaluate the 
long-term usefulness of the drug for the individual patient. 

IMPORTANT SAFETY INFORMATION FOR LATUDA

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

See full prescribing information for complete boxed warning. 
•  Elderly patients with dementia-related psychosis treated with antipsychotic drugs are at an increased risk of death. 
• LATUDA is not approved for the treatment of patients with dementia-related psychosis. 

Please see additional Important Safety Information, including Boxed 
Warning, and Brief Summary of Prescribing Information on adjacent pages. 
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INDICATIONS AND USAGE
LATUDA is an atypical antipsychotic agent indicated for the  
treatment of patients with schizophrenia. Efficacy was established  
in five 6-week controlled studies of adult patients with schizophrenia. 
The effectiveness of LATUDA for longer-term use, that is, for more 
than 6 weeks, has not been established in controlled studies. Therefore, 
the physician who elects to use LATUDA for extended periods should 
periodically re-evaluate the long-term usefulness of the drug for the 
individual patient.

IMPORTANT SAFETY INFORMATION

WARNING: INCREASED MORTALITY IN ELDERLY PA-
TIENTS WITH DEMENTIA-RELATED PSYCHOSIS
See full prescribing information for complete boxed warning.

•  Elderly patients with dementia-related psychosis treated 
with antipsychotic drugs are at an increased risk of death.

•  LATUDA is not approved for the treatment of patients with 
dementia-related psychosis.

CONTRAINDICATIONS
LATUDA is contraindicated in the following: 
•  Any patient with a known hypersensitivity to lurasidone HCl or any 

components in the formulation. Angioedema has been observed 
with lurasidone. 

•  Concomitant use with strong CYP3A4 inhibitors (e.g., ketoconazole). 
•  Concomitant use with strong CYP3A4 inducers (e.g., rifampin). 

WARNINGS AND PRECAUTIONS
Cerebrovascular Adverse Reactions, Including Stroke:  
LATUDA 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 administration of 
antipsychotic drugs, including LATUDA. NMS can cause 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 management of NMS should include: 1) immediate 
discontinuation of antipsychotic drugs and other drugs not essential 
to concurrent therapy; 2) intensive symptomatic treatment and med-
ical monitoring; and 3) treatment of any concomitant serious medical 
problems for which specific treatments are available.

Tardive Dyskinesia (TD): The risk of developing TD 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 patient increase. However, the syndrome can de-
velop, although much less commonly, after relatively brief treatment 
periods at low doses. Given these considerations, LATUDA should be 
prescribed in a manner that is most likely to minimize the occurrence 
of TD. If signs and symptoms appear in a patient on LATUDA, drug 
discontinuation should be considered.

Metabolic Changes

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. 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 and periodically during treatment. Any 
patient treated with atypical antipsychotics should be monitored for 
symptoms of hyperglycemia including polydipsia, polyuria, polypha-
gia, and weakness. Patients who develop symptoms of hyperglyce-
mia during treatment with atypical antipsychotics should undergo 
fasting blood glucose testing. In some cases, hyperglycemia has 
resolved when the atypical antipsychotic was discontinued; howev-
er, some patients required continuation of anti-diabetic treatment 
despite discontinuation of the suspect drug.

Dyslipidemia: Undesirable alterations in lipids have been observed 
in patients treated with atypical antipsychotics.

Weight Gain: Weight gain has been observed with atypical antipsy-
chotic use. Clinical monitoring of weight is recommended.

Hyperprolactinemia: As with other drugs that antagonize dopamine 
D2 receptors, LATUDA elevates prolactin levels. Galactorrhea, amen-
orrhea, gynecomastia, and impotence have been reported in patients 
receiving prolactin-elevating compounds. 

Leukopenia, Neutropenia, and Agranulocytosis: Leukopenia/neutro-
penia has been reported during treatment with antipsychotic agents. 
Agranulocytosis (including fatal cases) has been reported with other 
agents in the class. Patients with a preexisting low white blood cell 
count (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 LATUDA should be discon-
tinued at the first sign of a decline in WBC in the absence  
of other causative factors.

Orthostatic Hypotension and Syncope: LATUDA may cause ortho-
static hypotension. Orthostatic vital signs should be monitored  
in patients who are vulnerable to hypotension and in patients with 
known cardiovascular disease or cerebrovascular disease. 

Seizures: LATUDA should be used cautiously in patients with  
a history of seizures or with conditions that lower seizure threshold 
(e.g., Alzheimer’s dementia).

Potential for Cognitive and Motor Impairment: In short-term, place-
bo-controlled trials, somnolence was reported in 17.0% (256/1508) of 
patients treated with LATUDA compared to 7.1% (50/708) of placebo 
patients, respectively. Patients should be cautioned about operating 
hazardous machinery, including motor vehicles, until they are reason-
ably certain that therapy with LATUDA does not affect them adversely.

Body Temperature Regulation: Disruption of the body’s ability to 
reduce core body temperature has been attributed to antipsychotic 
agents. Appropriate care is advised when prescribing LATUDA for pa-
tients who will be experiencing conditions that may contribute to  
an elevation in core body temperature, e.g., exercising strenuously, 
exposure to extreme heat, receiving concomitant medication with 
anticholinergic activity, or being subject to dehydration.

Suicide: The possibility of suicide attempt is inherent in psychotic 
illness and close supervision of high-risk patients should accompany 
drug therapy. Prescriptions for LATUDA should be written for the 
smallest quantity of tablets consistent with good patient management 
in order to reduce the risk of overdose.

Dysphagia: Esophageal dysmotility and aspiration have been associat-
ed with antipsychotic drug use. Aspiration pneumonia is  
a common cause of morbidity and mortality in elderly patients, in par-
ticular those with advanced Alzheimer’s dementia. LATUDA and other 
antipsychotic drugs should be used cautiously in patients at  
risk for aspiration pneumonia. 

ADVERSE REACTIONS
Commonly Observed Adverse Reactions (incidence ≥5% and at  
least twice the rate of placebo) in patients treated with LATUDA were 
somnolence, akathisia, nausea and parkinsonism.

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

Reference: 1. LATUDA prescribing information. Sunovion Pharmaceuticals Inc. 
December 2012. 

FOR MORE INFORMATION, PLEASE CALL 1-888-394-7377 OR VISIT 
www.LatudaHCP.com.
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Brief Summary (for Full Prescribing Information, see package insert)

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 [see 
Warnings and Precautions (5.1)].

•  LATUDA is not approved for use in patients with dementia-
related psychosis [see Warnings and Precautions (5.1)]. 

1. INDICATIONS AND USAGE
LATUDA is indicated for the treatment of patients with schizophrenia. 

The efficacy of LATUDA in schizophrenia was established in five 6-week 
controlled studies of adult patients with schizophrenia [see Clinical Studies 
(14.1)]. 

The effectiveness of LATUDA for longer-term use, that is, for more than  
6 weeks, has not been established in controlled studies. Therefore, the 
physician who elects to use LATUDA for extended periods should periodically 
re-evaluate the long-term usefulness of the drug for the individual patient 
[see Dosage and Administration (2)].
4. CONTRAINDICATIONS 
LATUDA is contraindicated in the following:
•  Any patient with a known hypersensitivity to lurasidone HCl or any 

components in the formulation. Angioedema has been observed with 
lurasidone [see Adverse Reactions (6.1)]. 

•  Concomitant use with strong CYP3A4 inhibitors (e.g., ketoconazole) [see 
Drug Interactions (7.1)].

•  Concomitant use with strong CYP3A4 inducers (e.g., rifampin) [see Drug 
Interactions (7.1)].

5. WARNINGS AND PRECAUTIONS
5.1. 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. LATUDA is not approved for the treatment of 
patients with dementia-related psychosis [see Boxed Warning]. 
5.2. Cerebrovascular Adverse Reactions, Including Stroke in Elderly 
Patients with Dementia-Related Psychosis 
In placebo-controlled trials with risperidone, aripiprazole, and olanzapine 
in elderly subjects with dementia, there was a higher incidence of 
cerebrovascular adverse reactions (cerebrovascular accidents and 
transient ischemic attacks), including fatalities, compared to placebo-
treated subjects. LATUDA is not approved for the treatment of patients with 
dementia-related psychosis [see also Boxed Warning and Warnings and 
Precautions (5.1)]. 
5.3. Neuroleptic Malignant Syndrome 
A potentially fatal symptom complex sometimes referred to as Neuroleptic 
Malignant Syndrome (NMS) has been reported in association with 
administration of antipsychotic drugs, including LATUDA.

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 creatinine phosphokinase, myoglobinuria 
(rhabdomyolysis), and acute renal failure.

The diagnostic evaluation of patients with this syndrome is complicated. 
It is important to exclude cases where the clinical presentation includes both 
serious medical illness (e.g., pneumonia, systemic infection) 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 NMS.

If a patient requires antipsychotic drug treatment after recovery from 
NMS, the potential reintroduction of drug therapy should be carefully 
considered. If reintroduced, the patient should be carefully monitored, since 
recurrences of NMS have been reported. 
5.4. Tardive Dyskinesia 
Tardive dyskinesia is a syndrome consisting of potentially irreversible, 
involuntary, dyskinetic movements that can 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 
patient increase. 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, LATUDA 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 on 
LATUDA, drug discontinuation should be considered. However, some patients 
may require treatment with LATUDA despite the presence of the syndrome.
5.5. Metabolic Changes
Atypical antipsychotic drugs have been associated with metabolic changes 
that may increase cardiovascular/cerebrovascular risk. These metabolic 
changes include hyperglycemia, dyslipidemia, and body weight gain. While 
all of the drugs in the class have been shown to produce some metabolic 
changes, each drug has its own specific risk profile. 
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. Assessment of the relationship between 
atypical antipsychotic use and glucose abnormalities is complicated by the 
possibility of an increased background risk of diabetes mellitus in patients 
with schizophrenia and the increasing incidence of diabetes mellitus in the 
general population. 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. Because LATUDA 
was not marketed at the time these studies were performed, it is not known 
if LATUDA is associated with this increased risk. 

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. 

Pooled data from short-term, placebo-controlled studies are presented 
in Table 2.
Table 2: Change in Fasting Glucose 

LATUDA
Placebo 20 mg/day 40 mg/day 80 mg/day 120 mg/day 160 mg/day 

Mean Change from Baseline (mg/dL)

n=680 n=71 n=478 n=508 n=283 n=113
Serum Glucose –0.0 –0.6 2.6 –0.4 2.5 2.5

Proportion of Patients with Shifts to ≥ 126 mg/dL 

Serum Glucose  
(≥ 126 mg/dL)

8.3%  
(52/628)

11.7%  
(7/60)

12.7%  
(57/449)

6.8%  
(32/472)

10.0%  
(26/260)

5.6%  
(6/108)

In the uncontrolled, longer-term studies (primarily open-label extension 
studies), LATUDA was associated with a mean change in glucose of +1.8 mg/dL  
at week 24 (n=355), +0.8 mg/dL at week 36 (n=299) and +2.3 mg/dL at  
week 52 (n=307).
Dyslipidemia 
Undesirable alterations in lipids have been observed in patients treated with 
atypical antipsychotics. Pooled data from short-term, placebo-controlled 
studies are presented in Table 3.
Table 3: Change in Fasting Lipids 

LATUDA
Placebo 20 mg/day 40 mg/day 80 mg/day 120 mg/day 160 mg/day

Mean Change from Baseline (mg/dL)

n=660 n=71 n=466 n=499 n=268 n=115
Total Cholesterol –5.8 –12.3 –5.7 –6.2 –3.8 –6.9

Triglycerides –13.4 –29.1 –5.1 –13.0 –3.1 –10.6

Proportion of Patients with Shifts 

Total Cholesterol  
(≥ 240 mg/dL)

5.3% 
(30/571)

13.8% 
(8/58)

6.2% 
(25/402)

5.3% 
(23/434)

3.8% 
(9/238)

4.0% 
(4/101)

Triglycerides  
(≥ 200 mg/dL)

10.1% 
(53/526)

14.3% 
(7/49)

10.8% 
(41/379)

6.3% 
(25/400)

10.5% 
(22/209)

7.0% 
(7/100)

In the uncontrolled, longer-term studies (primarily open-label extension 
studies), LATUDA was associated with a mean change in total cholesterol 
and triglycerides of –3.8 (n=356) and –15.1 (n=357) mg/dL at week 24, –3.1 
(n=303) and –4.8 (n=303) mg/dL at week 36 and –2.5 (n=307) and –6.9 
(n=307) mg/dL at week 52, respectively.
Weight Gain 
Weight gain has been observed with atypical antipsychotic use. Clinical 
monitoring of weight is recommended.

Pooled data from short-term, placebo-controlled studies are presented 
in Table 4. The mean weight gain was 0.43 kg for LATUDA-treated patients 
compared to –0.02 kg for placebo-treated patients. Change in weight from 
baseline for olanzapine was 4.15 kg and for quetiapine extended-release 
was 2.09 kg in Studies 3 and 5 [see Clinical Studies (14.1)], respectively. The 
proportion of patients with a ≥ 7% increase in body weight (at Endpoint) was 
4.8% for LATUDA-treated patients versus 3.3% for placebo-treated patients. 
Table 4: Mean Change in Weight (kg) from Baseline 

LATUDA
Placebo 
(n=696)

20 mg/day 
(n=71)

40 mg/day 
(n=484)

80 mg/day 
(n=526)

120 mg/day 
(n=291)

160 mg/day 
(n=114)

All Patients –0.02 –0.15 0.22 0.54 0.68 0.60

In the uncontrolled, longer-term studies (primarily open-label extension 
studies), LATUDA was associated with a mean change in weight of  
–0.69 kg at week 24 (n=755), –0.59 kg at week 36 (n=443) and –0.73 kg 
at week 52 (n=377).
5.6. Hyperprolactinemia
As with other drugs that antagonize dopamine D

2 receptors, LATUDA 
elevates prolactin levels. 

Hyperprolactinemia may suppress hypothalamic GnRH, resulting in 
reduced pituitary gonadotrophin 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 with prolactin-elevating compounds. Long-standing 
hyperprolactinemia, when associated with hypogonadism, may lead to 
decreased bone density in both female and male patients [see Adverse 
Reactions (6)]. 

In short-term, placebo-controlled studies, the median change from 
baseline to endpoint in prolactin levels for LATUDA-treated patients was  
0.4 ng/mL and was –1.9 ng/mL in the placebo-treated patients. The median 
change from baseline to endpoint for males was 0.5 ng/mL and for females 
was –0.2 ng/mL. Median changes for prolactin by dose are shown in Table 5.
Table 5: Median Change in Prolactin (ng/mL) from Baseline 

LATUDA
Placebo 20 mg/day 40 mg/day 80 mg/day 120 mg/day 160 mg/day

All Patients –1.9 
(n=672)

–1.1 
(n=70)

–1.4 
(n=476)

–0.2 
(n=495)

3.3 
(n=284)

3.3 
(n=115)

Females –5.1 
(n=200)

–0.7 
(n=19)

–4.0 
(n=149)

–0.2 
(n=150)

6.7 
(n=70)

7.1 
(n=36)

Males –1.3 
(n=472)

–1.2 
(n=51)

–0.7 
(n=327)

–0.2 
(n=345)

3.1 
(n=214)

2.4 
(n=79)

The proportion of patients with prolactin elevations ≥ 5× upper limit of 
normal (ULN) was 2.8% for LATUDA-treated patients versus 1.0% for 
placebo-treated patients. The proportion of female patients with prolactin 
elevations ≥ 5x ULN was 5.7% for LATUDA-treated patients versus 2.0% 
for placebo-treated female patients. The proportion of male patients with 
prolactin elevations ≥ 5x ULN was 1.6% versus 0.6% for placebo-treated 
male patients.

In the uncontrolled longer-term studies (primarily open-label extension 
studies), LATUDA was associated with a median change in prolactin of  
–0.9 ng/mL at week 24 (n=357), –5.3 ng/mL at week 36 (n=190) and  
–2.2 ng/mL at week 52 (n=307).

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 considered in a patient with 
previously detected breast cancer. As is common with compounds which 
increase prolactin release, an increase in mammary gland neoplasia was 
observed in a LATUDA carcinogenicity study conducted in rats and mice 
[see Nonclinical Toxicology (13)]. 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, but the 
available evidence is too limited to be conclusive. 
5.7. Leukopenia, Neutropenia and Agranulocytosis 
Leukopenia/neutropenia has been reported during treatment with 
antipsychotic agents. Agranulocytosis (including fatal cases) has been 
reported with other agents in the class.

Possible risk factors for leukopenia/neutropenia include pre-existing 
low white blood cell count (WBC) and history of drug-induced leukopenia/
neutropenia. Patients with a pre-existing 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 
LATUDA should be discontinued at the first sign of 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 LATUDA and have their WBC followed  
until recovery. 
5.8. Orthostatic Hypotension and Syncope
LATUDA may cause orthostatic hypotension, perhaps due to its α1-
adrenergic receptor antagonism. The incidence of orthostatic hypotension 
and syncope events from short-term, placebo-controlled studies was 
(LATUDA incidence, placebo incidence): orthostatic hypotension [0.3% 
(5/1508), 0.1% (1/708)] and syncope [0.1% (2/1508), 0% (0/708)]. 
Assessment of orthostatic hypotension was defined by vital sign changes  
(≥ 20 mm Hg decrease in systolic blood pressure and ≥ 10 bpm increase in 
pulse from sitting to standing or supine to standing positions). In short-term 
clinical trials, orthostatic hypotension occurred with a frequency of 0.8% 
with LATUDA 40 mg, 2.1% with LATUDA 80 mg, 1.7% with LATUDA 120 mg 
and 0.8% with LATUDA 160 mg compared to 0.7% with placebo.

Orthostatic vital signs should be monitored in patients who are vulnerable 
to hypotension (e.g., dehydration, hypovolemia, and treatment with 
antihypertensive medications), and in patients with known cardiovascular 
disease (e.g., heart failure, history of myocardial infarction, ischemia, or 
conduction abnormalities), or cerebrovascular disease. 
5.9. Seizures
As with other antipsychotic drugs, LATUDA should be used cautiously in 
patients with a history of seizures or with conditions that lower the seizure 
threshold, e.g., Alzheimer’s dementia. Conditions that lower the seizure 
threshold may be more prevalent in patients 65 years or older. 

In short-term, placebo-controlled trials, seizures/convulsions occurred in 
0.1% (2/1508) of patients treated with LATUDA compared to 0.1% (1/708) 
placebo-treated patients.
5.10. Potential for Cognitive and Motor Impairment 
LATUDA, like other antipsychotics, has the potential to impair judgment, 
thinking or motor skills. 

In short-term, placebo-controlled trials, somnolence was reported by 
17.0% (256/1508) of patients treated with LATUDA (15.5% LATUDA 20 mg, 
15.6% LATUDA 40 mg, 15.2% LATUDA 80 mg, 26.5% LATUDA 120 mg 
and 8.3% LATUDA 160 mg/day) compared to 7.1% (50/708) of placebo 
patients. In these short-term trials, somnolence included: hypersomnia, 
hypersomnolence, sedation and somnolence.

Patients should be cautioned about operating hazardous machinery, 
including motor vehicles, until they are reasonably certain that therapy with 
LATUDA does not affect them adversely. 
5.11. Body Temperature Regulation 
Disruption of the body’s ability to reduce core body temperature has been 
attributed to antipsychotic agents. Appropriate care is advised when 
prescribing LATUDA for patients who will be experiencing conditions that 
may contribute to an elevation in core body temperature, e.g., exercising 
strenuously, exposure to extreme heat, receiving concomitant medication 
with anticholinergic activity, or being subject to dehydration [see Patient 
Counseling Information (17.9)]. 
5.12. Suicide
The possibility of a suicide attempt is inherent in psychotic illness and 
close supervision of high-risk patients should accompany drug therapy. 
Prescriptions for LATUDA 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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In short-term, placebo-controlled studies in patients with schizophrenia, 
the incidence of treatment-emergent suicidal ideation was 0.4% (6/1508) 
for LATUDA-treated patients compared to 0.8% (6/708) on placebo. No 
suicide attempts or completed suicides were reported in these studies.
5.13. Dysphagia 
Esophageal dysmotility and aspiration have been associated with 
antipsychotic drug use. Aspiration pneumonia is a common cause of 
morbidity and mortality in elderly patients, in particular those with advanced 
Alzheimer’s dementia. LATUDA and other antipsychotic drugs should be 
used cautiously in patients at risk for aspiration pneumonia. 
5.14. Use in Patients with Concomitant Illness
Clinical experience with LATUDA in patients with certain concomitant 
illnesses is limited [see Clinical Pharmacology (12.3)].

Patients with Parkinson’s Disease or Dementia with Lewy Bodies are 
reported to have an increased sensitivity to antipsychotic medication. 
Manifestations of this increased sensitivity include confusion, obtundation, 
postural instability with frequent falls, extrapyramidal symptoms, and 
clinical features consistent with the neuroleptic malignant syndrome.

LATUDA has not been evaluated or used to any appreciable extent in 
patients with a recent history of myocardial infarction or unstable heart 
disease. Patients with these diagnoses were excluded from premarketing 
clinical trials. Because of the risk of orthostatic hypotension with LATUDA, 
caution should be observed in patients with known cardiovascular disease 
[see Warnings and Precautions (5.8)].
6. ADVERSE REACTIONS
The following adverse reactions are discussed in more detail in other 
sections of the labeling: 
•  Use in Elderly Patients with Dementia-Related Psychosis [see Boxed 

Warning and Warnings and Precautions (5.1)] 
•  Cerebrovascular Adverse Reactions, Including Stroke [see Warnings and 

Precautions (5.2)] 
•  Neuroleptic Malignant Syndrome [see Warnings and Precautions (5.3)]
•  Tardive Dyskinesia [see Warnings and Precautions (5.4)]
•  Hyperglycemia and Diabetes Mellitus [see Warnings and Precautions 

(5.5)] 
•  Hyperprolactinemia [see Warnings and Precautions (5.6)] 
•  Leukopenia, Neutropenia, and Agranulocytosis [see Warnings and 

Precautions (5.7)] 
•  Orthostatic Hypotension and Syncope [see Warnings and Precautions 

(5.8)] 
•  Seizures [see Warnings and Precautions (5.9)] 
•  Potential for Cognitive and Motor Impairment [see Warnings and 

Precautions (5.10)] 
•  Body Temperature Regulation [see Warnings and Precautions (5.11)] 
•  Suicide [see Warnings and Precautions (5.12)] 
•  Dysphagia [see Warnings and Precautions (5.13)] 
6.1. Clinical Trials Experience
Because clinical trials are conducted under widely varying conditions, 
adverse reaction rates observed in clinical trials of a drug cannot be directly 

the rates observed in clinical practice.
The information below is derived from a clinical study database for 

LATUDA consisting of 2905 patients with schizophrenia exposed to one 
or more doses with a total experience of 985.3 patient-years. Of these 
patients, 1508 participated in short-term, placebo-controlled schizophrenia 
studies with doses of 20 mg, 40 mg, 80 mg, 120 mg or 160 mg once daily. 
A total of 769 LATUDA-treated patients had at least 24 weeks and 371 
LATUDA-treated patients had at least 52 weeks of exposure.

Adverse events during exposure to study treatment were obtained by 
general inquiry and voluntarily reported adverse experiences, as well as 
results from physical examinations, vital signs, ECGs, weights and laboratory 
investigations. Adverse experiences were recorded by clinical investigators 
using their own terminology. In order to provide a meaningful estimate of the 
proportion of individuals experiencing adverse events, events were grouped 
in standardized categories using MedDRA terminology.

premarketing studies for schizophrenia in which LATUDA was administered 
at daily doses ranging from 20 to 160 mg (n=1508).

Commonly Observed Adverse Reactions: The most common adverse 
reactions (incidence ≥ 5% and at least twice the rate of placebo) in 
patients treated with LATUDA were somnolence, akathisia, nausea and 
parkinsonism. 

Adverse Reactions Associated with Discontinuation of Treatment: A 
total of 9.5% (143/1508) LATUDA-treated patients and 9.3% (66/708) of 
placebo-treated patients discontinued due to adverse reactions. There were 
no adverse reactions associated with discontinuation in subjects treated 
with LATUDA that were at least 2% and at least twice the placebo rate. 

Adverse Reactions Occurring at an Incidence of 2% or More in LATUDA-
Treated Patients: Adverse reactions associated with the use of LATUDA 
(incidence of 2% or greater, rounded to the nearest percent and LATUDA 
incidence greater than placebo) that occurred during acute therapy (up to 6 
weeks in patients with schizophrenia) are shown in Table 6.
Table 6: Adverse Reactions in 2% or More of LATUDA-Treated Patients 
and That Occurred at Greater Incidence than in the Placebo-Treated 
Patients in Short-term Schizophrenia Studies 

Percentage of Patients Reporting Reaction
Body System or Organ Class

Dictionary-derived Term
Placebo 
(N=708)

All LATUDA 
(N=1508)

Gastrointestinal Disorders

Nausea 5 10

Vomiting 6 8

Dyspepsia 5 6

Salivary Hypersecretion <1 2

Musculoskeletal and Connective Tissue Disorders

Back Pain 2 3

Nervous System Disorders

Somnolence* 7 17

Akathisia 3 13

Parkinsonism** 5 10

Dizziness 2 4

Dystonia*** <1 4

Percentage of Patients Reporting Reaction
Body System or Organ Class

Dictionary-derived Term
Placebo 
(N=708)

All LATUDA 
(N=1508)

Psychiatric Disorders

Insomnia 8 10

Agitation 4 5

Anxiety 4 5

Restlessness 1 2

Note: Figures rounded to the nearest integer 
* Somnolence includes adverse event terms: hypersomnia, hypersomnolence, sedation, and somnolence 
** Parkinsonism includes adverse event terms: bradykinesia, cogwheel rigidity, drooling, extrapyramidal 

disorder, hypokinesia, muscle rigidity, parkinsonism, psychomotor retardation, and tremor
*** Dystonia includes adverse event terms: dystonia, oculogyric crisis, oromandibular dystonia, tongue 

spasm, torticollis, and trismus

Dose-Related Adverse Reactions

there were no dose-related adverse reactions (greater than 5% incidence) 
in patients treated with LATUDA across the 20 mg/day to 160 mg/day 
dose range. However, the frequency of akathisia increased with dose up to  
120 mg/day (5.6% LATUDA 20 mg, 10.7% LATUDA 40 mg, 12.3% LATUDA 
80 mg, 22.0% LATUDA 120 mg); akathisia was reported by 7.4% (9/121) 
of patients receiving 160 mg/day. Akathisia occurred in 3.0% of subjects 
receiving placebo.
Extrapyramidal Symptoms 
In the short-term, placebo-controlled schizophrenia studies, for LATUDA-
treated patients, the incidence of reported events related to extrapyramidal 
symptoms (EPS), excluding akathisia and restlessness, was 13.5% versus 
5.8% for placebo-treated patients. The incidence of akathisia for LATUDA-
treated patients was 12.9% versus 3.0% for placebo-treated patients. 
Incidence of EPS by dose is provided in Table 7.
Table 7: Incidence of EPS Compared to Placebo 

LATUDA

Adverse Event 
Term

Placebo 
(N=709) 

(%)

20 mg/day 
(N=71) 

(%)

40 mg/day 
(N=487) 

(%)

80 mg/day 
(N=538) 

(%)

120 mg/day 
(N=291) 

(%)

160 mg/day 
(N=121) 

(%)
All EPS events 9 10 21 23 39 20
All EPS events, 
excluding 
Akathisia/
Restlessness

6 6 11 12 22 13

Akathisia 3 6 11 12 22 7

Dystonia* <1 0 4 5 7 2

Parkinsonism** 5 6 9 8 17 11

Restlessness 1 1 3 1 3 2

Note: Figures rounded to the nearest integer
* Dystonia includes adverse event terms: dystonia, oculogyric crisis, oromandibular dystonia, tongue 
spasm, torticollis, and trismus

** Parkinsonism includes adverse event terms: bradykinesia, cogwheel rigidity, drooling, extrapyramidal 
disorder, hypokinesia, muscle rigidity, parkinsonism, psychomotor retardation, and tremor

In the short-term, placebo-controlled schizophrenia studies, data was 
objectively collected on the Simpson Angus Rating Scale for extrapyramidal 
symptoms (EPS), the Barnes Akathisia Scale (for akathisia) and the 
Abnormal Involuntary Movement Scale (for dyskinesias). The mean change 
from baseline for LATUDA-treated patients was comparable to placebo-
treated patients, with the exception of the Barnes Akathisia Scale global 
score (LATUDA, 0.1; placebo, 0.0). The percentage of patients who shifted 
from normal to abnormal was greater in LATUDA-treated patients versus 
placebo for the BAS (LATUDA, 14.4%; placebo, 7.1%) and the SAS (LATUDA, 
5.0%; placebo, 2.3%). 
Dystonia 
Class Effect: Symptoms of dystonia, prolonged abnormal contractions of 

days of treatment. Dystonic symptoms include: spasm of the neck muscles, 

can occur at low doses, they occur more frequently and with greater severity 

drugs. An elevated risk of acute dystonia is observed in males and younger 
age groups.

In the short-term, placebo-controlled clinical trials, dystonia occurred 
in 4.2% of LATUDA-treated subjects (0.0% LATUDA 20 mg, 3.5% LATUDA 
40 mg, 4.5% LATUDA 80 mg, 6.5% LATUDA 120 mg and 2.5% LATUDA 
160 mg) compared to 0.8% of subjects receiving placebo. Seven subjects 
(0.5%, 7/1508) discontinued clinical trials due to dystonic events –  
four were receiving LATUDA 80 mg/day and three were receiving LATUDA 
120 mg/day.
Other Adverse Reactions Observed During the Premarketing Evaluation  
of LATUDA 
Following is a list of adverse reactions reported by patients treated with 
LATUDA at multiple doses of ≥ 20 mg once daily during any phase of a study 
within the database of 2905 patients. The reactions listed are those that 
could be of clinical importance, as well as reactions that are plausibly drug-
related on pharmacologic or other grounds. Reactions listed in Table 6 or 
those that appear elsewhere in the LATUDA label are not included. Although 
the reactions reported occurred during treatment with LATUDA, they were 
not necessarily caused by it. 

Reactions are further categorized by organ class and listed in order 

occurring in at least 1/100 patients (frequent) (only those not already listed 
in the tabulated results from placebo-controlled studies appear in this 
listing); those occurring in 1/100 to 1/1000 patients (infrequent); and those 
occurring in fewer than 1/1000 patients (rare).
Blood and Lymphatic System Disorders: Infrequent: anemia 
Cardiac Disorders: Frequent: tachycardia; Infrequent: AV block 1st degree, 
angina pectoris, bradycardia 
Ear and Labyrinth Disorders: Infrequent: vertigo
Eye Disorders: Frequent: blurred vision 
Gastrointestinal Disorders: Frequent: abdominal pain, diarrhea; Infrequent: 
gastritis 
General Disorders and Administrative Site Conditions: Rare: sudden death
Investigations: Frequent: CPK increased
Metabolism and Nutritional System Disorders: Frequent: decreased appetite
Musculoskeletal and Connective Tissue Disorders: Rare: rhabdomyolysis 
Nervous System Disorders: Infrequent: cerebrovascular accident, dysarthria 
Psychiatric Disorders: Infrequent: abnormal dreams, panic attack, sleep 
disorder 

Renal and Urinary Disorders: Infrequent: dysuria; Rare: renal failure
Reproductive System and Breast Disorders: Infrequent: amenorrhea, 
dysmenorrhea; Rare: breast enlargement, breast pain, galactorrhea,  
erectile dysfunction
Skin and Subcutaneous Tissue Disorders: Frequent: rash, pruritus; Rare: 
angioedema 
Vascular Disorders: Frequent: hypertension 
7. DRUG INTERACTIONS
7.1. Potential for Other Drugs to Affect LATUDA
LATUDA is predominantly metabolized by CYP3A4. LATUDA should not be 
used in combination with strong inhibitors or inducers of this enzyme [see 
Contraindications (4)] and dose should be limited when used in combination 
with moderate inhibitors of CYP3A4 [see Dosage and Administration (2.4)]. 
No dose adjustment is needed with concomitant use of lithium (see Figure 1). 
Figure 1: Impact of Other Drugs on LATUDA Pharmacokinetics
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7.2. Potential for LATUDA to Affect Other Drugs
No adjustment is needed on the dose of lithium, or substrates of P-gp or 
CYP3A4 when coadministered with LATUDA (Figure 2).
Figure 2: Impact of LATUDA on Other Drugs
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8. USE IN SPECIFIC POPULATIONS 
8.1. Pregnancy
Teratogenic Effects
Pregnancy Category B

Non-teratogenic Effects
Neonates exposed to antipsychotic drugs during the third trimester of 
pregnancy are at risk for extrapyramidal and/or withdrawal symptoms 
following delivery. There have been reports of agitation, hypertonia, 
hypotonia, tremor, somnolence, respiratory distress and feeding disorder 
in these neonates. These complications have varied in severity; while in 
some cases symptoms have been self-limited, in other cases neonates have 
required intensive care unit support and prolonged hospitalization.

Safe use of LATUDA during pregnancy or lactation has not been 
established; therefore, use of LATUDA in pregnancy, in nursing mothers, or 

weighed against the possible risks to mother and child.
Animal Data
No adverse developmental effects were seen in a study in which pregnant 
rats were given LATUDA during the period of organogenesis and continuing 
through weaning at doses up to 10 mg/kg/day; this dose is approximately 
half of the MRHD based on body surface area.

No teratogenic effects were seen in studies in which pregnant rats and 
rabbits were given LATUDA during the period of organogenesis at doses up 
to 25 and 50 mg/kg/day, respectively. These doses are 1.5- and 6-times, 
in rats and rabbits, respectively, the maximum recommended human dose 
(MRHD) of 160 mg/day based on body surface area.
8.3. Nursing Mothers 
LATUDA was excreted in milk of rats during lactation. It is not known 
whether LATUDA or its metabolites are excreted in human milk. Because 
of the potential for serious adverse reactions in nursing infants, a decision 
should be made whether to discontinue nursing or to discontinue the drug, 
considering risk of drug discontinuation to the mother. 
8.4. Pediatric Use
Safety and effectiveness in pediatric patients have not been established. 
8.5. Geriatric Use 
Clinical studies of LATUDA in the treatment of schizophrenia did not include 

not they respond differently from younger patients. In elderly patients with 
psychosis (65 to 85), LATUDA concentrations (20 mg/day) were similar 
to those in young subjects [see Clinical Pharmacology (12.3)]. No dose 
adjustment is necessary in elderly patients (Figure 2).
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Elderly patients with dementia-related psychosis treated with LATUDA 
are at an increased risk of death compared to placebo. LATUDA is not 
approved for the treatment of patients with dementia-related psychosis [see 
Boxed Warning]. 
8.6. Other Patient Factors 
The effect of intrinsic patient factors on the pharmacokinetics of LATUDA  
is presented in Figure 3.
Figure 3: Impact of Other Patient Factors on LATUDA Pharmacokinetics
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10. OVERDOSAGE
10.1. Human Experience
In premarketing clinical studies involving 2905 patients, accidental or 

an estimated 560 mg of LATUDA. This patient recovered without sequelae. 
This patient resumed LATUDA treatment for an additional two months.
10.2. Management of Overdosage 

supportive measures should be instituted and close medical supervision 
and monitoring should continue until the patient recovers. 

Cardiovascular monitoring should commence immediately, including 
continuous electrocardiographic monitoring for possible arrhythmias. If 
antiarrhythmic therapy is administered, disopyramide, procainamide, and 
quinidine carry a theoretical hazard of additive QT-prolonging effects when 
administered in patients with an acute overdose of LATUDA. Similarly, 
the alpha-blocking properties of bretylium might be additive to those of 
LATUDA, resulting in problematic hypotension.

Hypotension and circulatory collapse should be treated with appropriate 
measures. Epinephrine and dopamine should not be used, or other 
sympathomimetics with beta-agonist activity, since beta stimulation may 
worsen hypotension in the setting of LATUDA-induced alpha blockade. In 
case of severe extrapyramidal symptoms, anticholinergic medication should  
be administered. 

Gastric lavage (after intubation if patient is unconscious) and 
administration of activated charcoal together with a laxative should be 
considered.

The possibility of obtundation, seizures, or dystonic reaction of the  
head and neck following overdose may create a risk of aspiration with 
induced emesis. 

Manufactured for:
Sunovion Pharmaceuticals Inc.
Marlborough, MA 01752 USA

For Customer Service, call 1-888-394-7377.
For Medical Information, call 1-800-739-0565.
To report suspected adverse reactions, call 1-877-737-7226.

Revised: December 2012
901456R07

LATUDA is a registered trademark of Dainippon Sumitomo Pharma Co. Ltd. 
Sunovion Pharmaceuticals Inc. is a U.S. subsidiary of Dainippon Sumitomo 
Pharma Co. Ltd.

© 2013 Sunovion Pharmaceuticals Inc.

128-36220-King
Bleed: 10.9375" x 14.25"
Trim: 10.4375" x 13"
Live: 9.4375" x 12.5"

QC Check

__________

__________

__________

CLIENT NAME: Abelson Taylor 
JOB#: VW981
DESC: Latuda

OPERATOR: BT
ROUND: 1
DATE: 04/24/2013

FILE NAME: VW981_e01.inddVisualWright, Inc.

Job Name: 450929_PsychNews_060713 PDF Page: 06pn6a_v13.p1.pdf
Process Plan: RVA_SoftProof_MultiPageDate: 13-06-04 Time: 11:20:25

Soft Proof



 

The First and Last Word in Psychiatry

Order @ www.appi.org • Phone: 1-800-368-5777 • Email: appi@psych.org • Fax: 703-907-1091 

20% Discount For American Psychiatric Association Members!  25% Discount For APA Members-in-Training!

Diagnostic and Statistical Manual 
of Mental Disorders, Fifth Edition (DSM-5)
American Psychiatric Association

This new edition of Diagnostic and Statistical Manual of Mental Disorders 
(DSM-5™), used by clinicians and researchers to diagnose and classify 

mental disorders, is the product of more than 10 years of effort by hundreds of 
international experts in all aspects of mental health. Their dedication and hard work have 
yielded an authoritative volume that defines and classifies mental disorders in order to 
improve diagnoses, treatment, and research. 

The criteria are concise and explicit, intended to facilitate an objective assessment of symp-
tom presentations in a variety of clinical settings—inpatient, outpatient, partial hospital, 
consultation-liaison, clinical, private practice, and primary care. 

New features and enhancements make DSM-5™ easier to use across 
all settings:

•  The latest findings in neuroimaging and genetics have been integrated into 
each disorder along with gender and cultural considerations.

•  The revised organizational structure recognizes symptoms that span multiple diagnos-
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Virtual Career Fair
June 18, 2013  l  12 pm - 3 pm EST

The American Psychiatric Association would like to invite you  
to attend our first APA JobCentral Virtual Career Fair! APA 
JobCentral has been connecting employers and exceptional 
psychiatrists for over a year now. By creating this virtual event, 
we hope to start that initial conversation between your recruit-
ing department and psychiatrists searching for that perfect 
career without anyone having to leave their home or office! 

Employer Benefits
As an employer, you are allowed up to four recruiters to show-
case your open positions in your customized virtual booth. 
Your team will be able to engage in one-on-one online chats, 
view attendees’ resumes, work histories, and view optional 
profile pictures. A rating system is in place for you to score your 
interactions and record notes about each candidate! Early-bird 
discounted booths and sponsorship packages available!

Job Seeker Benefits
As a job seeker, you will be able to interact live with recruit-
ers and HR departments at each virtual booth. You are able to 
share your resume, experience, and schedule second-round 
interviews. By learning about all of the new opportunities avail-
able in one 3 hour time slot, you increase your job pool as you 
continue on the search for your first or next career opportunity! 
As with APA JobCentral, job seeker registration is and always 
will be FREE.

For detailed information on how you can register as an  
employer, contact Eamon Wood at ewood@pminy.com  
or 212-904-0363.  If you are a job seeker, please visit  
APA JobCentral’s web page at jobs.psychiatry.org for 
more information.

                     Edited by  
             David B. Arciniegas, M.D.,  
  Na- than D. Zasler, M.D.,  

Rodney D. Vanderploeg, Ph.D., 
and Michael S. Jaffee, M.D.

Management of Adults with 
Traumatic Brain Injury is an up-
to-the-minute, comprehensive, 
and useful text designed to 
support busy physicians, nurses, 
and mental health professionals 

working with persons with traumatic brain injury (TBI) and 
their families. Understanding and improving outcomes after TBI 
requires consideration of the effects of biomechanical forces on 
the brain and the interactions between the injury, the person 
experiencing it, and the psychosocial context in which TBI and 
its consequences occur. 

A multidisciplinary approach to the management of persons with 
TBI therefore is essential. Accordingly, this book presents and 
synthesizes the work of internationally recognized brain injury 
clinicians, scientists, and educators who were selected by a team 
of editors with backgrounds in psychiatry, neurology, psychology, 
and physiatry. This broad range of perspectives enhances 
understanding and provides nuanced yet practical information 
on the neuropsychiatric management of persons with TBI.

Evidence-informed, concise, and clinically rich, this book will 
be of enormous value to health care providers grappling with the 
neurological and mental health consequences of this widespread 
public health problem.

The volume offers many useful features to its readers, including: 

n  Chapters written by an internationally known group 
of editors and contributors offering cutting-edge, 
multidisciplinary perspectives in brain injury medicine. 

n  Guidance on the identification and management of early 
and late postinjury neuropsychiatric disturbances as well 
as their psychological and psychosocial consequences. 

n  Identification of special issues relevant to the evaluation 
and treatment of TBI and postconcussive symptoms 
among military service members and Veterans.

n  Discussion of the ethics and methods of forensic 
assessment of persons with TBI.

n  Key Clinical Points that highlight concepts, assessment 
issues, and clinical management strategies in each chapter.

n  A wealth of tables and figures to enhance the accessibility 
and clinical utility of the book, as well as appendices of 
additional readings and relevant websites for persons and 
families affected by TBI and the clinicians providing  
their care.  

