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In the unusual setting of APA’s headquarters building in Washington, psychiatrist
Frank Ochberg, M.D., is sworn in as Michigan’s new commissioner of mental
health by Chief Judge for the U.S. Court of Appeals, District of Columbia, David
Bazelon, as Ochberg’s wife Lynn looks on.

FDA Names First Drugs
For Package Inserts

By B. S. Herrington

THE Foob AND DRUG ADMINISTRA-
TioN has targeted a group of 50 to 75
prescription drugs—16 of them more
or less commonly prescribed by psy-
chiatrists—to be among the first to
have patient information leaflets dis-
pensed with the products in a major
effort that would eventually lead to
patient labeling for most drugs.

In draft regulations issued in the
July 6 Federal Register, the agency
has formally proposed to devise pa-
tient labeling based on information
contained in physician drug inserts.
They would, however, be written in
nontechnical language and less detail.
Commonly referred to as ‘‘patient
package inserts,’’ although they
would be handed out by the pharma-
cist, the leaflets would describe in eas-
ily understandable terms a drug’s in-
dications and contraindications, ad-
verse reactions and potential hazards,

precautions for use, and special han-
dling and storage. Encouragement for
the patient to carefully read the infor-
mation and closely follow the instruc-
tions for use would also be an impor-
tant part of the design.

The proposed rules also provide for
exemptions, several of which have
been previously advocated by some
psychiatrists. Physicians, for in-
stance, would be able to direct that
the pamphlets be withheld for certain
patients for medical reasons, such as
in cases in which the information would
be detrimental emotionally. FDA un-
derscores that this exception should
be only rarely invoked, however, and
not because it might lead a patient to
refuse to take or to discontinue taking
prescribed medications. It also ex-
empts legally incompetent patients,
persons needing emergency treatment,
and patients who are blind or whose
primary language is not English.

See “‘FDA,”’ page 11

Psychiatry Advanced
In Medicare Testimony

By Margaret C. McDonald

THE AMERICAN PSYCHIATRIC ASSOCI-
ATION, in recent testimony before the
Health Subcommittee of the House
Ways and Means Committee, gave
the first public indication of the bold,
assertive approach it plans to take in
defending psychiatry’s domain.

Testifying on proposed Medicare
amendments to make CMHCs quali-
fied providers (H.R. 3990 and H.R.
2369, a similar bill with more liberal
outpatient coverage), Walter J. Tar-
dy, Jr., M.D., told Congressman
Charles Rangel’'s (D-N.Y.) sub-
committee, ‘‘APA supports the con-
cept of direct reimbursement to
CMHCs only where the necessity for
case management or supervision of a
patient by a physician, preferably a
psychiatrist, is set forth in the legisla-
tion.”” Tardy recommended deletion
of a section of H.R. 3990 which would
allow a psychologist to bill a Medicare
provider directly for inpatient serv-
ices, commenting, ‘‘Such provision
would preclude an individual from re-
ceiving the entire spectrum of diag-
noses and services available from the
American health care system—such
as are necessary to develop the most
appropriate treatment plan.”

The New York psychiatrist re-
quested that the recent Virginia deci-
sion by U.S. District Court Judge D.
Dortch Warriner reaffirming this posi-
tion [Psychiatric News, May 4} be
made part of the hearing record. Tar-
dy quoted for the subcommittee some
sections of the decision, including the
following statements: **. . . but in the
treatment of nervous and mental dis-
orders, psychiatrists are capable of
providing a full range of psychiatric
treatments, not just psychotherapy.
... It is undisputed that clinical psy-
chologists are not qualified to diag-
nose nervous and mental disorders

and to decide from what source these
disorders stem. . . . It is also undis-
puted that the only method of making
sure that a physical disorder does not
complicate treatment by a clinical
psychologist is regular contact be-
tween the psychologist’s patient and a
medical doctor.”” Tardy cited APA’s
opinion ‘‘that if direct reimbursement
for other mental health care providers
is to be considered, it should be done
so with clear specificity for the cir-
cumstances surrounding nervous,
mental, or emotional disorders which
authorize differences for collaborative
or individual independent responsibil-
ities in the treatment of the elderly’s
mental health problems.”’

When queried by Rangel on what
role psychologists should have, Tardy
responded with his opinion that ‘‘psy-
chologists can be competent at psy-
chotherapy under the supervision of a
psychiatrist who had made sure that

See ‘‘Testimony,”’ page 4
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Willard Gaylin, M.D., co-founder and president
of the Institute of Society, Ethics, and the Life
Sciences, discusses feelings in the interview be-
ginning on page 3.
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Results of a new study confirm that lower doses
of antipsychotic drugs work just as well as high-
er doses. Results of the study, reported at
APA’s recent annual meeting, are discussed in
the article on page 5.
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Certain life members and life fellows are ex-
empt from the APA continuing medical educa-
tion requirement. Full details are in the story on
page 10.

* ok ok
One in four cases of bipolar illness is either mis-

takenly diagnosed or not detected at all, accord-
ing to the article on page 27.
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JCAH: A New Structure

As OF JUNE 30, the Joint Commission
on the Accreditation of Hospitals
(JCAH), as part of its massive reor-
ganization efforts, officially termi-
nated its four accreditation councils,
including the Accreditation Council
for Psychiatric Facilities. In their
place will be a newly constituted, less
autonomous JCAH entity—the pro-
fessional and technical advisory com-
mittee (PTAC).