Impressive breadth and depth of coverage, logical structure, 
clinically rich detail, and concise presentation make Manage-
ment of Adults with Traumatic Brain Injury a must-read for 
every physician, nurse, and mental health practitioner working 
to improve the lives of persons with TBI.
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Textbook of Traumatic  
Brain Injury,  
Second Edition
Edited by Jonathan M. Silver, M.D.,  
Thomas W. McAllister, M.D.,  
and Stuart C. Yudofsky, M.D.

This edition of Textbook of Traumatic 
Brain Injury has been thoroughly 
revised and updated from the 2005 

first edition to reflect the exponential expansion of research 
and clinical data amassed in the intervening years. Each 
chapter was written and reviewed by the foremost authorities 
in neuropsychiatry, neurology, rehabilitation medicine, and the 
other specialties who assess, diagnose, and treat these patients.

The book has been closely edited to achieve a level of writing 
that is consistent and engaging and that addresses the needs of 
all medical professionals.

2011 • 686 pages • ISBN 978-1-58562-357-0 • Hardcover  
$169.00 • Item #62357

2013 • 587 pages • ISBN 978-1-58562-404-1 • Paperback   
$79.00 • Item #62404

Management of Adults With Traumatic Brain Injury
     

JUST 

PUBLISHED!
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Register Now for Insititute!

APA’s next major meeting—the Insti-
tute on Psychiatric Services—is being 
held October 10 to 13 in Philadelphia. 
The meeting is often referred to as 
APA’s ”little gem” because of its high 
quality and smaller size than the an-
nual meeting. The theme of this year’s 
institute is “Transforming Psychiatric 
Practice, Reforming Health Care Deliv-
ery.” Advance registration is now open 
at www.psychiatry.org/ips. Housing 
information and reservations can also 
be accessed at that site.
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 8 | Public-Health Journal Puts Stigma Under Microscope

The American Journal of Public Health decides that mental illness stigma is such a 
serious problem that it deserves to be the focus of an entire issue.
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 10 | Small Family Practice Benefits by Integrating Psychiatry

A medical school’s psychiatrists and family-medicine specialists realize they 
have much to learn from each other in pursuit of better patient care.

eduCation & training
 11 | Forty Years Gives Minority Fellowship Much to Brag About

SAMHSA’s Minority Fellowship Program celebrates four decades of providing 
training opportunities to minority psychiatrists and mental health professionals.

legal news
 13 | Patient Wins Legal Argument in Parity-Law Violation Case

In the first parity-violation case to make it federal court, the court rules that 
insurers must justify instances of differential treatment of mental health vs. 
other medical care.

CliniCal & researCh news
 20 | fMRI Might Point to Alcoholism Relapse Risk

Relapse rates for people with alcohol dependence are high. Could a 
procedure to predict those most likely to relapse improve options for  
treating them?

21 | How Does Brain Manage to Banish Memories of Severe Trauma?
Extinguishing the fear engendered by trauma is a proven therapy, and 
neuroscientists are beginning to uncover the mystery of how it works.

23 | Biomarkers Key Ingredient in Customizing Depression-Treatment Recipes
Measurable physiological changes, known as biomarkers, may soon change 
the diagnosis and treatment of major depressive disorder.
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Professional news

Influential Journal Devotes Issue  
To Mental Illness Stigma 
For the first time, the American 
Journal of Public Health devotes 
an entire issue to the problem 
of mental illness stigma, 
framing it as a public-health 
problem.

by Joan arehart-treichel

T he American Journal of Public 
Health (AJPH) has devoted one of 
its issues solely to the stigma that 
is attached to mental illness and 
the people who suffer from it.

The journal’s May issue was several 
years in the making, thanks to hard 
work not only by the authors of the pub-
lished papers and the AJPH staff, but by 
staffs at the carter center and the cen-
ters for Disease control and Prevention 
(cDc).

Several of the people involved in the 
effort, as well as those who have made 
great strides fighting stigma, celebrated 
the issue’s launching at the carter cen-
ter in atlanta april 18.

They included former First lady 
rosalynn carter; Thomas bornemann, 
ed.D., director of the carter center 
Mental health Program; Wayne Giles, 
M.D., director of the Division of Popula-
tion health at the cDc; benjamin Druss, 
M.D., rosalynn carter chair of Mental 
health at emory University; and former 
member of congress tony coelho, a 
major sponsor of the 1990 americans 
With Disabilities act.

Stigma Called ‘Social-Justice Issue’
“i feel like i’ve been working on stigma 

all my life,” carter said. “So this is a spe-
cial day for me, launching the special 
issue of the AJPH. . . . all these articles 
about stigma are unbelievable!”

Stigma is more than just a treat-
ment and access issue—it is also “an 
important social-justice issue,” stated 
Giles, because it can lead to the exclu-

sion of people with mental illness from 
many aspects of society. Thus it is criti-
cal to implement the recommendations 
described in the issue’s papers, he added.

The special AJPH issue “frames 
stigma as a public-health problem that 
needs public-health solutions,” observed 
Druss. The fight against prejudice 
directed at mentally ill people is where 
the civil-rights movement was 40 or 50 
years ago, he maintained. 

coelho related how his own experience 
with being looked down upon because of 
a neurological illness propelled him to 
sponsor the americans With Disabilities 
act. When he was a youth, he was diag-
nosed with epilepsy, yet his family per-
sisted in believing that he was “possessed 
by the devil.” later because of his epilepsy, 
he said, he had trouble getting employ-
ment, lost his driver’s license, lost his 
health insurance, and became suicidal.

Stigma Examined From Many Perspectives
Stigma is scrutinized from many dif-

ferent vantage points in the new issue. 
Some authors focus on the subject of 

see Stigma on page 26
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APA Web Site Wins Design Award

APA’s Web site, www.psychiatry.org, has won a Bronze Interactive Award in the 
Horizon Interactive Awards competiton. The awards honor the best interactive media 
productions. Other entries in this category included the Web sites of organizations and 
companies in health care, franchising, financial services, and associations.

Commenting on winning the award, Eric Fishman, senior director of information 
services and strategies at APA, stated, “APA continually strives to leverage our Web site 
and all of our digital assets to serve the information and collaboration needs of our 
members. The APA Web site design is the result of several member-based focus groups, 
extensive APA staff collaboration, and a close partnership with our Web site vendor, 
Bridgeline Digital. It’s very gratifying to have those efforts recognized by the Horizon 
Interactive Awards as one of the ‘best of the best’.”

200 Retreat Avenue
Hartford, CT 06106

1-800-673-2411

We are pleased to announce that
Nora D. Volkow, M.D.

is the 2013 recipient of the 
C. CHarlES BUrlINGaME, M.D. awarD

for her outstanding contributions to psychiatry.
Past Recipients

1988 Robert Kellner, M.D., Ph.D.
1989 William T. Carpenter, Jr., M.D.

1990 Dennis P. Cantwell, M.D.
1991 George E. Vaillant, M.D.

1992 A. John Rush, M.D.
1993 John C. Nemiah, M.D.

1994 Maurice J. Martin, M.D.
1995 Otto F. Kernberg, M.D.

1996 Charles P. O’Brien, M.D., Ph.D.
1997 Glen Owen Gabbard, M.D.
1998 Lissy F. Jarvik, M.D., Ph.D.

1999 Nancy C. Andreasen, M.D., Ph.D.
2000 Lewis L. Judd, M.D.

2001 Paul S. Appelbaum, M.D.
2002 Charles B. Nemeroff, M.D., Ph.D.

2003 Dilip V. Jeste, M.D.
2004 David H. Barlow, Ph.D.
2005 Herbert D. Kleber, M.D.
2006 Daniel N. Stern, M.D.

2007 Jerrold F. Rosenbaum, M.D.
2008 K. Ranga Rama Krishnan, M.D.

2009 David J. Kupfer, M.D.
2010 Professor Sir Michael Rutter
2011 Jeffrey A. Lieberman, M.D.
2012 Judith L. Rapoport, M.D.
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Government news

Bill Mandates Truth 
In Clinician Advertising
APA and other professional 
organizations are supporting a 
legislative effort to hold health 
care providers accountable 
for misrepresentation of their 
credentials.

by Jonathan Wolfe

A physician by any other name…
may not be a physician.

This is the issue at the cen-
ter of a new bill in Congress 
designed to limit “misleading 

and deceptive advertising or represen-
tation in the provision of health care 
services.”

Introduced april 9 by Rep. larry 
bucshon, M.D. (R-Ind.), and Rep. David 
Scott (D-Ga.), the truth in healthcare 
Marketing act of 2013 (h.R. 1427) cites 
evidence that patients are confused by 
the glut of terminology and ambiguous 
credentials used to describe the services 

and qualifications of physicians and non-
physicians alike. 

Specifically, the bill refers to national 
surveys conducted in 2008 and 2010 on 
behalf of the aMa’s Scope of Practice 
Partnership (SoPP).

according to the results of the 2010 
survey, 93 percent of patients agree 
that “only licensed medical doctors 
should be able to use the title ‘physi-
cian,’ ” but only 51 percent believe that 
health care providers’ advertised infor-
mation clearly indicates their profes-
sional status. 

When it comes to mental health 
services, patient misunderstanding 
may be compounded by the myriad of 
credentialed care providers who often 
work in collaboration with psychia-
trists and other physicians, noted Matt 
Sturm, deputy director for congressional 
affairs in aPa’s Department of Govern-
ment Relations. Some providers also add 
professional association relationship 
acronyms to the alphabet soup follow-

ing their names, which can add to the 
confusion, Sturm said.

Indeed, the 2010 SoPP survey 
revealed that while 75 percent of patients 
correctly identify psychiatrists as physi-
cians, 41 percent also believe that psy-
chologists have medical privileges.

“Patients lack information about 
the wide diversity of professionals who 
work in health care settings, and they 
are understandably confused by the 
increasing ambiguity of health care 
provider–related advertisements and 
marketing,” wrote aPa, the aMa, and 
13 other medical professional organiza-
tions in an april 17 letter to bucshon 
and Scott in support of the newly intro-
duced bill. “because of this uncertainty, 
patient-centered care and decision 
making have been compromised, the 
organizations said.

to address this issue, the bill would 
prohibit health care professionals from 
misrepresenting their education, train-
ing, degree, license, or clinical exper-
tise and would require the disclosure of 
licensing information in any advertise-
ment of services. 

The bill also charges the federal 
trade Commission (ftC) with enforc-
ing the act. The ftC would also be 

responsible for conducting a study of 
health care professionals aimed at iden-
tifying the types and frequency of acts 
and practices that violate the law, as well 
as any instances of harm or injury that 
result from the violations. 

“as a physician, I understand that 
health care providers are vitally impor-
tant to our nation’s health care system,” 
said bucshon in an april 15 press release 
announcing introduction of the legisla-
tion. “That being said, we need to take 
every step possible to ensure that patients 
are protected. It is imperative that health 
care consumers have adequate informa-
tion. . . so that they are able to make wise 
health care choices.” PN

 The Truth in Healthcare Marketing 
Act of 2013 is posted at <http://www.gpo.
gov/fdsys/pkg/BILLS-113hr1427ih/pdf/
BILLS-113hr1427ih.pdf>. The letter cosigned 
by APA in support of the act is posted at 
<http://www.psychiatry.org/File%20Library/ 
Advocacy%20and%20Newsroom/APA%20
on%20 the%20 Issues/Re gulator y/4 -
18-13-TIA-Legislation_Group-Sign-on- 
Letter-113th-Congress.pdf>. The results of 
the 2008 and 2010 SOPP studies are posted 
at <http://www.ama-assn.org/resources/
doc/arc/tiasurvey.pdf>.

The University of Rochester Department of Psychiatry seeks full-time, board eligible or 
certified psychiatrists committed to developing careers as members of a dynamic and 
growing faculty.  Positions are available in ambulatory settings that emphasize integrated, 
team-based care and the implementation and study of evidence-based practice in close 
collaboration with primary care. We also seek faculty members interested in developing 
their skills as hospitalists, with ECT, and in our Comprehensive Psychiatric Emergency 
Program.  A license to practice in New York State is required.

We excel in helping early and mid-career psychiatrists realize their career development 
goals in medical education, clinical care and research. Located between Lake Ontario 
and New York’s scenic Finger Lakes region, Rochester provides a rich variety of social, 
recreational, cultural and educational opportunities. Additional information about the 
department is available at http://www.urmc.rochester.edu/smd/Psych.

The University of Rochester has a strong commitment to principles of diversity and, 
in that spirit, actively encourages applications from groups underrepresented in higher 
education and medicine. Women, minorities, individuals with disabilities and veterans 
are encouraged to apply. We offer competitive compensation and benefits.

Interested applicants should e-mail inquires and a C.V. to:

http://www.rochester.edu/working/hr/jobs/

Linda H. Chaudron, MD, MS
Professor of Psychiatry, Associate Chair, Clinical Services

Department of Psychiatry
University of Rochester Medical Center

300 Crittenden Boulevard
Rochester, NY  14642-8409

E-mail: Linda_Chaudron@urmc.rochester.edu
Phone: (585)273-2113; Fax: 585-273-1066

Health Sciences Assistant/Associate Clinical Professor 
Outpatient Clinic

The University of California, Davis, Department of Psychiatry and Behavioral 
Sciences is recruiting for two Health Sciences Assistant/Associate Clinical 
Professors in the clinician/teaching series to serve as teaching attendings at one of 
the Sacramento County clinics staffed by UC Davis Faculty.  General psychiatry 
residents and medical students rotate at these sites.  Interest and experience in 
teaching and supervision of medical students, residents, and other mental health 
professional is highly desirable.  The successful candidate should be board eligible 
or certified in general psychiatry and be in possession of or eligible for a California 
Medical license. The successful candidate will provide group and individual 
supervision of clinical cases for general psychiatry residents, psychology fellows, 
medical students and other mental health professionals (including timely and 
appropriate evaluation of trainee performance) as well as have the opportunity 
to lead small group seminars and case conferences. The Department provides a 
stimulating teaching and research academic environment and serves a culturally 
diverse population. See www.ucdmc.ucdavis.edu/psychiatry

For full consideration, applications must be received by September 1, 2013.  
However, the position will remain open until filled through November 1, 2013.

Interested candidates should email a curriculum vitae and letter of interest in 
response to Nicole Prine at Nicole.prine@ucdmc.ucdavis.edu.  

For more information concerning these positions, please contact 
the search committee chair, Dr. Glen Xiong at rehales@ucdavis.edu

Please make sure you reference Search #PY-06R-13 on all correspondence

In conformance with applicable law and University policy, the University of 
California, Davis, is an equal opportunity/affirmative action employer.

 http://www.ucdmc.ucdavis.edu/psychiatry/

UC DAVIS SCHOOL OF MEDICINE
DEPARTMENT OF PSYCHIATRY AND BEHAVIORAL SCIENCES
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Small Family Practice Benefits 
From Psychiatric Collaboration
University of Michigan 
psychiatrists and residents work 
closely with family practitioners 
in an Ypsilanti clinic.

by AAron Levin

A s psychiatrists around the 
country explore ways to bring 
psychiatry closer to primary 
care, a modest family practice 
clinic in ypsilanti, Mich., may 

provide one glimpse into the future.
“We do consultations and make rec-

ommendations to the family practitio-
ners for initial management and ongo-
ing care,” said Patrick Gibbons, D.o., an 
attending psychiatrist with the Univer-
sity of Michigan Health System and the 
Washtenaw County Health organiza-
tion, the local community mental health 
center.

“our goal is to get the patient back 
to the primary care physician with very 
explicit directions about what symptoms 
to monitor, which medications to use, 
and when to call us if there’s a problem,” 
said Gibbons in a recent interview in his 
office at the family practice clinic in the 
ypsilanti Health Center.

essentially, Gibbons and his Uni-
versity of Michigan colleague, child 
psychiatrist Sheila Marcus, M.D., run a 
consultation service, assisted by psychia-
try residents, a fellow, and some medical 
students.

“We serve two populations,” 
explained Gibbons. “First, there are 
the people in the county who do not 
otherwise have mental health services. 
Second, there are patients whose cases 
are too complex to be handled by family 
medicine clinicians alone.”

residents and medical students spend 
one day a week in the clinic for two to 
six weeks. They’ll see a patient and do an 
initial evaluation, review observations 
and recommendations with Marcus or 
Gibbons, then see the patient again along 
with the attending physician.

They aim to have the medications 
titrated and stabilized within three vis-
its. Follow-up interactions with the fam-
ily practitioners usually happen over the 
phone or by e-mail or with the family 
medicine residents in person at Wednes-
day afternoon meetings.

Gibbons and Marcus usually review 
cases with the residents, going over 
symptom clusters, medication manage-
ment, psychosocial issues, legal issues, or 
chemical use disorders.

“What’s unique here is that every 

patient already has a primary care 
physician that we can easily contact,” 
third-year psychiatry resident Cara 
Fosdick, M.D., told Psychiatric News. 
“They have a regular provider, and we 
have the opportunity to educate the pri-
mary team.”

Having services available in the fam-
ily medicine clinic helps overcome many 
patients’ hesitation to accept psychiatric 

care, said another PGy-3, Lubna Grewal, 
M.D.

“That resistance is diminished 
because the patients know we’re working 
with their regular doctor,” said Grewal. 
“it’s a great way to loop around that kind 
of stigma.”

Many of their patients are strug-
gling economically and face more psy-
chosocial crises than those they see 

in the university clinic in Ann Arbor. 
Many also deal with chronic pain, a 
fact that brings home to the residents 
the interaction between psychiatry and 
general medical care.

“our residents and fellows become 
sensitized to the reality of how payment 
for services, selection of medications, 
and treatment alternatives are directed 
by financial situations or social barriers,” 
said Gibbons. 

Managing complications means 
using lines of communication set up in 
advance to contact the psychiatrists and 
residents. in emergencies, the primary 
care team knows to send the patient to 
the psychiatric emergency departments 
at two hospitals in ypsilanti or nearby 
Ann Arbor.

“This is probably a very realistic 
experience for those who will be treat-
ing general psychiatric conditions in the 
community,” said Gibbons. “it also gives 
med students who might be interested in 
psychiatry a taste of what the real world 
is going to be like.”

A didactic program designed to teach 
the family practice residents more about 
general mental health issues and treat-
ment strategies is in the planning stages.

Work in the clinic so far appears to 
benefit both patients and trainees.

“it feels like we’re doing a lot of use-
ful work here in a comparatively small 
amount of time, compared to the average 
clinic,” said Fosdick. PN

Community news

Child Mental Health Campaign  
Turns to the Internet
A child psychiatry 
organization expands its 
presence on the Web to better 
fight stigma and lower barriers 
to children’s mental health 
care.

by AAron Levin

T he Child Mind institute began 
its annual effort to fight stigma 
and provide accurate informa-
tion on mental illness in chil-
dren on May 1.

Unlike the institute’s efforts dur-
ing the previous three years, this year’s 
month-long Speak up for Kids campaign 
was conducted entirely online and focus 
ed on barriers to children’s mental health 
care.

Half of all psychiatric illness begins 
before age 14, and 75 percent develops 
before age 24, a campaign announce-

ment pointed out.
“There’s never been a better time 

to focus attention on children who are 
struggling with psychiatric and learning 
disorders and the potential to transform 
lives through good early intervention,” 
said child psychiatrist Harold Kople-
wicz, M.D., president of the institute, in 
a statement. “We are at a moment when 
people are listening and actively trying 
to find solutions to the barriers that keep 
so many kids from getting the help they 
need.”

The campaign originally encouraged 
psychiatrists and mental health profes-
sionals to give public talks about the signs 
and symptoms of mental illness, and last 
year it prompted about 600 events around 
the country.  

However, two observations sug-
gested a change in the message-deliv-
ery mode from in-person settings to 
a virtual one, a Child Mind institute 
spokesperson told Psychiatric news. 

Parents in some areas could not find 
a mental health professional to give a 
presentation, and many parents did not 
feel comfortable talking about these 
issues in an open, public setting.

As a result, Speak Up for Kids now 
used hundreds of short, online videos 
to address barriers to providing mental 
health care to the children who need 
it. in addition, there was 16 webcasts 
featuring nationally known mental 
health experts such as Thomas insel, 
M.D., director of the national institute 
of Mental Health, and nora volkow, 
M.D., Ph.D., director of the national 
institute on Drug Abuse. Advocates 
like former membder of Congress Pat-
rick Kennedy, who is a senior strategic 
advisor and spokesperson for APA, also 
participated.

This year’s campaign provided mate-
rials designed to stimulate offline discus-
sions or facilitate viewing parties. These 
materials include articles and videos by 
experts and a “Parents’ Guide to Getting 
Good Care.” PN

 Information about Speak Up for Kids 
is posted at http://www.childmind.org/en/
speak-up-for-kids.
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Psychiatrists and residents from the University of Michigan Department of Psychiatry 
work closely with family practice physicians in the Ypsilanti Health Center.
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SAMHSA Minority Fellowship  
Celebrates 40th Anniversary
The SAMHSA Minority 
Fellowship Program has helped 
shape the careers of more 
than 430 psychiatrists. Several 
helped celebrate a major 
milestone. 

by Joan arehart-treichel

F or 40 years, the federal govern-
ment has provided funds to 
increase the number of minor-
ity psychiatrists and mental 
health professionals through  

the Minority Fellowship Program (MFP). 
on april 23, key players in the program, 
as well as some of the program fellows 
and former fellows, gathered to celebrate 
the program’s 40th anniversary.

The celebration was held at the rock-
ville, Md., offices of the Substance abuse 
and Mental health Services administra-
tion (SaMhSa); the agency has admin-
istered the program since 1992.

SaMhSa administrator Pamela 
hyde, J.D., kicked off the celebration with 
a keynote address. Several years ago, she 
reported, she had visited a MFP meeting, 
and “there was energy in the room and a 
lot of promise.”  currently there are 124 
program fellows, including psychiatrists, 
psychologists, nurses, marriage and fam-
ily therapists, and social workers. The 
MFP grant for psychiatrists is adminis-
tered by aPa through its office of Minor-
ity and national affairs (oMna). other 
professional organizations provide grants 
for their trainees to participate.

President obama’s affordable care 
act is going to especially benefit minori-
ties, hyde explained, since most of the 11 
million americans who will qualify for 
health insurance starting in January 2014 
are minorities. Moreover, once these peo-
ple have access to health insurance, a large 
proportion will need mental health care, 
and that means that there will be a greater 
need than ever for minority behavioral 
health professionals, she predicted.

Paolo Del Vecchio, M.S.W., director 
of the center for Mental health Ser-

vices at SaMhSa, then introduced the 
six MFP grantee program directors who 
were present at the celebration, includ-
ing annelle Primm, M.D., M.P.h., aPa 
deputy medical director and director of 
oMna as well as director of the aPa/
SaMhSa Minority Fellowship Program. 
Marilyn King, assistant director of the 
aPa/SaMhSa MFP, was also present.

Heart and Soul of the Fellowship
“Marilyn King is the heart and soul 

of our program,” Primm declared. “She 
has created a wonderful, nourishing 
environment for our fellows. Since 
aPa has been involved with the pro-
gram, 433 psychiatrists have partici-
pated. Jeanne Spurlock, M.D., laid the 
foundation for the fellowship, in 1974, 
while she was deputy medical director 
at aPa.”

Primm noted that the eth-
nicity of the majority of pro-
gram fellows to date has been 
african american and asian 
american, so aPa is “trying to 
step up recruitment of hispanic 
and native-american psychia-
trists in training as well.” 

Many of the fellows who have 

graduated from the program have gone 
on to do impressive things, she pointed 
out, such as directing community mental 
health centers or becoming academic fac-
ulty; 68 percent work in public-psychiatry 
settings, she said, and most are providing 
services in settings where minority popu-
lations are the majority of the patients.

Former Fellows Reflect on Benefits
Several former fellows who attended 

the celebration commented on how the 
MFP has benefited them.

Pamela collins, M.D., a psychiatrist 
and director of the office for research 
on Disparities and Global Mental health 
and director of the office of rural Mental 
health research at the national institute 
of Mental health, reported that MFP 
“gave me the opportunity to do some 
things off the beaten path”—for example, 
work in international settings. it also 
helped her learn how aPa works, she said.

aeva Doomes, M.D., a Washington, 
D.c., child psychiatrist, said that a proj-
ect she undertook as part of her fellow-
ship “gave me space to grow.” She added 
that she has also received excellent 
employment advice from peers in the 
program. and the close friendships she 
has developed with some other psychia-
trists in the program have been of great 
benefit, she remarked.

and even though the funds that 
the MFP offers to fellows are a draw 
for applicants, the money is “nothing 
compared to the bonds that you build 
through the program,” nurse bridgette 
brawner, Ph.D., observed.

“MFP gave me a chance to give back 
to the street-wise,” if not in harlem, then 
at least in Washington, D.c., psycholo-
gist Samuel Gordon, Ph.D., attested.

Finally, the former fellows were asked 
whether they had any suggestions on 
how the fellowship program might be 
improved.

it might be a good idea if fellows from 
the various professions represented in 
the MFP could come together to discuss 
a subject of mutual interest—stigma, for 
example—social worker llewellyn cor-
nelius, Ph.D., suggested.

it would be good if people from 
minority backgrounds could learn about 
the MFP in their formative years, when 
they are considering various professions, 
brawner ventured.

Perhaps MFP staff could teach fellows 
how to network, collins suggested. For 
instance, “What do you do with all those 
business cards you have collected?” PN

 To view a video of Annelle Primm, M.D., 
M.P.H., discussing the APA/
SAMSHA Minority Fellowship 
Program, and of former fellow 
Aeva Doomes, M.D., telling 

how she benefited from it, scan the QR code 
or go to http://youtu.be/aI49umJsuD0.

Education & training
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Annelle Primm, M.D. (right), and Marilyn King (center) receive an award at the anniver-
sary celebration of the SAMHSA Minority Fellowship Program from Paolo Del Vecchio, 
M.S.W., director of SAMSHA’s Center for Mental Health Services.

Pamela Hyde, J.D., SAMHSA administrator: “We 
have a lot of opportunities as the Affordable Care 
Act evolves over the next year.”
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ACP Selects New Leaders

At its annual meeting in February, the American College of Psychiatrists elected two new 
members to its Board of Regents and selected five board officers. Members of the Board 
of Regents are responsible for managing the college’s property and affairs.

James Lomax, M.D., and Laura Roberts, M.D., have been elected to the 
college’s Board of Regents. The college’s new officers are Barbara Schneidman, 
M.D., M.P.H., president; James H. Scully Jr., M.D., president-elect; Francisco 
Fernandez, M.D., vice president; and Frank Brown, M.D., second vice president. 

More information is posted at www.ACPsych.org.
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Med Students Regard Psychiatry Highly, 
But Choose Other Specialties
One psychiatrist with a long-
time interest in education and 
workforce issues emphasizes 
the need to improve the 
psychiatry clerkship experience.

by Mark Moran

P sychiatry is regarded positively 
by medical students, but as a 
career choice was rated poorly, 
according to a systematic 
review of studies surveying 

medical students in the United States 
and around the world.

“Decades of research aimed at iden-
tifying attitudes toward psychiatry have 
found that, overall, medical students have 
positive attitudes toward psychiatry,” said 
Zaza Lyons, M.P.H., of the University of 
Western australia’s School of Psychiatry 
and Clinical neurosciences in the May 
Academic Psychiatry. “However, recruit-
ment rates to psychiatry training pro-
grams remain low in many countries…. 
[a]ttention now needs to focus more 
closely on psychiatry curricula, develop-
ment of innovative teaching strategies, 
and reduction of stigma toward mental 
illness. This may be helpful in overcom-
ing the negativity that students have 

toward psychiatry as a career, improving 
recruitment rates to psychiatry training 
programs, and putting psychiatry on a 
more positive foundation for the future.”

In the study, Lyons undertook a system-
atic review searching several electronic 
databases using the following key words: 
medical students, attitudes, psychiatry, 
and career. The studies included in the 
review were conducted in 22 countries. 
The countries with more than one study 
were the United States, Pakistan, India, the 
United kingdom, and Israel. 

a total of 12,144 students, from 74 
medical schools, were surveyed across 
all studies. response rates ranged from 
49 percent to 100 percent, with 13 stud-
ies reporting rates of over 85 percent. 

overall, the students did not rate 
psychiatry highly as a career choice: 14 
studies found that psychiatry was chosen 
as a career by less than 5 percent of the 
sample; in three studies, it was chosen by 
between 5 percent and 10 percent of the 
sample; and in six studies, by 10 percent 
or more. In two studies only one student 
nominated psychiatry as a chosen career.

Most studies reported a mix of both 
negative and positive attitudes toward psy-
chiatry. The attitudes expressed remained 
consistent between the cultures and coun-
tries where the studies were conducted. 

The majority, however, found that overall 
student attitudes were quite positive and 
that such attitudes remained consistent 
between cultures and countries. 

Positive factors cited by the stu-
dents included the merits, intellectual 
challenge, and efficacy of psychiatry; 
personal rewards of practicing psychia-
try; and perception of psychiatrists as 
effective professionals. negative fac-
tors included perceived lack of scientific 
foundation; perceived low status, pres-
tige, and financial reward of psychiatry; 
difficulties with the patient population 
and treatments; a sense that the field is 
depressing and frustrating; and lack of 
opportunity to use their clinical skills.

“The implementation of creative 
and novel programs, and the availabil-
ity of elective options for students who 
have performed well in clerkships or 
expressed a particular interest in psy-
chiatry, may be valuable in increasing 
recruitment,” Lyons suggested.

but Sidney Weissman, M.D., a former 
aPa trustee who has had a long-time 
interest in education, recruitment, and 
workforce issues, said the report’s con-
clusions are “simplistic” and stressed 
that—in the american setting anyway—
educators need to focus very specifically 
on the clerkship experience, providing 

students not only with a more consis-
tent vision of what psychiatry is about, 
but exposure to a wider array of patients.

“Psychiatry has a number of prob-
lems in creating meaningful clerkships 
for medical students,” he told Psychiatric 
News. “on one hand, we attempt to teach 
regarding the discipline of psychiatry. on 
another, we address issues of relationship 
to patients and in a broad sense varied 
behavioral aspects of medicine. Psychia-
try clerkships may be on inpatient units 
that vary considerably, with either acute 
or chronically ill patients, substance abuse 
units, consultation-liaison units, or out-
patient clinics. We do not offer students 
around the country a consistent picture.” 

“In whatever unit psychiatry clerk-
ships occur, students must see varied 
patients and patients who get better,” 
Weissman added. “Some students may 
only experience psychiatry on inpatient 
drug-treatment units with patients who 
have relapsed a number of times. Such a 
unit is not an appropriate setting for med-
ical students to learn psychiatry, but not 
all medical schools have adequate train-
ing sites for medical students. Clerkships 
must be adequately staffed, and students 
must see a board array of patients just as 
they do in other clerkships. This is not 
innovative but basic teaching.” PN

 “Attitudes of Medical Students 
Toward Psychiatry and Psychiatry as a 
Career: A Systematic Review,” is posted 
at http://ap.psychiatryonline.org/article.
aspx?articleID=1681714.

U.S. Residents Get Time on 
International Psychiatry Stage
U.S. psychiatry residents take 
advantage of the opportunity 
to give a presentation to their 
international colleagues at a 
World Psychiatric Association 
congress.

by ken HaUSMan

I n early april, the World Psychi-
atric association (WPa) held its  
regional Congress for Southeast 
europe and eurasia in bucharest, 
romania, centered on the theme 

“The Integration of Primary Care, Mental 
Health and Public Health: The Catalytic 
role of Information and Communication 
Technology.” In attendance at the meet-
ing were six psychiatry residents from 
programs in the Washington, D.C., area 
and one from Harvard University.  The 

Washington-area residents were able to 
attend because they participate in the 
Washington Psychiatric Society’s (WPS) 
Career, Leadership and Mentorship pro-
gram (CLM), initiated in 2008 by eliot 
Sorel, M.D., who has been a mentor to the 
residents (Psychiatric News, april 19) and 
co-chair of the congress’s Scientific Com-
mittee.

Financial and logistical support for 
the residents; travel to the congress was 
provided by their psychiatry depart-
ments, according to Veronica Slootsky, 
M.D.; Milangel Concepcion, M.D., 
M.P.H.; and Mona Thapa, M.D., who dis-
cussed the event with Psychiatric News.

The congress was held in the Palace 
of the Parliament in bucharest, which 
claims to be the largest civilian building 
in the world.

To prepare for the congress, Slootsky, 
Concepcion, and Thapa worked together 

to develop a workshop presentation titled 
“Global Childhood PTSD in Israel and 
Latin america.” They reported that the 
audience of international colleagues was 
enthusiastic about the presentation and 
that several noted that they were surprised 

to learn about the significant burden of 
ongoing traumatic experiences that places 
children at risk for posttraumatic stress 
disorder, depression, and anxiety disorders 
in disparate locations around the world. 

see International  on page 16

After three days of work at the WPA’s Bucharest Congress, residents from Washington, 
D.C., training programs join international colleagues to celebrate their accomplish-
ments. From left, Pranayjit Adsule, Veronica Slootsky, Mona Thapa, Philip Murray, Urooj 
Saeed, Eliot Sorel, Rajeev Sharma, and Milangel Concepcion (all M.D.s).
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Court to Hear Case Alleging  
Parity-Law Violation 
A federal court in Vermont 
rejects arguments by a health 
insurance provider that a case 
charging it with violating the 
parity law should be dismissed.

by Mark Moran

I f insurance companies are going to 
treat mental and physical illnesses 
differently, they must justify the 
disparities using clinically appro-
priate standards.

That’s what the U.S. District Court 
for the District of Vermont said in the 
case C. M. v. Fletcher Allen Health Care, 
Inc.—one of the first legal opinions to 
address interpretation of the Mental 
Health Parity and addiction Equity act 
of 2008 (MHPaEa). The court’s ruling 
in the case was in response to a motion 
to dismiss the case filed by the defendant 
insurer, Fletcher allen Health Care. The 
effect of the ruling is to ensure that the 
plaintiff’s case can go forward. 

but the court’s decision is impor-
tant, said aPa General Counsel Col-

leen Coyle, because it “squarely puts the 
burden on the insurance plan to dem-
onstrate that treatment of mental health 
benefits in a manner that is not compa-
rable to treatment of medical/surgical 
benefits is justified by recognized and 
clinically appropriate standards of care.”  

The insurer had argued that the fed-
eral parity law requires patients to prove 
not just that mental health benefits were 
treated differently from other medical 
benefits, but to demonstrate that “no 
clinically appropriate standard of care 
would permit a difference.”  That is, the 
insurer was arguing that the case should 
be dismissed because it is the patient’s 
responsibility to prove that the insurer’s 
action was not justified by clinically 
appropriate standards of care. 

not so, said the court, which ruled 
instead that it is the insurer that bears 
the burden of proof for explaining its 
treatment decisions. “[T]he Parity act 
was promulgated to eliminate impermis-
sible disparity in the benefits afforded for 
mental health and substance abuse dis-
orders when compared to those afforded 
medical/surgical conditions,” the federal 

court said. “It stands to reason that plan 
administrators would also bear the bur-
den of establishing under the Parity act, 
why mental health and medical benefits 
are treated differently based upon diver-
gent clinical standards.” 

Coyle told Psychiatric News, “Mental 
health and substance disorder patients 
have a right to know whether they are 
being treated differently than patients 
with other physical or surgical issues, and 
if so, on what clinical grounds the insur-
ance companies justify that difference.”

In the Vermont case, the plaintiff 
patient—identified only as “C.M.”—
alleges that the insurer violated the 

MHPaEa by requiring preapproval for 
routine mental health services but not 
for other medical services; by conduct-

ing concurrent reviews of 
mental health services but 
not requiring such reviews 
for other medical services; 
and by initiating automatic 
review processes triggered 
by a fixed number of visits 
for mental health services 
but not for other services.   

The court denied 
Fletcher allen’s motion 
to dismiss the claim, and 
therefore C.M. will have 
the opportunity to prove 
that these differences in 

handling mental health claims violated 
federal law. If the patient does so, the 
court should find that the insurer vio-
lated the MHPaEa unless the insurer 
can demonstrate that these disparities 
are justified by recognized and clinically 
appropriate standards of care, Coyle said. 

aPa assisted the plaintiff’s coun-
sel in developing the MHPaEa-based 
arguments in this case. aPa has also 
filed a lawsuit against insurers anthem 
and WellPoint in Connecticut and is in 
the process of challenging several other 
insurance carriers it believes are violating 
mental health parity laws or improperly 
using CPT codes for services provided by 
psychiatrists (Psychiatric News, april 5).

The lead attorney representing C.M., 
alison bell, of the law firm Langrock 
Sperry & Wool, said in a statement, 
“Mental health parity is an important 
lifeline for my client, who was denied 
benefits for medical care desperately 
needed in order to live a healthy life.  We 
are grateful for aPa’s assistance with 
MHPaEa issues.”

Last month, former member of Con-
gress Patrick kennedy hosted a roundtable 
discussion in new Haven, Conn., at which 
the plaintiff in the Vermont case spoke—
along with psychiatrists, other patients, 
mental health advocates, and political 
leaders—about mental health parity and 
the need for patients to speak out publicly 
to ensure that the vision that propelled 
passage of the MHPaEa is realized.

aPa Medical Director James H. 
Scully Jr., M.D., praised the plaintiff for 
taking action and emphasized that the 
Vermont case is an important one. “aPa 
applauds plaintiff C.M. and others who 
spoke at the roundtable. . .for having the 
courage to stand up for the right to care,” 
he said in a statement. “We look forward 
to the day when parity is fully realized 
and those with a mental illness and/or 
substance use disorders can expend their 
energy and resources conquering the ill-
ness, rather than battling the insurance 
companies for the coverage to which 
they are entitled and for which they and 
their employer have paid.” PN

Depressive Disorders

D SM-5 contains several new 
depressive disorders, including 
dysphoric mood dysregulation 

disorder and premenstrual dysphoric 
disorder. To address concerns about 
potential over-diagnosis and overtreat-
ment of bipolar disorder in children, 
disruptive mood dysregulation disor-
der, is included for children up to age 12 
years who exhibit persistent irritability 
and frequent episodes of extreme behav-
ioral dyscontrol. What was referred to as 
dysthymia in DSM-IV now falls under 
the category of persistent depressive 
disorder, which includes both persistent 
major depression and what was previ-
ously labeled dysthymia.

In DSM-IV there was an exclusion 
criterion for a major depressive episode 
that was applied to depressive symp-
toms lasting less than two months fol-
lowing the death of a loved one (i.e., the 
bereavement exclusion). This exclusion 
is omitted in DSM-5 and reflects the 
recognition that bereavement is a severe 
psychosocial stressor that can precipi-
tate a major depressive episode in a vul-

nerable individual, generally beginning 
soon after the loss. 

Finally, the clinician is asked to 
inquire about suicidal thinking and 
plans and to rate the severity of suicide 
risk in order to make an explicit deter-
mination of the proportion of treatment 
planning that should be devoted to pre-
vention of suicide in a given patient.

These questions are from DSM-5 
Self-Exam Questions: Test Questions 
for the Diagnostic Criteria, which may 
be preordered at http://www.appi.org/
SearchCenter/Pages/SearchDetai l .
aspx?ItemId=62467 from american 
Psychiatric Publishing. The answers 
and rationales are posted at http://www.
psychnews.org/pdfs/DSM-5_ Sel f_
Examination_Qanda_6.pdf. The ques-
tions were developed under the leader-
ship of Philip Muskin, M.D., a professor 
of clinical psychiatry at Columbia Uni-
versity College of Physicians and Sur-
geons. The book, available in august, 
contains 500 questions for all the catego-
ries of psychiatric disorders and includes 
Section III.

1. If a patient does not have depressed 
mood, which of the following symptoms 
is required to diagnose a major depres-
sive episode?

a) suicidal ideation 
b) guilt or worthlessness 
c) anhedonia 
d) insomnia 
e) weight loss.

2. a 6-year-old girl presenting with a 
chronic negative mood and frequent and 
severe verbal and behavioral outbursts to 
common stressors is most likely to go on 
to develop which disorder in adulthood?

a) bipolar I disorder 
b) bipolar II disorder 
c) schizoaffective disorder 
d) generalized anxiety disorder 
e) major depressive disorder.

3. What is the most consistently 
described risk factor for suicidal behavior?

a) history of suicide attempt(s) 
b) female sex 
c) family history of suicide 
d) presence of a major depressive epi-

sode 
e) active substance use. PN
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New Law to Transform 
MH Services in China 
The new law eliminates most 
forms of involuntary treatment, 
puts strict limits on use of 
seclusion and restraints, and 
bans use of treatment as a form 
of punishment. 

by Mark Moran

C hina is fundamentally trans-
forming the provision of men-
tal health services to its citizens 
under a new law that took effect 
last month. 

China’s first national mental health 
legislation, which was adopted by the 
Standing Committee of 
the national People’s Con-
gress last october, will have 
wide-ranging effects on the 
provision of mental health 
services. 

Perhaps the most sig-
nificant and controversial 
change in the law is one 
that eliminates most forms of involun-
tary treatment. The law also mandates 
strict limits on the use of seclusion and 
restraints and bans the use of psychiat-
ric admission and treatment as a form of 

punishment for individuals who do not 
have a mental illness. It also forbids the 
practice of requiring inpatients to par-
ticipate in labor and ends restrictions 
on their right to communicate with the 
outside world. 

an editorial appearing online april 
29 in AJP in Advance emphasizes that 
the move away from involuntary treat-
ment—and other provisions in the 
law—will present China with many chal-
lenges, especially the need for more psy-
chiatrists and more community-based 
psychiatric services. 

“Traditionally, families in China 
are responsible for the care of disabled 
family members, so the decision about 

whether or not an individual was treated 
for a mental disorder, particularly if it 
involved inpatient treatment, was usu-
ally made by family members, not by the 
individual or by the treating psychia-

trist,” said Michael Phillips, M.D., and 
colleagues, in the editorial. 

“as more treatment services have 
become available for less severe forms of 
mental disorders, increasing numbers 
of individuals have voluntarily sought 
outpatient services without the involve-
ment of their families; but the majority 
of individuals with severe mental disor-
ders who require inpatient treatment are 
still involuntarily admitted by their legal 
guardians, who are almost always family 
members.  Changing that long-standing 
practice to a largely voluntary admission 
system will increase the burden on fami-
lies, because they are legally responsible 
for the care and management of patients 
who are living in the community and 
bear civil liability for the patients’ behav-
ior. Converting to a voluntary admission 
system will also greatly increase the need 
for community-based mental health ser-
vices; these services are currently quite 
weak in most urban communities and 
absent in most rural communities.”

but the editorial also praises the law 
as potentially transformative. “This new 
law is a high-water mark for Chinese psy-
chiatry, and potentially for global mental 
health,” Phillips and colleagues said. 