JCAH hopes, in tightening its struc-
ture, to centralize decision-making
authority in its Board of Commis-
sioners and to develop a set of consol-
idated standards that may be used in
surveying facilities offering multiple
services, which, in the past, have
been subject to a separate survey for
each service.

The JCAH face-lift began in Octo-
ber 1978 when its board of commis-

sioners (BOC) authorized implemen-
tation of a major reorganization as the
culmination of what JCAH president
John E. Affeldt, M.D., has described
as ‘‘a comprehensive study of the or-
ganization and operations of the joint
commission which was conducted by
the board’s planning and organization
committee, in conjunction with a team
of selected consultants.”” The gist of
that report was that decision-making
power within the commission needed
to lie with one body, the BOC, rather
than be spread throughout a series of
entities, in this case the accreditation
councils. This advice meant that the
accreditation councils would have to
yield. Each of the four councils was
composed of representatives of rele-
vant organizations that paid for the
number of seats they wished to have
on the council, up to a maximum of

three (the number APA had). The ac-
creditation councils were empowered
to develop standards, set up accredit-
ing programs, and hear appeals. The
JCAH board of commissioners, al-
though it could remand council deci-
sions for reconsideration, had no veto
power on council decisions, a situa-
tion that spread much of JCAH’s deci-
sion-making power among four bodies
that could independently initiate con-
tradictory policy.

In place of the accreditation coun-
cils, five professional and technical
advisory committees (PTACs) will be
established to interact with the vari-
ous accrediting programs: psychiat-
ric, mental retardation/developmental
disabilities, long-term, ambulatory,
and hospital accreditation. JCAH’s
George Coldewey, vice-president for

See “JCAH,” page 6



Slogans

Guest Editorial

By Irwin N. Perr, M.D., J.D.

IN RECENT YEARS, legislative changes
and judicial decisions have drastically
altered the management of in-
voluntary patients in governmental in-
stitutions. Partly this reflected anxiety
about the basic civil rights of those de-
prived of freedom wherever that
might be (e.g., mental hospitals, pris-
ons, juvenile institutions), and partly
a concern for how declining public
monies were spent with a need for
new levels of accountability. It re-
flected both the growing suspicion of
autonomus systems with unchecked
power and the numerous philosophi-
cal approaches toward the ‘‘disad-
vantaged’’ of all types.

In a pluralistic society, communi-
cating in a simple, understandable
fashion is a sine qua non in estab-
lishing a base for public support. For
example, a controversial issue such as
abortion accessibility has a mighty
battle of sloganeers between those
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who favor the ‘‘right to life’’ and
those who favor ‘‘freedom of
choice.”

Similarly, in developing mental
health policy, key expressions have
been crucial in spurring adoption of
new policies. Such expressions or slo-
gans may have little to do with the ac-
tual content or meaning of the policies
that follow in their wake. The most
significant governmental change in the
last ten years has been the vast expan-
sion of legal rights to mental patients.
Those favoring these changes could
accurately be called ‘‘due process-
ors,” reflecting the propounding of the
extension of due process to an under-
represented powerless group. That
term, however, would have little pub-
lic relations value.

The expression, ‘‘right to treat-
ment,”’ resulted in a number of mes-
sages, ironically the least of which
had ultimately to do with treatment.
Right to treatment cases have general-
ly dealt with due process, the right to
a humane environment (physical sur-
roundings, sufficient sinks and toilets,
minimizing of crowding, etc.) and the
establishment of minimal standards
for staffing. The latter is closest to a
concern for actual treatment, but it is
not synonymous. ‘‘Right to treat-
ment’’ frequently has meant only the
opportunity for various groups to as-
sert their claims to the mental health
turf and an ill-advised egalitarianism
of a poorly rationalized assortment of
people who work in mental health set-
tings, all lumped together as ‘‘mental
health professionals,’’ another ex-
pression that has spread more dark-
ness than light.

In a society based on legal pro-
tection of various freedoms, success-
ful slogans use the word ‘‘right.”
Thus the ‘‘right to treatment’’ con-
veys goodness as does the right not to
have intrusive or hazardous treat-
ments arbitrarily imposed. Trans-
mitted into actual policy, this right
makes sense when applied to psycho-
surgery, becomes less meaningful
when applied to electroencephalo-
therapy (electroshock therapy), and
ludicrous when applied to the every-
day use of medication. Thus, when
courts become arbiters of medical
treatment, even with the best of in-
tentions (the Lima case in Ohio and
the Rennie case in New Jersey), chaos
results.

A common element in recent legal
change is the loss of medical input and
the legal direction of actual treatment.
Some courts are now practicing medi-
cine, doing it badly, and, as the ulti-
mate authority, unchecked without
peer review. Many judges recognize
the uncomfortable position of trying
to be a medical authority based on a
scattering of adversarial presenta-
tions. As the judge in the Rennie case
acknowledged (but did not heed), ‘A
little knowledge can be dangerous.”’

A major current shibboleth is the
right to the ‘‘least restrictive alterna-
tive.”’ Logically, this expression
means the least amount of restriction
of freedom compatible with the needs
of the situation. The reality is that it is
a beauteous expression affirming the
need to counterbalance the use of po-
lice power and has resulted in an un-
thinking focus only on bodily free-
dom. The expression started with a
concern for physical confinement and
has in short order been extended to a
variety of ordinary hospital mecha-
nisms or treatment systems. Thus
transfers between or within hospitals

became subject to legal reviews (with
the accompanying paralysis and
delays characteristic of the law), and
finally the concept has extended to
medical treatment itself, first the
choice of medication and then to ad-
justment of amounts.

Physicians need to communicate to
courts the medical basis for treatment
decisions and needs. Certainly pa-
tients, particularly those held in-
voluntarily, should have the opportu-
nity for adequate and appropriate
treatment. Insufficient attention to
this ‘‘right”” has been discussed by
Treffert in his review of patients who
*‘died with their rights on.”’

This concern for the individual
rather than a total focus on the pro-
cess has been recognized in custody
law where increasingly courts make
decisions ‘‘in the best interests of the
child.”” The right to care and treat-
ment unfortunately must often con-
flict with the right to freedom. Fre-
quently both cannot be simultaneous-
ly feasible or compatible. The

decision must broadly be in ‘‘the best
interests of the patient.”’

I would suggest that judges, in the
exercise of judgment mandated to
them, be encouraged to accept as an
element of their determinations con-
sideration of ‘‘the most beneficial al-
ternative’’ —a principle not inconsis-
tent with acknowledgment of the need
for the least restrictive alternative but
one that would also allow for a balanc-
ing of needs and rights and for review
of the likely long-term benefits and
risks. It is indeed ironic that where we
once could say, ‘'Plus ca change, plus
c’est la meme chose,”” we can now
observe only that the more things im-
prove, the worse they get. Perhaps
adoption of the most beneficial alter-
native principle would once again al-
low for a humanitarian, intelligent,
and helping intervention when it does
become necessary. Psychiatrists in-
volved in the legislative process, there-
fore, should encourage the inclusion
of *‘the most beneficial alternative’” as
a mandatory ingredient in all new
commitment laws. 8A-10
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Psychiatric News invites readers to send letters, preferably not more than 500 words in length. Submission of aletter implies con-
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Medical Model

THIS 1S TO COMPLIMENT you for your
June 15 issue. It repaid careful read-
ing. Three articles described psychia-
try’s present problems and explained
the reasons for their development.

Alan Stone predicted that psychia-
try’s future position will be close to
medicine. ‘It is the medical model
which gives clinical coherence . . . to
all the other models . . . the general
practitioner of psychiatry, the prag-
matic eclectic, must be respected and
preserved or, like the general practi-
tioner of medicine, will disappear into
a growing number of narrower and
narrower subspecialties. Organized
psychiatry must resist that or we will
all suffer.””

Organized psychiatry does not
seem to have heard because another
article reported that the American
Board of Psychiatry and Neurology
changed its training requirement from
the provision that at least one year of
a four-year training program in psy-
chiatry be spent in an approved pro-
gram providing ‘‘supervised, direct
responsibility for the general medical
care of children and/or adults’’ to
“‘four-12’’ months.

Either the way to preserve the gen-
eral practitioner of psychiatry is to re-
duce the required training period in
organic medicine from one year to
four months or the medical model is
something to which we pay only lip
service. The latter seems to be the
case. Psychiatric departmental chair-
men and residency program directors
who control the American Board of
Psychiatry’s decisions put their first
priority on staffing their departments
rather than on the quality of the psy-
chiatrists they produce. They de-
crease the time spent by their residents
on medicine, pediatrics, and surgery
services to increase their time on the
psychiatric units. They fear PGY one
residents may switch their residencies
from psychiatry to other specialties
after service in other departments. If
psychiatric residents spend too much
time treating the organically ill there
also may not be enough residents for
academic psychiatrists to supervise.
This might force academic psychia-
trists in training hospitals to personal-
ly treat patients rather than to super-
vise others caring for them. Academic

psychiatrists will, however, escape
this fate by training non-psychiatric
primary therapists to care for psychi-
atric inpatients (Glickman, L. The
Demedicalization of Psychiatry, Psy-
chiatric Opinion, May 1979).

The result of our deeds contra-
dicting our words appears in a third
article headed " Decline of Psychiatric
Residents Subject of Probe.”” Solo-
man and Nathan found ‘‘that although
all of the hospitals’ staff held low opin-

See “*Letters,”’ page 8
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Gaylin on Feelings

By Margaret C. McDonald

PSYCHIATRIST WILLARD GAYLIN,
M.D., co-founder and president of the
influential Institute of Society, Ethics,
and the Life Sciences in Hastings on
Hudson, New York, hovers over the
shoulder of American psychiatry like
its conscience. Not content to let
things lie, he picks them up, turns
them over to examine the usually hid-
den underside, seeks a new per-
spective, and offers his assessment to
all listeners —often causing them, in
the process, to re-examine their own
impressions. In the past, Gaylin has
scrutinized such issues as war resist-
ers, the judicial and parole system,
and multiple aspects of medical and
research ethics in such books as In
the Service of Their Country: War Re-
sisters in Prison, Partial Justice: A
Study of Bias in Sentencing, Doing
Good: The Limits of Benevolence,
and Operating on the Mind: The Psy-
chosurgery Conflict.

Lately, with the publication of a
new book, Feelings: Our Vital Signs
(Harper and Row, 1979), he has
turned his attention to what he calls
the ‘‘small passions,”’ which he feels
have been sorely neglected by psychi-
atry and psychology. Shunning quan-
tification as the oft-taken but perhaps
wrong path, Gaylin reexamines ‘‘that
elusive, neglected aspect of emotions
called ‘feelings’ *’ by eschewing ob-
Jective analysis in favor of *‘the shad-
ow world of the inexact, the poetic,
and the subjective.”’ He recently dis-
cussed his feelings about feelings with
Psychiatric News.