In comments to Psychiatric News, 
Phillips said the new law should have 
global implications. “China’s experience 
in providing a more holistic approach 
to mental health problems will, hope-
fully, generate lessons that all coun-
tries can learn from,” he said. “The law 
is important to international mental 
health because China’s size means that 
it accounts for approximately one-fifth 
of the global burden of mental disor-
ders. and as a large low-income coun-
try, the models for managing mental ill-
ness developed and tested in China will 
probably be more relevant to low- and 
middle-income countries, where the vast 
majority of individuals with mental dis-
orders reside, than the models developed 
in high-income countries.”

Phillips holds joint positions at the 
Shanghai Mental Health Center at 
Shanghai Jiao Tong University in China 
and the departments of Psychiatry and 
Global Health at Emory University in 
atlanta. 

Phillips explained that China’s new 
law is much more comprehensive than 
those in most other countries, mandat-
ing the integration of primary prevention, 
rehabilitation services, and treatment ser-
vices. and he said the law clearly indicates 
the responsibility of different stakehold-
ers—families, work institutions, com-
munities, governmental agencies—for 
combating stigma and providing services 
and welfare support to those with mental 
disorders and their families.

He added, “Like the U.S., China is 
struggling with finding the right bal-
ance between the care and control of 
the mentally ill. . . . both China and the 
U.S. need to work on finding the right 
balance between individual freedom, 
family responsibility, and protection of 
the community. There are no absolute 
answers to these issues, so the U.S. and 
China can learn from each other as they 
work towards finding the solutions that 
best fit their respective cultural and 
health-care environments.” PN

 The editorial, “China’s New Mental 
Health Law: Reframing Involuntary Treat-
ment,” is posted at http://ajp.psychiatry 
online.org/article.aspx?articleID=1682419.

Key Points

 • The goal of a new law approved in China is to dramatically remake the country’s mental 
health services. 

 • The law eliminates most forms of involuntary treatment, places restrictions on use of 
seclusion and restraints, and bans use of psychiatric treatment as a form of punishment.

 • The law will challenge the country in many ways, especially in the need for more 
psychiatrists and more community-based psychiatric services

Bottom Line:  China’s new law is important to international mental health because 
China’s size means it accounts for one-fifth of the global burden of mental illness.   
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Michael Phillips, M.D., lead author of 
an editorial in AJP in Advance about 
China’s new mental health law, says 
the law has implications for inter-
national mental health because of 
China’s size. 

“This new law is a high-water 
mark for Chinese psychiatry, 
and potentially for global 
mental health.”
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SAMHSA Launches Campaign on Underage Drinking 

Psychiatrists and mental health professionals might want to inform their patients 
who are parents about a new national public-service announcement (PSA) campaign 
that empowers parents to talk to young children as early as age 9 about the dangers 
of underage drinking. The campaign, titled “Talk. They Hear You,” is sponsored by 
the Substance Abuse and Mental Health Services Administration (SAMHSA) and was 
launched in May. The PSA campaign kickoff began SAMHSA’s 2013 National Prevention 
Week—an annual health-related observance to increase awareness of, and action around, 
substance abuse and other mental health issues. More information about the campaign is 
posted at http://www.samhsa.gov/newsroom/advisories/1305074113.aspx.

Job Name: 450929_PsychNews_060713 PDF Page: 14r1pn_6a_v123.p1.pdf
Process Plan: RVA_SoftProof_MultiPageDate: 13-06-04 Time: 11:20:25

Soft Proof



 
www.PSYCHNEwS.ORG 15www.PSYCHNEwS.ORG 15

How to Use Social Media—and When
This is the conclusion of a two-part series 
that was begun in the May 17 issue.

T oday’s patients can find almost 
anything on the Web, whether it 
is clothes or research on what car 

to lease. Generation Y and younger rely 
on the Internet as their main resource of 
information, spending less time at librar-
ies and bookstores in favor of immedi-
ate gratification online. Many psychia-
trists find themselves in a conundrum 
in deciding how to best embrace the 
digital age with regard to their practice. 
As Facebook expands from a popular 
Web site to a mobile-phone platform, 
social media are not only here to stay, 
they are at the center of the user experi-
ence online. This article focuses on the 
ways that social media put their stamp 
on marketing your practice online.

It seems not too long ago that 
search-engine optimization was the 
key to helping patients find your prac-
tice online. Creating multiple links to 
your site, embedding key search terms, 
and updating content were just some of 
the ways to increase the prominence of 
a Web site. While these strategies still 
apply, social media have added a new 
wrinkle to making a psychiatric prac-
tice Web site more visible. 

The first article in the series discussed 
the social media sites Facebook, Twitter, 
and LinkedIn. This article will discuss 
Yelp, Doximity, and ZocDoc and con-
cludes with a discussion of using social 
medial for professional purposes.

Yelp
People searching for a good Chinese 

restaurant can now find your business on 
Yelp as well. This company started out 
with restaurant reviews, but quickly has 
branched out into reviewing all types 
of businesses. Members post reviews of 
the business, upload pictures, provide 
tips, and can even “check in,” which tells 
their Yelp friends where they have been. 
Yelp has been a tremendous way to find 
a good restaurant in an unfamiliar area 
by tapping into the knowledge base of its 
members. Since 2005, the site has imple-
mented a “review filter” to suppress fake 
or malicious reviews. The site states that 
it protects both consumers and business 
users alike.

Recently, a psychiatrist colleague was 
contacted by Yelp to consider a business 
account. For a fee, Yelp offered to increase 
his visibility by moving his profile higher 

in searches for psy-
chiatrists. Given the 
popularity of Yelp 
with its database of 
36 million reviews, 
such advertising 
may be worth con-
sidering; however, 
the majority of psychiatrists have reviews 
in the single digits. The most number of 
reviews in the health care arena tend to 
be for dentists and optometrists in several 
large metropolitan cities. Additionally, 
even though it is at the discretion of the 
patient and therefore not a privacy viola-
tion, a “check in” to your practice on Yelp 
does not feel quite the same as a “check in” 
to your favorite restaurant.

Doximity
Doximity is led by Jeff Tangney, the 

cofounder and former president and 
chief operating officer of Epocrates. He 
created this company to help physicians 
connect with other health care profes-
sionals, grow their practices, and find 
business opportunities. There are now 
more than 100,000 U.S. physicians who 
are active Doximity users, and they 
have discussed over 10,000 cases in 
secure, physician-only forums. In addi-
tion, members can search for specialists 
to whom they can refer their patients, 
making on average 1,000 referral/expert 
searches a day. A major bonus is a free 
“e-fax” service that is HIPAA compliant 
with extra encryption. Documents can 
be uploaded via the browser and sent 
securely to a fax machine or the inbox 
of a Doximity colleague. When an e-fax 
arrives, Doximity notifies you via e-mail 
to log in and retrieve your fax.

One of the key features of Doxim-
ity is that members must use their real 
name and professional identities to be 
on the network. This policy helps main-
tain the professional focus and behavior 
on the site compared with other phy-
sician social networks that permit any 
account name and profile information. 
Doximity also authenticates the iden-
tity of each member as well, to ensure 
that each account belongs to the actual 
provider. It can also be installed as an 
app on the iPhone and Google Android-
based smartphones, which includes 
all the communication features avail-
able online. Members can maintain an 
online CV similar to that on LinkedIn; 
however, Doximity provides the addi-
tional ability to find and import clinical 

trials from clinicaltrials.gov as well as 
publications from PubMed.

ZocDoc
ZocDoc is a free service that allows 

patients to find a nearby physician or 
dentist who accepts their insurance, 
see their availability in real time, and 
immediately book an appointment. It 
can be used on a computer as well as 
on the iPhone or Android smartphone. 
Patients review providers on a five-star 
rating system on bedside manner, wait 
time, and overall rating and can post 
comments. Only patients who actually 
have seen the provider via the ZocDoc 
appointment system can post reviews, 
which prevents fake or malicious 
reviews. In addition, reviews are also 
moderated to ensure they are factual 
and not profanity-laced rants.

This appointment service is available at 
no charge for setup. In addition, ZocDoc 
Check-In can collect information online 
from patients in advance of appoint-
ments. ZocDoc Answers is a service that 
answers patient questions from doctors at 
Cleveland Clinic, Massachusetts General 
Hospital, and NYU Langone Medical Cen-
ter, to name a few institutions. Although 
this service is in beta testing, it may help 
psychiatrists get new patient referrals as it 
fosters patient trust in ZocDoc.

Discussion
There are numerous social media 

sites to help foster new patient referrals 
that were not reviewed here. Patient phy-
sician rating sites, such as Vitals.com, 
Healthgrades.com, and RateMDs.com 
also provide prospective patients with 
review information to consider before 
calling for an appointment. Angie’s List 
has also expanded from home-improve-
ment services reviews into health care 
business reviews. I have highlighted only 
a few to consider and explore the impli-
cations of using such sites.

Many of the sites discussed above pro-
vide consumers with the opportunity to 
provide negative reviews, which may stain 
the online reputation of the provider. 
Unfortunately, the vast majority of these 
social-networking sites believe it is their 
duty to provide both negative and posi-
tive reviews to represent a true picture of 
a psychiatrist for the patient to consider. 
These sites typically will suppress any 
negative review that is all rant without 
any objective complaints. Similar to the 
lack of privacy online, we have to consider 
that we cannot control all of the informa-
tion about our practice on the Internet.

I have counseled a number of psychia-
trists and other specialty colleagues who 
have felt harmed by patients turning in 
negative reviews. Some physicians have 
encouraged other patients and providers 
to post positive comments on these sites 
to assuage the damage to their reputa-

tion. A few have even considered post-
ing a rebuttal to the patient’s complaints 
or hiring a firm to fight for their online 
reputation. 

I encourage these providers to take 
a step back and think about their main 
referral sources for their patients. The 
vast majority of them receive almost all 
of their referrals via their physician col-
leagues or current/former patients. For 
patients who find them online, they typi-
cally attempt to do some type of phone 
screening to improve the likelihood that 
the relationship is a good fit. I point out 
that another perspective to consider 
with negative reviews is that a patient 
who relies on negative reviews online 
more than personal recommendations 
may not be a patient they want in their 
practice anyway.

Social media are not only here to stay, 
but appear to be a constantly moving 
target in terms of understanding their 
impact on the doctor-patient relation-
ship. There will always be yet another 
new Web site or “app” that proposes 
to revolutionize patient care, provider 
access, or communication. As profes-
sionals, we should not take the “head in 
the sand” approach with social media, 
because they permeate every aspect of 
our lives. Instead, it is best to use these 
sites after some careful reflection on a 
variety of factors such as reputation, pri-
vacy, and benefit. PN

 References for this article are posted 
at http://www.psychnews.org/pdfs/ 
Connections-social-media-references.pdf.

John Luo, M.D., is a physician informaticist at the UCLA Health System, where he has a 
significant role in the deployment of an enterprisewide electronic medical record system. He 
is an associate clinical professor of psychiatry in the UCLA Semel Institute for Neuroscience 
and Human Behavior and a past president of the American Association for Technology in 
Psychiatry.

Don’t Miss Career Fair  
At APA JobCentral

APA JobCentral is making it even 
easier for employers and candidates 
to connect through its first live Virtual 
Career Fair event. The Virtual Career 
Fair connects job-seekers with hiring 
organizations in a live, one-on-one 
online chat setting. Job-seekers 
register for free, whether or not they 
are APA members. Once registered, 
they may 

 • upload their resumes and review 
information about open positions 
prior to the fair,

 • chat live and one-on-one with 
recruiters at each virtual booth 
during the fair, and

 • build their networks by continuing 
their conversations with recruiters 
after the fair.

The event will take place on 
Tuesday, June 18, from noon to 3 p.m. 
EST. To register, visit the APA JobCentral 
Web site at http://jobs.psychiatry.org/
home/index.cfm?site_id=13622.
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Psychiatrist Helped Lay Groundwork for Psychiatry’s Future
by Nicolas badre, M.d.

Over the past four decades, dr. lewis 
Judd has been the chair of a dis-
tinguished psychiatry department. 

He has guided aPa as vice president, 
the National institute of Mental Health 
(NiMH) as director, and countless 
faculty as a mentor. recently, dr. Judd 
announced that he will step down from 
his position as chair of the department 
of Psychiatry at the University of cali-
fornia, san diego (Ucsd). as a current 
resident in his program, i was privileged 
to interview him. He provided me with 
perspectives on his life, career, and the 
state of psychiatry today.

dr. Judd’s father was an obstetri-
cian in los angeles who rose to become 
president of the american association of 
obstetricians and Gynecologists. Follow-
ing in his father’s footsteps, one of lewis 

Judd’s first projects 
was studying phe-
nylketonuria in 
newborn children. 
He was immedi-
ately struck by the 
devastating effect 
o f  t h i s  s i m p l e 
mutation, especially its impact on the 
nervous system. He came to believe that 
we would be able to explain and solve the 
most complex neuropsychiatric disorders 
with science and research.

He recounts how, when entering 
the field of psychiatry, his medical col-
leagues, as well as his father, thought of 
psychiatry as an important but nonev-
idence-based specialty. Psychiatry had 
a tendency to follow the charisma of 
psychoanalysts over the researchers 
who were struggling to find the bio-
chemical correlates of mental illness. 
His dream was to impact, lead, and 
steer psychiatry’s rise as a specialty 

that was fully respected and admired 
in medicine. 

This belief in evidence-based psychia-
try led to his interest in the department 
of Psychiatry at Ucsd, which at the time 
was focusing on molecular neuroscience. 
He entered the department as vice chair 
in 1970, and by 1977 had become its chair. 
His goal was to build a department by 
seeking the best and the brightest, who 
would thus become highly productive 
faculty members. specifically, he stated 
that the key to building his department 
was to hire “nice, pleasant, and support-
ive” academicians who would collaborate 
well together. dr. Judd said he is extremely 
proud of his faculty, which he describes as 
not only “the who’s who” of psychiatry but 
also as his “family.”

a key event in dr. Judd’s career was 
his time as director of the NiMH from 
1987 to 1991. during his tenure at the 
agency, he became the architect of a proj-
ect to showcase “psychiatry’s organ: the 
brain.” by advocating before congress 
and other federal agencies, dr. Judd man-
aged to put psychiatry at the forefront of 
medical research and inaugurated “The 
decade of the brain.”

looking ahead, he described how much 
the field has moved forward in the past 30 
years to a much more scientific and evi-
dence-based field. He said that he is proud 
of the large imprint that his department 
has had on the development of dsM-5., 

which will be published this month. How-
ever, he pointed to continued struggles, as 
dsM-5 remains a needed but insufficient 
model of mental illness, noting that “it is a 
necessary but imperfect step-forward for 
psychiatry”. He also applauded endeavors 
like NiMH’s research domain criteria as 
a path to the future of psychiatry, which 
he believes is the right track and based on 
sound research.

in the time he spent with me, dr. Judd 
continually expressed his optimism, say-
ing that we are in our field’s Golden era. 
Psychiatry is advancing faster than any 
other field of medicine, and the changes 
on the horizon will be revolutionary. “it 
is a great time to become a psychiatrist,” 
he stressed.

He believes that molecular genetics 
and brain imaging are keys to psychia-
try’s progress and pointed out how a near 
majority of our genes impact the brain, 
and only now do we have the tools to 
study their effects. Furthermore, the 
tools of brain imaging are allowing us 
not only to examine the brain, but to 
study the actual symptoms in real time 
as patients are experiencing them.

To all residents at Ucsd, dr. Judd 
will continue to be our mentor and our 
source of inspiration. 

From all the residents and faculty at 
Ucsd, as well as the field of psychia-
try: “Thank you dr. Judd, your legacy 
continues.” PN  

Nicolas Badre, M.D., is a PGY-2 psychiatry 
resident at the University of California, San 
Diego.
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The residents all said that that being able 
to give a presentation at the international 
psychiatry congress was an incredible 
opportunity to explore a topic of that is in 
focus around the world and is the subject 
of extensive academic discourse.

additionally, the residents spoke 
about their experiences as psychiatry 
trainees who treat patients who have 
complex medical problems in addition to 
their mental illness. They also said that 
they discussed “different forms of mental 
health and primary care integration, with 
a focus on cost-effectiveness achieved 
through the integration of primary care, 
mental health, and public health.” 

other residents from the United 
states gave presentations on psychia-
try in Nepal, Pakistan, and india; travel 
psychiatric medicine; the psychiatry of 
terrorism; and integrated mental health 
and primary care in HiV populations. 

slootsky, concepcion, and Thapa said 

that as a result of their discussions with 
aPa leaders who attended the congress, 
including annelle Primm, M.d., aPa 
deputy medical director and director 
of the office of Minority and National 
affairs, “members of our district 
branch’s clM program plan to initiate 
an aPa Global Psychiatry and Mental 
Health caucus to stimulate collabora-
tion among psychiatrists worldwide who 
have an interest in this field.  The goal of 
the caucus will be to encourage young 
psychiatrists interested in global mental 
health issues to network with their col-
leagues who have similar interests and 
to foster dialogue with psychiatrists in 
other countries.” 

“our participation in the WPa 2013 
bucharest congress was an incred-
ible opportunity that will undoubtedly 
affect the rest of our careers,” they added. 
They emphasized that they “encourage 
other residents to seek out experiences 
such as the international congress in 
bucharest, as the potential yield in pro-
fessional and personal growth is monu-
mental.” PN

International
continued from page 12

Carilion Clinic in Roanoke, Va., has multiple opportunities available within the Department 
of Psychiatry and Behavioral Medicine.

Associate Director, General Psychiatry Training Program
This faculty position in psychiatry is associated with Virginia Tech Carilion School of 
Medicine and Carilion Roanoke Memorial Hospital, a 700-bed teaching/tertiary referral 
center. Our program has 32 residents and there are fellowships in child, geriatric, and 
addiction psychiatry. Responsibilities include direct clinical services, teaching medical 
students, supervising residents in psychiatry, and assisting the general psychiatry training 
program director. Minimum 3 years post-residency experience and interest in research 
required. Call 1:12 with residents.

Adult Psychiatrist, Faculty
Full-time faculty position available in Roanoke, Va., at Virginia Tech Carilion School of 
Medicine and Carilion Roanoke Memorial Hospital for a BE/BC adult psychiatrist. In addition 
to inpatient responsibilities, duties include outpatient clinical services for the Department of 
Psychiatry, along with teaching medical students and supervising residents in psychiatry. 
Call 1:12 with residents.

Child & Adolescent Psychiatrist
Opportunity to join 4 other full-time C&A Psychiatry faculty in the Child Psychiatry training 
program at Virginia Tech Carilion School of Medicine. Must be ABPN-BE/BC in C&A 
Psychiatry and able to obtain an unrestricted license to practice medicine in Virginia. This 
inpatient/outpatient faculty position is associated with Carilion Roanoke Memorial Hospital, 
a 700-bed teaching/tertiary referral center with 12 acute C&A psychiatric beds. Opportunities 
for research collaboration with world-renowned neuroscientists at the Virginia Tech Carilion 
School of Medicine and Research Institute. First call to Child Psychiatry fellows. 

Adult Psychiatrist – Christiansburg, Va.
Full-time Adult Psychiatrist at Carilion New River Valley Medical Center, a 146-bed medical 
center with 36-acute adult inpatient psychiatric beds. The inpatient unit opened in 2004 
and includes an ECT suite, intensive treatment section, geriatric observation, and garden 
walk. Associated outpatient offices contiguous with the inpatient unit. Four weekends per 
year and 1:7 weeknights with first call to other onsite clinicians. Responsibilities include 
direct clinical services and teaching medical students. Minimum 3 years post-residency 
experience with research interests preferred. 

Submit CV and cover letter to Amy Silcox, Physician Recruiter, Office of Professional 
Recruitment & Onboarding, Carilion Clinic, amsilcox@carilionclinic.org, 540-224-5187

Adult & Child Psychiatry with Carilion Clinic
Multiple Opportunities Available in Virginia 
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Brief Dynamic Therapy by Long-Term 
Therapists: An Easy Enhancement
by Mantosh Dewan, M.D.

B rief therapies are effective for a 
variety of disorders. Data also 
suggest that most therapy is in 

fact of short duration, not necessarily by 
design, but due to a range of factors, from 
patients getting the relief they needed 
to dropping-out due to a rupture in the 
therapeutic alliance. Can more therapy 
be brief by design?

although more-recent training 
focuses on cognitive-behavioral therapy, 
there is a large pool (and still the major-
ity?) of therapists who have been trained 
in “traditional” psychodynamic/psycho-
analytical psychotherapy. Psychody-
namic therapists attuned to long-term 

treatment may, 
however, easi ly 
adapt to planned 
brief work because 
brief psychody-
n a m ic  t her apy 
ues all the basic 
elements of long-
term work. In fact, 
brief dynamic therapy is allied with long-
term dynamic therapy just as lightning 
chess is allied with regular chess. 

In both long-term and brief dynamic 
therapy, there is a common emphasis on 
the basics: a strong therapeutic alliance 
with attention to the frame and bound-
aries, resistance and defenses, transfer-
ence and countertransference, interpre-
tation, corrective emotional experiences, 
and termination. 

The three phases also are the same, 
although sometimes named differently: 
the initial phase of alliance/engagement, 
the middle phase of working through/
stage of discrepancy, and termination/
consolidation.  

There are some differences as well. 

Compared with patients in long-term 
therapy, patients who do best in brief 
therapy have less-severe pathology, good 
object relations, and can rapidly form a 
working alliance. The therapist in brief 
therapy needs to be more active and 
maintain a strict here-and-now focus. 
brief therapy has a preset number of ses-
sions of less than 24 or a duration of less 
than six months, and the focus is strictly 
limited to one or two areas of conflict.

Challenges in the initial phase (often 
as short as two to three sessions) revolve 
around selecting an appropriate patient 
and quickly forming a strong therapeutic 
alliance based on warmth and accurate 
empathy. Under time pressure, thera-
pists sometimes force an alliance that 
may be experienced as artificial or con-
trolling, leading to rupture. In complex 
patients with multiple pressing conflicts, 
it is usually a challenge to accurately pick 
the one (or at most two) issues that are 
most powerful and get agreement to 
make that the only focus of treatment. 

Unlike with long-term therapy, it is 
helpful to give some “psychoeducation” 
such as, “we will work together over the 
next six months to resolve this impor-
tant conflict in your life. In doing this, 
you will learn new skills and establish 

new patterns of behavior. our work 
together will become the model for you 
to deal with other issues effectively on 
your own.”

If the therapist is a psychiatrist, there 
is often pressure to add medications, 
because many patients think that medi-
cations are more powerful, act quicker, 
and are “real” treatments. This becomes 
an important opportunity to build an 
informed collaboration by listening 
respectfully, educating the patient on the 
pros and cons of the options, and get-
ting overt agreement after explaining 
the reason why you recommend brief 
dynamic therapy.

There are also challenges in the 
middle phase of working through/dis-
crepancy. The majority of therapy in 
this phase is spent with the therapist 
dedicated to maintaining here-and-now 
attention on the single, agreed-upon 
focus. Distractions and resistance will 
conspire against remaining focused, 
which requires increased therapist vigi-
lance and more active, skillful interven-
tion. however, overly aggressive, too fre-
quent interpretations without adequate 
preparation lead to poor outcomes. on 
the other hand, reminders and aware-

Mantosh Dewan, M.D., is SUNY Distinguished 
Service Professor in the Department of 
Psychiatry at Upstate Medical University 
in Syracuse, N.Y., and a coeditor of The Art 
and Science of Brief Psychotherapies: An 
Illustrated Guide, Second Edition, which 
APA members can order at a discount from 
American Psychiatric Publishing.

Blood Biomarkers Could Aid 
Prediction of Psychosis Risk
Blood biomarkers would not be 
used as a screening tool in the 
general population, but along 
with high-risk criteria could 
aid prediction in individuals 
already deemed at high risk. 

by Mark Moran

P eripheral blood biomarkers of 
inflammation and other pro-
cesses appear to help indicate 
which individuals with a high 
risk for psychosis will actually 

“convert” to psychosis.
In a small sample of subjects from 

the north american Prodrome Lon-
gitudinal study (naPLs), laboratory 
tests analyzing multiple molecules and 
compounds in peripheral blood distin-
guished individuals who would go on 
to convert to psychosis from unaffected 
controls and from subjects deemed ini-
tially at high risk but who did not later 
develop psychosis. 

The findings were presented at a 

symposium during a day-long satellite 
conference on prodromal psychosis that 
preceded the International Congress on 
schizophrenia research last month in 
orlando, Fla.

Diana Perkins, M.D., M.P.h., a pro-
fessor of psychiatry at the University of 
north Carolina, Chapel hill, said the bio-
marker test included compounds reflect-
ing altered immune status and oxidative 
stress, suggesting that these factors could 
drive the development of psychosis.

the study results advance the effort 
to discover biomarkers that point 
to risk of developing schizophrenia. 
according to Perkins, that’s impor-
tant because the clinical risk criteria 
focusing on behavioral symptoms and 
patient self-reports of subjective expe-
riences identify individuals at elevated 
risk for psychosis, but less than one-
third will ultimately develop psycho-
sis.  accurate diagnostic tests in those 
exhibiting symptoms that point to 
psychosis risk could guide clinicians 
and patients in making choices about 
preventative interventions. 

also at the conference, Daniel 
Mathalon, Ph.D., M.D.,  and rachel 
Loewy, Ph.D., both of the University of 

California, san Francisco, presented 
research indicating that environmen-
tal stress and early-life trauma can 
induce inflammatory responses that 
may be implicated in loss of gray mat-
ter related to diminished synaptic 
plasticity. this means that growth in 
strength and efficacy of synaptic con-
nections derived from repeated expe-
rience and learning is diminished in 
high-risk patients who convert to psy-
chosis. 

symposium chair tyrone Can-
non, M.D., of yale University, said that 
taken together the presentations offer 
a speculative model for understand-
ing the progression to psychosis—from 
environment to biology to neurobiol-
ogy—and opportunities for psychoso-
cial intervention prior to the onset of 
psychosis. 

but it is the advance toward finding 
biomarkers of risk that holds out the 
most promise for enhancing prediction 
of psychosis in those deemed at high risk 
on the basis of clinical criteria. Perkins 
said the findings on peripheral blood 
biomarkers build on research by sabine 
bahn, M.D., director of the Cambridge 
Centre for neuropsychiatric research, 
who has shown that plasma biomarkers 
of inflammation are significantly corre-

see Psychosis Risk  on page 19

Key Points

 • Peripheral blood biomarkers of inflammation appear to distinguish individuals at risk for 
psychosis who actually go on to convert to psychosis. 

 • The research builds on studies showing that plasma biomarkers of inflammation are 
correlated with disease among first-episode  psychosis patients. 

 • Blood biomarkers would not likely be useful as a screening tool in the general 
population, but could be used to refine prediction of psychosis among those already 
deemed at high risk. 

Bottom Line: Plasma biomarkers of inflammation and other processes, in 
combination with clinical criteria, could help clinicians better identify Individuals 
at risk for psychosis among those deemed at high risk. 

see From the Experts  on page 19
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Optimism Grows About Potential 
To Aid Schizophrenia Cognition
A combination of cognitive 
remediation and psychosocial 
strategies may be key 
to improving cognitive 
impairments and real-world 
functioning in schizophrenia 
patients. 

BY MARK MORAN

A “total treatment eff ect” that 
combines cognitive remedia-
tion therapy (CRT) with voca-
tional rehabilitation and other 
psychosocial interventions—as 

well as, possibly, psychopharmacology—
may be the key to enhancing cognition 
and improving “real-world” functioning 
in schizophrenia patients. 

� at’s what Philip Harvey, Ph.D., the 
Leonard M. Miller Professor of Psychia-
try and Behavioral Sciences at the Uni-
versity of Miami Miller School of Medi-

cine, said at the International Congress 
of Schizophrenia Research in Orlando, 
Fla., last month. 

Harvey described a trend toward 
using cognitive remediation in combi-
nation with other psychosocial interven-
tions—especially vocational rehabilita-
tion—that can produce robust eff ects 
even in a relatively short period, sug-
gesting the importance of a multimodal 
strategy with a “total dose eff ect” that 
may be as important as the duration of 
treatment.

“When I look at these data, what I 
see is that there seems to be this total 
dose treatment eff ect,” Harvey said. “If 
you give people 100 sessions of CRT and 
nothing else, or 20 sessions of CRT plus 
vocational rehabilitation, you get the 
same outcome.”

Impaired Cognition: “A Bad Guest”
Harvey provided an overview of a 

fi eld that has garnered increasing inter-

est among schizophrenia researchers: 
the eff ort to address cognitive impair-
ments, which have been shown to be 
more crucial to long-term functional 
outcome—and more stubbornly resis-
tant to treatment—than positive symp-
toms of psychosis. 

“Cognitive impairment in schizo-
phrenia is like a bad guest,” Harvey said. 
“It shows up early, it is present before 
the onset of other symptomatology, 
and it sticks around over the lifespan. It 
leads to a variety of adverse outcomes, 
limits vocational functioning, and it 
leads our patients to be socially isolated 
and to live in substandard conditions.”

Along with increasing research inter-
est, there has been a proliferation of 
commercial “brain training” products 
and Web sites, not all of which are reli-
able, he said. Additionally, it has become 
increasingly clear that improvements in 
cognition—as measured by standard-
ized tests—may have little importance 

for treatment without corresponding 
improvements in real-world functions 
such as the ability to hold a job and to 
interact with peers socially.

“Is cognition on its own important 
above and beyond everyday function-
ing? My argument is that cognition may 
be the path to disturbances in everyday 
outcome,” he said. “One of the things 
that becomes challenging is that the 
relationship between cognitive function 
and real world outcome is not a perfect 
relationship and there may be other fac-
tors involved.”

Mediating Variables May A� ect Outcome
He noted, for instance, that research 

now suggests a number of mediating 
variables—such as intrinsic motivation, 
therapeutic alliance, and self-effi  cacy—
may be infl uential in whether CRT 
works. Interventions that fail to increase 
self-effi  cacy—the patient’s sense of 
mastery and ability to succeed without 
help—may negate whatever improve-
ments in neurocognition may be seen, 
Harvey said.

And what appears to be emerging 
is a strategy that emphasizes multiple 

see Cognition on facing page

•	More	than	20,000	psychiatric	claims	handled

•		Over	40,000	issues	responded	to	by	the	Risk	Management	
	 Consultation	Service	(RMCS)	since	inception	in	1997

•		Accredited	by	the	ACCME

•		Administrative	and governmental	billing	defense	coverage

•		Coverage	for	forensic	and	telemedicine	psychiatric	services

•		ECT/EST	included	at	no	additional	charge

•		Premium	discounts	-	and	much	more!

More than just medical professional liability insurance...

www.PsychProgram.com   TheProgram@prms.com   (800) 245-3333 ext. 389																													

@PsychProgram

You’ve just been subpoenaed.
Do you know how to respond?
If	you	are	insured	with	us,	you	can	rest	assured.	Let	us	help	you	by	determining	the	
validity	of	the	subpoena	and	advising	on	how	to	respond	so	your	time	can	be	spent	
caring	for	patients.	

Simply	call	the	Risk	Management	Consultation	Service	(RMCS)	for	risk	management	
advice	and	guidance.

- Kathi Heagerty, BSN, JD
  Risk	Manager

Contact us to learn more about our full-service, 
psychiatric-specific insurance program.
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interventions aimed at multiple brain 
systems: cognitive remediation, skills 
training, social cognition training, 
and supported employment. Several 
researchers at the congress described 
cognitive remediation efforts that are 
embedded within vocational rehabilita-
tion programs.

And a prominent theme in discussion 
about cognition at the congress was the 
idea of “bridging,” which requires the 
involvement of a clinician. “Bridging is 
the process of teaching patients how to 
employ their newly acquired cognitive 
skills,” Harvey explained. “So, you do 
scenarios that postulate real-world situa-
tions and talk about how you would solve 
a problem.”

In a study published by Harvey and 
colleagues last year in the American 
Journal of Psychiatry, they found that 
in a short intervention, cognitive reme-
diation combined with skills training 
produced robust improvements in neu-
rocognition and real-world functional 
improvements. In that study, 107 out-
patients with schizophrenia were ran-

domly assigned to cognitive remediation 
alone, functional adaptation skills train-
ing, or a combination of the two. With 
the combined intervention, statistically 
significant improvements from baseline 
were seen in community or household 
activities and work skills after just 12 
weeks.

Adding to the excitement about the 
possible success of cognitive enhance-
ment in schizophrenia patients is evi-
dence indicating that improvements in 
cognition and functioning are corre-
lated with changes in the brain. Har-
vey presented evidence showing that 
serum brain-derived neurotrophic 
factor (BDNF) levels in schizophrenia 
subjects participating in 50 hours of 
computerized auditory training were 
comparable to those of age-, sex-, and 
education-matched healthy compari-
son subjects. (BDNF is involved in a 
variety of trophic and neuromodula-
tory effects that include an important 
role in the development and survival 
of dopaminergic and serotonergic 
neurons, and BDNF levels have been 
found to be increased in the hippo-
campus and anterior cingulate cortex 
of schizophrenia brains.)

Finally, Harvey presented data on 
experiments with pharmacologic agents 
that might be used as adjunctive treat-
ments along with CRT. While some 
of these have been disappointing, he 
emphasized that many of the studies 
have been underpowered, requiring 
very large effect sizes to be statistically 
significant. And there have been some 
tentative successes, in particular with 
davunetide, a neuropeptide that pro-
motes neurite growth, and EVP-6124-
009, an alpha-7 partial agonist. 

Overall, Harvey said there is rea-

son to be optimistic that CRT in com-
bination with other interventions can 
produce improvements in cognition 
and functioning in a short period of 
time. “Things look promising in cer-
tain areas,” he said. “If you give people 
combined therapies and add up the 
total dose of the intervention, it tends 
to correlate with outcome. It’s very 
encouraging to review data on cogni-
tive enhancement therapies that not 
only make your cognition better, but 
make it look like you are doing better 
in the world in a short time period.” PN

Cognition
continued from facing page

lated with disease among first-episode 
psychosis patients. 

Perkins said other biomarkers detect-
able in the laboratory—oxidative stress, 
HPA-axis dysfunction, and elevated 
cortisol levels—are also promising, but 
inflammation appears to be the lead-
ing candidate. “There is an emerging 
story that inflammation is really impor-
tant,” she said. “I think these blood tests 
show promise in helping us to diagnose 
patients who are already at high risk 
according to clinical criteria. I don’t 

think they are going to be useful as a 
screening tool in the general popula-
tion, but if you have an individual you 
are worried about, these tests may be 
able to help clinicians hone in on who is 
really at risk.”

In their study, Perkins and colleagues 
used a commercially available panel of 
tests to analyze blood samples from 32 
clinically high-risk patients who pro-
gressed to psychosis, 40 high-risk patients 

who were followed for two years but did 
not progress to psychosis by February 
2012, and 35 unaffected controls. (Plasma 
draws had been built into initial assess-
ments of patients entering the NAPLS 
study; for information about NAPLS, see 
Psychiatric News, May 20, 2011).

The tests—weighted toward finding 
markers of inflammation, since inflam-
mation is critical in many disease pro-
cesses—reliably distinguished, with a 
high degree of sensitivity and specificity, 
those who converted to psychosis from 
the unaffected controls and from those 
at high risk who didn’t convert. 

As an example Perkins presented case 
studies of presenting symp-
toms from two patients seen 
in her clinical practice. Both 
experienced symptoms that 
were rated high according to 
clinical risk criteria used for 
the NAPLS project, but one 
progressed to psychosis and 
the other did not.

While the two patients were dif-
ficult to distinguish on the basis of 
clinical criteria alone, the blood tests 
reliably predicted the patient who 
ultimately converted. “Having this 
test potentially could have been use-
ful in deciding that this is the patient 
I should be more concerned about,” 
Perkins said.

And she said the laboratory findings 
correlating inflammation with risk for 

conversion to psychosis were externally 
validated; among converters to psycho-
sis, positive blood tests were significantly 
correlated with high scores on the Scale 
of Prodromal Symptoms and on negative 
symptoms. 

She said that blood biomarkers can 
be used in combination with clinical 
criteria to create psychosis-risk algo-
rithms for patients, similar to algorithms 
developed for cancer or diabetes risk. For 
instance, body mass index is a reasonable 
clinical indicator of risk for diabetes; but 

predictive capacity is greatly enhanced 
when clinical criteria are combined with 
hemoglobin A1C or blood-pressure mea-
sures. 

“I believe there is tremendous clini-
cal utility in peripheral blood tests for 
predicting risk for psychosis,” she said. 
“We can target persons who might best 
benefit from intervention. We can pre-
dict morbidity and mortality. And there 
is the potential to learn something about 
disease etiology and to predict treatment 
response.” PN

Psychosis Risk
continued from page 17

ness of the finite nature of treatment 
lead to greater effort by both patient and 
therapist. 

The termination/consolidation phase 
is often abbreviated to the last two to 
five sessions, with patients sensitive to 
separation and loss being at the higher 
end. The last sessions can also be spaced 
weeks to months apart to soften termi-
nation. Besides dealing with separation, 
the focus is on consolidation of gains. 
The patient is encouraged to recount 
changes that have occurred in thinking, 
emotions, and behavior, all in a rela-
tively short period of time. The therapist 
conveys optimism that these new skills 

and behaviors are the springboard from 
which other conflicts will be dealt with 
successfully by the patient even after 
therapy ends. 

Some patients may be offered 
“booster sessions”—that is, they can 
return for a session or two if they run 
into a crisis; others may be referred for 
long-term treatment.

From a personal perspective, it has 
been gratifying to “learn” to do brief 
dynamic therapy by design and add it 
to my mostly long-term dynamic prac-
tice. It is rewarding to be helpful in a 
brief period of time. Equally important, 
the tighter sessions and sustained focus 
required by brief therapy now influence 
my long-term work, which I think has 
improved. PN

From the Experts
continued from page 17

Key Points

 • Improving cognition and real-world functioning in schizophrenia may depend on a 
“total treatment effect” employing multiple interventions targeting multiple brain 
systems. 

 • Many cognitive remediation strategies are being embedded in supported employment 
programs. 

 • There have been some successes with experimental psychopharmacologic agents that 
can be used as adjuncts to cognitive remediation. 

Bottom Line: There has been a growing research focus on cognition as a critical 
aspect in long-term outcome of schizophrenia and some optimism about 
the possibility of improving real-world functioning by combining cognitive 
remediation with psychosocial and other interventions. 

“I believe there is tremendous 
clinical utility in peripheral 
blood tests for predicting risk 
for psychosis.”
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Brain Imaging Predicts  
Alcohol-Dependency Relapse
Chronic alcohol use may 
damage regions of the 
prefrontal brain, damage that 
can possibly be detected and 
used to guide treatment.

by LesLie sincLair 

R esearchers may have found 
a neural marker to identify 
alcohol-dependent patients 
who are at risk for relapse. 
Their findings, published 

online in JAMA Psychiatry May 1, indi-
cate that disrupted activation of the 
ventromedial prefrontal cortex and the 
anterior cingulate cortex areas of the 
brain plays a role in jeopardizing recov-
ery from alcoholism. 

Lead author Dongju seo, Ph.D., an 
associate research scientist in psychia-
try at yale school of Medicine, and 
colleagues evaluated 45 recovering 
alcohol-dependent patients aged 18 to 
50 (10 of whom were women) who had 
abstained from alcohol for four to eight 
weeks while they resided in an inpatient 
treatment research facility and were 

actively engaged in substance abuse 
treatment.

Functional magnetic resonance 
imaging (fMri) of the participants’ 
brains was conducted as they engaged 
in brief individualized script-driven 
imagery trials of stress, alcohol cues, and 
neutral-relaxing scenarios. 

after discharge from inpatient treat-
ment, all patients were followed up with 
face-to-face interviews conducted at 
days 14, 30, and 90 postdischarge to eval-
uate relapse outcomes using urine and 
breathalyzer samples and the Form 90 
substance use calendar. Thirty healthy, 
demographically matched control sub-
jects were also evaluated in the same 
manner. 

relapse rates were discouraging, but 
also predictable, based on the brain pat-
terns seen on fMri. among the alcohol-
dependent patients in the study, 13 had 
relapsed by two weeks after leaving treat-
ment, 20 had relapsed by the end of one 
month, and 31 had returned to drinking 
by the final three-month follow-up. 

The patients who eventually relapsed 
showed increased activation of the 
brain’s ventromedial prefrontal cortex 

and anterior cingulate cortex, and the 
level of activity consistently predicted 
alcohol craving, time to relapse, and 
relapse severity.

That may mean that fMri results 
could be used an indicator of a patient’s 
likelihood of experiencing successful 
treatment for alcohol dependency. “The 
patterns of brain activity we observed may 

one day serve as a neural marker 
that could help clinicians iden-
tify alcohol-dependent patients 
in recovery who are most at risk 
of relapse,” said rajita sinha, 
Ph.D., the study’s senior author 
and a Foundations Fund Profes-
sor of Psychiatry and a professor 
in the child study center and of 
neurobiology at yale University, 
in a press release announcing the 
study’s publication. 

national institute on Drug 
abuse (niDa) Director nora 
Volkow, M.D., and ruben baler, 
Ph.D., niDa’s health science 
administrator, discussed the sig-
nificance of the study’s findings in 
an accompanying editorial, say-
ing they represent an important 
step forward in the treatment of 
alcohol dependency because they 
“manage to map the relationship 
between relapse risk and specific 
neural substrates, advancing the 
feasibility of a brain biomarker for 

predicting relapse into alcohol drinking.” 
Volkow and baler noted that this 

work, along with other recent research, 

People With Addiction Exhaust 
Brain’s Limited Reward System
An expert discussing drug and 
alcohol addiction’s “Dark Side,” 
ties together the molecular 
biology of the brain with the 
Parisian cafes of another century.

by aaron LeVin

R ecall for a moment paint-
ings by Degas or Picasso of 
absinthe drinkers staring glas-
sily into space, minds distant. 
The images are hardly entic-

ing advertisements for the pleasures of 
a drug of abuse.

in fact, the subjects’ faces reflect the 
“Dark side” of addiction, said George 
Koob, Ph.D., a professor and chair of the 
committee on neurobiology of addic-
tive disorders at the scripps research 
institute in La Jolla, calif.

The Dark side arises as hedonic states 
change with repeated exposure, said 

Koob, in a talk in March marking the 
100th anniversary of the Henry Phipps 
clinic at Johns Hopkins.

The more someone with addiction 
drinks, smokes, snorts, or injects, the 

less pleasure it brings, Koob 
contended. The initial plea-
sure of taking drugs or alcohol 
is replaced with a higher brain 
reward threshold as drug use 
becomes compulsive and the 
user becomes dependent.

“We see a decrease in reward 
paralleling compulsive drug-
seeking behavior, not the other 
way around,” he said. “There is 
not a sensitization of the reward 
system but a hedonic tolerance.”

During acute withdrawal, 
reward neurotransmitters are 
compromised, the reward sys-
tem becomes quiescent, and the 
organism loses positive rein-
forcement, he said.

Koob further elaborated on 
the role in addiction of cortico-
trophin releasing factor (crF), 
just one of several neurotrans-
mitters recruited in the amygdala 
during a Pavlovian conditioning 

state. crF, a neuropeptide found in the 
brain, controls glucocorticoids, sympa-
thetic response, and hormonal, auto-
nomic, and behavioral stress responses. 
The crF stress system plays a role in the 
initial transition to dependence and then 
in sustaining dependence.

“crF is profoundly changed in the 
course of the development of drug depen-
dence,” he said. “There are dramatic 
effects with opiates and alcohol, but not 
as dramatic with psychostimulants.”

crF levels rise during withdrawal from 
all major drugs of abuse, and anxiety-like 
responses in animal models to all drugs 
of abuse are reversed by crF antagonists. 
stress-induced reinstatement of drug-
seeking behavior can be blocked by crF 
antagonists. However, crF antagonists 
have no effect on baseline self-admin-
istration of drugs or on regular reward 
behavior but can blunt or block increases 
in drug self-administration.

“There is a decrease in compulsive 
self-administration in heroin-depen-
dent animals, but not in nondependent 
animals,” he said. “so there’s something 
about compulsive self-administration 
that involves activation of crF.”

see Brain Imaging on  page 26

see Addiction on  page 27

The chronic and relapsing nature of alcohol 
dependency is one of the greatest obstacles to its 
treatment.
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The brain’s reward system is a ”limited resource,” 
says the Scripps Research Institute’s George Koob, 
Ph.D.
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Fear Extinction Requires 
Multipronged Intervention
Extinction of conditioned 
fear in both civilian and 
military populations requires 
genetic, neuroendocrine, 
and psychophysiological 
components.

by AAron Levin

A pile of trash burning in a field 
off an interstate highway in 
Georgia might seem unre-
markable, but to a veteran 
traumatized by a roadside 

bomb blast, it’s another stimulus that 
brings back the fear he felt in iraq, said 
Seth norrholm, Ph.D., at the eighth 
Annual Conference on the Amygdala, 
Stress, and PTSD, held April 23 at the 
Uniformed Services University of the 
Health Sciences in bethesda, Md.

norrholm, an assistant professor of 
psychiatry and behavioral sciences at 
emory University School of Medicine, 
uses classical Pavlovian fear condition-
ing paradigms to study the physiologi-
cal, neuroendocrine, and genetic fac-
tors that influence fear acquisition and 

extinction in both rodents 
and humans.

To model these symptoms, 
he focuses on fear-potenti-
ated startle, the exaggerated 
startle reaction to a stimulus 
that occurs when the subject 
(whether animal or human) is 
afraid.

The model can also serve as 
a way of observing the effects 
of exposure-based extinction 
on how training reduces or 
eliminates the conditioned 
fear response.

norrholm, Kerry ressler, 
Ph.D., and colleagues at emory 
have been studying a cohort of more than 
6,000 civilians who have been treated 
at Atlanta’s Grady Memorial Hospital. 
Most of them are low-income African 
Americans who have experienced severe 
trauma. The researchers have accumu-
lated startle data on a subsample of 500 
of those patients, comparing the patients 
with and without posttraumatic stress 
disorder (PTSD).

Traumatized individuals with PTSD 
showed more fear-potentiated startle in 

fear-acquisition training.
“There was no difference in cogni-

tive awareness of fear and safety cues, 
but there was a difference at the level 
of the amygdala in fear acquisition,” he 

said. in the extinction phase, those with 
PTSD again had a much greater fear-
potentiated startle than those without 
the disorder.

norrholm calls this difference “fear 
load,” a term that represents the much 
greater level of fear at the beginning of 
the extinction phase, which must be 
overcome in order to extinguish the 
fear-potentiated startle. it is the deficit 
the patient has to make up before achiev-
ing extinction.

“Civilian PTSD patients show greater 
fear load at the time of extinction,” said 
norrholm. 

He also found that among combat 
veterans of conflicts beginning with the 

vietnam War, individuals 
with high re-experiencing 
symptoms had a higher fear 
load but were still able to 
extinguish fear.

He divided a cohort of 168 
veterans of the wars in iraq 
and Afghanistan into those 
with high and low levels of 
PTSD symptoms. He found 
no difference in the acqui-
sition of fear-potentiated 
startle. However, those with 
less-severe symptoms had 
a clear reduction in fear-
potentiated startle, while 
those with higher symptom 
levels showed no reduction, 

indicating impairment.
“veteran PTSD patients displayed 

impaired within-session extinction of 
fear, an effect that is strongly associ-
ated with PTSD symptom severity,” he 
said.

epigenetic mechanisms also come 
into play in norrholm’s research. DnA 
methylation silences genes, reduc-
ing protein expression and leading to 
behavioral effects. With the well-stud-

Extinction of Fear Memories 
Doesn’t Erase Them 
Fear extinction can be 
a complex therapy for 
traumatized people, but 
neuroscientists are probing the 
brain to learn how it works.

by AAron Levin

T he treatment for posttraumatic 
stress disorder (PTSD) best 
supported by evidence is expo-
sure therapy, as the institute of 
Medicine reported in 2007. in 

controlled therapeutic circumstances, 
exposure leads to extinction of fear asso-
ciated with the original trauma.

“extinction is new learning that 
generates an alternative, safe memory,” 
said Gregory Quirk, Ph.D., at the eighth 
Annual Conference on the Amygdala, 
Stress, and PTSD, April 23 at the Uni-
formed Services University of the Health 
Sciences in bethesda, Md.

“extinction of fear memories is a 
clinically important mechanism, but 
extinction does not erase the fear mem-
ory,” said Quirk, a professor of psychia-
try and an adjunct professor of anatomy 
and neurobiology at the Uni-
versity of Puerto rico. “both 
fear and safety memories are 
present after extinction, and 
they compete for which is 
retrieved.”

Clinicians use exposure-
based therapy to convince the 
brain that the patient’s life is 
not in danger, but deficien-
cies in extinction can impair 
response in the clinic to expo-
sure-based treatments, he said.

To explore the workings of 
extinction, Quirk has tested 
in rats the effects of electri-
cal and chemical inputs to 
selected areas of the brain.

Fear decreases when elec-

trical stimulation is applied to the 
infralimbic area but increases when 
applied to the prelimbic area.

Deep brain stimulation (DbS) applied 
to the dorsal area of the ventral striatum 
in rats reduced fear and strengthened 
extinction. Stimulation of the ventral 
area of the striatum produced the oppo-
site effect, increasing fear and reducing 
extinction.

DbS in the same region in humans 

has been shown to lessen symptoms of 
obsessive-compulsive disorder (oCD) 
and depression, said Quirk. “That sug-
gests that facilitation of extinction is one 
way that DbS is working in oCD and 
depression.”

Chemical experiments using the 
GAbA agonist muscinol show that the 
infralimbic area is needed for learning 
extinction and the prelimbic area for 
fear expression, he said.

More intriguing, injection of brain-
derived neurotrophic factor (bDnF) 
into the infralimbic cortex seems to 
replace extinction training. bDnF is 
both necessary and sufficient for extinc-
tion. “bDnF appears to induce extinc-
tion on its own,” he said. “it’s not just 
turning off the amygdala, but it makes 
the neurons think that extinction has 
taken place.”

PTSD patients normally extinguish 
fear but fail to recall that extinction the 
next day, suggesting deficits in the pre-
frontal cortex and the hippocampus.

During extinction, the amount of 
bDnF in the hippocampus is increased. 
The hippocampus supplies bDnF to the 
prelimbic cortex, and in PTSD hippo-

see Extinction on  page 27

see Fear Memories on  page 27

An overload of fear can inhibit or delay fear extinction in patients 
with PTSD, said Emory University’s Seth Norrholm, Ph.D.
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Gregory Quirk, Ph.D.: Exposure therapy hurts, but it 
teaches the brain about survival.
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Brain Research Advances 
With New CLARITY
Whether its subject is a mouse 
or a human, a new technology 
allows researchers to look 
through a brain clearly and 
uncover its secrets.

by AAron Levin

I magine replacing the walls of a 
house with sheets of glass, allow-
ing an onlooker to examine the 
wiring and plumbing without rip-
ping the building apart.

Stanford University researchers now 
have done something like that with the 
brain.

Psychiatrist Karl Deisseroth, M.D., 
Ph.D., a professor of psychiatry and chair 
of bioengineering at Stanford, and col-
leagues reported on a method to replace 
the fats that hold brain cells in place with 
a porous, plastic-like, clear gel.

ordinarily, brain tissue must be sliced 
into very thin layers for study, but that can 
distort the cells and their connections. 
The new method—called Clear Lipid-
exchanged Anatomically rigid imag-
ing/immunostaining-compatible Tissue 
Hydrogel (CLAriTy)—retains support 
for brain cells and their interconnections, 
down to the molecular level. More impor-
tantly, CLAriTy permits the scientists to 
label antibodies and repeatedly stain and 
destain tissues without disturbing them.

What have they seen so far?
“Using mouse brains, we show intact-

tissue imaging of long-range projections, 
local circuit wiring, cellular relation-
ships, subcellular structures, protein 
complexes, nucleic acids, and neu-
rotransmitters,” said Deisseroth, Kwan-
ghun Chung, Ph.D., and colleagues in 
Nature online April 10. The brains are 
“fully assembled but optically transpar-
ent and macromolecule-permeable.”

Advances like this one open new ave-
nues for scientific discovery, said Thomas 
insel, M.D., director of the national insti-
tute of Mental Health (niMH), which 
helped fund Deisseroth’s research. 

“Deisseroth’s great skill lies in devel-
oping new technologies to help others to 
great science,” said insel in an interview 
with Psychiatric News.

The technique is new, but the idea 
goes back decades, said insel. “in the 
‘50s and ‘60s, there was some interest in 
finding ways to take the fat out of brains 
to stain them better, but the work never 
went very far,” he noted.

Deisseroth, Chung, and colleagues 
infused hydrogel monomers and other 
materials into the mouse brain tissues, 

then heated the tissue to create a hydro-
gel-tissue hybrid that supported the 
tissue structure and left key proteins, 
synapses, and spines in place. next, they 
removed the lipids with a new technique 
called electrophoretic tissue clearing.

“Within eight days, the intact adult 
brain was transmuted into a lipid-
extracted and structurally stable hydro-
gel-tissue hybrid,” they wrote. When 
immersed in a liquid with the proper 
index of refraction, the brain became 
“uniformly transparent.” 

The approach allowed deeper exami-
nation of tissues using light microscopy 
and multiple rounds of cell staining, 
clearing, and restaining.

The researchers also tested CLAriTy 
on specimens of human frontal lobe tis-
sue from an autistic patient, material that 

was brain-banked in formalin for over six 
years. They then used neurofilament pro-
tein and myelin basic protein to stain for 
axons and trace individual fibers.

obtaining niMH funding was some-
what of an uphill slog for Deisseroth’s 
original proposal. The Transformational 
research Grant Program is not specifically 
aimed at brain research, and many on the 
peer-review committee were not initially 
interested in neuroscience, said insel.

“However, Deisseroth has a track 
record of fantastic, innovative success,” 
insel pointed out. “We’ve supported him 
since training. His work with optogenetics 
was transformational for neuroscience.”

optogenetic research uses opsins 
to excite, inhibit, or modulate neurons 
(Psychiatric News, July 16, 2010; August 
3, 2012).

CLAriTy provides a static, postmor-
tem snapshot of the brain and will com-
plement the ambitious new brAin ini-
tiative announced by President obama in 
April (Psychiatric News, May 3), the goal 
of which is to create a dynamic picture of 

how the brain functions over time.
CLAriTy might be applied in 

research studies in combination with 
other techniques, the authors con-
cluded. brain imaging, optogenetic tests, 
or behavioral tests in living organisms 
might be followed by “postmortem light 
microscopy. . .to visualize and trace fluo-
rescently labeled neurons and projections 
in the whole brain, followed by electron 
microscopy analysis of small volumes to 
define the patterns and rules (for exam-
ple, postsynaptic cell target type) followed 
by axon terminals and synaptic contacts,” 
they said.

Finally, unlike most neuroanatomi-
cal techniques developed over the last 
decade to look at cell types, this is the 
first with the resolution to use in human 
tissue, insel noted. PN

 An abstract of “Structural and Molecular 
Interrogation of Intact Biological Systems” is 
posted at http://www.nature.com/nature/
journal/vaop/ncurrent/full/nature12107.
html.

Gene Research on Bipolar Disorder 
Raises New Areas for Study
Antipsychotic medication has 
significant effects on gene 
expression in the brains of 
patients with bipolar disorder.

by AAron Levin

M elvin Mcinnis, M.D., devel-
oped his interest in bipolar 
disorder shortly after train-
ing at London’s Maudsley 
Hospital. bipolar patients 

often present with a challenging combi-
nation of mental and physical illness, he 
found.

“People with bipolar illness are 
fascinating individuals, very cre-
ative and energetic,” said Mcinnis in 
a recent interview with Psychiatric 
News. “The tragedy around them can 
be pretty profound, but once you start 
seeing them get back on track and back 
to a normal life, it’s truly a rewarding 
experience.”

More recently, Mcinnis’s research 

has encompassed explorations into the 
genetics of the illness.

Genetics may not be the most impor-
tant element in understanding the ori-
gins and treatment of mental illness, 
but together with environmental influ-
ences, it plays a major and growing role, 
said Mcinnis, a professor of psychiatry 
and the Thomas b. and nancy Upjohn 
Woodworth Professor of bipolar Disor-
der and Depression at the University of 
Michigan.

in an article in the March Bipolar Dis-
order, Mcinnis and colleagues describe a 
search to identify gene transcripts pat-
terns in treated and untreated patients 
with bipolar disorder.

They examined postmortem brain 
samples from seven patients with bipolar 
disorder who had been treated with anti-
psychotic medications, seven who were 
untreated, and 12 controls who did not 
have bipolar disorder. The brains came 
from the Stanley Foundation brain bank.

Gene-expression differences between 
patients exposed to antipsychotics and 
controls were not significant, they noted.

“We saw that medications are nor-
malizing genes with identifiable differ-
ences in expression patterns,” said Mcin-
nis. Such normalization may reflect 
underlying processes related to both the 
origin of the illness and how patients 
improve with treatment.

Although the study observed outcomes 
of treatment with antipsychotic medica-
tions, other drugs might well have similar 
normalizing effects, he speculated.

Then, when the researchers com-
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Melvin McInnis, M.D.: The effects of antipsychotic medication on the brains of patients 
with bipolar disorder may be as much biological as behavioral.

see Bipolar Disorder on facing page
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Scientists Closer to Finding Tests for Depression Biomarkers 
Multiple researchers are hard 
on the trail of tests that may 
reveal biomarkers to help 
clinicians customize depression 
treatment for each patient.

By Jun yan

F or decades researchers have been 
searching for a single test, per-
haps a blood or genetic test, that 
will unequivocally solve the mys-
tery of depression and simplify its 

treatment, just like cholesterol measure-
ments have done for heart attacks and a 
genetic test has done for Huntington’s dis-
ease. The magic test has not been found, 
but scientists are closer than ever to a large 
variety of tests to achieve this goal.

Why search for biomarkers for depres-
sion when the disorder has been identi-
fied and measured by clinical-interview-

based diagnostic criteria for decades? 
Biomarkers can, for example, help 

researchers better understand the causes 
and pathologies of different subtypes 
of depression, which in turn can lead to 
more successful treatments. Biomark-
ers can also help clinicians devise faster 
and more effective treatments based on 
each patient’s pathology. In addition, bio-
markers might identify people at risk for 
depression but who do not meet diagnostic 
criteria, not unlike cholesterol monitoring 
before people develop heart disease.

In recent years, biomarker research has 
benefited from increased investment and 
can boast of several discoveries. In 2010, 
the national Institute of Mental Health 
(nIMH) launched the Establishing Mod-
erators/Mediators for a Biosignature of 
antidepressant Response in Clinical Care 
(EMBaRC) study at four academic sites. 

Biomarkers will lead everyone to 
“think fundamentally differently about 

depression treatment,” said Madhukar 
Trivedi, M.D., the principal investigator 
of the EMBaRC study in an interview 
with Psychiatric News. Trivedi is a pro-
fessor of psychiatry at the university of 
Texas Southwestern Medical Center. 

“We know that depression is clearly 
a very heterogeneous disease,” Trivedi 
said, and therefore the likelihood of 
finding a single test for all depressive 
patients is growing ever smaller. Rather, 
the EMBaRC study is testing a variety 
of possible biomarkers, including blood 
tests, brain scans, genetic mutations, epi-
genetic markers, and cognitive behavioral 
indicators. 

Tests Focus on Stress-Related Physiology
Researchers have identified a num-

ber of chemical signals in blood that are 
linked to subpopulations of depressed 
patients. These include cytokines that 
promote inflammatory response, stress 
hormones such as cortisol, and neuro-
trophic factors such as brain-derived 
neurotrophic factor (BDnF). 

In a study published in Molecu-
lar Psychiatry online august 28, 2012, 
Chad Rethorst, Ph.D., Trivedi, and col-
leagues reported that the levels of certain 
cytokines can predict and/or measure 
patients’ response to an exercise regi-
men as augmentation to a not-entirely-
effective SSRI. although previous studies 
suggested that patients with high baseline 
level of tumor necrosis factor (TnF) tend 
to have poor response to antidepres-
sants, these types of patients responded 
much better to exercise than did patients 
without high baseline level of TnF. They 
also found that IL-1beta, another pro-
inflammatory cytokine, is correlated with 
depression symptom scores and may be 
an indicator of treatment effectiveness, at 
least when the treatment is exercise.

also, a study published in the January 
JAMA Psychiatry suggested that elevated 
C-reactive protein (CRP), an indicator of 
systemic inflammation, may be a bio-
marker for a subset of depressive patients. 
Charles Raison, M.D., and colleagues gave 
TnF-antagonist infliximab to 60 patients 
with treatment-resistant depression. It 
did not work for all patients, but did work 
for a small subset of patients who had high 
levels of high-sensitivity CRP 

(an abstract of “a Randomized Con-
trolled Trial of the Tumor necrosis 
Factor antagonist Infliximab for Treat-
ment-Resistant Depression: The Role of 
Baseline Inflammatory Biomarkers” is 
posted at archpsyc.jamanetwork.com/
article.aspx?articleid=1356541.)

Gene Expression Also Blood-Based Marker
Gene expression is another type of 

blood test that may reveal the pathology 

of depression and mechanisms of treat-
ment response. The amounts of mRna 
of certain genes indicate which genes 
are active or inactive, and these patterns 
are compared between healthy volun-
teers and patients or between treatment 
responders and nonresponders.

an analysis of the GEnDEP study, a 
European pharmacogenetic study on the 
genetic basis for different response to 
escitalopram and nortriptyline, was con-
ducted by annamaria Cattaneo, Ph.D., 
and colleagues and published in the Feb-
ruary Neuropsychopharmacology. The 
expression of several candidate genes was 
measured through the corresponding 
mRnas in patients and healthy volun-
teers. Higher baseline levels of IL-1beta, 
TnF-alpha, and macrophase inhibiting 
factor predicted lack of response to the 
antidepressants. Surprisingly, a differ-
ent set of biomarkers correlated with 
symptom reduction over time, namely 
decreasing IL-6 and FKBP5 (a marker for 
glucocorticoid receptor function) expres-
sion and increasing BDnF and VGF (both 
indicators of neuronal growth) levels.

(“Candidate Genes Expression Pro-
file associated With antidepressants 
Response in the GEnDEP Study: Differ-
entiating Between Baseline ‘Predictors’ 
and Longitudinal ‘Targets’” is posted at 
www.nature.com/npp/journal/v38/n3/
full/npp2012191a.html.)

In several previous nIMH studies, sco-
polamine, a cholinergic muscarinic recep-
tor blocker usually used to treat motion 
sickness, has been shown to exert an anti-
depressant effect within three days. In a 
new nIMH study published in the March 
JAMA Psychiatry, Maura Furey, Ph.D., and 
colleagues were able to predict depressed 
patients’ response to scopolamine intra-
venous infusion using functional MRI 
scans. Brain activities were recorded 
while patients performed mental tasks 
that required the use of working memory. 
In the test, the patient was asked to recog-
nize, remember, and match facial expres-
sions of emotions such as sad, happy, fear-
ful, or neutral in photographs. 

Eleven of 15 patients responded to 
scopolamine treatment in the study; 
the other four were nonresponders. The 
authors found that baseline scan signals 
in the bilateral middle occipital cortex 
predicted treatment response to scopol-
amine. Changes over time in this signal 
also correlated with patients’ clinical 
response to scopolamine over time. The 
authors noted that the cholinergic system 
and visual-processing center in the brain 
are involved in the pathophysiology of 
depression in at least some patients.

(“Potential of Pretreatment neu-
ral activity in the Visual Cortex Dur-

pared brains of controls and of treated 
patients with those of bipolar patients 
who were not exposed to antipsychotics, 
they found 2,191 genes with significantly 
altered gene-expression levels.

Of those gene transcripts, 2,075 dis-
played a decrease in quantity among the 
untreated group compared with the com-
bined treated/control group. another 116 
gene transcripts were increased among 
the nonexposed group.

The researchers noticed other pat-
terns too. “Many of the genes expressed 
are involved with cellular communica-
tion,” McInnis explained. These include 
calcium-channel transport or the struc-
ture and function of synapses.

Communication between neurons 
is important in bipolar disorder, said 
McInnis. In the manic phase, patients 
are energized and thinking faster, while 
in the depressive phase, their mental 
processes appear to slow down.

Perhaps not so surprising to McInnis 
was the sheer number of genes involved. 
Changes in gene-expression levels were 
“modest,” less than two-fold, more evi-
dence that many genes appear to contrib-
ute a small amount each to the susceptibil-
ity for an illness, interacting with external 
and internal environmental factors. 

understanding which genes are 
involved in disorders is just at its begin-
ning stage, like learning basic anatomy, 
he said. Real advances will come when 
researchers understand how the genes 
work in concert.

“But the presence of so many genes 
with just small differences presents a 
major statistical challenge,” he said.

The current study is also limited by 
small numbers and by potential con-
founders surrounding the lives and 
deaths of the patients, he said.

Research into bipolar disorder can 
benefit from collaboration with other sci-
entific specialties. For instance, McInnis 
is working with university of Michigan 
colleagues to explore the research value 
of induced pluripotent stem cells derived 
from skin biopsies from people with and 
without bipolar disorder. 

Studies of these cell lines could test 
the effects of medications or other envi-
ronmental exposures in conjunction with 
more complex research on brain circuitry.

“I would like to see the day when a 
person with any chronic, noncommuni-
cable disease could establish a cell line that 
could be used to predict which medications 
would be better for that individual,” he said.

a first step will be to observe the effects 
of lithium on such cell lines, he said.

The research was funded by the 
national Institutes of Health, the Brain & 
Behavior Research Foundation, the uni-
versity of Michigan, the Stanley Medi-
cal Research Institute, and the Heinz C. 
Prechter Bipolar Genetics Funds at the 
university of Michigan. PN

 An abstract of “Gene Expression Altera-
tions in Bipolar Disorder Postmortem Brains” 
is posted at http://onlinelibrary.wiley.com/
doi/10.1111/bdi.12039/abstract;jsessionid=
D5CD910DBB27B8F8C17D4E18B2FE745B.
d04t01. see Biomarkers on  page 27
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Psychiatric news | JUne 7, 201324

Antidepressant Use in Pregnancy  
Linked to Autism Risk
A retrospective, population-
based study finds a link 
between antidepressant use 
during pregnancy and autism 
spectrum disorder, but experts 
urge caution in interpreting 
results.

by Joan arehart-treichel

A large population-based study 
has found a three-fold risk of 
developing autism spectrum 
disorder in children who 
mothers used an antidepres-

sant during pregnancy.
The study was headed by Dheeraj rai, 

Ph.D., a clinical lecturer at the University 
of bristol in england. The results were 
published april 19 in the British Medi-
cal Journal.

The study included 18,524 children in 
Stockholm, Sweden, whose ages ranged 
up to 17. of these children, 1,679 had 

an autism spectrum disorder with or 
without intellectual disability, and the 
remaining children served as age- and 
gender-matched controls.

information on whether the chil-
dren’s mother had been depressed during 
pregnancy was available from inpatient 
and outpatient psychiatric records, and 
information on whether the mothers had 
used antidepressants during pregnancy 
was available from interviews with the 
mothers when they were, on average, 10 
weeks pregnant.

The researchers then assessed whether 
there was an association between antide-
pressant use during pregnancy and autism 
spectrum disorder in the offspring, tak-
ing possibly confounding factors such as 
maternal age, family income, educational 
level, occupational level of either parent, 
and maternal smoking during pregnancy 
into consideration.

Women who had used antidepres-
sants during pregnancy were three times 
more likely to have a child who developed 

autism spectrum disorder without intel-
lectual disability than those who had not 
used antidepressants during pregnancy. 
Moreover, the association held whether 
the women had used an SSri or a non-
SSri antidepressant. however, there was 
no evidence of a link between maternal 
use of antidepressants during pregnancy 
and autism spectrum disorder with 
intellectual disability.

Autism Experts Cautious About Findings
“The most important take-home 

message is that there is nothing in this 
study…that shows any causative rela-
tionship between the use of antidepres-
sants and the development of autism,” 
louis Kraus, M.D., a professor of psy-
chiatry at rush University and an autism 
expert, emphasized during an interview 
with Psychiatric News. in short, it was a 
retrospective study, and as the case with 
all retrospective studies, it’s “difficult to 
fully ascertain what’s what and to untan-
gle what’s what.”

For example, it’s possible that some 
of the women who used antidepressants 
during pregnancy had autistic character-
istics “that were simply not documented,” 
Kraus noted. as a result, their children 
might have been at a high genetic risk for 
autism “completely unrelated to any of 
the women’s [antidepressant use].”

Cause Remains a Mystery
“at this time, the field does not know 

what causes the majority of cases of 
autism spectrum disorder,” christopher 
McDougle, M.D., a professor of autism at 
harvard Medical School, told Psychiatric 
News. “Genetic causes have been identi-
fied that may explain 10 to 20 percent of 
cases. Various environmental factors are 
being investigated, possibly in relation to 
a genetic vulnerability. This paper puts 
forth data suggesting that antidepres-
sant use during pregnancy might be an 
additional environmental factor to con-
sider. but as the investigators point out, 
an association does not imply causality. 
it may be that the biology underlying 
the mother’s depression, rather than the 
medication, may have an impact on the 
developing brain of the baby.”

The authors of the study concur on 

Research Could Boost Prospects  
Of Kids Harmed by Stress
The biological understanding 
of how social adversity is linked 
to physical and mental health 
problems indicates a need for 
better policy.

by aaron leVin

T hat poor children sustain dis-
proportionate burdens of adver-
sity, stress, and disease is no 
surprise, said W. Thomas boyce, 
M.D., speaking at the annual 

meeting of the Pediatric academic Soci-
eties in Washington, D.c., in May.

by now, there’s little doubt that a wide 
variety of socioeconomic stressors—
housing density, noise, violence, poverty, 
family turmoil, pollution, and more—are 
associated with worse health outcomes, 
said boyce, a professor of pediatrics at 
the University of british columbia.

“There is a monotonic, linear associa-
tion at every socioeconomic level that 
conventional mediators, like smoking 
or cholesterol, fail to account for,” he 
said. “and there is a pervasive difference 
in the experience of everyday life when 

you compare children growing up in the 
middle class to those in disadvantaged 
circumstances.”

Stress can be good or bad or ugly, 
added neuroendocrinologist bruce 
Mcewen, Ph.D., the alfred e. Mirsky 
Professor at rockefeller University in 
new york.

Positive stress results in pleasure 
when a person overcomes challenges suc-
cessfully, said Mcewen. tolerable stress 
occurs when something bad happens but 
is met with good social and emotional 
support that promotes survival.

“and then there’s toxic stress,” Mc-
ewen said. “That involves lack of mastery 
and control, a lack of self-esteem, and a 
lack of emotional and social and material 
support.”

toxic stress that produces excessive or 
prolonged activation of stress-response 
systems can lead to long-term disrup-
tions in brain architecture, immune 
status, metabolic systems, cardiovascu-
lar function, and gene expression.

but as powerful as that association 
may be, there is also great variability in 
developmental outcomes, even within 
particular socioeconomic levels, and the 

mechanisms that might account for that 
variability are not clear, said boyce.

“The neurobiology of stress undergoes 
dramatic changes over the childhood 
years,” said panelist Megan Gunnar, Ph.D., 
a professor of child development at the Uni-
versity of Minnesota. “During childhood, 
paradoxically, children are both buffered 
from and highly vulnerable to psychoso-
cial stressors,” said Gunnar. “however, the 
impact of those stressors may not be fully 
realized until adolescence.”

even among poor children, however, 
there are important individual differ-

ences in susceptibility to adversity, said 
boyce, who has studied children’s auto-
nomic and adrenocortical responses to 
psychological tests in the lab.

he observed children in both sup-
portive and high-adversity contexts and 
then divided them into groups with high 
and low reactivity.

Some were “dandelion children,” he 
concluded, adopting a term translated 
from Swedish. like the ubiquitous weed, 
they could do well in high- or low-stress 
settings. “These were the kids with low 
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W. Thomas Boyce, M.D. (left), Megan Gunnar, Ph.D., and Jack Shonkoff, M.D., addressed 
the ways that toxic stress affected children living in poor socioeconomic circumstances.

see Autism Risk on  page 26

see Kids on  facing page
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by LesLie sincLair

FDA Expected to 
Approve Sublingual 
Buprenorphine/Naloxone

T he Food and Drug administration 
(FDa) has accepted a new Drug 
application for review of Zub-

solv, a sublingual tablet formulation of 
buprenorphine and naloxone for main-
tenance treatment of people with opioid 
dependence that was developed by Orexo. 

The FDa decision might be of par-
ticular interest given reckitt benckiser’s 
decision last year to discontinue subox-
one, its buprenorphine/naloxone tablet, 
citing child-safety concerns (Psychiatric 
News, December 7, 2012). reckitt benck-
iser introduced a sublingual film formu-
lation of the drug combination in 2010. 

if approved, Zubsolv will be the only 
opioid-dependence treatment option 
available in tablet form. Orexo said that 
through application of proprietary tech-
nologies, it has increased the bioavail-
ability of the active ingredient, acceler-
ated dissolve time, reduced tablet size, 
and improved the medication’s taste, 
resulting in a patient preference for Zub-

solv over suboxone tablets. The company 
expects Zubsolv to be approved in July, 
and a launch of the product is planned 
for september. Orexo said it will be com-
plete documentation of further dose 
strengths as well as providing one addi-
tional flavor of Zubsolv to complement 
the current product offering.

Prescription Take-Back Day 
Garners Huge Response

T he Drug enforcement administra-
tion (Dea) held its sixth national 
Prescription Drug Take-back Day 

april 27. With more than 5,829 locations 
manned by 4,312 state, local, and tribal 
law-enforcement agencies that part-
nered with Dea on the event, the Dea 
took in 371 tons of prescription medica-
tions from the public. When added to 
the collections from the Dea’s previous 
five such events, more than 1,409 tons of 
outdated and/or unwanted medications 
have been removed from circulation.

The Dea’s take-back events are a 
significant piece of the White House’s 
prescription drug abuse prevention 
strategy released in 2011 by the Office 
of national Drug control Policy. Dis-
posal of unwanted, unused, or expired 

drugs is one of the four strategies for 
reducing prescription drug abuse 
and diversion laid out in the govern-
ment report “epidemic: responding 
to america’s Prescription Drug abuse 
crisis.” The other strategies include 
education of health care providers, 
patients, parents, and youth; enhanc-
ing and encouraging the establishment 
of prescription drug monitoring pro-
grams in all the states; and increased 
enforcement to address “doctor shop-
ping” and “pill mills.”

shortly after the Dea’s first take-
back event in 2010, the secure and 
responsible Drug Disposal act of 2010 
was passed by congress, amending the 
controlled substances act (csa) to 
allow the Dea to develop permanent, 
ongoing methods for disposing of con-
trolled-substance medications. Prior to 
the passage of the act, the csa provided 
no legal means for transferring posses-
sion of controlled-substance medica-
tions from users to other individuals 
for disposal.

FDA Will Allow Generic 
Version of Opana ER

O n May 10, the FDa responded 
to a petition submitted by endo 
Pharmaceuticals, manufacturer 

of the original formulation of Opana er 
(oxymorphone hydrochloride extended-
release tablets) and a reformulated ver-
sion of the drug combination, also called 
Opana er, which was designed to be 
more difficult to abuse and misuse. 

The FDa concluded that the original 
formulation of Opana er was not with-
drawn from the market for reasons of 
safety or effectiveness, and as a result, 
the generic version of the original formu-
lation can continue to be marketed. The 
FDa said that while there is an increased 
ability of the reformulated version of 
Opana er to resist crushing when com-
pared with the original formulation, study 
data show that the reformulated version’s 
extended-release features can be compro-
mised when subjected to other forms of 
manipulation, such as cutting, grinding, 
or chewing, followed by swallowing. 

The FDa also said that reformu-
lated Opana er can be readily prepared 
for injection, despite endo’s claim that 
the tablets have “resistance to aqueous 
extraction (i.e., poor syringeability)”. The 
agency also said that reformulated Opana 

er appears to be able to be prepared for 
snorting using commonly available tools 
and methods. The FDa noted that, while 
postmarketing investigations are incon-
clusive, one of the investigations suggests 
the “troubling possibility that a higher 
percentage of reformulated Opana er 
abuse is via injection than was the case 
with the original formulation.”

The FDa said it continues to encour-
age the development of abuse-deterrent 
formulations of opioids to help reduce 
prescription drug abuse, but that abuse-
deterrent properties must be supported 
by sound science taking into consider-
ation the totality of the data for the drug 
at issue.

Companies Announce Phase 3 
MDD Results for Vortioxetine 

O n May 18, Takeda Pharmaceutical 
and Lundbeck a/s announced at 
the aPa annual meeting in san 

Francisco new data from studies evalu-
ating the effectiveness of vortioxetine, an 
investigational agent under review with 
the FDa for treatment of major depres-
sive disorder (MDD). The studies were 
multicenter, randomized, double-blind, 
parallel-group trials of adult patients 
taking vortioxetine, to assess improve-
ment in overall symptoms of depression 
after eight weeks of the study in which 
patients took either vortioxetine or pla-
cebo. Two studies included duloxetine as 
an active reference arm. 

Three of the four studies met the pri-
mary efficacy endpoint as measured by 
the change from baseline in the Mont-
gomery-asberg Depression rating scale 
(MaDrs) total score at week 8. statisti-
cally significant improvements in over-
all symptoms of depression were shown 
for the drug compared with placebo. a 
fourth study did not meet the primary 
endpoint. results of the four studies 
provided additional information regard-
ing the safety profile of vortioxetine. 
Takeda and Lundbeck said these stud-
ies are part of a larger nDa data package 
currently under review by the FDa that 
includes data from seven positive stud-
ies (six short-term studies and one long-
term maintenance study) conducted in 
regions throughout the world. The stud-
ies evaluated the effectiveness and safety 
profile of vortioxetine in a dose range of 
5 mg to 20 mg a day and included more 
than 7,500 subjects. PN

APA Membership Dues Deadline Fast Approaching 

The deadline for paying current-year APA membership dues is June 30. You must pay your 
membership dues by that date or your membership will automatically expire on June 30. 
(Membership will not expire if you are enrolled in the APA Scheduled Payment Plan.) You 
can renew your membership dues online or enroll in the Scheduled Payment Plan, which 
allows you to pay your dues by credit card in either monthly, quarterly, biannual, or annual 
installments — with no interest or service fee.
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reactivity, who were stable and relatively 
indifferent to social context,” he said. 

Others he dubbed “orchid children,” 
highly sensitive and reactive to their envi-
ronment, who had either catastrophic or 
excellent outcomes, depending on the 
context in which they were raised.

Gene-by-environment interactions 
could account for some of these differ-
ences, but not all. “risk alleles alone are 
not enough to cause maladaptive phe-
notypes,” he said. “so i suggest this may 
happen by way of chromatin modifica-
tion by epigenetic marks.”

The promoter region of the gene, 
which turns the gene up or down, plays 
a significant role, he said.

a methyl group (cH3) occupying the 
promoter region silences the gene, pre-
venting transcription and translation, he 
said. “stress allows hypomethylation of 
the promoter region and thus the emer-
gence of a maladaptive phenotype in 
development.”

yet the life course influenced by early 
childhood stress is not immutable, said 
the speakers. “in puberty, there’s also an 
opportunity for children who started in 
adverse settings to ‘reset’ their systems 
when in better contexts,” Gunnar noted.

in addition, interventions such as 
physical activity, cognitive-behavioral 

therapy, social support, and adjunctive 
use of some medications can take advan-
tage of the brain’s plasticity and restore 
inhibitory control, working memory, and 
cognitive flexibility, Mcewen explained.

but more could be done at the interface 
of science, practice, and policy to improve 
the prospects for children battered by 
stress, said discussant Jack shonkoff, 
M.D., a professor of child health and 
development at Harvard school of Public 
Health and Harvard Graduate school of 
education.

explaining to the public—and to the 
medical profession—the causal links 
between significant adversity in childhood 
and lifelong physical and mental health 
impairments might be a good start, said 
shonkoff. “We must also design and test 
new intervention strategies to reduce or 
mitigate the biological disruptions associ-
ated with toxic stress in the early years.”

Those might include building skills 
and capacities for parents, improv-
ing training in child development for 
child-care providers, boosting parents’ 
employability to provide more economic 
stability, and building stronger commu-
nities to help buffer families from the 
burdens of toxic stress, he said. PN

 A paper by Boyce, Sokolowski, and 
Robinson, “Toward a New Biology of Social 
Adversity,” is posted  at http://www.pnas.org/
content/109/suppl.2/17143.long.

Kids
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stigma and social inclusion. Others 
discuss primary care, behavioral health, 
and public-health partnering to reduce 
stigma. Still others zero in on the reluc-
tance of many people to give individu-
als with a mental illness positions of 
authority or power. 

Among the authors elucidat-
ing the issues is Stephanie Welch, 
M.S.W., senior program manager of 
the California Mental Health Services 
Authority in Rancho Cordova, Calif., 
and colleagues. They reported that 
California’s 2004 Mental Health Ser-
vices Act is not only funding mental 
illness prevention and early-interven-
tion strategies, but projects aimed at 
reduced mental illness stigma as well. 
One project entails identifying and 
eliminating existing laws, policies, and 
practices that result in discrimination 
against the mentally ill. Another proj-
ect focuses on educating elementary 
school children about mental illness. 
Yet a third tries to remove scurrilous 
messages about people with mental 
illness from Spanish-language media.

The problem of mental illness 
stigma directed at oneself was also 
addressed. “Identifying with one’s 
mental illness and publicly disclos-
ing it may promote empowerment 
and reduce self-stigma,” Kirstin Kosy-
luk, M.S., program coordinator at the 
Center on Adherence and Self-Deter-
mination at the Illinois Institute of 
Technology, and colleagues, asserted 
in their paper. They then reviewed the 

research that supports this assertion 
and offered guidance on how to make 
such a disclosure.

One approach, for example, is to 
disclose one’s illness to select cowork-
ers or neighbors. The benefit could be 
that the individual finds a small group 
of people who understands his or her 
experiences and provides support. The 
cost, however, could be that once the 
information is disclosed, the person 
who learns it might use it to hurt the 
individual who confided in them, the 
authors noted.

Another approach might be to indis-
criminately disclose one’s illness. The 
benefit could be that the person doesn’t 
have to worry about who knows and who 
doesn’t and that they identify people who 
will be supportive. This approach, how-
ever, does have the same danger as selec-
tive disclosure.

Yet a third strategy is to actively seek 
audiences to educate and inform about 
mental illness by relating first-hand 
experiences, though this too comes with 
the caveat that some people will react 
negatively.

In another study published in the 
issue, Walter Bockting, Ph.D., of the 
New York State Psychiatric Institute, 
and colleagues asked more than 1,000 
transgender individuals to complete an 
online survey about their mental health. 
Respondents reported a high preva-
lence of clinical depression (44 percent), 
anxiety (33 percent), and somatization 
(28 percent). Social stigma experienced 
by respondents was associated with 
their psychological distress. However, 
support from other transgender people 

decreased such distress and eased the 
burden of the stigma directed at them.

Transgender individuals need 
improved “access to mental health and 
social services that affirm transgender 
identity and promote resilience,” Bock-
ting and his colleagues concluded.

The special stigma issue received 
funding from the Carter Center, the 
CDC, and the Substance Abuse and Men-
tal Health Services Administration. PN

 The issue can be accessed at www.ajph.
org.

 

dent for science, medicine, and public 
health at the AMA.

Commenting on Levin’s selection as 
medical director, APA President-elect 
Jeffrey Lieberman, M.D., said, “Saul’s 
expertise in electronic health informa-
tion exchanges and implementation of 
the Affordable Care Act and meaningful-
use requirements, as well as his commit-
ment to mental health parity and proven 
leadership of large organizations, will be 
extremely important to APA and its mem-
bers as we adapt to and continue our lead-
ership role in health care reform.” Scully 
said that Levin “brings extraordinary 
intelligence, vision, and great energy to the 
challenges ahead for our profession. I look 
forward to working together with him as 
we transition to the new leadership.” 