Psychiatric News: Let’s begin where
you begin the book, by saying, ‘‘Feel-
ings are internal directives essential for
human life. In addition, and not just in
passing, they are their own rewards.
They are the instruments of rationality,
not alternatives. . . . Feelings become
the guides to [rational] choice.”’ To me
that was the essence of what you are
trying to say throughout the book.

Gaylin: In many ways that which you
have quoted almost summarizes the
raison d’étre of the book. . . . Feel-
ings are the reason people go to thera-
py. They don’t go because of failures.
They only go because of their feelings
about their failures. . . . But feelings
have not been part of the theoretical
structure, and they have not been a
major part of the research area except
for the primary emotions of fear and
anger and the so-called grand emo-
tions. But the small passions, which
make up most people’s lives, have not
been. Now, in the book I try to offer
an explanation why. One is, indeed,
that psychology has been dominated
by behaviorism, and behaviorism dis-
trusts or disbelieves in feelings. . . .
Secondly . . ., psychology has been
very animal-oriented, and animals do
not have a range of feelings. Now why
psychiatry has neglected it is because
psychiatry and psychoanalysis have
in a sense been a part of medicine . . .
and the scientific tradition in the
heydey of empiricism, ... of mea-
surement and quantification.

Psychiatric News: And we can’t quan-
tify subjective material.

Gaylin: There is no way. ... The
very nature of feelings is that there is
no way to quantify them, and you
have to take a [9th century analytic
approach to them. ... Certain mis-
conceptions have arisen. One is that
somehow or other emotion is the op-
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posite of rationality and intelligence.
One of the things I try to show is that
emotions are essentially parallel to ra-
tionality and intelligence.

Psychiatric News: Why, then, have we
failed to realize the inherent problems
in trying to quantify everything and the
misleading assumptions that can come
from quantified data?

Gaylin: 1 think we’re beginning to.
... Knowing that 80 percent of
people do this and 20 percent do that
gives you relatively little help in
knowing what people ought to do, so
there’s been a reexamination of the
value and objectivity of data. I think
the physical sciences have introduced
chance, relativism; and it may be that
we’ll see a second growing up of the
social sciences. . . .

A second point I make strongly is
opposition to the idea that there are
good feelings and bad feelings. People

Dr. Gaylin

who are simply unknowledgable
about human behavior have decided
that guilt and anxiety are bad feelings.
Now, obviously inappropriate guilt is
a bad feeling, and inappropriate anx-
iety, but so is inappropriate joy and
elation. . Guilt and anxiety are

painful emotions. They are good. If
we do not possess them, we are in real

trouble. . . . Feelings are fine tuning
in a sense. . . . They’re like thermo-
stats.

Psychiatric News: Are you using the
terms ‘‘feelings’’ and ‘‘emotions’’ syn-
onymously?

Gaylin: No. ... Emotions are that
broad range which includes physiolo-
gy; the affect, which is visible to oth-
ers; and the signal to ourself-—the
feeling. . . . I use anxiety to mean the
vague sense that something is threat-
ening our survival either because
there’s a disorder in the environment
or there’s a weakening of ourself. . . .
And what I'm saying for the most part
is that the feeling aspect is the signal
to ourselves. The emotion is some-
thing that on the broader part signals
the group. . . . In a sense, we tend to
use anxiety when we don’t know the
source. . . .

Psychiatric News: In relieving anxiety, I
enjoyed your comment on spending
money as ‘‘a particularly gratifying

See “‘Gaylin,”’ page 24
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Testimony

Continued from page 1

the patient does not have a lesion or
disease that is organic in nature. . . .”’
Rangel also asked Tardy if he would
oppose a community mental health
center headed by a psychologist or
one that ‘‘did not include the services
of a psychiatrist,”” and Tardy said
that he would.

Rangel then called on Herbert
Dorken, Ph.D., who was testifying for
the Association for the Advancement
of Psychology, to respond to Tardy’s
remarks, and the ensuing discussion
clearly drew the battle lines in what is
rapidly becoming an interprofessional
turf war. Dorken responded by calling
Tardy’s remarks an ‘‘attempt to ex-
tend testimony unsupported by scien-
tific fact and contrary to the array of
federal law.”” He mentioned ‘‘recent
California legislation to the effect that
hospitals in California, any of them,
psychiatric or general acute care, may
appoint psychologists to the orga-
nized medical staff and many have.
We have an attorney general’s opin-
ion that a psychologist may admit to a
hospital and treat patients frequently
therein."’

In his formal testimony, Dorken
pointed out that psychologists ac-
count for ‘‘the largest doctoral-level
profession’” in CMHCs, with approxi-
mately 5,500 Ph.D. psychologists
working in the centers as compared
with about 3,000 psychiatrists, ac-
cording to his testimony. Dérken
said that the term ‘‘medically neces-
sary’’ appearing in both H.R. 3990
and H.R. -2369 ‘‘misleads and mis-
directs the HEW bureaucracy’ and
recommended that the term ‘‘medical-
ly or psychologically necessary’’ be
substituted.

Speaking of the definition of pro-
viders’ responsibilities in the CMHC
setting, Dorken called it a ‘‘sensitive
issue’’ but also a “‘political issue.’” He
said, ‘‘It is the question of whether an
efficient and economic mental health
benefit can be provided to the public

. . over the objections of those who
have sought to assure themselves a
non-competitive position in today’s
health market.