Levin will become CEO-designate in 
mid-July and will become medical direc-
tor and CEO when Scully retires in the 
fall.

Washington, D.C., Mayor Vincent 
Gray also commented on Levin’s appoint-
ment. “While this is a great loss for the 
District government, it is a great gain 
for the American Psychiatric Associa-
tion,” Gray said. “Dr. Levin has done an 
exemplary job leading [the Department of 
Health] in this interim period, and I wish 
him the best in his future endeavors and 
thank him for his good work for us.” 

In an interview with Psychiatric News 
after his appointment was announced, 
Levin said he was “honored and hum-
bled to be chosen to lead the professional 
home of psychiatry, especially during 
this time when the field is changing as 
a result of the Affordable Care Act.” He 
added that he is “looking forward to 
working with the membership as well as 
with district-branch leaders, federal and 
state legislators, and other medical and 
mental health organizations to ensure 
that patients get high-quality care and 
better access to that care.”

He emphasized that as a resident at 
the University of California, Davis, in the 
1980s, he quickly recognized “what an 
amazing and effective organization APA 
was” and began his involvement in APA 
at that time. In his new role at APA, he 
emphasized that he relishes the oppor-
tunity to help ensure that psychiatrists 
have the best-possible practice environ-
ment and are reimbursed equitably for 
the valuable work they do. 

He stated that he plans to engage in 
extensive dialogue with APA members 
in clinical practice, academia, research, 
and administration to make sure APA is 
providing them with the benefits that are 
most important to them and to reach out 
to nonmember psychiatrists to explain 
how much APA can help them in their 
careers. PN
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Levin
continued from page 1

Stigma
continued from page 8

brings the imaging field “tantalizingly 
close to developing a reliable and prac-
tical approach” for such predictions, 
an impressive move toward more indi-
vidualized medicine and optimal patient 
care. 

Sinha hopes for even more. “Our find-
ings may also have implications for the 
use of medication and behavioral treat-
ments that restore prefrontal function, 
as they could potentially benefit people 
at high risk of relapse.” 

The research was funded by the 
National Institute on Alcohol Abuse and 
Alcoholism. PN

 An abstract of “Disrupted Ventrome-
dial Prefrontal Function, Alcohol Craving, 
and Subsequent Relapse Risk” is posted at 
http://archpsyc.jamanetwork.com/article.
aspx?articleid=1684869.

Brain Imaging
continued from page 20

this point. As they write in their paper, 
“Antidepressant use may be a marker of 
the severest forms of depression during 
pregnancy.”

“From a clinical prospective, one 
must consider the consequences of 
allowing depression to go untreated in 
the pregnant mother,” McDougle con-
tinued. “It’s possible, if not probable, 
that the biological milieu of untreated 
depression is more toxic than that asso-

ciated with the use of an antidepressant. 
Furthermore, the psychological effects 
of untreated depression undoubtedly 
would affect the pregnant mother’s abil-
ity to bond with and care for a new baby.”

“What will be important in the future, 
if possible, is to look at things prospec-
tively, where there can be a more accurate 
assessment of the parents and not simply 
looking at retrospective charts or diag-
noses….,” Kraus said, adding that he is 
unaware of such a study that is in process.

The study was funded by the Swed-
ish Research Council, Stockholm 
County Council, Swedish Council for 
Working Life and Social Research, and 
through the Swedish regional agree-
ment on medical training and clinical 
research. PN

 “Parental Depression, Maternal Anti-
depressant Use During Pregnancy, and Risk 
of Autism Spectrum Disorder: Population-
Based Case-control Study,” is posted at www.
bmj.com/content/346/bmj.f2059.

Key Points

 • A population-based study has found a link between antidepressant use during 
pregnancy and autism spectrum disorder in offspring.

 • Since the study was retrospective, it does not demonstrate a causative relationship 
between antidepressant use and autism spectrum disorder.

 • It is possible that a mother’s depression during pregnancy—not antidepressant use—
caused or contributed to autism spectrum disorder in some of the children. 

 • It is also possible that mothers who used antidepressants during pregnancy had autistic 
characteristics, thus their children may have been at genetic risk for autism regardless of 
the mother’s antidepressant use.

The Bottom Line: A prospective study is needed in which there can be a more 
accurate assessment of whether antidepressant use during pregnancy causes or 
contributes to autism spectrum disorder.

Autism Risk
continued from page 24
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too much inequality in the world today. 
“The second problem is that there is 

too much instability in the world,” he 
said. “A little instability is part of a cre-
ative process. But with too much instabil-
ity it’s just as if the world is totally static 
because people are afraid to make any 
move. That’s what happened because of 
the global financial crisis, which spread 
across the world very rapidly and made 
everyone scared to death.” 

He said problem solving today in 
advanced countries requires systems to 
change in ways that may be painful.  “At 
some point, all systems become more 
interested in preserving their present 
distribution of influence and control than 
advancing the purpose for which they 

were established if it requires some pain-
ful change. They become more interested 
in preserving the present than creating 
the future. That’s why what we have to do 
in America is be willing to change these 
systems to create a wider circle of shared 
citizenship and genuine community.”

He cited as an example the work of his 
foundation—the William J. Clinton Foun-
dation—in negotiating with the soft-drink 
industry to decrease sugar in drinks con-
sumed by school children. “In America, 
our number-one public-health problem 
is childhood obesity,” he said. “When I 
started, I realized this was a direct func-
tion of our ability to produce enormous 
amounts of food, even though there is 
still a large number of Americans who are 
food insecure because we have too much 
inequality. And I learned that for any num-
ber of reasons we have people who are just 
on the other side of poverty consuming too 
many calories from unhealthy carbohy-
drates and sugar, including young school 
children who were getting as much as 50 
percent of their daily calories just from the 
drinks they consumed in schools. 

“I decided it was inherently unreason-
able to believe the soft-drink and juice com-
panies wanted all school kids in America 
to become seriously diabetic in their 20s 
and have amputations in their 30s and not 
be able to afford soft drinks. I didn’t believe 
they were that evil or shortsighted. So I 
met with them, and I asked them to figure 
out a way to make money with a radically 
different business plan. They came up with 
a plan to get rid of all full-sugar drinks and 
full-sized juices and replace them with fla-
vored waters. The result was a reduction in 
calories being consumed in drinks by our 

children in school.” 
He cited a similar approach to mak-

ing generic AIDS drugs more affordable 
in third-world countries. And he said he 
believed the achievement of universal 
access to health care, including men-
tal health care, should be looked at the 
same way. 

“On balance I think you should be 
hopeful,” Clinton said. “We have come 
a long way on the issue of mental health 
coverage since my grandmother was 
hospitalized briefly in a state hospital in 
the 1950s. I have seen the dark side of 
this, and I have seen the bright, wonder-
ful work that you do.

“As you look into the future and 
think about the main mental health and 
substance abuse issues and how we are 
going to implement the Affordable Care 
Act and whether mental health will be 
shortchanged—I ask you to think about 
all these things. We need to try to find 
solutions where we don’t have to kill 
off one of the players in order to do a 
good thing, and where people agree to 
do things in a different way so we can 
advance the quality of health care and 
the decency of social justice in America. 

“It is hard for me to believe that [men-
tal health] is not one issue where there 
ought to be the possibility of biparti-
san cooperation,” he said. “This issue 
still needs to be destigmatized among 
some. But it is now largely a question of 
problem-solving. . . . There has got to be 
a way out of this [political gridlock] so 
that we join every other wealthy, decent 
society on earth and provide universal, 
affordable health care to all that doesn’t 
exclude mental health care.” PN

www.PSYCHNEwS.ORG 27www.PSYCHNEwS.ORG 27

Treatment with small-molecule CRF 
antagonists has a “profound effect,” 
reversing the anxiety-like effect of opiate 
and alcohol withdrawal, said Koob. “So 
a CRF antagonist would be really useful 
as an adjunct for the treatment of drug 
addiction.”

While a clinical role for CRF antago-
nists sounds enticing, compounds tested 
in humans have not yet passed phase 3 
clinical trials, said Koob. Drugs exist, but 
legal issues stand in the way of repurpos-
ing their use for human studies. “It’s a 
slow process,” he said.

Early work with another medication 
suggests the possible role of another bio-
chemical pathway. Experiments using 
mifepristone, a glucocorticoid antago-
nist, during the development of depen-
dence appear to block development of 
excessive drinking, he said. “So maybe 
the glucocorticoid system is important 
in the transition to dependence.”

Ultimately, Koob’s consideration 
of the Dark Side leads him back to the 
images of those fin de siècle habitués of 
Paris cafes and to what he calls “hedonic 
Calvinism.”

“The brain’s reward system is a lim-
ited resource,” he explained. “You can 
use it up with a binge on cocaine or 
heroin or alcohol, or you can enjoy the 
regular pleasures of everyday life.” PN

  “The Role of CRF and CRF-related Pep-
tides in the Dark Side of Addiction” is posted 
at http://www.ncbi.nlm.nih.gov/pmc/
articles/PMC2819562.

Addiction
continued from page 20

ing Emotional Processing to Predict 
Treatment Response to Scopolamine in 
Major Depressive Disorder” is posted 
at archpsyc.jamanetwork.com/article.
aspx?articleid=1566542.)

Neuroimaging biomarkers are also 
being studied in the EMBARC study, which 
is expected to produce results in the next 
few years, according to Trivedi. “Like other 
chronic complex diseases such as lupus … 
you don’t have one test for all cases,” said 
Trivedi. To guide precise diagnosis and 
individualized treatment, future clinicians 
may use an index derived from several dif-
ferent biomarkers and, if the response is 
less than expected, order other tests to 
adjust treatment based on an algorithm. 

The Canadian Depression Biomarker 
Network, led by Sidney Kennedy, M.D., a 
professor of psychiatry at the University 
of Toronto, is carrying out research sim-
ilar to EMBARC. Six academic centers 
are involved in this network. PN
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Clinton
continued from page 1

ied COMT gene, for example, the met/
met allele renders individuals more 
susceptible to anxiety disorders, he 
said.

“But the genotype alone is not signifi-
cant, it’s the gene-by-environment inter-
action,” he said. The presence of the met/
met allele in PTSD patients increases 
their fear load.

His group also analyzed blood levels 
of the ADCYAP1 gene, which encodes 
the pituitary adenylate cyclase-acti-
vating polypeptide (PACAP) protein. 
In women with PTSD, but not in men, 
higher levels of the PACAP predict fear-
potentiated startle response.

Finally, pilot data from neuroendo-
crine studies of traumatized women 
indicate a role for estrogen as well. 
Women with PTSD and low estrogen 
levels appear to have lower levels of fear-
potentiated startle than those with high 
estrogen levels.

There may be initial clinical impli-
cations of Norrholm’s research, even at 
this early stage. “Fear-loaded patients 
may require a greater degree of interven-
tion to overcome initial elevated levels of 
fear,” he said. PN

 More information on Seth Norrholm’s 
research is posted at http://www.frontiersin. 
org/Behavioral_Neuroscience/10.3389/
fnbeh.2013.00030/abstract.

campus volume is reduced, so perhaps 
BDNF serves as a kind of control, he 
suggested.

“The hippocampus supplies BDNF to 
the PFC, but in PTSD, the hippocampal 
volume is reduced so maybe that reduces 
BDNF control,” he said.

In a paper in the June 1 Biological Psy-
chiatry, Quirk and colleagues reported 

Extinction
continued from page 21

Fear Memories
continued from page 21

that patients with PTSD with the Met-66 
allele of BDNF had a poorer response to 
exposure therapy than patients with the 
Val/Val allele.

While exposure is one way to mini-
mize the conditioned cues that trig-
ger fear responses in mice or humans, 
another is its opposite, avoidance. But 
avoidance of stimuli associated with 
trauma is a key symptom of PTSD.

In the clinic, avoidance brings 
short-term comfort at the expense 
of long-term inactivation of the fear. 
“The problem is that if you don’t come 
into contact with fear stimuli, you 
can’t develop extinction,” said Quirk. 
“Avoidance reduces opportunities for 
normal extinction. Exposure hurts, 
but we have to teach the brain: ‘You 
did survive.’ ” PN

 More on the Amygdala, Stress, and PTSD 
Conference and the Center for the Study of 
Traumatic Stress at the Uniformed Services 
University is posted at http://amygdala 
conference.org/.

Biomarkers
continued from page 23
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One of the nation’s Top 50 hospitals.
One of New Jersey’s top choices for opportunity.

PSYCHIATRISTS
Hackensack University Medical Center, a premier healthcare provider in the United 
States, is seeking the following positions for our comprehensive psychiatric services in 
the Department of Psychiatry & Behavioral Medicine.  

Inpatient Psychiatrist – Full time
Consultation & Liaison Psychiatrist – Full time

Responsibilities will include psychiatric assessments and medication evaluations in an 
interdisciplinary team setting. Additional responsibilities include paid on-call duties and 
medical student/resident supervision.  

Per Diem Psychiatrist – Evening, Weekend, and Holiday coverage  
Responsibilities include paid on-call duties and medical student/resident supervision.   

 Requirements include a New Jersey license, Board certi cation or eligibility if a recent 
residency program graduate, and the ability to qualify for a faculty appointment at the 
University of Medicine and Dentistry—New Jersey Medical School and St. George’s 
University School of Medicine. Computer competency is essential. 

Please apply online at humccareers.com

A SUBSIDIARY OF HILLCREST HEALTH SERVICE SYSTEM A teaching and research hospital 
af liated with the University of Medicine and Dentistry of New Jersey-New Jersey Medical School 
and St. George’s University School of Medicine | A New Jersey State-Designated Children’s Hospital

We are an equal opportunity employer offering a smoke-free environment.

www.humccareers.com

South-Central Michigan
Seeking Psychiatrists

Consult-Liaison Psychiatrist
Allegiance Health is seeking a board eligible/board certified, Consult-Liaison 
Psychiatrist to join a well-established multi-specialty group practice. The psychiatry 
department provides a continuum for behavioral health care including: adult 
inpatient, adult intensive outpatient, geriatric inpatients and outpatient consults, 
child & adolescent outpatient, crisis services and consult-liaison services.  This 
multi-specialty group consists of 7 Psychiatrists and 1 PA and serves a patient 
draw population of over 250,000.  Call 1:8.  Employed by Allegiance Health, this 
opportunity offers the option to be a part of newly established GME faculty.

Allopathic Psychiatry GME Program Director
Allegiance Health invites qualified applicants to apply for the position of Program 
Director. This position is ideal for an individual who has a strong commitment 
to develop a medical education residency program. Qualifications include Board 
Certification in Psychiatry and at least 3 years of active faculty participation in an 
accredited Psychiatry residency program.

The Program Director will be responsible for planning, implementing and 
monitoring a Psychiatry postdoctoral residency program.  Develops and 
recommends curricular content which is structured to provide program residents 
with a comprehensive pertinent and distinctive educational experience.  

Allegiance Health is a 411-bed, not-for-profit Regional Hospital and Health System 
located minutes from Ann Arbor with easy access to two Big Ten schools and 
Detroit International Airport.  Allegiance Health is a Thompson Reuters Top 100 
hospital and recipient of the Foster G. McGaw award for community excellence.

Excellent earnings potential with competitive salary and full health, dental, life 
and retirement benefits.  Fantastic recruitment incentives include: signing bonus, 
student loan repayment, paid moving expenses, $30K relocation incentive and 
more. EEO/AA

Contact:
More information, please contact:
Michelle Spielberg at (800) 547-1451
E-mail CV: mspielberg@sourceonestl.com

Assistant/Associate Professor of Clinical Psychiatry 
AREA: EARLY INTERVENTION FOR CHILDREN AND FAMILIES WITH ASD

CLINICAL LICENSE AND M.D. or PH.D. REQUIRED 
START DATE: NEGOTIABLE, JULY 2014 OR LATER

A faculty position in the Department of Psychiatry and Behavioral Sciences at the University 
of California, Davis and the MIND Institute, at the rank of Assistant or Associate Professor 
of Clinical Psychiatry has been opened.  The successful candidate will have both a research 
and clinical background in the treatment of autism spectrum disorders with a particular 
focus on early childhood.  

Candidates must have a track record of independent funding, including NIH funds, strong 
research productivity, as well as clinical expertise in the treatment of young children with 
ASD, and their families. Candidates with a PhD in clinical psychology or an MD in child 
and adolescent psychiatry are required. These candidates must have current California 
clinical license, or be eligible for licensure in California. Candidates in other disciplines, 
such as occupational therapy, or speech and language pathology, would also be considered. 
However, they must have a PhD or equivalent doctoral degree and be licensed. All candidates, 
regardless of discipline, must be able to develop his/her own area of science within a larger 
multi-investigator program of research in early identification and treatment of ASD and 
other neurodevelopmental disorders. 

This is primarily a research position with opportunities for a licensed candidate to provide 
clinical care. The candidates will also have the opportunity to teach at in-service, graduate 
and postgraduate levels. The position will be in the department of Psychiatry and Behavioral 
Sciences; however, the successful candidate will also be a member of the UC Davis MIND 
Institute.  See www.ucdmc.ucdavis.edu/psychiatry

For full consideration, applications must be received by June 30, 2013.  However, the position 
will remain open until filled through September 30, 2013.  

Interested candidates should email a curriculum vitae and letter of interest in response to 
Position #PY-05R-13 to Nicole Prine at Nicole.prine@ucdmc.ucdavis.edu.  

For more information concerning these positions, please contact the search committee chair
Dr. Leonard Abbeduto, PhD, MIND Institute Director at leonard.abbeduto@ucdmc.ucdavis.edu. 

In conformance with applicable law and University policy, the University of California, 
Davis, is an equal opportunity/affirmative action employer.

 http://www.ucdmc.ucdavis.edu/psychiatry/

UC DAVIS SCHOOL OF MEDICINE
DEPARTMENT OF PSYCHIATRY AND BEHAVIORAL SCIENCES

EXCEL
We can make that happen.

Medical Director Opportunity

Saint Francis Behavioral Health Group is seeking a BC Psychiatrist to
lead its dedicated psychiatric team at Johnson Memorial Hospital, a
92-bed Community-based acute care hospital located in Stafford
Springs, Connecticut.  In this role, you’ll lead and oversee the delivery
of behavioral health care in the inpatient unit, outpatient service and
emergency department. Additionally, the Medical Director will provide
clinical care to patients, lead the development of a multidisciplinary
team, ensure compliance with policies and regulatory requirements,
and work with other clinical and support services to ensure behavioral
health objectives are met system wide. This position involves a mix of
clinical and administrative duties.  Join us, and use your collaborative
and business development skills to lead the program’s growth while
establishing and maintaining best practices in patient care. 

The Stafford Springs area is a welcoming blend of rural and suburban
living, rich in New England history, culture and recreation. Hartford,
Manchester and Enfield are close by and Boston and New York are
within easy driving distance.  

Bring your vision and desire to excel in a behavioralal health
leadership role to JMMC. Contact Christine Bourbeau, Director 
of Physician Recruitment, today at 855-894-5590, or email your 
CV and letter of interest to CBourbea@stfranciscare.org for
immediate consideration. 
EEO-AA-M/F/D/V • Pre-Employment Drug Testing

To learn more about this opportunity, visit:

www.JoinSaintFrancisCare.com/Psych/PN
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Classifieds

Nationwide

THE 1ST CHOICE IN 
 PSYCHIATRIC RECRUITMENT

Visit our website www.fcspsy.com  
Over 400 permanent searches 

nationwide. 
800-783-9152

Universal Health Services, Inc. (UHS) 
www.uhsinc.com is the largest facilities 
based behavioral health provider in the 
country. Our nearly 200 facilities operate 
independently and develop programs that 
satisfy the needs of each community. Our 
services touch more than 350,000 lives each 
year – from youth and adult programs to 
dedicated services for the military.

We are currently recruiting General, Geri-
atric, Addiction and Child Psychiatrists. 
We offer diverse practice settings and 
career opportunities with work/life bal-
ance. Competitive compensation packages 
will be offered including bonus opportunity 
and student loan assistance depending on 
location. Some locations H1/J1 eligible.

•  ALABAMA -Dothan
•  ALASKA – Anchorage
•  ARKANSAS –Little Rock
•  COLORADO – Colorado Springs and 

Boulder/Denver
•  DELAWARE – Dover
•  FLORIDA – Panama City- Orlando - 

Ocala
•  GEORGIA–Atlanta - St. Simons-Savannah
•  ILLINOIS – Chicago
•  KENTUCKY –Hopkinsville
•  MASSACHUSETTS–BOSTON city & 

suburbs
•  MISSISSIPPI –Olive Branch (Memphis 

area) & Meridian
•  MISSOURI –Kansas City and Nevada
•  NEW JERSEY —Westampton
•  NEW MEXICO – Las Cruces
•  NORTH DAKOTA  – Fargo
•  OHIO – Mansfield and Toledo
•  OREGON – Portland (Beaverton)
•  PENNSYLVANIA–Philadelphia-Clarion
•  SOUTH CAROLINA – Aiken - Columbia 

- Greenville
•  TENNESSEE - Nashville and Memphis
•  TEXAS – Sherman – McAllen – Dallas 

- Austin
•  UTAH – Salt Lake City and Provo/Orem
•  VIRGINIA – Portsmouth - Norfolk - 

Virginia Beach - Leesburg
•  WASHINGTON – Seattle area
•  WEST VIRGINIA – Huntington

For more information about these and other 
locations and positions contact: Joy Lank-
swert, UHS In-house Physician Recruit-
ment @ 866-227-5415 ext: 222 or email 
joy.lankswert@uhsinc.com. See all UHS 
positions and facilities at www.physician 
practiceopportunities.com

ARKANSAS

LITTLE ROCK: Child, General & Geri-
atric Psychiatrists. Inpatient & Partial 
Services. Fulltime positions offering sal-
ary, benefits & bonus opportunity. Contact 
Tiffany Crawford, In-house recruiter @ 
866-227-5415; OR email tiffany.crawford@
uhsinc.com.

CALIFORNIA
ADULT PSYCHIATRISTS

County of San Diego’s Health & Human 
Services Agency needs psychiatrists for key 
components in the Behavioral Health Divi-
sion’s continuum of care. Our Psychiatrists 
work with a dynamic team of medical and 
nursing professionals to provide outpatient 
treatment, telepsychiatry, inpatient and 
emergency services, and crisis intervention. 
More information about the position can be 
found at: www.sdcounty.ca.gov/hr.Contact 
Gloria Brown at 858-505-6525 or email 
CV to Gloria.Brown@sdcounty.ca.gov.

Please specify clinical area of interest.

Kaweah Delta Health Care District 
(KDHCD) is proud to announce the 
ACGME accreditation of its exciting new 
residency program in Psychiatry www.
kdgme.org/.  Located in the historic Central 
Valley of California at the foothills of the 
Sequoia National Forest, KDHCD offers a 
low cost-of-living and family-friendly envi-
ronment in the 200th largest city in the U.S.  
We will be accepting ERAS applications for 
four PGY-1 Resident positions to begin in 
July 2014.  KDHCD Psychiatry has over 20 
faculty members to provide excellent train-
ing in a highly multi-cultural environment.  
We are also accepting CVs for additional 
faculty positions that include protected 
research time and possible appointment 
to the University of California at Irvine 
School of Medicine.  For more information, 
please contact the Program Coordinator at 
kdgme@kdhcd.org.

BEAUTIFUL NORTHERN  
CALIFORNIA POSITION 

THERAPEUTIC SOLUTIONS, P.C. 
Adult and Adolescent Psychiatrist 

Needed

•  Full-time position, Monday-Friday, 8 a.m.- 
5 p.m.

•  Comprehensive practice with outpatient 
services, IOP and PHP services, as well as 
outpatient ECT and TMS.

•  Limited office call.
•  Very competitive salary with bonus struc-

ture included.
•  Excellent benefits package.
•  Our location offers quality housing prices, 
little  traffic,  regional  airport,  1½  hour 
drive to Sacramento, 2 hour drive to Napa 
Valley, 3 hour drive to San Francisco and 
the coast.

For further info contact Pamela Mayhew, 
Practice Administrator, at: pmayhew@
therapeuticsolutionspc.com.

An Outpatient Adult Psychiatrist is needed 
for Stanislaus County Behavioral Health 
& Recovery Services, in the Central Val-
ley less than two hours from San Fran-
cisco and Yosemite.  Recovery-oriented 
treatment provided in a multidisciplinary 
setting.  Excellent salary scale with steps 
starting from 179K to 217K; additional 5% 
differential for board certification.  No call 
requirements at this time.  Full benefit pack-
age including medical, vision/dental, vaca-
tion, sick time.  Excellent retirement pack-
age with deferred comp. plan avail.

Fax CV to Uday Mukherjee, MD at 
(209) 525-6291 or 

Email: umukherjee@stanbhrs.org.

PSYCHIATRIST 
Oakland, CA 

(San Francisco Bay Area)

La Clínica de La Raza seeks a lead psychi-
atrist in a community based mental health 
clinic serving adults and children.  Spanish 
speaking preferred but not required.  Com-
petitive salary and benefits. Federally Qual-
ified Health Center- site eligible for NHSC 
loan repayment opportunity. Regular 
schedule, no nights/weekends.  Position 
provides clinical leadership and direct ser-
vices for adults with serious mental illness 
as well as short term outpatient stabiliza-
tion.  Fast paced environment, looking for 
innovative collaborative team leader com-
mitted to wellness and recovery. Please send 
letter of interest and CV to Leslie Preston at 
Lpreston@laclinica.org.

Near Sacramento! 
Full Time Salary Opportunities

Asana Integrated Medical Group has excit-
ing full time opportunities for Adult/Geri-
atric Psychiatrists in Woodland, CA (Near 
Sacramento).  Responsibilities will be work-
ing on the expanding adult psychiatric pro-
gram plus telemedicine opportunities are 
available.  Physician will be part of large suc-
cessful medical group and have the unique 
opportunity to work onsite and from their 
home/office using telemedicine equipment 
provided by Asana.  Asana Integrated Med-
ical Group is a National Behavioral Health 
Hospitalist Company delivering high 
impact Clinical Services to inpatient hos-
pitals, clinics, and skilled nursing facilities 
nationwide.  Salary, benefits, call coverage, 
401K, and insurance provided!  Woodland, 
California located in Yolo County has it all, 
shopping, nature, music/art, festivals, his-
tory and charm.  NATIONWIDE full time 
and part time onsite/telemedicine oppor-
tunities available.  California licensed Psy-
chiatrists please apply.  Psychiatric NP’s 
and H1 candidates welcome to apply for 
nationwide onsite positions.  Interested 
candidates please send CV to Diane Odom: 
dodom@asanamg.com, O: 972-921-9707 F: 
972-499-1842.

Classified Advertising  
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consecutive	insertions	if	your	written	
order	specifies	a	3	or	more	consecutive	
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•	 $23	per	line	for	orders	of	6	or	more	
insertions	if	your	written	order	specifies	
a	6	or	more	issue	run
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•	 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	on	the	date	of	
publication.

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	
$275	per	issue	or	a	black-and-white	logo	
for	$195	per	issue.	Submit	logo	as	300	dpi	
TIFF	or	EPS.	

Blind Box Replies: 
A	blind	box	address	is	available	to	provide	
confidentiality	to	advertisers.	Please	
address	all	blind	box	advertising	replies	to:
ATTN.:	Box	P-XXX
Psychiatric News	Classifieds
American	Psychiatric	Publishing	Inc.
1000	Wilson	Blvd,	Suite	1825
Arlington,	Virginia	22209-3901

Submissions: 
Email	or	Fax	ad	request	including	issue	
dates	desired,	contact	name,	phone	
number,	and	billing	address,	to:
Eamon	Wood
Psychiatric News	Classifieds
(212)	904-0363	• Fax	(212)	685-6126	
ewood@pminy.com

The	publisher	reserves	the	right	to	
accept	or	reject	advertisments	for	
Psychiatric News	and	is	not	liable	for	the	
failure,	for	any	reason,	to	publish	an	
ad.		Advertisements	will	be	typeset	as	
submitted.	Lines	of	space	separating	
headlines	and	paragraphs	are	counted	
as	chargeable	lines.	We	do	not	provide	
proofs	of	ads	before	publication.	

Deadlines:
All	new	advertising	copy,	changes,	and	
cancellations	must	be	received	in	writing	
by	Friday,	5	p.m.	(E.T)	two	weeks	prior	to	
publication	date.	All	advertising	copy,	
changes	and	cancellations	received	after	
the	deadline	will	be	placed	in	the	next	
available	issue.	Publication	dates	are	the	
first	and	third	Fridays	of	every	month.
Upcoming	deadlines	are:

Issue  Deadline 
July 5  June 21
July 19  July 3
 
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.

For information on all advertising 
products that the American  
Psychiatric Association has to  
offer, please visit:  
www.appi.org/Journals/Pages/
AdvertisingInfo.aspx 
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COLORADO
Denver Health Medical Center 
is recruiting for a Director of 

Correctional Care Behavioral Health 
Services for the Denver city jail and 

Denver County jail.

The director oversees the comprehensive 
behavioral health programs at the jails and 
provides supervision of a multidisciplinary 
mental health team. The Denver jails are 
accredited by NCCHC and ACA and were 
recently nominated for facility of the year 
by NCCHC. The director will have an aca-
demic appointment though the department 
of psychiatry at the University of Colorado 
School of Medicine and the Forensic Psy-
chiatry fellowship. Completion of a forensic 
psychiatry fellowship preferred. Interested 
applicants should send a Curriculum Vitae 
to Jeanette Moore at jeanette.moore@dhha.
org or call Robert M. House, MD, Director 
Behavioral Health at 303-602-6923 if you 
have questions.

Denver Health is committed to diversity 
and equal opportunity.

Horizon Health seeks an Attending Psy-
chiatrist for a new 22-bed Senior Behav-
ioral Health program at our client hospi-
tal Exempla Lutheran Medical Center 
in Wheat Ridge, CO. Excellent practice 
opportunity and income. For more infor-
mation contact: Mark Blakeney, Voice: 972-
420-7473, Fax: 972-420-8233; email: mark.
blakeney@horizonhealth.com.  EOE

CONNECTICUT

If you are an Adult Psychiatrist seeking 
to excel in an expanding outpatient 
setting with extraordinary clinical 

support, we can make that happen.

Saint Francis Hospital and Medical Cen-
ter in Hartford, Connecticut, has an excep-
tional opportunity for a BC/BE Adult Psy-
chiatrist to help expand our outpatient 
behavioral health services. The position 
is open to adult psychiatrists, but there is 
also opportunity to tailor this position for a 
child psychiatrist interested in seeing adults 
and adolescents. The outpatient setting of 
this practice allows for flexible work hours.

Saint Francis Care behavioral health out-
patient services are part of a multidisci-
plinary approach to psychiatric care with 
clinical support from adult and child psy-
chiatrists, nurse practitioners, and mas-
ter’s-level therapists. Outpatient offices are 
located in Hartford and Glastonbury, with 
offices to be added in Simsbury and Enfield 
this year. Saint Francis Hospital and Medi-
cal Center is a 617-bed tertiary care teach-
ing hospital. The Behavioral Health Ser-
vice at Saint Francis Hospital and Medical 
Center includes four inpatient psychiatric 
units, psychiatric consultation and liaison 
services, and behavioral health services in 
the Emergency Department.

This opportunity will enable you to enjoy 
Connecticut living at its best with a unique 
mix of urban and suburban life near Hart-
ford—a city known for its arts and sophis-
ticated culture. The region is full of options 

for outdoor enthusiasts and urban trek-
kers. Hartford’s central location offers its 
residents easy access all of New England’s 
most sought-after attractions including 
Boston, New York City, the beaches and the 
mountains.

Contact Christine Bourbeau, Director of 
Physician Recruitment, today at 855-894-
5590 or email your CV and letter of interest 
to CBourbea@stfranciscare.org for imme-
diate consideration.

www.JoinSaintFrancisCare.com 
EEO/AA- A/F/D/V 

pre-employment drug testing

DISTRICT OF COLUMBIA

Psychiatry Hospitalist Position

The Department of Psychiatry and Behav-
ioral Sciences at The George Washington 
University Medical Faculty Associates, an 
independent non-profit clinical practice 
group affiliated with The George Washing-
ton University, is seeking an academic hos-
pitalist psychiatrist for a full-time appoint-
ment. The position will include: 1) serving 
on the GWU psychiatry hospitalist team 
which covers the medical-surgery units, the 
inpatient psychiatric service, and the emer-
gency room; 2) opportunities for medical 
student and resident education; 3) outpa-
tient psychiatry and clinical research. Basic 
Qualifications:  Applicants must be license 
eligible in the District of Columbia; Board 
Certified in General Psychiatry; and Sub-
specialty Board Certified in Psychosomatic 
Medicine. Academic rank and salary will be 
that of an Assistant Professor.

Review of applications begins June 21, 
2013, and will continue until the position is 
filled.  Application procedure:  To be con-
sidered, please complete an online faculty 
application at http://www.gwu.jobs/post-
ings/15643, and upload a cover letter and 
curriculum vitae. Please send three letters 
of recommendation (including one from the 
Fellowship Director, if applicable) to:

James L. Griffith, MD 
Interim Chair and Professor 

Department of Psychiatry and  
Behavioral Sciences 

2120 L Street, NW, Suite 600 
Washington, DC  20037

Only complete applications will be con-
sidered.

The George Washington University Medi-
cal Faculty Associates is an Equal Opportu-
nity/Affirmative Action Employer

FLORIDA
Private practice opportunity in a nice area, 
with back up of residential treatment pro-
gram with partial and intensive outpatient 
dimensions. Sophisticated clinical team to 
work with you. Full time is desired. Part 
time will be considered. Please fax CV to 
(727) 441-2849. Contact Debbie Coon, RN 
for additional information at (727) 446-
2005.

UNLIMITED INCOME.  Clearwater, Des-
tin, Jacksonville, Kissimmee, Melbourne, 
Sarasota, or Winter Park. Consultation 
practice, full or part-time. NO CALL. Great 
salary and benefits package based on pro-
duction. We are a reputable, ethics-based 
practice with a team approach to nursing 
home patient care. Call Linda at 866-936-
5250.

PSYCHIATRIST; FULL TIME, FL 
LICENSE REQUIRED; Aventura, FL; pri-
vate practice located equidistant between 
Miami and Ft. Lauderdale; children/adoles-
cent/adult/geriatric pts; email CV to aven-
turaoffices@bellsouth.net or FAX to Dusty: 
305-935-1717.

GEORGIA
The State of Georgia Department of Behav-
ioral Health and Developmental Disabili-
ties is currently recruiting for board-certi-
fied and board eligible psychiatrist to work 
at one of our six hospitals located through-
out the following cities in Georgia: Atlanta, 
Savannah, Milledgeville, Thomasville, 
Columbus, Augusta. We have current open-
ings for full-time, part-time and hourly Psy-
chiatrists. Positions are available on both 
acute and chronic forensic and adult men-
tal health units. All psychiatrists will lead 
a multi-disciplinary team of professionals 
providing quality care to both voluntary 
and involuntary patients. Our state facili-
ties provide academic affiliations and pro-
mote academic collaborations, along with 
an excellent benefits package and com-
petitive salary. Please forward your CV to 
ncnathaniel@dhr.state.ga.us

Come join our incredible behavioral health 
team. Come to the Peach State!!!

PSYCHIATRIST

New Horizons Community Service Board 
in Columbus, Georgia is seeking an Adult 
Psychiatrist for its Outpatient/Court Ser-
vices programs. This growing commu-
nity offers a pleasing climate and is situ-
ated within a short distance to Atlanta and 
the Gulf Coast. The qualified applicant will 
possess or be eligible for a valid physician’s 
license from the state of Georgia, have com-
pleted a three-year residency in an accred-
ited facility and be board eligible or board 
certified. Excellent salary with a compre-
hensive benefits package.  Interested par-
ties should send their curriculum vitae to:

Shannon Robertson 
srobertson@newhorizonscsb.org 

706/317-5001 
706/317-5004 (Fax)

ATLANTA: Geriatric, General & Child 
Psychiatrists for Staff Positions - Inpatient 
and Partial O/P settings.
SAVANNAH: Geriatric Psychiatrist – 
Inpatient & Partial services. Leadership 
opportunity.
SAINT SIMONS: General Psychiatrist – 
Inpatient & Partial services.
All positions offer salary, benefits, bonus 
opportunities. Full time & Part-time posi-
tion options. Contact Joy Lankswert, In-
house recruiter @ 866-227-5415; OR email 
joy.lankswert@uhsinc.com.

IDAHO

Outpatient Psychiatry Positions

The Boise VA Medical Center seeks two 
full-time BC/BE outpatient psychiatrists. 
Ideal candidates would join our collegial 
staff in embracing compassionate care, clin-
ical excellence, teamwork, and enthusiasm 
for teaching. In addition to an outpatient 
caseload, responsibilities may include tele-
psychiatry, integrated care collaboration, 
clinical research, and supervision of med-
ical students and PGY3/4 psychiatry resi-
dents from the University of Washington 
(UW).  On-call duties are approximately 1 
in10. Come join our mission to make a dif-
ference in the lives of the veterans we serve.

Boise, Idaho has a temperate climate, 
affordable housing, good schools, low crime 
rate, a family friendly culture, world class 
outdoor activities, and all the amenities of 
a state capital and university city.

Salary and UW faculty appointment will be 
commensurate with credentials and expe-
rience. Recruitment/Relocation incentives 
and Education Debt Reduction are avail-
able.

For more information please contact 
Alan Hines, M.D., Chief, Psychiatry 
at (208) 422-1000, ext. 7256 or alan.

hines@va.gov.

For further description of the outstanding 
benefits associated with this position and to 
apply online please go to http://www.usa-
jobs.gov/GetJob/ViewDetails/337173600.  
EOE.

ILLINOIS
Psychiatry Residency 

Program Director 
and 

Director, Geriatric Psychiatry

The University of Illinois College of Med-
icine at Peoria Department of Psychiatry 
and Behavioral Medicine invites applica-
tions for two full-time faculty positions: 
Residency Program Director and Director 
for Geriatric Psychiatry services.

The Program Director position is a perfect 
opportunity for a motivated educator to 
oversee our new, fully-accredited training 
program. The program has filled each year 
with outstanding residents who are super-
vised by a growing number of talented fac-
ulty teachers. The position offers the oppor-
tunity to implement innovative ideas for 
training, curriculum development, schol-
arship, and collaboration with our clinical 
partners. The Residency Program Direc-
tor is supported by several dozen full-time, 
part-time and volunteer faculty, state-of-
the-art training facilities including a newly 
constructed $25 million simulation train-
ing center, and a chairperson with over a 
decade of experience as Program Director. 
Included in the service description is full 
institutional support for administration, 
supervision, research, and faculty and pro-
gram development.
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The University of Illinois College of Medi-
cine has also opened a Directorship position 
to lead our expanding geriatric services. The 
position includes development of an inpa-
tient Geriatric Teaching Unit, resident and 
medical student education and supervi-
sion, administration, and scholarship. The 
Director will support development of spe-
cialized outpatient clinics, oversee a grow-
ing ECT practice, and assist in the creation 
of an rTMS service. The incumbent will also 
receive support for the development of an 
accredited geriatric fellowship if interested. 
Our state-of-the-art behavioral health units 
provide a terrific working and educational 
environment for faculty, residents, and 
medical students.

Applicants for the Program Director posi-
tion should be BC in general psychiatry, 
have faculty experience in an ACGME-
accredited training program, and be able 
to obtain an unrestricted Illinois medical 
license.

Applicants for the Director of Geriatric Psy-
chiatry position should be BE/BC in gen-
eral psychiatry (BE/BC in geriatric psychi-
atry preferred), have interest and aptitude in 
an academic teaching position, and be able 
to obtain an unrestricted Illinois medical 
license.

We offer excellent salary and benefits. Aca-
demic rank commensurate with experi-
ence. We are an AA/EO employer.

To learn more, please contact Ryan Finken-
bine, MD, Professor and Chair (309) 495-
1645 or ryanf@uic.edu. Visit this job post-
ing at: http://jobs.uic.edu/job-board/
job-details?jobID=30623

KENTUCKY
Horizon Health seeks a Psychiatrist for 
our 10-bed Senior Adult, and 10-bed Adult, 
inpatient Behavioral Health programs our 
client hospital St. Claire Regional Medi-
cal Center in Morehead, KY. Experience 
with geriatric population preferred. Excel-
lent salary, benefits and practice opportu-
nity. For more information contact: Mark 
Blakeney, Voice: 972-420-7473, Fax: 972-
420-8233; email: mark.blakeney@horizon-
health.com.  EOE.

LOUISIANA
DEPARTMENT OF PSYCHIATRY AND 
BEHAVIORAL SCIENCES, TULANE 
UNIVERSITY SCHOOL OF MEDICINE 
in New Orleans, LA, is recruiting for sev-
eral general and forensic psychiatrists (clin-
ical track) for our growing department, at 
the Assistant/Associate Professor level, sal-
ary commensurate with experience.  Can-
didates must have completed an approved 
general psychiatry residency and be board 
certified/eligible in general psychiatry and 
forensic psychiatry, respectively.  Respon-
sibilities will include direct patient care, 
teaching of medical students and house 
officers, and research (clinical and basic sci-
ence) at various state hospitals, state correc-
tional institutions, the Southeast Louisiana 
Veterans Health Care System (Biloxi, MS) 
and at Tulane University Health Sciences 
Center.  Time allocations will be based 
upon individual situations.  Applicants 

must be eligible to obtain a Louisiana med-
ical license.   In addition, candidates must be 
eligible for clinical privileges at Tulane Uni-
versity Hospital and Clinic under the appro-
priate 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 suitable qualified 
candidates are found.  Email (winstead@
tulane.edu) or send CV and list of references 
to Daniel K. Winstead, MD, Heath Profes-
sor and Chair, Department of Psychiatry 
and Behavioral Sciences, Tulane Univer-
sity School of Medicine, 1440 Canal Street 
TB48, New Orleans, LA  70112.  For further 
information, you may contact Dr. Winstead, 
at 504-988-5246 or winstead@tulane.edu. 
Tulane is strongly committed to policies of 
non-discrimination and affirmative action 
in student admission and in employment.

Overton Brooks VA Medical Center in 
Shreveport, LA is seeking full-time BE/BC 
staff Psychiatrists.  Limited on-call duties, 
regular hours, malpractice insurance cov-
ered by Federal Tort Claims Act, opportu-
nities for research in association with Loui-
siana State University available.

Experience what 250,000 current VA 
employees already have:  state-of-the art 
practice settings, access to latest technol-
ogy, a multi-disciplinary team environment 
and the opportunity to provide the men and 
women who have bravely served this coun-
try with the finest patient care, benefits and 
customer satisfaction.

Shreveport is quickly becoming a great 
place to start a business, raise a family, 
and explore the great outdoors.  Easy driv-
ing distance to major metropolitan centers 
such as Dallas and New Orleans.  Shreve-
port has an excellent quality of life, nation-
ally rated Magnet schools, with a reasonable 
cost of living and warm climate.  Salary is 
negotiable.

Candidates must be U.S./Naturalized Cit-
izens and possess a valid and unrestricted 
license in any state.  Duties include clinical 
practice (inpatient/outpatient), and supervi-
sion of fellows/residents/medical students.

Please send cover letter and CV to Sonia.
Williams@va.gov.

The Department of Psychiatry and Behav-
ioral Sciences at Tulane University School 
of Medicine is recruiting for a Training 
Program Director in Child and Adolescent 
Psychiatry, including the Tulane Univer-
sity Triple Board Training Program. This is 
a full-time faculty position with half-time 
devoted to the residency training program 
and half-time to other academic pursuits. 
An associate director is available to assist 
with program leadership and administra-
tion. The person selected for this position 
must be professionally competent and be 
board eligible/certified in general and child 
and adolescent psychiatry. She/he must be 
eligible for medical licensure in the State of 
Louisiana and have a current state and fed-
eral narcotics number.  In addition, candi-
dates 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 insti-

tution. This is a fully accredited child psy-
chiatry program for 6 child and adolescent 
psychiatry residents and an additional 10 
triple board residents. Salary will be com-
petitive and commensurate with the level 
of the candidate’s academic appointment.  
We will continue to accept applications for 
this position until a suitable qualified can-
didate is identified.  Qualified applicants 
should send an email of interest, updated 
CV and list of references to Charles H. Zea-
nah MD, Sellars Polchow Professor and 
Vice Chair for Child and Adolescent Psy-
chiatry, at czeanah@tulane.edu or a letter to 
the Section of Child and Adolescent Psychi-
atry, Tulane University School of Medicine, 
1430 Tulane Avenue  #8055, New Orleans 
LA  70112.  Tulane is strongly committed 
to policies of non-discrimination and affir-
mative action in student admissions and in 
employment.

Tulane University Health Sciences Center 
(TUHSC) is recruiting an adult clinical psy-
chologist and a child clinical psychologist to 
serve as inpatient attendings at Northlake 
Behavioral Health Systems.  We are seek-
ing candidates with experience in working 
with adults and children with severe men-
tal illnesses in both inpatient and outpatient 
treatment settings.  The persons selected for 
these positions must be professionally com-
petent in clinical psychology and must be 
eligible for psychology licensure in the State 
of Louisiana.  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.  The 
Department of Psychiatry and Behavioral 
Sciences has an active APA Accredited clin-
ical psychology internship.  Involvement in 
the teaching and supervision of interns and 
psychiatry residents is an integral part of 
these faculty positions.  These are full-time 
faculty positions – rank and salary is com-
mensurate with experience.  A competitive 
benefits package is included.  We will con-
tinue to accept applications until suitable 
qualified candidates are found.  All quali-
fied candidates who are interested in these 
positions should forward a copy of their 
updated curriculum vitae and the names 
and complete contact information of five 
references to Paula Zeanah, PhD, Direc-
tor of the Division of Clinical Psychology, 
Tulane University School of Medicine, 
Department of Psychiatry and Behavioral 
Sciences TB52, 1440 Canal Street, New 
Orleans, LA  70112 or pzeanah@tulane.edu.  
Tulane is strongly committed to policies of 
non-discrimination and affirmative action 
in student admission and in employment.

MAINE
Dorothea Dix Psychiatric Center in Ban-
gor, Maine seeks to fill immediate opening 
for a full time Board eligible/board certified 
Psychiatrist.  On call duties are minimal.  
For more information on salary/benefits, 
call Dr. Michelle Gardner@207-941-4038.  
DDPC is a free-standing, publicly funded 
psychiatric hospital in Bangor, Maine just 
miles from the beautiful Downeast coast.

EEO/AAE

Adult Psychiatrist

MaineGeneral Medical Center in Augusta/
Waterville, Maine is seeking a BC/BE adult 
psychiatrist with interest in substance 
abuse. You will be joining a staff of five 
employed physicians and four psychiatric 
mental health nurse practitioners who pro-
vide multidisciplinary inpatient, outpatient 
and consultative services. Work schedule is 
five eight-hour days. We will have a 30-bed 
Inpatient program at our new Augusta 
Campus in November, five Intensive Out-
patient Programs, an ACT Team and an 
outpatient clinic. We also provide consul-
tative support for our inpatient medical 
and surgical services. We offer excellent 
benefits including relocation assistance 
and competitive salary. MaineGeneral is 
located in scenic central Maine and is a 
short drive away from ski resorts, lakes and 
rivers, award-winning golf courses, abun-
dant hiking trails, and the beautiful Maine 
coast. We are just an hour north of Port-
land, Maine’s largest city, and three hours 
from Boston.

Send your CV to Lisa Nutter, Physician 
Recruiter at lisa.nutter@mainegeneral.org 
or call 1-800-344-6662. Please visit us at 
www.mainegeneral.org to learn more about 
our new 2013 Regional Hospital and expan-
sion plans.

MARYLAND
Springfield Hospital Center is seek-
ing Board-certified or Board-eligible gen-
eral psychiatrists for our 350-bed MHA 
adult inpatient facility. Salary is negotia-
ble, within MHA guidelines. Our rural, 
tobacco-free campus is 22 miles west of Bal-
timore, convenient to the Chesapeake Bay, 
Washington, and a variety of cultural, his-
toric, sports, and recreational venues. Ben-
efits include 27 paid days off in the first year, 
subsidized health insurance, free parking, 
a generous retirement program, and a truly 
pleasant workplace. A Medical Services 
physician is always on campus to attend 
to patients’ somatic needs. Staff psychia-
trists are not expected to work after hours, 
but some choose to supplement their sal-
ary by providing evening and weekend/
holiday coverage under contract. In addi-
tion, we offer after-hours coverage con-
tracts to psychiatrists who are not full-time 
staff members. Please send CV to Paramjit 
Agrawal, M.D., Clinical Director, SHC, 
6655 Sykesville Road, Sykesville, MD 
21784. For questions, call (410)970-7006 
or e-mail paramjit.agrawal@dhmh.state.
md.us.  EOE

Springfield Hospital Center in Sykesville, 
MD is accepting applications for a Foren-
sic Psychiatrist. Eligible candidates must 
have board certification including added 
qualifications in forensic psychiatry (or 
equivalent). Duties include pretrial eval-
uations of competency to stand trial and 
criminal responsibility, competency resto-
ration, and training of residents and stu-
dents.  Please forward a CV and inquiry 
to Erik Roskes, MD, Director, Forensic 
Services, Springfield Hospital Center, by 
fax (410.970.7105) or email (erik.roskes@
maryland.gov).
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Psychiatric positions 

in Prince George’s County

Following Part time contractual positions 
are available for BE & BC Psychiatrist.

1. Part time Inpatient unit practice (approx-
imately 24 hour/week). This position is Con-
tractual and the Payment is guaranteed. 
Working hours are flexible. Compensation 
is based on experience and number of hours 
worked. Minimum Annual payment for this 
position is guaranteed at $ 130,000.00
If the candidate is interested in providing 
week end coverage, additional guaranteed 
income is available.
The ideal candidate must possess good 
Pharmacotherapy skill and interest in work-
ing with the treatment team, and above all 
keen interest in treating individuals in Psy-
chiatric crisis and seriously mentally ill.

2. In person and telephone coverage for walk 
in Psychiatric emergencies and 23 hour cri-
sis bed. Compensation for this position is 
negotiable depending on the candidate’s 
past experiences.

If you are interested in these positions, 
please contact me directly via phone or 
email.  Thank you for your interest.

Noori Mirmirani, M.D. 
Telephone # 703-447-7515 

Email: Dr.Mirmirani@yahoo.com

Clinical Director

Spring Grove Hospital Center, a 388 bed 
complex providing a broad spectrum of 
inpatient psychiatric services to adults and 
adolescents, owned and operated by the 
State of Maryland under the governance 
of the Mental Hygiene Administration 
of the Department of Health and Mental 
Hygiene, is currently seeking to hire a full-
time board certified Psychiatrist to function 
as CLINICAL DIRECTOR. Spring Grove 
was founded in 1797 and is the second old-
est continuously operating psychiatric hos-
pital in the United States, fully accred-
ited and certified. This Center located on 
a scenic 189 acre campus in Catonsville, 
Maryland just outside Baltimore and con-
veniently located along the I-95 corridor 
between Baltimore and Washington, D.C. 
serve as a popular training site for many 
professional schools including the Uni-
versity of Maryland. We offer a competi-
tive salary and excellent State of Maryland 
benefits, including generous vacation and 
retirement packages. Provide a curriculum 
vitae (CV), license, and board certification 
to Dr. Devika Krishnan. Interested candi-
dates also need to complete an electronic 
State application (MS-100) downloaded at 
www.dbm.maryland.gov and apply for Phy-
sician Program Manager III. Entries must 
include a valid State of Maryland license 
and board certification.

Devika Krishnan, M.D. 
Clinical Director 

Spring Grove Hospital Center 
55 Wade Avenue 

Catonsville, Maryland 21228 
410-402-7595 

410-402-7038 (fax) 
EOE

BOARD CERTIFIED
FORENSIC PSYCHIATRIST 

STAFF PSYCHIATRIST 
CHILD PSYCHIATRIST 

and 
Board Certified Somatic Physician

Spring Grove Hospital Center, a progres-
sive, publicly funded, freestanding psy-
chiatric hospital, is currently seeking to 
hire several full-time board certified Psy-
chiatrists and a full-time board certified 
Somatic Physician. Spring Grove Hospital 
Center is a 388 bed complex that provides 
a board spectrum of inpatient psychiatric 
services to adults and adolescents. The cen-
ter is owned and operated by the State of 
Maryland and is under the governance of 
the Mental Hygiene Administration of the 
Department of Health and Mental Hygiene. 
Spring Grove was founded in 1797 and is 
the second oldest continuously operating 
psychiatric hospital in the United States, 
fully accredited and certified. We have an 
ongoing commitment to providing psychi-
atric care and treatment of the highest qual-
ity. We also maintain a number of student 
teaching programs and serve as a popular 
training site for many professional schools 
including the University of Maryland. We 
are located on a scenic 189 acre campus in 
Catonsville just outside of Baltimore, Mary-
land and conveniently located along the I-95 
corridor between Baltimore and Washing-
ton D.C. We offer competitive salary and 
excellent State of Maryland benefits, includ-
ing generous vacation and retirement pack-
ages. For further clarification of job duties of 
the position, contact Dr. Krishnan and pro-
vide a curriculum vitae (CV), license, and 
board certification. Interested candidates 
also need to complete an electronic State 
application (MS-100) downloaded at www.
dbm.maryland.gov for Physician Clinical 
Specialist and include a valid State of Mary-
land license and board certification.

Devika Krishnan, M.D. 
Clinical Director 

Spring Grove Hospital Center 
55 Wade Avenue 

Catonsville, Maryland 21228 
410-402-7595 

410-402-7038 (fax) 
EOE

Full and part time out patient psychiatrist  
position at The Univ of Md., College Park 
Student Health Center.  Primarily responsi-
ble for prevention, diagnosis and treatment 
of mental health disorders in college stu-
dents.  Apply online: ejobs.umd.edu.  For any 
questions email parsons@health.umd.edu.

Incredible Sunsets - Endless Waterviews 
- Psychiatrist needed on 24-bed adult inpa-
tient psychiatric unit on the beautiful East-
ern Shore. There is also IOP and Outpatient 
Addiction Program. Cambridge is located 
on the Choptank River in Dorchester 
County - a county of 1,700 miles of shore-
line and is only an hour to Annapolis and 
Ocean City, and an hour and 45 minutes to 
Baltimore. Live and work in a place where 
many want to retire - a great quality of life. 
Also, seeking a Psychiatrist for one weekend 
per month of coverage for the unit. Please 
call Terry B. Good, Horizon Health, at 
1-804-684-5661, Fax #: 804-684-5663; 
Email: terry.good@horizonhealth.com.

MASSACHUSETTS

Boston University School of Medicine 
Boston Medical Center 

Department of Psychiatry

The Boston Medical Center/Boston Univer-
sity School of Medicine Department of Psy-
chiatry is seeking qualified candidates for 
positions in our Consultation-Liaison and 
Psychiatric Emergency Services.

Consultation-Liaison Service: BC/BE Psy-
chiatrist, Board-certification and/or experi-
ence in psychosomatic medicine preferred. 
Position includes providing consultation-
liaison service to both inpatients and outpa-
tients of Boston Medical Center and teach-
ing and supervision of fellows, residents and 
medical students. Position may also include 
participation in outpatient and/or psychiat-
ric emergency services.

Psychiatric Emergency Service: BC/BE 
psychiatrists for evening (6pm to 10pm 
weekdays), weekend and holiday coverage. 
Lead a multidisciplinary team, including 
mental health clinicians, nurses and resi-
dents, in the evaluation and treatment of 
individuals in psychiatric crisis.

Boston Medical Center, a teaching hospital 
for the Boston University School of Med-
icine, is a busy academic medical center 
in Boston serving a diverse, multicultural 
patient population.

Academic/Clinical specialties of the 
Department of Psychiatry include psycho-
logical trauma, medical psychiatry, con-
sultation-liaison, emergency psychiatry, 
addiction psychiatry and community men-
tal health.

Academic appointment commensurate 
with experience. Competitive salary and 
excellent benefit package.  All interested 
applicants should send CV and cover let-
ter to Joan Taglieri, c/o BU Psychiatry, 85 
East Newton Street, Suite 802, Boston, MA 
02118 or email to Joan.Taglieri@bmc.org

Boston University School of Medicine/ Bos-
ton Medical Center is an equal opportunity/
affirmative action employer.

MEDICAL DIRECTOR POSITION - Cen-
tral Massachusetts based Behavioral Health 
Center, part of UMass Memorial Health 
Care, seek a B/C psychiatrist to replace 
a departing medical director. 50/50 split 
between administrative and clinical duties. 
Leadership or medical director experience 
required. Primarily outpatient with some 
inpatient call responsibilities. Just west of 
Boston with all the New England amenities 
close at hand. Exceptional salary and ben-
efits. Contact Cindy Stokes 800-678-7858 
x64517; cstokes@cejkasearch.com; or visit 
www.cejkasearch.com.  ID#149991PY.

CAMBRIDGE
Adult Psychiatry

Position available at Cambridge Health 
Alliance, Harvard Medical School.  We 
are seeking a full-time psychiatrist to work 
in both our adult outpatient psychiatry and 
psychiatry transition services.  Clinical care 
is provided through a multidisciplinary 
team approach with psychiatrist leader-
ship.  Responsibilities include direct clini-
cal care as well as supervision of trainees 
and other mental health providers.  Oppor-
tunities exist to develop new services and 
work in flexible settings.  Some hours avail-
able in our outpatient addictions service 
as a prescriber in a structured Suboxone 
clinic.  The Department of Psychiatry at 
Cambridge Health Alliance is an appoint-
ing department at Harvard Medical School.  
Our public health commitment to improv-
ing the health of our communities, coupled 
with a strong academic tradition, make this 
an ideal opportunity for candidates inter-
ested in caring for underserved popula-
tions in a rich clinical environment.  We 
have strong adult and child residency train-
ing programs which provide many oppor-
tunities for teaching, as well as innovative 
programs for medical students.  Academic 
appointment is anticipated, as determined 
by the criteria of Harvard Medical School.

Qualifications BE/BC, demonstrated 
commitment to public sector populations, 
strong clinical skills, team oriented, prob-
lem solver.  Interest and/or experience with 
dual diagnosis patients a plus.  Cambridge 
Health Alliance is an Equal Employment 
Opportunity employer, and women and 
minority candidates are strongly encour-
aged to apply.  CV & letter to Susan Lewis, 
Department of Psychiatry, 1493 Cambridge 
Street, Cambridge, MA; Fax:  617-665-1204.  
Email preferred: SLewis@challiance.org.

Medical Director–Boston/Cape Cod
Pembroke Hospital is seeking a full time 
Medical Director to join our 115-bed psy-
chiatric facility’s Leadership Team. The 
ideal candidate will be Board Certified with 
Medical Director level experience & 5 plus 
years experience in an inpatient behavioral 
health setting. The Medical Director will 
oversee the PI/Quality program, Utilization 
Review committee, and work with the CEO 
in new program development. The success-
ful candidate will have strong interpersonal, 
written & verbal communication skills & a 
passion for providing excellent care in a 
cost effective, changing healthcare envi-
ronment. The Medical Director will super-
vise Physician staff and have both admin-
istrative/clinical duties. Because we have 
physicians on site 24/7, there is no routine 
weeknight or weekend call requirement. 
The Medical Director position comes with 
a very competitive compensation package 
of salary & benefits including paid time off, 
CME, malpractice reimbursement & oppor-
tunities to earn additional income. Pem-
broke Hospital is part of the Arbour Health 
System & a subsidiary of Universal Health 
Services, Inc (UHS). We are located in Pem-
broke, MA only 8 miles from the coast in 
a beautiful suburban community within 
easy reach of Boston & Cape Cod. Contact 
Will DeCuyper, In-house Recruiter @ 
866-227-5415 OR email will.decuyper@
uhsinc.com.
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Classifieds

Clinical/Academic Adult, Child 
and Geriatric Psychiatry Positions 

Currently Available in the Department 
Of Psychiatry at UMass Memorial 

Medical Center/University of 
Massachusetts Medical School

The Department of Psychiatry at UMass 
Memorial Health Care in Worcester, MA 
is currently accepting inquiries from physi-
cians/psychologists interested in exploring 
affiliated  clinical/academic  job opportuni-
ties. The Department has a faculty of more 
than 300 physicians/psychologists engaged 
in a variety of clinical and academic pursuits. 
It is the largest and most highly regarded 
provider of psychiatric services in Cen-
tral Massachusetts. Clinical, teaching and 
research opportunities are currently avail-
able at a wide variety of affiliated sites and 
programs. Below are brief descriptions of 
several of these attractive opportunities
•  Inpatient  Attending  Adult  Psychiatry 

position currently available at Marlbor-
ough Hospital, member hospital of UMass 
Memorial Health Care.

•  Full and Part time Adult and Child posi-
tions  available  at  our  affiliated  Commu-
nity Mental Health Centers in Worcester, 
Leominster and other Central Massachu-
setts locations.

•  Child/Adolescent  Psychiatry  opportuni-
ties currently available in long-term resi-
dential, community-based acute treatment 
and substance abuse programs. Consulta-
tion-Liaison opportunities also available, 
as well as a Consulting Child Psychiatry 
position in our Massachusetts Child Psy-
chiatry Access Project (MCPAP).

•  Geriatric  Psychiatry  position  cur-
rently available as part of a joint venture 
between UMass and Fallon Community 
Health Plan, a well recognized provider of 
Senior Care Services. This partnership is 
intended to improve the quality and deliv-
ery of geriatric mental health care in Cen-
tral Massachusetts. The position involves 
direct patient care, as well as consultation 
with PCPs, mental health clinicians and 
other professionals involved in providing 
geriatric care. Programmatic enhance-
ment and development opportunities also 
exist, as does the possibility of assisting in 
the development of a Geriatric Psychiatry 
Fellowship Program at UMass.

•  Moonlighting  opportunities  available  at 
affiliated, new 26-bed inpatient unit.

•  Palliative Care Health Psychology  oppor-
tunity currently available. The position 
involves clinic-based consults, outpatient 
therapy, and possible bedside treatment. 
Work as a member of the Palliative Care 
Treatment Team. Teach psychology train-
ees and residents. The pursuit of research 
activity/interests is supported and expected.

For consideration and/or additional details, 
please submit your CV and Letter of Intro-
duction to:

David DeLuca 
Physician/Faculty Recruiter 

UMass Memorial Medical Group 
Email: psychiatryrecruitment@ 

umassmemorial.org; 
Phone: 508-334-0803

UMass Memorial Medical Center and 
The University of Massachusetts Medical 
School are equal opportunity employers.

CAMBRIDGE HEALTH ALLIANCE 
Medical Director, Child/Adolescent 

Inpatient Psychiatry Service

Cambridge Health Alliance, Division of 
Child and Adolescent Psychiatry, Har-
vard Medical School.  Full-time Medical 
Director of Child/Adolescent Inpatient Psy-
chiatry Service at our Cambridge campus.  
Work in a dynamic setting with multidisci-
plinary teams on an inpatient unit using a 
nationally recognized program for restraint 
reduction.  Candidates will be expected to 
contribute to the academic programs of 
the department including teaching child 
psychiatry fellows, general psychiatry resi-
dents, medical students, and other trainees.  
Academic appointment, as determined by 
the criteria of Harvard Medical School, is 
anticipated.

Qualifications: BC, demonstrated com-
mitment to public sector populations, 
strong clinical skills, strong leadership and 
management skills, team oriented, problem 
solver.  Interest and experience in clinical 
operations, with proven leadership skills in 
communication, team building and con-
flict resolution. Bilingual and/or bicultural 
abilities are desirable. Interest and experi-
ence with dual diagnosis and/or substance 
use disorders preferred.  Competitive com-
pensation, excellent benefit package.  Cam-
bridge Health Alliance is an Equal Employ-
ment Opportunity employer, and women 
and minority candidates are strongly 
encouraged to apply. CV & letter to Joel 
Goldstein, MD, Dept. of Psychiatry, 
1493 Cambridge Street, Cambridge, MA 
02139. Fax 617-665-1204. Email: JoGold-
stein@challiance.org (email preferred).

Psychiatrist Opportunity in the 
Beautiful Berkshires.  
Top notch colleagues.

Berkshire Medical Center’s Department of 
Psychiatry and Behavioral Science provides 
you the opportunity to become part of a sta-
ble, highly integrated clinical collaboration 
among Psychiatry, Primary Care, and Medi-
cal Specialty Services.  Our Health System 
has an excellent opportunity for an Adult 
Psychiatrist to work in a highly integrated 
clinical collaborative at the interface of Pri-
mary Care and Behavioral Health. A clin-
ical background in geriatric psychiatry is 
preferred. Our psychiatry residency pro-
gram allows you to contribute to the educa-
tion of the next generation of mental health 
specialists.  Berkshire Medical Center is 
nationally recognized by HealthGrades and 
many other independent organizations for 
outstanding care.

Please contact Antoinette Lentine in the 
Physician Recruitment Department at 413-
395-7866 or e-mail at mdrecruitment@
bhs1.org.

MICHIGAN

Horizon Health, together with client hos-
pital seeks a Child/Adolescent Psychiatrist 
to join a behavioral health team of psychi-
atrists, psychologists, social workers and 
medical consultants. The program offers 61 
licensed inpatient psychiatric beds (47 adult 
and 14 adolescent) and 7 licensed inpatient 
chemical dependency beds.  Located in Sag-
inaw, a city of Michigan and the seat of Sagi-
naw County, located in the Flint/Tri-Cities 
region of Michigan.  Child/Adolescent Psy-
chiatrist will be employed by hospital.  Hos-
pital package will include competitive sal-
ary, full benefits, and insurance coverage.  
Interested candidates please submit CV to 
Mark Blakeney: mark.blakeney@horizon-
health.com ; Voice: 972-420-7473; Fax 972-
420-8233. EOE

MISSISSIPPI
Horizon Health seeks a Medical Direc-
tor for a 19-bed Adult Inpatient Psychiat-
ric Program in Northern MS. Well estab-
lished, busy program with full complement 
of support staff and administration.  $200K+ 
Salary, Full Benefits, CME, Relocation and 
more. For more information contact: Mark 
Blakeney, Voice: 972-420-7473, Fax: 972-
420-8233; email: mark.blakeney@horizon-
health.com  EOE.

MERIDIAN: Child and/or General Psy-
chiatrist. OLIVE BRANCH: Child Psy-
chiatrist. Inpatient, Partial & O/P Services. 
Fulltime positions offering salary, benefits & 
bonus opportunity. Contact Tiffany Craw-
ford, In-house recruiter @ 866-227-5415; 
OR email tiffany.crawford@uhsinc.com.

MISSOURI

FT, PT & Per Diem Psychiatrists needed in 
Bowling Green, Farmington, St Joseph 
& Vandalia with MHM Services, Inc.  A 
leader in Correctional Mental Health, we 
offer highly competitive, guaranteed sala-
ries, paid malpractice insurance & excellent 
benefits.  NHSC loan repayment is avail-
able.  Join the fastest-growing segment of 
behavioral health today.  To apply, contact 
Mark Hyde: 877-861-7993 or email CV to 
mark@mhmcareers.com. No locums solic-
itations, please.

Make An Income that Matches All the 
Work You Do - 20 Minutes From St. Louis 
- 30 Minutes To Work -  Seeking a Psychia-
trist for a very lucrative position with a very 
successful group practice in Festus.  Work 
would be primarily inpatient work on adult 
& geropsych units in Farmington. Ideal 
opportunity for someone who wants the 
ability to make a very large income based 
on all your hard work. All billing and sched-
uling is done for you. Can also employ if H1 
and J1 Visa is needed.  Please call Terry B. 
Good, Horizon Health, at 1-804-684-
5661, Fax #: 804-684-5663;  Email: terry.
good@horizonhealth.com. EOE

One of the Midwest’s Best Kept Secrets 
- St. Joseph, MO - Close to Kansas City - 
Wonderful city to live and work, great 
schools, and so close to the metro area.  Full-
time salaried position with benefits & bonus 
on a 24-bed adult inpatient psychiatric unit 
based in a very impressive general hospital. 
Position is inpatient and outpatient. Offer-
ing attractive student loan repayment if 
needed. Come join our incredible behav-
ioral health team on this growing psych 
service. This is a “must see” opportunity 
if you looking for a quality Psychiatry pro-
gram and a wonderful place to live! Please 
call Terry B. Good at 1-804-684-5661, 
Fax #: 804-684-5663; Email: terry.good@
horizonhealth.com.

NEW JERSEY

Stress Care of New Jersey, LLC a Commu-
nity Mental Health Center in Matawan, NJ 
is seeking FT or PT Psychiatrists. Benefits 
available. Fax CV to (732) 679-4549 or email 
to Stressmg@optonline.net. To learn more 
about Stress Care, please visit our website, 
www.stresscareclinic.com.

GenPsych, PC is seeking FT/PT Psychia-
trists and Child Psychiatrist for our Brick, 
Bridgewater, and Lawrenceville, NJ loca-
tions to work in our PC, IOP, and Outpa-
tient departments. Salary is very compet-
itive with benefits including vacation and 
CME. Please contact: Jessica France, 908-
526-8370 ext. 135 or jessicafrance@gen-
psych.com.

Academic Psychiatrist - Newark, NJ

The Department of Psychiatry at UMDNJ-
New Jersey Medical School seeks an enthu-
siastic full-time faculty member to join our 
team in building our inpatient and outpa-
tient consultation services. We are look-
ing for a colleague who shares our genu-
ine commitment to medical education and 
the urban communities we serve. Fellow-
ship training in Psychosomatic Medicine 
or Addiction Psychiatry is a plus but is not 
required.  For consideration, please send 
your CV to: Petros Levounis, MD, MA, 
Chair, at PetrosLevounis@umdnj.edu. We 
are an AA/EEO employer.

Medical Director & Associate Position - 
Northern NJ - Seeking psychiatrists in pri-
vate practice who want to follow inpatients 
on adult psych unit in Jersey City.  Admin-
istrative stipends available for PT admin 
work that can be done while the doctor is at 
the hospital. Can round in the mornings or 
afternoons and go to practice the rest of the 
time. Great opportunity to grow one’s prac-
tice, increase revenue. Additional income to 
the psychiatrist such as being paid for week-
end call plus additional revenue that I would 
be happy to discuss with you. Please contact 
Terry B. Good at 1-804-684-5661, Fax #: 
804-684-5663; Email: terry.good@horizon-
health.com.
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Classifieds

NEW YORK CITY & AREA

PSYCHIATRISTS 
F/T, P/T, and Moonlighting

Lutheran Medical Center, a 380-bed multi-
cultured community teaching hospital in 
the Sunset Park area of Brooklyn  (near the 
R/N subway line) has an expanding Depart-
ment of Psychiatry, with new openings.

Participate in multidisciplinary teamwork 
on a psychiatric Consultation-Liaison Ser-
vice, in a newly expanding Psych ED, on a 
35-bed IP Psychiatry Unit, and in an adja-
cent senior and Rehab nursing facility. Day-
time, nighttime, weekend and Holiday  jobs/
shifts are available.   Geriatric and psycho-
somatic psychiatry subspecialists or fellows 
welcome.   (Sorry, no PGY4’s).  Collegial sup-
port leads to a quality of work life rare in 
NYC area. Includes medical student teach-
ing, for those interested.  Bilingual Spanish, 
Mandarin Chinese or Arabic a plus.

Please fax 718-630-8594, email: bgoff@
lmcmc.com or send resume/CV to: Bradford 
M. Goff, M.D., Chairman, Dept. of Psychia-
try, Lutheran Medical Center, Suite 2-41A, 
150 55th Street, Brooklyn, NY 11220.

EOE/AA M/F/D/V 
 LUTHERAN MEDICAL CENTER 
www.LutheranMedicalCenter.com

Full Time Staff Psychiatrist 
Smithtown, NY

St. Catherine of Siena Medical Center, affili-
ated with Catholic Health Services of Long 
Island, is expanding our Psychiatric Hospi-
talist Program to complement private prac-
tice Psychiatrists in a general hospital set-
ting. Our two-unit facility consists of 42 
beds and is located near a major university 
in a suburban community only 50 miles 
from New York City.

As a Psychiatric Hospitalist, you will be part 
of our treatment team and will consult in an 
inpatient and Emergency Department set-
ting.  This full time role includes weekday 
hours and some weekend coverage for addi-
tional stipend and compensatory time off.  
To qualify, you must be board certified or 
board eligible in Psychiatry with New York 
State Licensure. 

We offer a highly competitive salary 
with fringe benefits for new graduates 
and experienced psychiatrists. To apply, 
please email your resume to Dr. Rosen at 
nspc222@optonline.net or fax it to 631-
265-6890.

EOE

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 com-
pensation.  No call.  Fax resume to (718) 
553-6769, or email to clinicaldirector@
nypcc.org.

NEW YORK STATE

Western New York-Chautauqua Region: 
Jamestown Psychiatric PC is seeking a Psy-
chiatrist 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 @ lj@psy-
chwebmd.com or Phone 716-483-2603. Fax 
CV and qualifications to 716-483-2828.

IN-PATIENT PSYCHIATRISTS

The Mid-Hudson Forensic Psychiatric Cen-
ter, a forensic facility operated by the New 
York State Office of Mental Health, accred-
ited by both CMS and Joint Commission, 
seeks In-Patient Psychiatrists.  Located in 
the beautiful lower Hudson Valley area, 
MHFPC provides an excellent opportu-
nity to work with dynamic multi-disciplin-
ary treatment teams to provide high qual-
ity care to patients mostly referred from 
the court system.  Competitive salary plus 
geographic differential with optional on-
call services for extra pay.  Excellent ben-
efit package including retirement plan, 
medical insurance, paid vacations, holi-
days, sick leave and professional leave.  The 
facility has a Forensic Fellowship Program 
affiliated with Columbia University, which 
gives an opportunity to participate in sev-
eral educational programs.  Currently we 
are recruiting Board Certified/Board Eli-
gible New York State Licensed Psychia-
trists.  Limited permit work opportunity, 
H-1 Visa sponsorship, and loan forgiveness 
program are available.  We also provide 
an opportunity to have an alternate work 
schedule to accommodate outside employ-
ment.  Affirmative Action/Equal Opportu-
nity Employer.

Contact:  Gowramma Shivashankar, M.D. 
Clinical Director 

MHFPC 
Box 158, Route 17M 

New Hampton, NY 10958 
 Phone: (845) 374-8743/8796 

Fax: (845) 374-8860 
 Gowramma.Shivashankar@omh.ny.gov

Psychiatrist

St. Vincent’s Hospital, a division of Saint 
Joseph’s Medical Center, has a full time 
position for a psychiatrist in our Outpa-
tient Mental Health Service. Opportunity 
for private practice and for faculty appoint-
ment at New York Medical College. Send 
CV & cover letter to: Dean Harlam, M.D., 
Chief Medical Officer, St. Vincent’s Hospi-
tal Westchester, 275 North Street, Harrison, 
NY 10528. E mail: dharlam@svwsjmc.org. 
Phone: 914-925-5310. EOE

ELMIRA PSYCHIATRIC CENTER 
Adult and Adolescent Psychiatrists 

Board Eligible/Board Certified 
$168,421 - $256,700* 

Limited Permit eligible applicants  
will also be considered

•  All positions M-F 8-4:30
•  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 Uni-
versity; 4hr drive to NYC, Toronto & Phil-
adelphia; 5-1/2 hr drive to Boston & DC; 
less than 1hr to Finger Lakes Wine Coun-
try; Watkins Glen International Race-
track.

*Includes voluntary low stress on-call at 
regular pay rate.

For further info contact: Patricia Santulli, 
Director of Human Resources, Elmira Psy-
chiatric Center, 100 Washington Street, 
Elmira, NY 14901; e-mail: P.Santulli@omh.
ny.gov; call: (607) 737-4726 or fax: (607) 737-
4722. An AA/EOE Employer

NORTH CAROLINA

Four beautiful seasons 
in North Carolina!

Candidate sought for partnership or 
employment in a busy private practice. 
Adult, 80% outpatient psychiatry practice 
with 1:3 call.  H1b Visa physicians will be 
considered.Location:  I-95 corridor, north-
eastern NC.  2.5 hours to coast, centrally 
located 1.5 hours from Raleigh-Durham, 
NC, Richmond, VA, and Norfolk, Va.  Fabu-
lous water activities. Area population: 85K.

Send letter and CV to Pam Ballew
pballew@halifaxrmc.org 
www.halifaxregional.org 

www.visithalifax.com

Now recruiting for Board Certified or Board 
Eligible Psychiatrists Coastal Carolina Neu-
ropsychiatric Center, PA has multiple loca-
tions in NC.  In-patient, out-patient, and a 
combination of both may be available. Com-
petitive salary and benefits package.

H1 & J1 visa applicants may apply 
Submit CV’s to: 

 info@coastalcarolinapsych.com

NORTH DAKOTA
Sanford Clinic North 
Fargo, North Dakota 

Seeking BC/BE Adult Psychiatrists

Medical Director, In-Patient and Partial 
Hospitalization Programs—Join a team 
of inpatient hospitalists covering a 24 bed 
inpatient unit and a partial hospitalization 
unit with a 16 bed capacity.

General Adult Psychiatrist—This position 
provides the opportunity to practice out-
patient and in-patient psychiatry.

Sanford’s Behavioral Health Sciences 
Department is staffed by more than 30 psy-
chiatrists, clinical nurse specialists, doc-
torate-level psychologists and master’s-
level psychologists offering a continuum 
of care, from inpatient hospitalization and 
partial hospitalization programs, to outpa-
tient individual and group therapy includ-
ing eating disorders at the highly regarded 
Eating Disorders Institute.  Responsibilities 
include teaching psychiatry resident and 
medical students through the University of 
North Dakota School of Medicine.

Sanford Health is the largest, rural, not-
for-profit, health care system in the nation, 
serving 126 communities in seven states 
plus children’s clinic services expanding 
into several countries.

Fargo, ND, a community of 190,000, offers 
excellent schools, a wonderful blend of cul-
tural and recreational activities, low crime 
and affordable and upscale living.

Jean Keller, Physician Recruiter 
Phone: (701) 280-4853 

Email: Jean.Keller@sanfordhealth.org 
www.sanfordhealth.org

OHIO
Southern OH - Hospital Named 10th in 
the Top 100 Best Places to Work -Outpa-
tient Position with some on-call duties for 
the geropsych unit. Enjoy small town living 
at its best; laid-back, wonderful quality of 
life. Great place to raise a family. Salaried 
position with production & performance 
bonuses; medical school loan repayment 
plan up to $200k. Join our top notch team 
at this truly impressive hospital and enjoy 
where you live & work every day. Please call 
Terry B. Good, Horizon Health, at 1-804-
684-5661, Fax  #: 804-684-5663; Email: 
terry.good@horizonhealth.com.

Healthy Minds.  
Healthy Lives  – a blog 
by the American Psychiatric 
Association – provides online 
resources and information on 
mental health issues.

To view this blog, visit: http://
apahealthyminds.blogspot.com/

Did you know 
APA’s advocacy resources 
include: the Legislative Action 

Center, where you can get updates 
on key issues and legislation, plus 
listings of elected officials and other 
election news; the APA political 
action committee; the department of 
Government Relations; and the APA 
Congressional Action Network. www.
psychiatry.org/advocacy-newsroom

?

VIEW THE CLASSIFIEDS 
ONLINE AT

WWW.PN.PSYCHIATRYONLINE.ORG
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Classifieds
GENERAL AND FORENSIC 

FACULTY & STAFF PSYCHIATRISTS

The Northeast Ohio Medical Univer-
sity (NEOMED) Department of Psychia-
try and Heartland Behavioral Healthcare 
(HBH) are seeking BE/BC Psychiatrists for 
faculty and medical staff appointments. In 
addition to overseeing psychiatric train-
ing to medical students and a psychiat-
ric residency program, the NEOMED 
Department of Psychiatry operates the 
Best Practices in Schizophrenia Treat-
ment (BeST) Center, the Ohio Criminal 
Justice Coordinating Center of Excellence 
and the Ohio Program for Campus Safety 
and Mental Health.

HBH is a 148-bed inpatient psychiatric 
hospital operated by the Ohio Department 
of Mental Health which provides both 
civil and forensic services to a 12-county 
area in Northeast Ohio.  HBH is accred-
ited by the Joint Commission and provides 
an environment that will help you fulfill 
your professional and personal goals.  We 
offer a competitive salary with excellent 
benefits, including a flexible 40-hour work 
week, 10 paid holidays, paid vacation and 
sick time, a physician loan repayment 
program, a retirement plan through the 
Ohio Public Employees Retirement Sys-
tem (OPERS) and optional on-call work 
which is compensated in addition to regu-
lar salary.  Our affiliation with NEOMED 
offers the opportunity for teaching and 
other intellectual pursuits.

NEOMED and HBH will provide a working 
environment  that will support you in your 
career and still allow you the opportunity 
to pursue your outside interests.  We seek 
individuals interested in full- or part-time 
employment  as either salaried or contract 
employees. ODMH is an equal employ-
ment opportunity employer.

For further information, or to arrange a 
visit, contact either:

Steven D. Thomson, M.D. 
Medical Director 

Heartland Behavioral Healthcare 
3000 Erie Street South 

Massillon, Ohio  
44646 

(330) 833-3135 
(330) 833-7327 (FAX) 

Steven.Thomson@mh.ohio.gov 
or 

Mark Munetz, M.D. 
Chair, Department of Psychiatry 

Northeast Ohio Medical University 
4209 SR44 
PO Box 95 

Rootstown, Ohio 44272 
330-325-6691 

mmunetz@neomed.edu

OKLAHOMA

Horizon Health seeks a Medical Director 
for our 10-bed Geriatric, and 20-bed Adult, 
inpatient Behavioral Health programs our 
client hospital Eastar Health Systems, in 
Muskogee, OK. Experience with geriat-
ric population preferred. Excellent income 
and practice opportunity. For more infor-
mation contact: Mark Blakeney, Voice: 972-
420-7473, Fax: 972-420-8233; email: mark.
blakeney@horizonhealth.com.  EOE

OREGON
BC/BE Psychiatrists 

Oregon State Hospital (OSH) 
Salem, Oregon

Oregon State Hospital is looking for BC/BE 
psychiatrists. We have it all! A brand new hos-
pital that incorporates modern architecture, 
treatment spaces, and technologies. Salary is 
very competitive and includes psychiatric dif-
ferential, board certification pay, and oppor-
tunities for additional on-call work. OSH 
offers opportunities in our general adult, 
geriatric, and forensic programs. A generous 
and comprehensive benefit and PERS retire-
ment package is included as well as oppor-
tunities to have an academic appointment 
with the Oregon Health Sciences University. 
Phone: (503) 945-2887; email: lila.m.lokey@
state.or.us; fax: (503) 945-9910; www.oregon.
gov/DHS/mentalhealth/osh.

The State of Oregon is an 
Equal Opportunity Employer.

PENNSYLVANIA
We have exciting full and part-time positions 
in our five-hospital system close to Philadel-
phia and Wilmington. There are immedi-
ate openings in our outpatient psychother-
apy practice which includes the Women’s 
Behavioral Health Program, Child/Ado-
lescent, and General Adult. Psychiatrists 
provide both psychotherapy and medication 
management.  We also seek psychiatric lead-
ership of our Pain Management Program.

Excellent salaries and benefit package. 
Send CV to Kevin Caputo, MD, Chairman 
Department of Psychiatry, Crozer-Keystone 
Health System, One Medical Center Blvd., 
Upland, PA 19013 or call 610-874-5257.

MEDICAL DIRECTOR & ASSOCIATE 
POSITIONS - Independent Contrac-
tor Positions in Lancaster, PA  - Seeking 
psychiatrists in private practice who want 
to follow inpatients on adult & geropsych 
units. Administrative stipends available 
for PT admin work that can be done while 
the doctor is at the hospital. Can round in 
the mornings or afternoons and go to prac-
tice the rest of the time. Great opportunity 
to grow one’s practice, increase revenue. 
Please call Terry B. Good at 1-804-684-
5661, Fax #: 804-684-5663; Email: terry.
good@horizonhealth.com.