**The de facto reality of mental
health practice,”” he continued, ‘‘is
that it is multi-disciplinary. The strict
physician-supervision requirement
that has been maintained in only one
piece of national legislation, Medi-
care, is a bad joke.’’ Dérken said the
requirement was '‘undoubtedly in-
tended’’ as a quality control measure
to assure the necessity and appropri-
ateness of care, but ‘‘in practice, how-
ever, it is an impediment to efficiency

. which **. . . promotes increased
costs, leads to inappropriate services,
and forces health professionals to
operate under a legislatively-man-
dated system of fee-splitting or double
billing.”” Dorken said the language of
the two bills in question ‘‘perpetuates
this fraud’’ by obliging in practice that
“*‘every CMHC will have to hire a phy-
sician to come in and sign off on the
work of others.”” He recommended
that psychologists be included within
the definition of ‘‘physician,”” that
psychologists be authorized to prac-
tice autonomously in both inpatient
and outpatient Medicare settings, and
that psychologists’ services rendered
in any setting be directly reimburs-
able.

If a psychiatrist-psychologist turf
war is indeed raging on the floor of the
House, it is unclear at this point just
where related professions and associ-
ations will erect boundaries and draw
alliances. In testimony on the same

day by Irving H. Chase, speaking for
the Mental Health Association, the
chairman of MHA'’s health insurance
task force seemed to side with the
psychologists when he told the Rangel
subcommittee, ‘. .. H.R. 2369 and
H.R. 3990 both require that reim-
bursement be contingent on the treat-
ment being diagnosed as medically
necessary. We urge that the language
be changed to read ‘medically or psy-
chologically necessary.” > However
upon questioning by Rangel, Chase
said, ‘‘Our position is that the team in-
sofar as it relates to diagnosis and in-
sofar as it relates to treatment should
be a team decision involving all of the
impressions in the center and that
there should be a physician in-
volved.”

The position of the National Coun-
cil of Community Mental Health Cen-
ters is even less clear. Speaking for
NCCMHC, Chris Koyanagi pointed
out that both bills ‘‘begin to address
the concept of a team approach to
treatment, but H.R. 2369 makes it
clear that there is a distinction be-
tween the role of the physician in ca-
ses of physical illness compared to
mental illness. H.R. 2369 used the
term ‘case managed by a physician’
specifically to recognize the team con-
cept. H.R. 3990 continues to use the
words ‘supervised by a physician’ al-
though the House report issued last
year makes it clear that the intent is
that ‘this terminology be understood
and applied within the framework of
accepted prevailing practices fol-
lowed by qualified community mental
health centers in the provision of men-
tal health services.” NCCMHC
strongly believes that this change
should be clearly included in the legis-
lation itself and, if necessary, ampli-
fied by supporting report language.™

Although the issue of which mental
health professionals are qualified to
provide which services must ultimate-
ly be faced four-square, the question
seemed at times to overshadow the
crux of the Medicare amendment
hearings—better mental health care
for the nation’s elderly.

While APA commended the sub-
committee for recognizing the need to
reassess these needs, it did not sup-
port outright either of the bills at ques-
tion but went with Congressman
Thomas J. Downey’s (D-N.Y.) Medi-
care Mental Illness Non-Discrimina-
tion Act (H.R. 3790) ‘‘cosponsored,’”
Tardy told Rangel, ‘*by more than 20
of your colleagues on a bipartisan
basis.”” Downey himself, in later testi-
mony before the Health Subcommit-
tee, “‘applauded’’ Rangel’s proposal,
H.R. 3990, ‘‘for the steps it proposes
in eliminating discriminatory treatment
accorded mental illness under Medi-
care’’ but noted that his own bill ‘*and
a companion introduced by Senator
Heinz (S. 1289) would bring mental
health coverage completely in line
with physical health coverage. And
this,”” he said, ‘‘is what I believe our
national policy should be.” 8A-1

Meeting

THE CANADIAN Psychiatric Associa-
tion will meet September 26-29 in
Vancouver, British Columbia. Those
wishing to submit a scientific paper
should contact Dr. P. Hayes, Scien-
tific Program Chair, Department of
Psychiatry, University of Alberta,
Edmonton, Alberta, Canada. General
information is available from Dr. V.
Banno, St. Paul’s Hospital, 1081 Bur-
rard St., Vancouver, B.C., V6Z 1Y6,
Canada. 8A-4B
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Lower Neuroleptic Doses

Found To Be Effective

ALTHOUGH RAPID NEUROLEPTIZA-
TION—administering high dosages of
anti-psychotic drugs to stem psycho-
sis—has been shown to quickly alle-
viate psychotic symptoms, results of a
new study confirm that effective dos-
ages may be less than those now com-
monly used.

Researchers reported at APA’s an-
nual meeting that, except during the
first hour, lower doses of haloperidol
(two mg) administered each hour in-
tramuscularly and then orally worked
just as well as higher ones (ten mg).
And the difference during the first
hour fell short of significance, said in-
vestigator Robert Neborsky, M.D., of
the University of California at San
Diego psychiatry department, al-
though it might have clinical implica-
tions when behavior must be rapidly
controlled in an emergency.

Neborsky also stressed that the
best predictor of eventual improve-
ment was response after the first and
fourth hours. Although he noted that
the dosages correlated highly with the
anti-psychotic blood levels, he said
the serum level required to alleviate
symptoms varied with the individual.