Join our team of 10 psychiatrists and five 
extenders in a community based men-
tal health program in the scenic Laurel 
Highlands of Southwestern Pennsylvania 
(one hour south of Pittsburgh).  Immedi-
ate openings providing Outpatient, Partial 
Hospitalization and Residential psychiatric 
services. Also Tele-psychiatry Opportuni-
ties! Full / Part time positions, with NO On-
Call. Easy commute and flexible schedules. 
Current PA license required. Competitive 
salary and excellent benefits. J-1/H-1 posi-
tions available. NHSC approved. Forward 
CV to Ronald Lobo, MD, Medical Director, 
100 New Salem Rd. Uniontown, PA 15401. 
hr@crcsi.org. To learn more about Chestnut 
Ridge Counseling Services, please visit our 
website at www.crcsi.org. 

The Penn State Department of Psychiatry 
is recruiting in-patient and consultation-
liaison psychiatrists for its growing faculty. 
With our clinical partner, Pennsylvania 
Psychiatric Institute, the Department staffs 
three clinics, with outpatient and partial 
hospital programs for children and adults, 
58 adult and 16 child/adolescent beds, ECT 
and other neuromodulation services, spe-
cialty sleep and eating-disorders programs, 
and expanding psychiatric consultation for 
Penn State Hershey Medical Center. Our 
current psychiatry faculty numbers 52, 
with planned increases, plus 24 residents 
and fellows, also likely to expand. We are 
about to start a new Psychology Internship. 
We have a growing research portfolio and 
new research groups about to join us, with 
basic and clinical science and close collabo-
ration with allied neuroscience disciplines 
at several Penn State campuses.

Successful candidates should have strong 
clinical and teaching skills and, opti-
mally, potential for scientific and schol-
arly achievement. We offer a very attractive 
compensation package commensurate with 
qualifications.

Central Pennsylvania fosters a delightful 
quality of life, with ready access to major 
metropolitan areas like D.C., Baltimore, 
Philadelphia, and NYC, while placing you 
in a picturesque and historic environment, 
with superb schools and varied recreation.

Candidates with interest and skills in these 
areas should send a curriculum vitae and 
cover letter to:

Alan J. Gelenberg, M.D. 
Shivley/Tan Professor and Chair 

Penn State Hershey Medical Center 
Department of Psychiatry, H073 

500 University Drive, P.O. Box 850 
Hershey, PA 17033 

Phone: 717.531.8516 
Fax: 717.531.6491 

agelenberg@hmc.psu.edu

Penn State Hershey Medical Center is com-
mitted to affirmative action, equal opportu-
nity and the diversity of its workforce.

RHODE ISLAND

Full Time Psychiatrist 
Women’s Behavioral Health Program

Women & Infants Hospital, a Brown Uni-
versity teaching affiliate is seeking a board 
eligible/certified psychiatrist to join the 
Women’s Behavioral Health division. Wom-
en’s Behavioral Health consists of a Wom-
en’s Mental Health Consult-Liaison service, 
mental health and substance abuse outpa-
tient programs, and a mother-baby psy-
chiatric partial hospital program.  Quali-
fied applicants will have a demonstrated 
clinical and academic interest in women’s 
mental health and reproductive psychiatry. 
Clinical faculty appointment in the Brown 
University Department of Psychiatry and 
Human Behavior and salary commensu-
rate with experience.

Women & Infants Hospital is a member of 
the Care New England healthcare system 
which includes Butler Hospital which is a 
private psychiatric hospital and primary 
teaching site and Kent Hospital, a general 
medical hospital.  Women & Infants  has 
been ranked a top hospital in gynecology 
in the U.S. News 2011-12 Best Hospitals.  
In addition, U.S. News has again ranked 
Women & Infants as high-performing in 
cancer, AND the number one hospital in 
the Providence metro area.  In May 2011, 
we were named a Best Children’s Hospital in 
neonatology.  A report released in July 2011 
by HealthGrades, the nation’s most trusted, 
independent source of hospital quality out-
comes, announced that Women & Infants 
achieved a 5-star rating in Maternity Care 
for 2011.  Providence, Rhode Island is a 
renaissance city with fabulous restaurants, 
a nationally recognized  Repertory Com-
pany, a Performing Arts Center, and during 
the summer months,  WaterFire events on 
the river.  Providence is close to the ocean 
beaches and the mansions of Newport.  We 
are 50 miles from Boston, Massachusetts.

Please send CV and letter of interest to Mar-
garet Howard, Ph.D., Clinical Associate 
Professor of Psychiatry & Human Behav-
ior and Medicine, Director, Postpartum 
Depression Day Hospital, Women & Infants 
Hospital, 101 Dudley St., Providence, RI 
02905 or e-mail MHoward@wihri.org.

SOUTH CAROLINA
Medical Director Position - Make A Dif-
ference in This Community/Hospital -  
Head up an 8-bed inpatient Geropsychiat-
ric Unit; salaried with benefits or practice 
opportunity for those who prefer indepen-
dent contract. Weekend call is 1 in 3 or 4.  
Rounding on weekends is not necessary 
unless there is an admission on Friday or 
Saturday. Great group of people to work 
with; huge amount of support. Located in 
northeast SC, easy drive to Florence, SC. 
Please call Terry B. Good at 1-804-684-
5661, Fax #: 804-684-5663; Email: terry.
good@horizonhealth.com.

Horizon Health seeks a Psychiatrist for 
part-time, weekend coverage for a 15-bed 
Geriatric Inpatient Psychiatric Program 
in Spartanburg, SC. 2 or 3 weekends per 
month.  For more information contact: 
Mark Blakeney, Voice: 972-420-7473, Fax: 
972-420-8233; email: mark.blakeney@hori-
zonhealth.com.    EOE.

TENNESSEE
Horizon Health, in partnership with 
Livingston Regional Hospital in 
Livingston, TN, near beautiful Dale Hollow 
Lake, has an exciting opportunity for a 
Medical Director at our 10-bed Geriatric 
Inpatient Psychiatric Program. Excellent 
income with great quality of life! 2 hours 
from Nashville and Knoxville and one of the 
lowest costs of living in the U.S. For more 
information contact: Mark Blakeney, Voice: 
972-420-7473, Fax: 972-420-8233; email: 
mark.blakeney@horizonhealth.com.  EOE
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Classifieds
PSYCHIATRIST

Western Mental Health Institute, a Joint 
Commission accredited psychiatric hospi-
tal with an all board certified medical staff, 
has an opening for a full time BE/BC psychi-
atrist.  All patient services are delivered in a 
newly built state of the art hospital located 
in a beautiful country setting only 65 miles 
east of Memphis, TN.  Competitive salary: 
37.5 hour work week, opportunity to earn 
significant additional income through vol-
untary on-call system. Excellent State ben-
efits including an employer funded benefit 
pension plan.  Contact Rita Kennedy at 731-
228-2028 or e-mail to rita.kennedy@tn.gov.

TEXAS
The Department of Psychiatry and 
Behavioral Sciences of the University 
of Texas Medical School at Houston has 
an extraordinary opportunity for psychi-
atrists seeking to develop and implement 
new outpatient clinical and research initia-
tives in community based outpatient clinics 
within the Houston area with our partner 
Harris Health.  We are also adding faculty 
to our 250 bed inpatient hospital, the Har-
ris County Psychiatric Center.  Our inpa-
tient and outpatient services include unique 
and robust clinical and research initiatives.  
The Department is looking to expand clini-
cal and research areas and is seeking gen-
eral psychiatrists, child and adolescent psy-
chiatrists and geriatric psychiatrists to join 
a growing academic department dedicated 
to excellence in training and education, and 
primacy in research and investigation.  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.  Indi-
viduals applying for these positions must 
be Board Certified in general psychiatry, 
child & adolescent psychiatry and geriatric 
psychiatry or have completed an accred-
ited training in these specialty and subspe-
cialty areas in the United States.  Addition-
ally, they must be licensed or be eligible for 
licensing in the State of Texas.  Depending 
upon the applicant’s qualification and cre-
dentials, faculty appointments at the level 
of Assistant Professor, Associate Professor 
or Professor will be offered.  Salary levels 
are very competitive and also carry excel-
lent fringe benefit packages.  To find out 
more information about these unique aca-
demically 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 1941 East Road,  Houston, Texas 77054, 
e-mail:  Jair.C.Soares@uth.tmc.edu; phone 
713-486-2507; fax 713-486-2553.  The Uni-
versity of Texas Health Science Center at 
Houston is an EO/AA employer. M/F/D/V

 

SAN ANTONIO! 
Full Time Salary Opportunity  

& Part Time

Asana Integrated Medical Group has excit-
ing full time opportunities for Adult/Geri-
atric Psychiatrists in San Antonio, Texas.  
Responsibilities include working as Medi-
cal Director onsite with successful hospi-
tal system in the area.   Psychiatrist will be 
part of large successful medical group with 
the unique opportunity to work onsite as 
well as provide telepsychiatry services 
from their home/office.   Salary plus addi-
tional compensation for Medical Director 
services, benefits, 401K, vacation, insur-
ance will be provided.  Additional positions 
include full time and part time Staff Psy-
chiatrists providing telemedicine services.  
Telemedicine equipment will be provided 
by Asana.  Asana Integrated Medical Group 
is a National Behavioral Health Hospital-
ist Company delivering high impact Clini-
cal Services to inpatient hospitals, clinics, 
and skilled nursing facilities nationwide.  
NATIONWIDE OPPORTUNITIES ARE 
AVAILABLE for Psychiatrists, Psychiat-
ric NP’s and H1 welcome to apply.

Interested candidates please send CV to 
Diane Odom: dodom@asanamg.com, O: 
972-921-9707 F: 972-499-1842

PSYCHIATRISTS

The Mental Health Mental Retardation 
Authority of Harris County (MHMRA) 
in Houston, Texas is one of the largest men-
tal health centers in the United States.  In 
anticipation of expected growth in 2013 we 
are now recruiting for additional BE/BC 
psychiatrists throughout the Agency.

We will have needs in our 
Crisis Services, IDD, Forensics 

and Outpatient Clinics
seeking both Child/Adolescent and Adult

Positions are full time and 
may offer flex hours 

Some positions have no on-call 
and are M-F

Texas licensure is required for all positions.

Interviewing now with anticipated start 
dates in April 2013 or after.

MHMRA offers competitive salary plus an 
excellent benefits package including gen-
erous retirement plans which match up to 
10%.  Houston offers excellent quality of life; 
lower than average cost of living, no state 
income tax and exciting cultural, entertain-
ment, sporting and tourists venues.

Contact Charlotte Simmons at (713) 970-
7397, or submit your C.V. to charlotte.
simmons@mhmraharris.org, fax 713-
970- 3386 or apply online at www.mhm 
raharris.org.

UTAH
FORENSIC PSYCHIATRIST

Ski Park City and Snowbird, attend Sun-
dance film festival, and work in nearby 
Provo.  Utah State Hospital seeks a psychia-
trist for a 26-bed forensic inpatient unit on a 
300-acre campus at the base of the Wasatch 
mountains. JCAHO/MEDICAID/CMS 
accredited; electronic chart and pharmacy; 
on-call optional; collegial environment 
with academic affiliation; option of four-day 
work-week. Completed forensic fellowship 
preferred.  Apply on line at https://statejobs.
utah.gov, requisition number 29322.

SALT LAKE CITY and OREM/PROVO: 
Inpatient & partial programs. General and 
Military specialty services. Staff and Direc-
torship opportunities.  Top salary, benefits 
and more.  Contact Joy Lankswert, In-house 
recruiter @ 866-227-5415; OR email joy.
lankswert@uhsinc.com.

VIRGINIA
PSYCHIATRIST

Northern Virginia Mental Health Insti-
tute is a state psychiatric inpatient facility 
seeking a Psychiatrist to provide psychi-
atric evaluations and treatment of adults 
with mental disorders. Northern Virginia 
is an internationally diverse, family-friendly 
region that is situated only minutes away 
from Washington DC and all its cultural/
historical attractions. It also boasts one of 
the finest public school systems in the coun-
try. Leadership of an interdisciplinary treat-
ment team and liaison with fellow hospital 
disciplines is intrinsic to this role. Leader-
ship of hospital committees to help further 
best hospital practices is also encouraged. 
Opportunities for faculty appointment at 
local area medical schools will be available 
to allow for supervision of psychiatric resi-
dents and medical students. Responsibili-
ties include on-site commitment/deten-
tion evaluations as well as off-site forensic 
assessments for pre-trial, temporary cus-
tody and other commissioner requests as 
assigned. Training is provided for forensic 
work. Caseload will reflect a varied mix of 
acuity and complexity of psychiatric disor-
ders in a culturally diverse, urban/suburban 
population.  This is an excellent opportu-
nity for a clinician to expand his/her clini-
cal, administrative and leadership skills in 
a collegial, non-managed care environment 
that promotes quality, compassionate treat-
ment and recovery-based practice.

Good interpersonal and clinical psychiat-
ric skills; ability to work with other mental 
health specialties in a team model; knowl-
edge of evidence-based practices desirable. 
Unrestricted medical licensure by the Vir-
ginia Board of Medicine is required.  Board 
Certification preferred but board eligible 
accepted. Medical degree and completion 
of ACGME-approved residency training 
in Psychiatry is required. Post-residency 
practice and medical training experience 
desirable but not mandatory.  A finger-
print-based criminal history check and 
pre-employment drug screening will be 
required for the selected candidate.

Call us to discuss salary. We also offer 
a state benefits package which includes 
health insurance, life insurance, malprac-
tice insurance, a generous leave package 
and a retirement program along with other 
outstanding benefits.  We can be reached at 
703-645-3162 for more details.  Please visit 
the Career Opportunities page on our web-
site at www.nvmhi.dbhds.virginia.gov for 
more information. EOE

VIRGINIA BEACH: Addiction Psychi-
atrist – Inpatient Services. LEESBURG, 
PORTSMOUTH & KEMPSVILLE: Child 
Psychiatrists for Residential Treatment and/
or Inpatient Services. All positions are full-
time offering salary, benefits and bonus 
opportunity. Contact Will DeCuyper, 
In-house Recruiter @ 866-227-5415 OR 
email will.decuyper@uhsinc.com.

WEST VIRGINIA
Excellent private practice opportunity for 
a adult/ or child-trained psychiatrist in 
Southern West Virginia to join a well-estab-
lished practice.  In-patient, out-patient, and 
consultation services. Exceptional salary 
and benefits. Good place to raise children.  
Easy drive to several big cities, heaven for 
outdoor lovers. Can help with visa conver-
sion and sponsorship. Fax cv to (304) 252-
1703 or email nafa2 @aol.com.

C/A Psychiatrist - 50 Minutes from Pitts-
burgh -  Forbes’ Top Ten “Best Places to 
Live Cheaply” because of the low cost of 
living, highly rated schools, low unemploy-
ment and low crime rate. Impressive general 
hospital with new Child/Adol. Pavilion; this 
is an inpatient and outpatient position; sala-
ried with benefits and attractive bonus plan. 
Top-notch staff; great quality of life - truly a 
“must see” position when considering a new 
job in a new place. Contact Terry B. Good 
at 1-804-684-5661, Fax #: 804-684-5663; 
terry.good@horizonhealth.com. EOE

APA, founded in 
1844, is the largest 
and longest-serving 

psychiatric medical association. 
Its member physicians work 
together to ensure humane 
care and effective treatment 
for all persons with mental 
disorders, including intellectual 
disability and substance use 
disorders. APA is the voice and 
conscience of modern psychiatry.  
For information on becoming 
a member, please visit 

www.psychiatry.org/
join-participate.

The APA offers residents many 
fellowship opportunities, 
leadership opportunities for 
getting involved with APA, and 
networking resources. 

Learn more at the resident’s 
information gateway: http://
www.psychiatry.org/residents
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The First and Last Word in Psychiatry

Order @ www.appi.org • Phone: 1-800-368-5777 • Email: appi@psych.org • Fax: 703-907-1091 

20% Discount For American Psychiatric Association Members!  25% Discount For APA Members-in-Training!

Diagnostic and Statistical Manual 
of Mental Disorders, Fifth Edition (DSM-5)
American Psychiatric Association

This new edition of Diagnostic and Statistical Manual of Mental Disorders 
(DSM-5™), used by clinicians and researchers to diagnose and classify 

mental disorders, is the product of more than 10 years of effort by hundreds of 
international experts in all aspects of mental health. Their dedication and hard work have 
yielded an authoritative volume that defines and classifies mental disorders in order to 
improve diagnoses, treatment, and research. 

The criteria are concise and explicit, intended to facilitate an objective assessment of symp-
tom presentations in a variety of clinical settings—inpatient, outpatient, partial hospital, 
consultation-liaison, clinical, private practice, and primary care. 

New features and enhancements make DSM-5™ easier to use across 
all settings:

•  The latest findings in neuroimaging and genetics have been integrated into 
each disorder along with gender and cultural considerations.

•  The revised organizational structure recognizes symptoms that span multiple diagnos-
tic categories, providing new clinical insight in diagnosis. 

•  Specific criteria have been streamlined, consolidated, or clarified to be 
consistent with clinical practice.

•  Dimensional assessments for research and validation of clinical results 
have been provided.

•  Both ICD-9-CM and ICD-10-CM codes are included for each disorder.

The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, is the most 
comprehensive, current, and critical resource for clinical practice available to today’s 
mental health professionals.

2013 • 992 pages • ISBN 978-0-89042-554-1 • Hardcover • $199.00 • Item #2554 

2013 • 992 pages • ISBN 978-0-89042-555-8 • Paperback • $149.00 • Item #2555

DSM-5TM  —Now Available!

Just Published!

Desk Reference to the Diagnostic 
Criteria from DSM-5™ 
2013 • 450 pages • ISBN 978-0-89042-556-5 
Paperback • $69.00

The Pocket Guide to the DSM-5™ 
Diagnostic Exam
2013 • 275 pages • ISBN 978-1-58562-466-9 
Paperback • $65.00

The DSM-5 Collection 
of related titles

Coming Fall 2013!  Pre-order now @ www.appi.org or call 1-800-368-5777
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Please see IMPORTANT SAFETY INFORMATION continued, 
and BRIEF SUMMARY of FULL PRESCRIBING INFORMATION, 
including Boxed WARNING, on the following pages.

A new option to help protect 
your patients from relapse

Introducing once-monthly Abilify Maintena:
demonstrated to signifi cantly delay the time to relapse vs placebo 

for up to 1 year* (P<0.0001)

Visit AbilifyMaintena.com for more information

FOR THE TREATMENT OF SCHIZOPHRENIA

* Based on a Phase 3, double-blind, randomized clinical trial in patients 
with schizophrenia; Abilify Maintena (n=269) vs placebo (n=134).

INDICATION and IMPORTANT SAFETY INFORMATION for Abilify Maintena™ (aripiprazole) for extended-release injectable suspension

INDICATION
Abilify Maintena is an atypical antipsychotic indicated for the treatment of schizophrenia. 

n  Effi cacy was demonstrated in a placebo-controlled, randomized-withdrawal maintenance trial in patients with schizophrenia and 
additional support for effi cacy was derived from oral aripiprazole trials.

 IMPORTANT SAFETY INFORMATION 

Increased Mortality in Elderly Patients with Dementia-Related Psychosis 
Elderly patients with dementia-related psychosis treated with antipsychotic drugs are at an increased risk (1.6 to 1.7 times) of death 
compared to placebo (4.5% vs 2.6%, respectively). 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 cardiovascular (e.g., heart failure, sudden death) or infectious (e.g., pneumonia) in nature. Abilify Maintena 
is not approved for the treatment of patients with dementia-related psychosis.
Contraindication: Known hypersensitivity reaction to aripiprazole. Reactions have ranged from pruritus/urticaria to anaphylaxis.
Cerebrovascular Adverse Events, Including Stroke: Increased incidence of cerebrovascular adverse events (e.g., stroke, transient 
ischemic attack), including fatalities, have been reported in clinical trials of elderly patients with dementia-related psychosis 
treated with oral aripiprazole.

IMPORTANT SAFETY INFORMATION [continued]

Neuroleptic Malignant Syndrome (NMS): A potentially fatal symptom complex sometimes referred to as NMS may occur with 
administration of antipsychotic drugs, including Abilify Maintena. Rare cases of NMS occurred during aripiprazole treatment. 
Signs and symptoms of NMS include hyperpyrexia, muscle rigidity, altered mental status, and evidence of autonomic instability 
(e.g., irregular pulse or blood pressure, tachycardia, diaphoresis, and cardiac dysrhythmia). Additional signs may include elevated 
creatine phosphokinase, myoglobinuria (rhabdomyolysis), and acute renal failure. 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 specifi c treatments 
are available.
Tardive Dyskinesia (TD): The risk of developing TD (a syndrome of abnormal, involuntary movements) and the potential for it to 
become irreversible are believed to increase as the duration of treatment and the total cumulative dose of antipsychotic increase. 
The syndrome can develop, although much less commonly, after relatively brief treatment 
periods at low doses. Prescribing should be consistent with the need to minimize TD. 
There is no known treatment for established TD, although the syndrome may remit, 
partially or completely, if antipsychotic treatment is withdrawn.

Continued on next page.
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Please see IMPORTANT SAFETY INFORMATION continued, 
and BRIEF SUMMARY of FULL PRESCRIBING INFORMATION, 
including Boxed WARNING, on the following pages.

A new option to help protect 
your patients from relapse

Introducing once-monthly Abilify Maintena:
demonstrated to signifi cantly delay the time to relapse vs placebo 

for up to 1 year* (P<0.0001)

Visit AbilifyMaintena.com for more information

FOR THE TREATMENT OF SCHIZOPHRENIA

* Based on a Phase 3, double-blind, randomized clinical trial in patients 
with schizophrenia; Abilify Maintena (n=269) vs placebo (n=134).

INDICATION and IMPORTANT SAFETY INFORMATION for Abilify Maintena™ (aripiprazole) for extended-release injectable suspension

INDICATION
Abilify Maintena is an atypical antipsychotic indicated for the treatment of schizophrenia. 

n  Effi cacy was demonstrated in a placebo-controlled, randomized-withdrawal maintenance trial in patients with schizophrenia and 
additional support for effi cacy was derived from oral aripiprazole trials.

 IMPORTANT SAFETY INFORMATION 

Increased Mortality in Elderly Patients with Dementia-Related Psychosis 
Elderly patients with dementia-related psychosis treated with antipsychotic drugs are at an increased risk (1.6 to 1.7 times) of death 
compared to placebo (4.5% vs 2.6%, respectively). 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 cardiovascular (e.g., heart failure, sudden death) or infectious (e.g., pneumonia) in nature. Abilify Maintena 
is not approved for the treatment of patients with dementia-related psychosis.
Contraindication: Known hypersensitivity reaction to aripiprazole. Reactions have ranged from pruritus/urticaria to anaphylaxis.
Cerebrovascular Adverse Events, Including Stroke: Increased incidence of cerebrovascular adverse events (e.g., stroke, transient 
ischemic attack), including fatalities, have been reported in clinical trials of elderly patients with dementia-related psychosis 
treated with oral aripiprazole.

IMPORTANT SAFETY INFORMATION [continued]

Neuroleptic Malignant Syndrome (NMS): A potentially fatal symptom complex sometimes referred to as NMS may occur with 
administration of antipsychotic drugs, including Abilify Maintena. Rare cases of NMS occurred during aripiprazole treatment. 
Signs and symptoms of NMS include hyperpyrexia, muscle rigidity, altered mental status, and evidence of autonomic instability 
(e.g., irregular pulse or blood pressure, tachycardia, diaphoresis, and cardiac dysrhythmia). Additional signs may include elevated 
creatine phosphokinase, myoglobinuria (rhabdomyolysis), and acute renal failure. 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 specifi c treatments 
are available.
Tardive Dyskinesia (TD): The risk of developing TD (a syndrome of abnormal, involuntary movements) and the potential for it to 
become irreversible are believed to increase as the duration of treatment and the total cumulative dose of antipsychotic increase. 
The syndrome can develop, although much less commonly, after relatively brief treatment 
periods at low doses. Prescribing should be consistent with the need to minimize TD. 
There is no known treatment for established TD, although the syndrome may remit, 
partially or completely, if antipsychotic treatment is withdrawn.
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IMPORTANT SAFETY INFORMATION for Abilify Maintena™ (aripiprazole) for extended-release injectable suspension [continued] 

Metabolic Changes: Atypical antipsychotic drugs have been associated with metabolic changes that include:
n  Hyperglycemia/Diabetes Mellitus: Hyperglycemia, in some cases extreme and associated with ketoacidosis, coma, or death, has 

been reported in patients treated with atypical antipsychotics including aripiprazole. Patients with diabetes should be regularly 
monitored for worsening of glucose control; those with risk factors for diabetes should undergo baseline and periodic fasting blood 
glucose testing. 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 should also 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.

n  Dyslipidemia: Undesirable alterations in lipids have been observed in patients treated with atypical antipsychotics. There were no 
significant differences between aripiprazole- and placebo-treated patients in the proportion with changes from normal to clinically 
significant levels for fasting/nonfasting total cholesterol, fasting triglycerides, fasting low-density lipoproteins (LDLs), and fasting/ 
nonfasting high-density lipoproteins (HDLs).

n  Weight Gain: Weight gain has been observed. Clinical monitoring of weight is recommended.
Orthostatic Hypotension: Aripiprazole may cause orthostatic hypotension. Abilify Maintena should be used with caution in patients 
with known cardiovascular disease, cerebrovascular disease, or conditions which would predispose them to hypotension. 
Leukopenia, Neutropenia, and Agranulocytosis: Leukopenia, neutropenia, and agranulocytosis have been reported. Patients with a 
history of clinically significant low white blood cell (WBC) count or drug-induced leukopenia/neutropenia should have their complete 
blood count monitored frequently during the first few months of therapy while receiving Abilify Maintena. In such patients, consider 
discontinuation of Abilify Maintena at the first sign of a clinically significant decline in WBC count in the absence of other causative 
factors.
Seizures/Convulsions: Abilify Maintena should be used with caution in patients with a history of seizures or with conditions that lower 
the seizure threshold. 
Potential for Cognitive and Motor Impairment: Abilify Maintena may impair judgment, thinking, or motor skills. Instruct patients to 
avoid operating hazardous machinery including automobiles until they are certain Abilify Maintena does not affect them adversely. 
Body Temperature Regulation: Disruption of the body’s ability to reduce core body temperature has been attributed to antipsychotic 
agents. Advise patients regarding appropriate care in avoiding overheating and dehydration. Appropriate care is advised for patients 
who may exercise strenuously, may be exposed to extreme heat, receive concomitant medication with anticholinergic activity, or are 
subject to dehydration. 
Dysphagia: Esophageal dysmotility and aspiration have been associated with Abilify Maintena; use caution in patients at risk for 
aspiration pneumonia. 
Alcohol: Advise patients to avoid alcohol while taking Abilify Maintena. 
Concomitant Medication: Dosage adjustments are recommended in patients who are CYP2D6 poor metabolizers and in patients 
taking concomitant CYP3A4 inhibitors or CYP2D6 inhibitors for greater than 14 days. If the CYP3A4 inhibitor or CYP2D6 inhibitor  
is withdrawn, the Abilify Maintena dosage may need to be increased. Avoid the concomitant use of CYP3A4 inducers with  
Abilify Maintena for greater than 14 days because the blood levels of aripiprazole are decreased and may be below the effective 
levels. Dosage adjustments are not recommended for patients with concomitant use of CYP3A4 inhibitors, CYP2D6 inhibitors or 
CYP3A4 inducers for less than 14 days. 
Most commonly observed adverse reaction: The safety profile of Abilify Maintena is expected to be similar to that of oral aripiprazole. 
In patients who tolerated and responded to oral aripiprazole and single-blind Abilify Maintena and were then randomized to receive 
Abilify Maintena or placebo injections, the incidence of adverse reactions was similar between the two treatment groups. The adverse 
reaction ≥ 5% incidence and at least twice the rate of placebo for oral aripiprazole vs. placebo, respectively, was: 
n  Akathisia (8% vs 4%) in adult patients with schizophrenia. 
Injection Site Reactions: In the open-label, stabilization phase of a study with Abilify Maintena in patients with schizophrenia, the 
percent of patients reporting any injection site-related adverse reaction was 6.3% for Abilify Maintena-treated patients. 
Dystonia is a class effect of antipsychotic drugs. Symptoms of dystonia may occur in susceptible individuals during the first days  
of treatment and at low doses. 
Pregnancy/Nursing: Based on animal data, may cause fetal harm. Abilify Maintena should be used during pregnancy only if the 
potential benefit justifies the potential risk to the fetus. Aripiprazole is excreted in human breast milk. A decision should be made 
whether to discontinue nursing or to discontinue the drug, taking into account the importance of the drug to the mother. 

ABILIFY MAINTENA™ (aripiprazole) for extended-release injectable suspension, for intramuscular use
BRIEF SUMMARY OF PRESCRIBING INFORMATION (For complete details, please see Full Prescribing Information and Medication Guide.)

WARNING: INCREASED MORTALITY IN ELDERLY PATIENTS WITH DEMENTIA-RELATED PSYCHOSIS
See full prescribing information for complete boxed warning.
• Elderly patients with dementia-related psychosis treated with antipsychotic drugs are at an increased risk of death 
• ABILIFY MAINTENA is not approved for the treatment of patients with dementia-related psychosis

INDICATIONS AND USAGE: ABILIFY MAINTENA (aripiprazole) is indicated for the treatment of schizophrenia. Efficacy was 
demonstrated in a placebo-controlled, randomized-withdrawal maintenance trial in patients with schizophrenia and additional 
support for efficacy was derived from oral aripiprazole trials.
CONTRAINDICATIONS: ABILIFY MAINTENA is contraindicated in patients with a known hypersensitivity to aripiprazole. 
Hypersensitivity reactions ranging from pruritus/urticaria to anaphylaxis have been reported in patients receiving aripiprazole.
WARNINGS AND PRECAUTIONS: 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. ABILIFY 
MAINTENA is not approved for the treatment of patients with dementia-related psychosis.
Cerebrovascular Adverse Reactions, Including Stroke in Elderly Patients with Dementia-Related Psychosis: In placebo-
controlled clinical studies (two flexible dose and one fixed dose study) of dementia-related psychosis, there was an increased 
incidence of cerebrovascular adverse reactions (e.g., stroke, transient ischemic attack), including fatalities, in oral aripiprazole-
treated patients (mean age: 84 years; range: 78-88 years). In the fixed-dose study, there was a statistically significant dose response 
relationship for cerebrovascular adverse reactions in patients treated with oral aripiprazole. ABILIFY MAINTENA is not approved for 
the treatment of patients with dementia-related psychosis.
Neuroleptic Malignant Syndrome: A potentially fatal symptom complex sometimes referred to as Neuroleptic Malignant Syndrome (NMS) 
may occur with administration of antipsychotic drugs, including ABILIFY MAINTENA. Rare cases of NMS occurred during aripiprazole 
treatment in the worldwide clinical database.
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 exclude cases 
where the clinical presentation includes both serious medical illness (e.g., pneumonia, systemic infection) 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 patient increase. However, the syndrome can 
develop, although much less commonly, after relatively brief treatment periods at low doses.
There is no known treatment for established 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 of symptomatic suppression on the 
long-term course of the syndrome is unknown.
Given these considerations, ABILIFY MAINTENA 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 ABILIFY MAINTENA drug discontinuation should be 
considered. However, some patients may require treatment with ABILIFY MAINTENA despite the presence of the syndrome.
Metabolic Changes: Atypical antipsychotic drugs have been associated with metabolic changes that include hyperglycemia/ 
diabetes mellitus, dyslipidemia, and weight gain. While all drugs in the class have been shown to produce some metabolic changes, 
each drug has its own specific risk profile. Although the following metabolic data were collected in patients treated with oral 
formulations of aripiprazole, the findings pertain to patients receiving ABILIFY MAINTENA as well.
•	 Hyperglycemia/Diabetes	 Mellitus: Hyperglycemia, in some cases extreme and associated with diabetic ketoacidosis, 

hyperosmolar coma, or death, has been reported in patients treated with atypical antipsychotics. There have been reports of 
hyperglycemia in patients treated with aripiprazole. Assessment of the relationship between atypical antipsychotic use and glucose 
abnormalities is complicated by the possibility of an increased background risk of diabetes mellitus in patients with schizophrenia 
and the increasing incidence of diabetes mellitus in the general population. Given these confounders, the relationship between 
atypical antipsychotic use and hyperglycemia-related adverse reactions is not completely understood. However, epidemiological 
studies suggest an increased risk of hyperglycemia-related adverse reactions in patients treated with atypical antipsychotics. 
Because aripiprazole was not marketed at the time these studies were performed, it is not known if aripiprazole is associated with 
this increased risk. Precise risk estimates for hyperglycemia-related adverse reactions 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 atypical antipsychotic drug.
In an analysis of 13 placebo-controlled monotherapy trials in adults, primarily with schizophrenia or bipolar disorder, the 
mean change in fasting glucose in aripiprazole-treated patients (+4.4 mg/dL; median exposure 25 days; N=1057) was 
not significantly different than in placebo-treated patients (+2.5 mg/dL; median exposure 22 days; N=799). Table 1 shows 
the proportion of aripiprazole-treated patients with normal and borderline fasting glucose at baseline (median exposure 
25 days) that had high fasting glucose measurements compared to placebo-treated patients (median exposure 22 days).

Table 1: Changes in Fasting Glucose From Placebo-controlled Monotherapy Trials in Adult Patients

Category Change (at least once) from Baseline Treatment 
Arm n/N %

Normal to High
(<100 mg/dL to ≥126 mg/dL)

Aripiprazole 31/822 3.8

Fasting 
Glucose

Placebo 22/605 3.6

Borderline to High
(≥100 mg/dL and <126 mg/dL to ≥126 mg/dL)

Aripiprazole 31/176 17.6

Placebo 13/142 9.2

At 24 weeks, the mean change in fasting glucose in aripiprazole-treated patients was not significantly different than in placebo-
treated patients [+2.2 mg/dL (n=42) and +9.6 mg/dL (n=28), respectively].

•	Dyslipidemia: Undesirable alterations in lipids have been observed in patients treated with atypical antipsychotics.
There were no significant differences between aripiprazole- and placebo-treated patients in the proportion with changes from 
normal to clinically significant levels for fasting/nonfasting total cholesterol, fasting triglycerides, fasting LDLs, and fasting/ 
nonfasting HDLs. Analyses of patients with at least 12 or 24 weeks of exposure were limited by small numbers of patients.
Table 2 shows the proportion of adult patients, primarily from pooled schizophrenia and bipolar disorder monotherapy placebo-
controlled trials, with changes in total cholesterol (pooled from 17 trials; median exposure 21 to 25 days), fasting triglycerides 
(pooled from eight trials; median exposure 42 days), fasting LDL cholesterol (pooled from eight trials; median exposure 39 to 45 
days, except for placebo-treated patients with baseline normal fasting LDL measurements, who had median treatment exposure of 
24 days) and HDL cholesterol (pooled from nine trials; median exposure 40 to 42 days).

Table 2: Changes in Blood Lipid Parameters From Placebo-controlled Monotherapy Trials in Adults

Treatment Arm n/N %

Total Cholesterol
Normal to High (<200 mg/dL to ≥240 mg/dL)

Aripiprazole 34/1357 2.5

Placebo 27/973 2.8

Fasting Triglycerides
Normal to High (<150 mg/dL to ≥200 mg/dL)

Aripiprazole 40/539 7.4

Placebo 30/431 7.0

Fasting LDL Cholesterol
Normal to High (<100 mg/dL to ≥160 mg/dL)

Aripiprazole 2/332 0.6

Placebo 2/268 0.7

HDL Cholesterol
Normal to Low (≥40 mg/dL to <40 mg/dL)

Aripiprazole 121/1066 11.4

Placebo 99/794 12.5
 
In monotherapy trials in adults, the proportion of patients at 12 weeks and 24 weeks with changes from Normal to High in total 
cholesterol (fasting/nonfasting), fasting triglycerides, and fasting LDL cholesterol were similar between aripiprazole- and placebo-
treated patients: at 12 weeks, Total Cholesterol (fasting/nonfasting), 1/71 (1.4%) vs. 3/74 (4.1%); Fasting Triglycerides, 8/62 (12.9%) 
vs. 5/37 (13.5%); Fasting LDL Cholesterol, 0/34 (0%) vs. 1/25 (4.0%), respectively; and at 24 weeks, Total Cholesterol (fasting/ 
nonfasting), 1/42 (2.4%) vs. 3/37 (8.1%); Fasting Triglycerides, 5/34 (14.7%) vs. 5/20 (25%); Fasting LDL Cholesterol, 0/22 (0%) 
vs. 1/18 (5.6%), respectively.

•  Weight Gain: Weight gain has been observed with atypical antipsychotic use. Clinical monitoring of weight is recommended. In 
an analysis of 13 placebo-controlled monotherapy trials, primarily from pooled schizophrenia and bipolar disorder, with a median 
exposure of 21 to 25 days, the mean change in body weight in aripiprazole-treated patients was +0.3 kg (N=1673) compared to 
–0.1 kg (N=1100) in placebo-controlled patients. At 24 weeks, the mean change from baseline in body weight in aripiprazole-
treated patients was –1.5 kg (n=73) compared to –0.2 kg (n=46) in placebo-treated patients.
Table 3 shows the percentage of adult patients with weight gain ≥7% of body weight in the 13 pooled placebo-controlled 
monotherapy trials.

Table 3: Percentage of Patients From Placebo-controlled Trials in Adult Patients with Weight Gain ≥7% of Body Weight

Indication Treatment 
Arm N n (%)

Schizophreniaa
Aripiprazole 852 69 (8.1)

Weight gain ≥7% of  
body weight

Placebo 379 12 (3.2)

Bipolar Maniab
Aripiprazole 719 16 (2.2)

Placebo 598 16 (2.7)

a4-6 weeks’ duration. b3 weeks’ duration.

Orthostatic Hypotension: Aripiprazole may cause orthostatic hypotension, perhaps due to its α1-adrenergic receptor antagonism. 
Orthostasis occurred in 4/576 (0.7%) patients treated with ABILIFY MAINTENA during the stabilization phase, including abnormal 
orthostatic blood pressure (1/576, 0.2%), postural dizziness (1/576, 0.2%), presyncope (1/576, 0.2%) and orthostatic hypotension 
(1/576, 0.2%).
In the stabilization phase, the incidence of significant orthostatic change in blood pressure (defined as a decrease in systolic blood 
pressure ≥20 mmHg accompanied by an increase in heart rate ≥25 when comparing standing to supine values) was 0.2% (1/575). 
Leukopenia, Neutropenia, and Agranulocytosis: Class Effect: In clinical trials and post-marketing experience, leukopenia and 
neutropenia have been reported temporally related to antipsychotic agents, including oral aripiprazole. Agranulocytosis has also 
been reported.
Possible risk factors for leukopenia/neutropenia include pre-existing low white blood cell count (WBC) and history of drug-induced 
leukopenia/neutropenia. In patients with a history of a clinically significant low WBC or drug-induced leukopenia/neutropenia 
perform a complete blood count (CBC) frequently during the first few months of therapy. In such patients, consider discontinuation of  
ABILIFY MAINTENA at the first sign of a clinically significant decline in WBC in the absence of other causative factors.
Monitor patients with clinically significant neutropenia for fever or other symptoms or signs of infection and treat promptly if 
such symptoms or signs occur. Discontinue ABILIFY MAINTENA in patients with severe neutropenia (absolute neutrophil count  
<1000/mm3) and follow their WBC counts until recovery.
Seizures:  As with other antipsychotic drugs, use ABILIFY MAINTENA cautiously in patients with a history of seizures or with 
conditions that lower the seizure threshold. Conditions that lower the seizure threshold may be more prevalent in a population of 
65 years or older.
Potential for Cognitive and Motor Impairment: ABILIFY MAINTENA, like other antipsychotics, may impair judgment, thinking, or 
motor skills. Instruct patients to avoid operating hazardous machinery, including automobiles, until they are reasonably certain that 
therapy with ABILIFY MAINTENA does not affect them adversely.
Body Temperature Regulation: Disruption of the body’s ability to reduce core body temperature has been attributed to antipsychotic 
agents. Appropriate care is advised when prescribing ABILIFY MAINTENA for patients who will be experiencing conditions which 
may contribute to an elevation in core body temperature, (e.g., exercising strenuously, exposure to extreme heat, receiving 
concomitant medication with anticholinergic activity, or being subject to dehydration).
Dysphagia: Esophageal dysmotility and aspiration have been associated with antipsychotic drug use, including ABILIFY MAINTENA. 
ABILIFY MAINTENA and other antipsychotic drugs should be used cautiously in patients at risk for aspiration pneumonia. 
ADVERSE REACTIONS: The following adverse reactions are discussed in more detail in other sections of the labeling in the  
Full Prescribing Information:
•  Increased Mortality in Elderly Patients with Dementia-Related Psychosis [see Boxed Warning and Warnings and Precautions (5.1)]
•  Cerebrovascular Adverse Reactions, Including Stroke in Elderly Patients with Dementia-Related Psychosis [see Boxed Warning 

and Warnings and Precautions (5.2)]
• Neuroleptic Malignant Syndrome [see Warnings and Precautions (5.3)]
• Tardive Dyskinesia [see Warnings and Precautions (5.4)]
• Metabolic Changes [see Warnings and Precautions (5.5)]
• Orthostatic Hypotension [see Warnings and Precautions (5.6)]
• Leukopenia, Neutropenia, and Agranulocytosis [see Warnings and Precautions (5.7)]
• Seizures [see Warnings and Precautions (5.8)]
• Potential for Cognitive and Motor Impairment [see Warnings and Precautions (5.9)]
•  Body Temperature Regulation [see Warnings and Precautions (5.10)]
• Dysphagia [see Warnings and Precautions (5.11)]
Clinical Trials Experience: 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 practice.
Safety Database of ABILIFY MAINTENA and Oral Aripiprazole: Aripiprazole has been evaluated for safety in 16,114 adult patients 
who participated in multiple-dose, clinical trials in schizophrenia and other indications, and who had approximately 8,578 patient-
years of exposure to oral aripiprazole. A total of 3,901 patients were treated with oral aripiprazole for at least 180 days, 2,259 patients 
were treated with oral aripiprazole for at least 360 days, and 933 patients continuing aripiprazole treatment for at least 720 days.
ABILIFY MAINTENA 300-400 mg every 4 weeks has been evaluated for safety in 1,287 adult patients in clinical trials in schizophrenia, 
with approximately 1,281 patient-years of exposure to ABILIFY MAINTENA. A total of 832 patients were treated with ABILIFY 
MAINTENA for at least 180 days (at least 7 consecutive injections) and 630 patients treated with ABILIFY MAINTENA had at least 
1 year of exposure (at least 13 consecutive injections).
The conditions and duration of treatment with ABILIFY MAINTENA included double-blind and open-label studies. The safety profile 
of ABILIFY MAINTENA is expected to be similar to that of oral aripiprazole. Therefore, most of the safety data presented below are 
derived from trials with the oral formulation. In patients who tolerated and responded to treatment with oral aripiprazole and single-blind 
ABILIFY MAINTENA and were then randomized to receive ABILIFY MAINTENA or placebo injections under double-blind conditions, the 
incidence of adverse reactions was similar between the two treatment groups.
Adverse Reactions of ABILIFY MAINTENA and Oral Aripiprazole: Adverse Reactions Associated with Discontinuation of 
Oral Aripiprazole: Based on a pool of five placebo-controlled trials (four 4-week and one 6-week) in which oral aripiprazole was 
administered to adults with schizophrenia in doses ranging from 2 mg/day to 30 mg/day, the incidence of discontinuation due to 
adverse reactions was 7% in oral aripiprazole-treated and 9% in placebo-treated patients. The types of adverse reactions that led to 
discontinuation were similar for the aripiprazole-treated and placebo-treated patients.
Commonly Observed Adverse Reactions of Oral Aripiprazole: Based on a pool of five placebo-controlled trials (four 4-week and one 
6-week) in which oral aripiprazole was administered to adults with schizophrenia in doses ranging from 2 mg/day to 30 mg/day, the 
only commonly observed adverse reaction associated with the use of oral aripiprazole in patients with schizophrenia (incidence of 
5% or greater and aripiprazole incidence at least twice that for placebo) was akathisia (aripiprazole 8%; placebo 4%).
Less Common Adverse Reactions in Adults Treated with Oral Aripiprazole: Table 4 enumerates the pooled incidence, rounded to 
the nearest percent, of adverse reactions that occurred during acute therapy (up to 6 weeks in schizophrenia and up to 3 weeks in 
bipolar mania), including only those reactions that occurred in 2% or more of patients treated with oral aripiprazole (doses ≥2 mg/ 
day) and for which the incidence in patients treated with aripiprazole was greater than the incidence in patients treated with placebo 
in the combined dataset.
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IMPORTANT SAFETY INFORMATION for Abilify Maintena™ (aripiprazole) for extended-release injectable suspension [continued] 

Metabolic Changes: Atypical antipsychotic drugs have been associated with metabolic changes that include:
n  Hyperglycemia/Diabetes Mellitus: Hyperglycemia, in some cases extreme and associated with ketoacidosis, coma, or death, has 

been reported in patients treated with atypical antipsychotics including aripiprazole. Patients with diabetes should be regularly 
monitored for worsening of glucose control; those with risk factors for diabetes should undergo baseline and periodic fasting blood 
glucose testing. 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 should also 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.

n  Dyslipidemia: Undesirable alterations in lipids have been observed in patients treated with atypical antipsychotics. There were no 
significant differences between aripiprazole- and placebo-treated patients in the proportion with changes from normal to clinically 
significant levels for fasting/nonfasting total cholesterol, fasting triglycerides, fasting low-density lipoproteins (LDLs), and fasting/ 
nonfasting high-density lipoproteins (HDLs).

n  Weight Gain: Weight gain has been observed. Clinical monitoring of weight is recommended.
Orthostatic Hypotension: Aripiprazole may cause orthostatic hypotension. Abilify Maintena should be used with caution in patients 
with known cardiovascular disease, cerebrovascular disease, or conditions which would predispose them to hypotension. 
Leukopenia, Neutropenia, and Agranulocytosis: Leukopenia, neutropenia, and agranulocytosis have been reported. Patients with a 
history of clinically significant low white blood cell (WBC) count or drug-induced leukopenia/neutropenia should have their complete 
blood count monitored frequently during the first few months of therapy while receiving Abilify Maintena. In such patients, consider 
discontinuation of Abilify Maintena at the first sign of a clinically significant decline in WBC count in the absence of other causative 
factors.
Seizures/Convulsions: Abilify Maintena should be used with caution in patients with a history of seizures or with conditions that lower 
the seizure threshold. 
Potential for Cognitive and Motor Impairment: Abilify Maintena may impair judgment, thinking, or motor skills. Instruct patients to 
avoid operating hazardous machinery including automobiles until they are certain Abilify Maintena does not affect them adversely. 
Body Temperature Regulation: Disruption of the body’s ability to reduce core body temperature has been attributed to antipsychotic 
agents. Advise patients regarding appropriate care in avoiding overheating and dehydration. Appropriate care is advised for patients 
who may exercise strenuously, may be exposed to extreme heat, receive concomitant medication with anticholinergic activity, or are 
subject to dehydration. 
Dysphagia: Esophageal dysmotility and aspiration have been associated with Abilify Maintena; use caution in patients at risk for 
aspiration pneumonia. 
Alcohol: Advise patients to avoid alcohol while taking Abilify Maintena. 
Concomitant Medication: Dosage adjustments are recommended in patients who are CYP2D6 poor metabolizers and in patients 
taking concomitant CYP3A4 inhibitors or CYP2D6 inhibitors for greater than 14 days. If the CYP3A4 inhibitor or CYP2D6 inhibitor  
is withdrawn, the Abilify Maintena dosage may need to be increased. Avoid the concomitant use of CYP3A4 inducers with  
Abilify Maintena for greater than 14 days because the blood levels of aripiprazole are decreased and may be below the effective 
levels. Dosage adjustments are not recommended for patients with concomitant use of CYP3A4 inhibitors, CYP2D6 inhibitors or 
CYP3A4 inducers for less than 14 days. 
Most commonly observed adverse reaction: The safety profile of Abilify Maintena is expected to be similar to that of oral aripiprazole. 
In patients who tolerated and responded to oral aripiprazole and single-blind Abilify Maintena and were then randomized to receive 
Abilify Maintena or placebo injections, the incidence of adverse reactions was similar between the two treatment groups. The adverse 
reaction ≥ 5% incidence and at least twice the rate of placebo for oral aripiprazole vs. placebo, respectively, was: 
n  Akathisia (8% vs 4%) in adult patients with schizophrenia. 
Injection Site Reactions: In the open-label, stabilization phase of a study with Abilify Maintena in patients with schizophrenia, the 
percent of patients reporting any injection site-related adverse reaction was 6.3% for Abilify Maintena-treated patients. 
Dystonia is a class effect of antipsychotic drugs. Symptoms of dystonia may occur in susceptible individuals during the first days  
of treatment and at low doses. 
Pregnancy/Nursing: Based on animal data, may cause fetal harm. Abilify Maintena should be used during pregnancy only if the 
potential benefit justifies the potential risk to the fetus. Aripiprazole is excreted in human breast milk. A decision should be made 
whether to discontinue nursing or to discontinue the drug, taking into account the importance of the drug to the mother. 

ABILIFY MAINTENA™ (aripiprazole) for extended-release injectable suspension, for intramuscular use
BRIEF SUMMARY OF PRESCRIBING INFORMATION (For complete details, please see Full Prescribing Information and Medication Guide.)

WARNING: INCREASED MORTALITY IN ELDERLY PATIENTS WITH DEMENTIA-RELATED PSYCHOSIS
See full prescribing information for complete boxed warning.
• Elderly patients with dementia-related psychosis treated with antipsychotic drugs are at an increased risk of death 
• ABILIFY MAINTENA is not approved for the treatment of patients with dementia-related psychosis

INDICATIONS AND USAGE: ABILIFY MAINTENA (aripiprazole) is indicated for the treatment of schizophrenia. Efficacy was 
demonstrated in a placebo-controlled, randomized-withdrawal maintenance trial in patients with schizophrenia and additional 
support for efficacy was derived from oral aripiprazole trials.
CONTRAINDICATIONS: ABILIFY MAINTENA is contraindicated in patients with a known hypersensitivity to aripiprazole. 
Hypersensitivity reactions ranging from pruritus/urticaria to anaphylaxis have been reported in patients receiving aripiprazole.
WARNINGS AND PRECAUTIONS: 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. ABILIFY 
MAINTENA is not approved for the treatment of patients with dementia-related psychosis.
Cerebrovascular Adverse Reactions, Including Stroke in Elderly Patients with Dementia-Related Psychosis: In placebo-
controlled clinical studies (two flexible dose and one fixed dose study) of dementia-related psychosis, there was an increased 
incidence of cerebrovascular adverse reactions (e.g., stroke, transient ischemic attack), including fatalities, in oral aripiprazole-
treated patients (mean age: 84 years; range: 78-88 years). In the fixed-dose study, there was a statistically significant dose response 
relationship for cerebrovascular adverse reactions in patients treated with oral aripiprazole. ABILIFY MAINTENA is not approved for 
the treatment of patients with dementia-related psychosis.
Neuroleptic Malignant Syndrome: A potentially fatal symptom complex sometimes referred to as Neuroleptic Malignant Syndrome (NMS) 
may occur with administration of antipsychotic drugs, including ABILIFY MAINTENA. Rare cases of NMS occurred during aripiprazole 
treatment in the worldwide clinical database.
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 exclude cases 
where the clinical presentation includes both serious medical illness (e.g., pneumonia, systemic infection) 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 patient increase. However, the syndrome can 
develop, although much less commonly, after relatively brief treatment periods at low doses.
There is no known treatment for established 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 of symptomatic suppression on the 
long-term course of the syndrome is unknown.
Given these considerations, ABILIFY MAINTENA 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 ABILIFY MAINTENA drug discontinuation should be 
considered. However, some patients may require treatment with ABILIFY MAINTENA despite the presence of the syndrome.
Metabolic Changes: Atypical antipsychotic drugs have been associated with metabolic changes that include hyperglycemia/ 
diabetes mellitus, dyslipidemia, and weight gain. While all drugs in the class have been shown to produce some metabolic changes, 
each drug has its own specific risk profile. Although the following metabolic data were collected in patients treated with oral 
formulations of aripiprazole, the findings pertain to patients receiving ABILIFY MAINTENA as well.
•	 Hyperglycemia/Diabetes	 Mellitus: Hyperglycemia, in some cases extreme and associated with diabetic ketoacidosis, 

hyperosmolar coma, or death, has been reported in patients treated with atypical antipsychotics. There have been reports of 
hyperglycemia in patients treated with aripiprazole. Assessment of the relationship between atypical antipsychotic use and glucose 
abnormalities is complicated by the possibility of an increased background risk of diabetes mellitus in patients with schizophrenia 
and the increasing incidence of diabetes mellitus in the general population. Given these confounders, the relationship between 
atypical antipsychotic use and hyperglycemia-related adverse reactions is not completely understood. However, epidemiological 
studies suggest an increased risk of hyperglycemia-related adverse reactions in patients treated with atypical antipsychotics. 
Because aripiprazole was not marketed at the time these studies were performed, it is not known if aripiprazole is associated with 
this increased risk. Precise risk estimates for hyperglycemia-related adverse reactions 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 atypical antipsychotic drug.
In an analysis of 13 placebo-controlled monotherapy trials in adults, primarily with schizophrenia or bipolar disorder, the 
mean change in fasting glucose in aripiprazole-treated patients (+4.4 mg/dL; median exposure 25 days; N=1057) was 
not significantly different than in placebo-treated patients (+2.5 mg/dL; median exposure 22 days; N=799). Table 1 shows 
the proportion of aripiprazole-treated patients with normal and borderline fasting glucose at baseline (median exposure 
25 days) that had high fasting glucose measurements compared to placebo-treated patients (median exposure 22 days).

Table 1: Changes in Fasting Glucose From Placebo-controlled Monotherapy Trials in Adult Patients

Category Change (at least once) from Baseline Treatment 
Arm n/N %

Normal to High
(<100 mg/dL to ≥126 mg/dL)

Aripiprazole 31/822 3.8

Fasting 
Glucose

Placebo 22/605 3.6

Borderline to High
(≥100 mg/dL and <126 mg/dL to ≥126 mg/dL)

Aripiprazole 31/176 17.6

Placebo 13/142 9.2

At 24 weeks, the mean change in fasting glucose in aripiprazole-treated patients was not significantly different than in placebo-
treated patients [+2.2 mg/dL (n=42) and +9.6 mg/dL (n=28), respectively].

•	Dyslipidemia: Undesirable alterations in lipids have been observed in patients treated with atypical antipsychotics.
There were no significant differences between aripiprazole- and placebo-treated patients in the proportion with changes from 
normal to clinically significant levels for fasting/nonfasting total cholesterol, fasting triglycerides, fasting LDLs, and fasting/ 
nonfasting HDLs. Analyses of patients with at least 12 or 24 weeks of exposure were limited by small numbers of patients.
Table 2 shows the proportion of adult patients, primarily from pooled schizophrenia and bipolar disorder monotherapy placebo-
controlled trials, with changes in total cholesterol (pooled from 17 trials; median exposure 21 to 25 days), fasting triglycerides 
(pooled from eight trials; median exposure 42 days), fasting LDL cholesterol (pooled from eight trials; median exposure 39 to 45 
days, except for placebo-treated patients with baseline normal fasting LDL measurements, who had median treatment exposure of 
24 days) and HDL cholesterol (pooled from nine trials; median exposure 40 to 42 days).

Table 2: Changes in Blood Lipid Parameters From Placebo-controlled Monotherapy Trials in Adults

Treatment Arm n/N %

Total Cholesterol
Normal to High (<200 mg/dL to ≥240 mg/dL)

Aripiprazole 34/1357 2.5

Placebo 27/973 2.8

Fasting Triglycerides
Normal to High (<150 mg/dL to ≥200 mg/dL)

Aripiprazole 40/539 7.4

Placebo 30/431 7.0

Fasting LDL Cholesterol
Normal to High (<100 mg/dL to ≥160 mg/dL)

Aripiprazole 2/332 0.6

Placebo 2/268 0.7

HDL Cholesterol
Normal to Low (≥40 mg/dL to <40 mg/dL)

Aripiprazole 121/1066 11.4

Placebo 99/794 12.5
 
In monotherapy trials in adults, the proportion of patients at 12 weeks and 24 weeks with changes from Normal to High in total 
cholesterol (fasting/nonfasting), fasting triglycerides, and fasting LDL cholesterol were similar between aripiprazole- and placebo-
treated patients: at 12 weeks, Total Cholesterol (fasting/nonfasting), 1/71 (1.4%) vs. 3/74 (4.1%); Fasting Triglycerides, 8/62 (12.9%) 
vs. 5/37 (13.5%); Fasting LDL Cholesterol, 0/34 (0%) vs. 1/25 (4.0%), respectively; and at 24 weeks, Total Cholesterol (fasting/ 
nonfasting), 1/42 (2.4%) vs. 3/37 (8.1%); Fasting Triglycerides, 5/34 (14.7%) vs. 5/20 (25%); Fasting LDL Cholesterol, 0/22 (0%) 
vs. 1/18 (5.6%), respectively.

•  Weight Gain: Weight gain has been observed with atypical antipsychotic use. Clinical monitoring of weight is recommended. In 
an analysis of 13 placebo-controlled monotherapy trials, primarily from pooled schizophrenia and bipolar disorder, with a median 
exposure of 21 to 25 days, the mean change in body weight in aripiprazole-treated patients was +0.3 kg (N=1673) compared to 
–0.1 kg (N=1100) in placebo-controlled patients. At 24 weeks, the mean change from baseline in body weight in aripiprazole-
treated patients was –1.5 kg (n=73) compared to –0.2 kg (n=46) in placebo-treated patients.
Table 3 shows the percentage of adult patients with weight gain ≥7% of body weight in the 13 pooled placebo-controlled 
monotherapy trials.

Table 3: Percentage of Patients From Placebo-controlled Trials in Adult Patients with Weight Gain ≥7% of Body Weight

Indication Treatment 
Arm N n (%)

Schizophreniaa
Aripiprazole 852 69 (8.1)

Weight gain ≥7% of  
body weight

Placebo 379 12 (3.2)

Bipolar Maniab
Aripiprazole 719 16 (2.2)

Placebo 598 16 (2.7)

a4-6 weeks’ duration. b3 weeks’ duration.

Orthostatic Hypotension: Aripiprazole may cause orthostatic hypotension, perhaps due to its α1-adrenergic receptor antagonism. 
Orthostasis occurred in 4/576 (0.7%) patients treated with ABILIFY MAINTENA during the stabilization phase, including abnormal 
orthostatic blood pressure (1/576, 0.2%), postural dizziness (1/576, 0.2%), presyncope (1/576, 0.2%) and orthostatic hypotension 
(1/576, 0.2%).
In the stabilization phase, the incidence of significant orthostatic change in blood pressure (defined as a decrease in systolic blood 
pressure ≥20 mmHg accompanied by an increase in heart rate ≥25 when comparing standing to supine values) was 0.2% (1/575). 
Leukopenia, Neutropenia, and Agranulocytosis: Class Effect: In clinical trials and post-marketing experience, leukopenia and 
neutropenia have been reported temporally related to antipsychotic agents, including oral aripiprazole. Agranulocytosis has also 
been reported.
Possible risk factors for leukopenia/neutropenia include pre-existing low white blood cell count (WBC) and history of drug-induced 
leukopenia/neutropenia. In patients with a history of a clinically significant low WBC or drug-induced leukopenia/neutropenia 
perform a complete blood count (CBC) frequently during the first few months of therapy. In such patients, consider discontinuation of  
ABILIFY MAINTENA at the first sign of a clinically significant decline in WBC in the absence of other causative factors.
Monitor patients with clinically significant neutropenia for fever or other symptoms or signs of infection and treat promptly if 
such symptoms or signs occur. Discontinue ABILIFY MAINTENA in patients with severe neutropenia (absolute neutrophil count  
<1000/mm3) and follow their WBC counts until recovery.
Seizures:  As with other antipsychotic drugs, use ABILIFY MAINTENA cautiously in patients with a history of seizures or with 
conditions that lower the seizure threshold. Conditions that lower the seizure threshold may be more prevalent in a population of 
65 years or older.
Potential for Cognitive and Motor Impairment: ABILIFY MAINTENA, like other antipsychotics, may impair judgment, thinking, or 
motor skills. Instruct patients to avoid operating hazardous machinery, including automobiles, until they are reasonably certain that 
therapy with ABILIFY MAINTENA does not affect them adversely.
Body Temperature Regulation: Disruption of the body’s ability to reduce core body temperature has been attributed to antipsychotic 
agents. Appropriate care is advised when prescribing ABILIFY MAINTENA for patients who will be experiencing conditions which 
may contribute to an elevation in core body temperature, (e.g., exercising strenuously, exposure to extreme heat, receiving 
concomitant medication with anticholinergic activity, or being subject to dehydration).
Dysphagia: Esophageal dysmotility and aspiration have been associated with antipsychotic drug use, including ABILIFY MAINTENA. 
ABILIFY MAINTENA and other antipsychotic drugs should be used cautiously in patients at risk for aspiration pneumonia. 
ADVERSE REACTIONS: The following adverse reactions are discussed in more detail in other sections of the labeling in the  
Full Prescribing Information:
•  Increased Mortality in Elderly Patients with Dementia-Related Psychosis [see Boxed Warning and Warnings and Precautions (5.1)]
•  Cerebrovascular Adverse Reactions, Including Stroke in Elderly Patients with Dementia-Related Psychosis [see Boxed Warning 

and Warnings and Precautions (5.2)]
• Neuroleptic Malignant Syndrome [see Warnings and Precautions (5.3)]
• Tardive Dyskinesia [see Warnings and Precautions (5.4)]
• Metabolic Changes [see Warnings and Precautions (5.5)]
• Orthostatic Hypotension [see Warnings and Precautions (5.6)]
• Leukopenia, Neutropenia, and Agranulocytosis [see Warnings and Precautions (5.7)]
• Seizures [see Warnings and Precautions (5.8)]
• Potential for Cognitive and Motor Impairment [see Warnings and Precautions (5.9)]
•  Body Temperature Regulation [see Warnings and Precautions (5.10)]
• Dysphagia [see Warnings and Precautions (5.11)]
Clinical Trials Experience: 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 practice.
Safety Database of ABILIFY MAINTENA and Oral Aripiprazole: Aripiprazole has been evaluated for safety in 16,114 adult patients 
who participated in multiple-dose, clinical trials in schizophrenia and other indications, and who had approximately 8,578 patient-
years of exposure to oral aripiprazole. A total of 3,901 patients were treated with oral aripiprazole for at least 180 days, 2,259 patients 
were treated with oral aripiprazole for at least 360 days, and 933 patients continuing aripiprazole treatment for at least 720 days.
ABILIFY MAINTENA 300-400 mg every 4 weeks has been evaluated for safety in 1,287 adult patients in clinical trials in schizophrenia, 
with approximately 1,281 patient-years of exposure to ABILIFY MAINTENA. A total of 832 patients were treated with ABILIFY 
MAINTENA for at least 180 days (at least 7 consecutive injections) and 630 patients treated with ABILIFY MAINTENA had at least 
1 year of exposure (at least 13 consecutive injections).
The conditions and duration of treatment with ABILIFY MAINTENA included double-blind and open-label studies. The safety profile 
of ABILIFY MAINTENA is expected to be similar to that of oral aripiprazole. Therefore, most of the safety data presented below are 
derived from trials with the oral formulation. In patients who tolerated and responded to treatment with oral aripiprazole and single-blind 
ABILIFY MAINTENA and were then randomized to receive ABILIFY MAINTENA or placebo injections under double-blind conditions, the 
incidence of adverse reactions was similar between the two treatment groups.
Adverse Reactions of ABILIFY MAINTENA and Oral Aripiprazole: Adverse Reactions Associated with Discontinuation of 
Oral Aripiprazole: Based on a pool of five placebo-controlled trials (four 4-week and one 6-week) in which oral aripiprazole was 
administered to adults with schizophrenia in doses ranging from 2 mg/day to 30 mg/day, the incidence of discontinuation due to 
adverse reactions was 7% in oral aripiprazole-treated and 9% in placebo-treated patients. The types of adverse reactions that led to 
discontinuation were similar for the aripiprazole-treated and placebo-treated patients.
Commonly Observed Adverse Reactions of Oral Aripiprazole: Based on a pool of five placebo-controlled trials (four 4-week and one 
6-week) in which oral aripiprazole was administered to adults with schizophrenia in doses ranging from 2 mg/day to 30 mg/day, the 
only commonly observed adverse reaction associated with the use of oral aripiprazole in patients with schizophrenia (incidence of 
5% or greater and aripiprazole incidence at least twice that for placebo) was akathisia (aripiprazole 8%; placebo 4%).
Less Common Adverse Reactions in Adults Treated with Oral Aripiprazole: Table 4 enumerates the pooled incidence, rounded to 
the nearest percent, of adverse reactions that occurred during acute therapy (up to 6 weeks in schizophrenia and up to 3 weeks in 
bipolar mania), including only those reactions that occurred in 2% or more of patients treated with oral aripiprazole (doses ≥2 mg/ 
day) and for which the incidence in patients treated with aripiprazole was greater than the incidence in patients treated with placebo 
in the combined dataset.
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Table 4: Adverse Reactions in Short-term, Placebo-controlled Trials in Adult Patients Treated with Oral Aripiprazole

Percentage of Patients Reporting Reactiona

  System Organ Class
             Preferred Term

Oral Aripiprazole
(n=1843)

Placebo
(n=1166)

  Eye Disorders

             Blurred Vision 3 1

  Gastrointestinal Disorders

             Nausea 15 11

             Constipation 11 7

             Vomiting 11 6

             Dyspepsia 9 7

             Dry Mouth 5 4

             Toothache 4 3

             Abdominal Discomfort 3 2

             Stomach Discomfort 3 2

  General Disorders and Administration Site Conditions

             Fatigue 6 4

             Pain 3 2

  Musculoskeletal and Connective Tissue Disorders

            Musculoskeletal Stiffness 4 3

            Pain in Extremity 4 2

            Myalgia 2 1

            Muscle Spasms 2 1

  Nervous System Disorders

            Headache 27 23

            Dizziness 10 7

            Akathisia 10 4

            Sedation 7 4

            Extrapyramidal Disorder 5 3

            Tremor 5 3

            Somnolence 5 3

  Psychiatric Disorders

            Agitation 19 17

            Insomnia 18 13

            Anxiety 17 13

            Restlessness 5 3

  Respiratory, Thoracic, and Mediastinal Disorders

            Pharyngolaryngeal Pain 3 2

            Cough 3 2
a Adverse reactions reported by at least 2% of patients treated with oral aripiprazole, except adverse reactions which had an 
incidence equal to or less than placebo.

 
An examination of population subgroups did not reveal any clear evidence of differential adverse reaction incidence on the basis of 
age, gender, or race.
Dose-Related Adverse Reactions of Oral Aripiprazole: Dose response relationships for the incidence of treatment-emergent adverse 
events were evaluated from four trials in adult patients with schizophrenia comparing various fixed oral doses of aripiprazole (2 mg/
day, 5 mg/day, 10 mg/day, 15 mg/day, 20 mg/day, and 30 mg/day) to placebo. This analysis, stratified by study, indicated that the 
only adverse reaction to have a possible dose response relationship, and then most prominent only with 30 mg, was somnolence 
[including sedation]; (incidences were placebo, 7.1%; 10 mg, 8.5%; 15 mg, 8.7%; 20 mg, 7.5%; 30 mg, 12.6%).
Injection Site Reactions of ABILIFY MAINTENA: In the open-label, stabilization phase of a study with ABILIFY MAINTENA in 
patients with schizophrenia, the percent of patients reporting any injection site-related adverse reaction was 6.3% for ABILIFY 
MAINTENA-treated patients. The mean intensity of injection pain reported by subjects using a visual analog scale (0=no pain to 
100=unbearably painful) was minimal and improved in subjects receiving ABILIFY MAINTENA from the first to the last injection in 
the open-label, stabilization phase (6.1 to 4.9).
Investigator evaluation of the injection site for pain, swelling, redness and induration following injections of ABILIFY MAINTENA in the 
open-label, stabilization phase were rated as absent for 74%-96% of subjects following the first injection and 77%-96% of subjects 
following the last injection.
Extrapyramidal Symptoms of Oral Aripiprazole: In short-term, placebo-controlled trials in schizophrenia, the incidence of reported 
EPS-related events, excluding events related to akathisia, for oral aripiprazole-treated patients was 13% vs. 12% for placebo; and 
the incidence of akathisia-related events for aripiprazole-treated patients was 8% vs. 4% for placebo.
Objectively collected data from those trials was collected on the Simpson Angus Rating Scale (for EPS), the Barnes Akathisia Scale 
(for akathisia), and the Abnormal Involuntary Movement Scale (for dyskinesias). In the schizophrenia trials, the objectively collected 
data did not show a difference between aripiprazole and placebo, with the exception of the Barnes Akathisia Scale (aripiprazole, 0.08; 
placebo, –0.05).
Similarly, in a long-term (26-week), placebo-controlled trial of schizophrenia in adults, objectively collected data on the Simpson 
Angus Rating Scale (for EPS), the Barnes Akathisia Scale (for akathisia), and the Abnormal Involuntary Movement Scale (for 
dyskinesias) did not show a difference between aripiprazole and placebo.
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.
Adverse Reactions in Long-Term, Double-Blind, Placebo-Controlled Trials of Oral Aripiprazole: The adverse reactions reported in 
a 26-week, double-blind trial comparing oral aripiprazole and placebo in patients with schizophrenia were generally consistent with 
those reported in the short-term, placebo-controlled trials, except for a higher incidence of tremor [8% (12/153) for oral aripiprazole 
vs. 2% (3/153) for placebo]. In this study, the majority of the cases of tremor were of mild intensity (8/12 mild and 4/12 moderate), 
occurred early in therapy (9/12 ≤49 days), and were of limited duration (7/12 ≤10 days). Tremor infrequently led to discontinuation 
(<1%) of oral aripiprazole. In addition, in a long-term, active-controlled study, the incidence of tremor was 5% (40/859) for  
oral aripiprazole.
Other Adverse Reactions Observed During the Premarketing Evaluation of Oral Aripiprazole: Following is a list of MedDRA terms 
that reflect adverse reactions reported by patients treated with oral aripiprazole at multiple doses ≥2 mg/day during any phase of a 
trial within the database of 13,543 adult patients. All events assessed as possible adverse drug reactions have been included with 
the exception of more commonly occurring events. In addition, medically/clinically meaningful adverse reactions, particularly those 
that are likely to be useful to the prescriber or that have pharmacologic plausibility, have been included. Events already listed in 
other parts of Adverse Reactions (6), or those considered in Warnings and Precautions (5) or Overdosage (10) have been excluded. 
Although the reactions reported occurred during treatment with aripiprazole, they were not necessarily caused by it.

Events are further categorized by MedDRA system organ class and listed in order of decreasing frequency according to the following 
definitions: those occurring in at least 1/100 patients (only those not already listed in the tabulated results from placebo-controlled 
trials appear in this listing); those occurring in 1/100 to 1/1000 patients; and those occurring in fewer than 1/1000 patients.
Blood and Lymphatic System Disorders: ≥1/1000 patients and <1/100 patients - thrombocytopenia; Cardiac Disorders:  
≥1/1000 patients and <1/100 patients - palpitations, cardiopulmonary failure, myocardial infarction, cardio-respiratory arrest, 
atrioventricular block, extrasystoles, angina pectoris, myocardial ischemia; <1/1000 patients - atrial flutter, supraventricular tachycardia, 
ventricular tachycardia; Eye Disorders: ≥1/1000 patients and <1/100 patients - photophobia, diplopia, eyelid edema, photopsia; 
Gastrointestinal Disorders:  ≥1/1000 patients and <1/100 patients - gastroesophageal reflux disease, swollen tongue, esophagitis; 
<1/1000 patients - pancreatitis; General Disorders and Administration Site Conditions: ≥1/100 patients - asthenia, peripheral edema, 
chest pain; ≥1/1000 patients and <1/100 patients - face edema, angioedema; <1/1000 patients - hypothermia; Hepatobiliary Disorders:  
<1/1000 patients - hepatitis, jaundice; Immune System Disorders: ≥1/1000 patients and <1/100 patients - hypersensitivity; Injury, 
Poisoning, and Procedural Complications: ≥1/100 patients - fall; <1/1000 patients - heat stroke; Investigations: ≥1/1000 patients 
and <1/100 patients - blood prolactin increased, blood urea increased, blood creatinine increased, blood bilirubin increased; 
<1/1000 patients - blood lactate dehydrogenase increased, glycosylated hemoglobin increased; Metabolism and Nutrition 
Disorders: ≥1/1000 patients and <1/100 patients - anorexia, hyponatremia, hypoglycemia, polydipsia; <1/1000 patients - diabetic 
ketoacidosis; Musculoskeletal and Connective Tissue Disorders: ≥1/1000 patients and <1/100 patients - muscle rigidity, muscular 
weakness, muscle tightness, mobility decreased; <1/1000 patients - rhabdomyolysis; Nervous System Disorders: ≥1/100 patients 
- coordination abnormal; ≥1/1000 patients and <1/100 patients - speech disorder, hypokinesia, hypotonia, myoclonus, akinesia, 
bradykinesia; <1/1000 patients - choreoathetosis; Psychiatric Disorders: ≥1/100 patients - suicidal ideation; ≥1/1000 patients and  
<1/100 patients - loss of libido, suicide attempt, hostility, libido increased, anger, anorgasmia, delirium, intentional self injury, completed 
suicide, tic, homicidal ideation; <1/1000 patients - catatonia, sleepwalking; Renal and Urinary Disorders: ≥1/1000 patients and  
<1/100 patients - urinary retention, polyuria, nocturia; Reproductive System and Breast Disorders: ≥1/1000 patients and  
<1/100 patients - menstruation irregular, erectile dysfunction, amenorrhea, breast pain; <1/1000 patients - gynecomastia, priapism; 
Respiratory, Thoracic, and Mediastinal Disorders: ≥1/100 patients - nasal congestion, dyspnea; Skin and Subcutaneous Tissue 
Disorders: ≥1/100 patients - rash (including erythematous, exfoliative, generalized, macular, maculopapular, papular rash; acneiform, 
allergic, contact, exfoliative, seborrheic dermatitis, neurodermatitis, and drug eruption), hyperhydrosis; ≥1/1000 patients and  
<1/100 patients - pruritus, photosensitivity reaction, alopecia, urticaria.
Postmarketing Experience: The following adverse reactions have been identified during post-approval use of oral aripiprazole. 
Because these reactions are 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: rare occurrences of allergic reaction (anaphylactic reaction, 
angioedema, laryngospasm, pruritus/urticaria, or oropharyngeal spasm).
DRUG INTERACTIONS: Carbamazepine or Other CYP3A4 Inducers: Concomitant use of ABILIFY MAINTENA with carbamazepine 
or other CYP3A4 inducers decreases the concentrations of aripiprazole. Avoid use of ABILIFY MAINTENA in combination with 
carbamazepine and other inducers of CYP3A4 for greater than 14 days [see Indications and Usage, Dosage and Administration (2.3) 
and Clinical Pharmacology (12.3)].
Ketoconazole or Other Strong CYP3A4 Inhibitors: Concomitant use of ABILIFY MAINTENA with ketoconazole or other CYP3A4 
inhibitors for more than 14 days increases the concentrations of aripiprazole and reduction of the ABILIFY MAINTENA dose is 
recommended [see Dosage and Administration (2.3) and Clinical Pharmacology (12.3)]. Due to prolonged-release characteristics of 
ABILIFY MAINTENA, short-term co-administration of ketoconazole or other inhibitors of CYP3A4 with ABILIFY MAINTENA does not 
require a dose adjustment.
Quinidine or Other Strong CYP2D6 Inhibitors: Concomitant use of ABILIFY MAINTENA with quinidine or other CYP2D6 inhibitors 
increases the concentrations of aripiprazole after longer-term use (i.e., over 14 days) and reduction of the ABILIFY MAINTENA dose 
is recommended [see Dosage and Administration (2.3) and Clinical Pharmacology (12.3)]. Due to prolonged-release characteristics 
of ABILIFY MAINTENA, short-term co-administration of quinidine or other CYP2D6 inhibitors with ABILIFY MAINTENA does not 
require a dose adjustment.
CNS Depressants: Given the CNS depressant effects of aripiprazole, use caution when ABILIFY MAINTENA is taken in combination 
with other centrally-acting drugs or alcohol.
Anti-Hypertensive Agents: Due to its α1-adrenergic antagonism, aripiprazole has the potential to enhance the effect of certain 
antihypertensive agents.
USE IN SPECIFIC POPULATIONS: Pregnancy: Pregnancy Category C: Risk Summary: Adequate and well controlled studies with 
aripiprazole have not been conducted in pregnant women. Neonates exposed to antipsychotic drugs (including ABILIFY MAINTENA) 
during the third trimester of pregnancy are at risk for extrapyramidal and/or withdrawal symptoms following delivery. In animal studies, 
aripiprazole demonstrated developmental toxicity, including possible teratogenic effects in rats and rabbits at doses 1-10 times the 
oral maximum recommended human dose [MRHD] of 30 mg/day based on a mg/m2 body surface area. ABILIFY MAINTENA should 
be used during pregnancy only if the potential benefit justifies the potential risk to the fetus.
Clinical Considerations: Fetal/Neonatal Adverse Reactions: Monitor neonates exhibiting extrapyramidal or withdrawal symptoms. 
Some neonates recover within hours or days without specific treatment; others may require prolonged hospitalization.
Animal Data: Pregnant rats were treated with oral doses of 3 mg/kg/day, 10 mg/kg/day, and 30 mg/kg/day (1 times, 3 times, and  
10 times the oral maximum recommended human dose [MRHD] of 30 mg/day on a mg/m2 body surface area) of aripiprazole during 
the period of organogenesis. Gestation was slightly prolonged at 30 mg/kg. Treatment caused a slight delay in fetal development, 
as evidenced by decreased fetal weight (30 mg/kg), undescended testes (30 mg/kg), and delayed skeletal ossification (10 mg/kg  
and 30 mg/kg). There were no adverse effects on embryofetal or pup survival. Delivered offspring had decreased body weights  
(10 mg/kg and 30 mg/kg), and increased incidences of hepatodiaphragmatic nodules and diaphragmatic hernia at 30 mg/kg (the other 
dose groups were not examined for these findings). A low incidence of diaphragmatic hernia was also seen in the fetuses exposed 
to 30 mg/kg. Postnatally, delayed vaginal opening was seen at 10 mg/kg and 30 mg/kg and impaired reproductive performance 
(decreased fertility rate, corpora lutea, implants, live fetuses, and increased post-implantation loss, likely mediated through effects on 
female offspring) was seen at 30 mg/kg. Some maternal toxicity was seen at 30 mg/kg; however, there was no evidence to suggest 
that these developmental effects were secondary to maternal toxicity.
In pregnant rats receiving aripiprazole injection intravenously (3 mg/kg/day, 9 mg/kg/day, and 27 mg/kg/day) during the period of 
organogenesis, decreased fetal weight and delayed skeletal ossification were seen at the highest dose, which also caused some 
maternal toxicity.
Pregnant rabbits were treated with oral doses of 10 mg/kg/day, 30 mg/kg/day, and 100 mg/kg/day (2 times, 3 times, and 11 times human 
exposure at the oral MRHD of 30 mg/day based on AUC and 6 times, 19 times, and 65 times the oral MRHD of 30 mg/day based on 
mg/m2 body surface area) of aripiprazole during the period of organogenesis. Decreased maternal food consumption and increased 
abortions were seen at 100 mg/kg. Treatment caused increased fetal mortality (100 mg/kg), decreased fetal weight (30 mg/kg and  
100 mg/kg), increased incidence of a skeletal abnormality (fused sternebrae at 30 mg/kg and 100 mg/kg), and minor skeletal variations  
(100 mg/kg).
In pregnant rabbits receiving aripiprazole injection intravenously (3 mg/kg/day, 10 mg/kg/day, and 30 mg/kg/day) during the period 
of organogenesis, the highest dose, which caused pronounced maternal toxicity, resulted in decreased fetal weight, increased fetal 
abnormalities (primarily skeletal), and decreased fetal skeletal ossification. The fetal no-effect dose was 10 mg/kg, which produced 
5 times the human exposure at the oral MRHD based on AUC and is 6 times the oral MRHD of 30 mg/day based on mg/m2 body 
surface area.
In a study in which rats were treated with oral doses of 3 mg/kg/day, 10 mg/kg/day, and 30 mg/kg/day (1 times, 3 times, and 10 times 
the oral MRHD of 30 mg/day on a mg/m2 body surface area) of aripiprazole perinatally and postnatally (from day 17 of gestation 
through day 21 postpartum), slight maternal toxicity and slightly prolonged gestation were seen at 30 mg/kg. An increase in stillbirths 
and decreases in pup weight (persisting into adulthood) and survival were seen at this dose.
In rats receiving aripiprazole injection intravenously (3 mg/kg/day, 8 mg/kg/day, and 20 mg/kg/day) from day 6 of gestation through day 
20 postpartum, an increase in stillbirths was seen at 8 mg/kg and 20 mg/kg, and decreases in early postnatal pup weights and survival 
were seen at 20 mg/kg. These doses produced some maternal toxicity. There were no effects on postnatal behavioral and reproductive 
development.
Nursing Mothers: Aripiprazole is excreted in human breast milk. A decision should be made whether to discontinue nursing or to 
discontinue the drug, taking into account the importance of the drug to the mother.
Pediatric Use: Safety and effectiveness of ABILIFY MAINTENA in patients <18 years of age have not been evaluated.
Geriatric Use: Safety and effectiveness of ABILIFY MAINTENA in patients >60 years of age have not been evaluated. In oral 
single-dose pharmacokinetic studies (with aripiprazole given in a single oral dose of 15 mg), aripiprazole clearance was 20% lower 
in elderly (≥65 years) subjects compared to younger adult subjects (18 to 64 years). There was no detectable age effect, however, in 
the population pharmacokinetic analysis of oral aripiprazole in schizophrenia patients. Also, the pharmacokinetics of oral aripiprazole 
after multiple doses in elderly patients appeared similar to that observed in young, healthy subjects. No dosage adjustment of ABILIFY 
MAINTENA is recommended for elderly patients [see also Boxed Warning and Warnings and Precautions (5.1)].
CYP2D6 Poor Metabolizers: Approximately 8% of Caucasians and 3–8% of Black/African Americans cannot metabolize CYP2D6 
substrates and are classified as poor metabolizers (PM). Dosage adjustment is recommended in CYP2D6 poor metabolizers due to 
high aripiprazole concentrations [see Dosage and Administration (2.3), Clinical Pharmacology (12.3)].
OVERDOSAGE: Human Experience: The largest known case of acute ingestion with a known outcome involved 1260 mg of oral 
aripiprazole (42 times the maximum recommended daily dose) in a patient who fully recovered.
Common adverse reactions (reported in at least 5% of all overdose cases) reported with oral aripiprazole overdosage (alone or 
in combination with other substances) include vomiting, somnolence, and tremor. Other clinically important signs and symptoms 
observed in one or more patients with aripiprazole overdoses (alone or with other substances) include acidosis, aggression, aspartate 
aminotransferase increased, atrial fibrillation, bradycardia, coma, confusional state, convulsion, blood creatine phosphokinase 
increased, depressed level of consciousness, hypertension, hypokalemia, hypotension, lethargy, loss of consciousness, QRS complex 
prolonged, QT prolonged, pneumonia aspiration, respiratory arrest, status epilepticus, and tachycardia.
Management of Overdosage: In case of overdosage, call the Poison Control Center immediately at 1-800-222-1222.
PATIENT COUNSELING INFORMATION: Physicians are advised to discuss the FDA-approved patient labeling (Medication Guide) 
with patients for whom they prescribe ABILIFY MAINTENA.
Distributed and marketed by Otsuka America Pharmaceutical, Inc., Rockville, MD 20850
Marketed by Lundbeck, Deerfield, IL 60015 USA
ABILIFY MAINTENA is a trademark of Otsuka Pharmaceutical Co., Ltd., Tokyo, 101-8535 Japan

© 2013 Otsuka Pharmaceutical Co., Ltd.      09US12L-1001B      February 2013
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