Neborsky and his colleagues—Da-
vid Janowsky, M.D.; Ethan Munson,
B.A.; and Dennis Depry, LCDR, MC,
USN —selected as their patient group
20 on-duty seamen, ages 18 to 27, who
were in good physical health but had
been referred for psychiatric hospital-
ization from their command or local
dispensary. All displayed acute psy-
chotic symptoms; diagnosis was fur-
ther supported by the presence of four
or more symptoms on the Brief Psy-
chiatric Rating Scale.

In a strict, double-blind protocol,
half the men were randomly assigned
to the low dose treatment group,
which received hourly for up to four
hours two mg of haloperidol intra-
muscularly and then orally until
symptoms abated. The other half fol-
lowed the same treatment pattern but
received ten mg. Later analysis re-
vealed that the groups were similar at
the outset in severity of pathology.

Altogether, during these first two
phases of the study —which lasted no
longer than 14 hours after the first in-
jection—the low dosage group took
between 9.0 and 10.2 mg of haloperi-
dol, while the high dosage group in-
gested from 37.5 to 44.5 mg.

For the final six days, the ‘‘oral
maintenace phase,”’ low dose patients
took an average of 12.5 mg. daily,
while the high dose group received
from 43.6 to 52.4 mg of the neurolep-
tic.

Both groups showed a significant
decline in symptom checklist scores
over the first hour. Although the high-
er dosage proved to be more effective
during this initial time interval, by the
end of the first phase the lower dose
group had caught up. For all the pa-
tients, the drug alleviated symptoms
of excitement and hyperactivity, hos-
tility and uncooperativeness, halluci-
nations, suspiciousness, mannerisms
and posturing, and loud and boisterous
behavior. Neither somatic concern,
anxiety, tension behavior, nor de-
pressed mood improved significantly.

Regarding side effects, researchers
reported that the drug was ‘‘remark-
ably safe’” as to oversedation, ortho-
static hypotension, or toxicity, but
confirmed extrapyramidal reactions
as ‘‘virtually inevitable.”

Importantly, the results showed a
correlation between behavior change
over the first hour, first several hours,
first 24 hours, and eventual response
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to treatment after seven days. This
implies, say the researchers, ‘‘that a
decrease in psychotic symptoms in re-
sponse to an efficacious test dose may
be a predictor of future clinical re-
sponse.”’

Neborsky admitted in a telephone
interview with Psychiatric News that
he had been surprised by the results
since his ‘‘bias was in the other direc-
tion”’ in favor of higher doses. Al-
though he had noted in the study that
both groups had received average
haloperidol doses greater than the
*‘accepted clinically efficacious equiv-
alent of 400 mg chlorpromazine,”” he
explained later that the prevailing
clinical dosage for treating acute
schizophrenia is between ten and 15
mg (equivalent to 500 mg and 750 mg
chlorpromazine).

**The results of this experiment run
counter to the tendency to clinically
use high dose haloperidol,”” the re-
searchers point out. ‘*At the least, it
would appear that the average acutely
psychotic patients need less high
doses of antipsychotic drugs during
rapid neuroleptization than are usual-
ly given, and that giving a lower dose
definitely costs less, and indeed could
hypothetically be useful in preventing
later development of tardive dyski-
nesia.”’

Neborsky says that the study
‘‘demonstrates dramatically’® what
other researchers have found, al-
though it has not been adequately
publicized nor synthesized into the
working knowledge of clinicians.
8A-17

American Family Study

A MAJORITY of family members are in
favor of a national health bill and be-
lieve it will help all Americans, but
more than four out of ten are opposed
to it on the grounds that it will be just
another giveaway program that will
cost the taxpayer money. And while
families claim that they welcome
more open discussion of the subject of
alcoholism, it is still perceived not as
an illness but as a sign of personal
weakness. Out of a total sample of
more than 1,200 adult family members,
eight percent said that they drink more
than they should, which approximates
the national estimate of seven percent.
These are some of the findings in a na-
tionwide study sponsored by General
Mills, Inc., and conducted by the re-
search firm of Yankelovich, Skelly &
White, Inc. Titled The General Mills
American Family Report 1978/79:
Family Health in an Era of Stress, the
study examines the attitude of Ameri-
can families on a variety of issues con-
cerning their physical, psychological,
and emotional well-being. The com-
plete 192-page report is being widely
distributed and is available from Gen-
eral Mills, P.O. Box 1113, Minneapo-
lis, Minn. 55440. 7A-27K

Strecker Award

GEORGE E. VAILLANT, M.D., afellow
at the Center for Advanced Studies on
the Behavioral Sciences at Stanford,
California, and professor of psychia-
try at Harvard Medical School, has
been named winner of the 1979 Insti-
tute of Pennsylvania Hospital Award
in memory of Edward A. Strecker,
M.D. Vaillant was cited for his long-
term followup of several psychiatric
disorders, his elaboration of means of
coping with the problems and com-
plexities of living, and his studies of
the emotional health of physicians.
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The Harding Hospital
Worthington, Ohio

Fall Symposium

BORDERLINE PERSONALITY

DISORDER

OTTO KERNBERG, M.D.
PAULINA KERNBERG, M.D.
JOHN G. GUNDERSON, M.D.

and a distinguished panel of discussants
September 17, 1979
7 hours CME credit

THE GEORGE T. HARDING, III, SEMI-ANNUAL
SYMPOSIA ON CURRENT ISSUES IN
PSYCHOTHERAPY AND HUMAN BEHAVIOR

For information, contact:
Symposia Registrar
Harding Hospital
445 East Granville Road
Worthington, Ohio 43085
(614) 885-5381, ext. 326

Registration: $30 Closing date: September 3, 1979

The University of Chicago—Department of Psychiatry and
The Institute of Social and Behavioral Pathology
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Announces:

The Psychiatrist and the Law:
A Workshop

October 12-13, 1979

g

B

Course Director: Lawrence Zelic Freedman, M.D.
Foundations’ Fund Research Professor of Psychiatry
University of Chicago, and
Chairman, Institute of Social and Behavioral Pathology

National authorities in the fields of psychiatry, law, policy and
political science will explore significant problems in psychiatry
and law through lectures, seminars, workshops, and audio-visual
demonstrations. A moot court presided over by a distinguished
jurist will focus on psychiatric issues and offer an opportunity for
both instruction and registrant participation. Principles evolved
from the historical development of psychiatry and the law will be
discussed, as will the rapidly emerging problems arising from
changing philosophical, social, and medical perspectives. Regi-
strants will learn about the preparation of testimony, the role of
expert witness, and prosecution and defense procedures.

Among the distinguished faculty:
Norval Morris

Former Dean, University of
Chicago Law School and,
Julius Kreeger Professor of
Law

Jacques Quen, M.D.

Clinical Professor of Psychiatry
and, Assistant Director,
Section of the History of
Psychiatry, Cornell University
Medical School

Participants will be guests at the Harold Dwight Lasswell Memorial
Lecture, to be given on October, 12, 1979 by Alan Stone, M.D., Pro-
fessor of Psychiatry and Law, Harvard Law School and Medical
School, and President of the American Psychiatric Association.

For more information, contact: University of Chicago, Office of Continuing Medical
Education, Mary Ann Dillon, Course Coordinator, Box 139, 950 East 59th Street,
Chicago, Illinois 60637, or (312) 947-5646.

This program meets the criteria for 15 CME credit hours.




JCAH

Continued from page 1

operations, outlined for Psychiatric
News the major ways in which the
new PTACs will differ from the old ac-
creditation councils: a) organizations
invited to have representation on
PTACs will not pay for seats or have
any financial obligation to JCAH; b)
PTACs will have no autonomous deci-
sion-making power; and ¢) represen-
tation within PTACs will be more
broadly defined than it was on the ac-
creditation councils.

In addition to the five PTACs work-
ing with the various JCAH accrediting
programs, a sixth PTAC will be set up
to relate to JCAH staff and to deal
with education, promotion, and pub-
lications.

Affeldt, writing to APA Medical Di-
rector Melvin Sabshin, acknowledged
the BOC’s recognition ‘‘that the par-
ticipation of the various con-
stituencies of the accreditation pro-
grams in the JCAH is vital to its
growth and success,”” and advised of
the board’s vote to establish the
PTACs ‘‘for the purpose of advising
the various JCAH accreditation pro-
grams on standards, survey proce-
dures, and related matters concerning
each program.’”” JCAH outlined the
following PTAC functions:

¢ Advise and make recommenda-
tions to the program director regard-
ing standards, survey documents, and
survey procedures;

® Serve as a resource for appoint-
ments to accreditation decision appeal
hearing panels; and

® Review all exceptional accredita-
tion recommendations and those ac-
creditation decisions in which unani-
mous agreement is not reached by

staff, and make recommendations
concerning such decisions to the ac-
creditation committee of the board.

APA has been invited to have rep-
resentation on four PTACs: psychiat-
ric, mental retardation/developmental
disabilities, long-term, and hospital.
Representation on the hospital PTAC
is seen as a major step forward for
psychiatry as well as an example of
JCAH’s broadening base since it
marks the first time that psychiatry
has been included in advising on gen-
eral hospital accreditation.

Each PTAC will be directly repre-
sented on the BOC’s accreditation,
standards-survey procedures, and
policy advisory committees (the latter
to be formed). The PTAC representa-
tives to the accreditation committee
will be non-voting members. Those
chosen to sit on the standards-survey
procedures committee may vote on all
matters being recommended to staff
but not on matters constituting a final
action of the committee when it acts
on behalf of the BOC. The PTAC rep-
resentatives to the policy advisory
committee will be full voting mem-
bers. The reason for this variance in
voting privileges for PTAC committee
representatives is that since only the
BOC itself can accredit programs, on-
ly board members may cast votes
when the issue is one of accreditation.

Membership on each PTAC will be
limited to 15, including representa-
tives of invited organizations and se-
lected individual at-large members.
Members will serve a one-year term,
subject to annual review and reap-
pointment by the BOC. Although the
number of terms served by an organi-
zation is not limited, the BOC will re-
view each PTAC’s size and composi-
tion annually and will revise ‘‘as

See "'JCAH," page 14

CALL FOR PAPERS
COMPUTER APPLICATIONS IN MENTAL HEALTH:
A SOURCEBOOK

m THE MENNINGER FOUNDATION

Continuing
Education
Workshops

Size and Shape in Mental Health: A historic conference designed and
chaired by Gregory Bateson. September 7-9, 1979.

Infant Psychiatry: October 4-5, 1979.
Moral Development and Its Failures: October 18-19, 1979.

Group Psychotherapy: October 24-27, 1979; March 19-22, 1980
(Advanced); May 14-17, 1980; and }july 23-27, 1980
(Aspen, Colorado).

Family Therapy: October 29-November 1, 1979; May 19-22, 1980;
June 16-19, 1980; and }uly 28-August 1, 1980 (Aspen, Colorado).

Hospital Treatment:
November 14-16, 1979.

Psychodynamic Principles and Practices:

CME Credit Available.

All workshops will be in Topeka, Kansas. For registration informa-
tion contact June Housholder, Division of Continuing Education,
The Menninger Foundation, Box 829, Topeka, Kansas 66601.
913/234-9566, ext. 3685.

Ballinger Publishing Company plans to publish a
sourcebook of computer applications in the fields of
mental health, mental retardation and developmental
disabilities, alcoholism, and drug abuse. The source-
book will include chapters that reflect the current
state-of-the-art of the clinical uses of computer

NEW YORK UNIVERSITY POST-GRADUATE
MEDICAL SCHOOL

offers

TRAINING PROGRAM IN
GROUP PSYCHOTHERAPY 1i

Course Directors: Edward Pinney, M.D. and Samuel Slipp, M.D.
Fridays, 9:00 A.M. to Noon

This course is a continuation of Training Program In Group Psychotherapy | and is open to

those who have completed that program or had had training and experience in group

September 7, 1979 to January 25, 1980

psychotherapy. The curriculum is designed to enhance the skills of the group therapist, to
present advanced strategies of therapy and to review knowledge of current developments in
the field. Modeled on the guidelines established by the American Group Psychotherapy
Association, the course is open to psychiatrists, primary and family physicians, clinical
psychologists, psychiatric social workers, psychiatric nurses, pastoral counselors, guidance
counselors and professionals in related mental healith fields. Each weekly session is com-
posed of didactic, experiential and supervisory seminars.

applications in the mental health field.

Abstracts of the chapters should include a description
of the clinical application(s), the relevant patient
population, the current stage of development and use
by clinical personnel, the environments in which the

L . * GROUP
application(s) have been implemented, the nature of CONTINUOUS

* LECTURES IN GROUP

. PSYCHOTHERAPY CASE SEMINAR
the hardware and software which operates the + CLINICAL GROUP + LITERATURE SEMINAR
licati | fi t f tput
application, samples of input forms and outpu EYPERIENCE

reports, and future plans for development.

GUEST FACULTY

Walter Gadlin, Ph.D.
Henry Greenbaum, M.D.
Morton Kissin, Ph.D.
Jerome Kosseff, Ph.D.
Mark Novick, M.D.

L. Gerald Laufer, M.D.

Abstracts of no more than five (5) pages should be
sent by October 1 , 1979, to Dr. Jeffrey L.
Crawford, Information Sciences Division, Rockland
Research Institute, Orangeburg, New York 10962.
The authors of those abstracts selected for inclusion
will be asked to submit a more detailed chapter to the
editors.

Jean Munzer, M.D., Ph.D.
Edward Pinney, M.D.
Robert Prince, M.D.
Samuel Slipp, M.D. :
Saul Tuttman, M.D., Ph.D.
Sidney Yudin, Ph.D.

Thomas Aietlo, M.D.
lan Alger, M.D.

Helen DeRosis, M.D.
Helen Durkin, Ph.D.
Nina Fieldsteel, Ph.D.
Edrita Fried, Ph.D.

Fee: $450 Accreditation: 60 hours AMA Category |

For course brochure or information, write or phone:

N.Y.U. Post-Graduate Medical School
550 First Avenue, New York, N.Y. 10016
(212) 679-8745 (24 hour telephone)
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ANNOUNCING PUBLICATION OF

THE CHRONIC MENTAL PATIENT

Report of a Conference held in January 1978
| Edited by
John A. Talbott, M.D.

with contributions by James T. Barter, M.D., Paul R. Friedman,
J.D., Raymond Glasscote, M.A., Trevor D. Glenn, M.D., Nor-
man V. Lourie, M.S.W., W. Walter Menninger, M.D., Arthur T.
Meyerson, M.D., Kenneth Minkoff, M.D., Samuel Muszynski,
M.S.W., Lucy D. Ozarin, M.D., Gordon L. Paul, Ph.D., Ronald
Peterson, Steven S. Sharfstein, M.D., Judith Clark Turner, Jane
Bloom Yohalem, J.D.

This 277-page Report of the Conference, sponsored by APA
and President Carter's Commission on Mental Health, identi-
fies the chronic mental patient population, spells out where they
are and what their needs and rights are. It specifies what pro-
grams work and what programs do not work in meeting the
needs of these patients. It elaborates on the obstacles to imple-
menting effective programs and the economic issues involved. It
delineates the pros and cons of case management and specifies
responsibility for coordinating, implementing, and monitoring
services to chronic mental patients.

Finally, it proposes a Call to Action which opens with this
statement: “There is no more urgent concern than the needs of
the chronic mentally ill who suffer from severe, persistent, or
recurrent mental illnesses with residual social and vocational
disabilities. As a result of the deinstitutionalization programs of
the past decade and the continuing growth of high risk popu-
lations that generate chronically ill, the problems associated with
the care of these patients constitute a national crisis.”

Since the Conference, the APA Assembly and the Board of
Trustees have both approved the ‘“‘Call to Action” which calls
upon the APA to take the lead in undertaking programs to
elevate the prestige and value of work with chronic mentally ill
patients.

It follows that all APA members should be thoroughly versed
in the current problems of this chronic patient population. This is
best accomplished by reading this Conference Report now avail-
able from APA Publication Sales at $11.00 a copy.

Send coupon to: American Psychiatric Association
Publication Sales
1700 18th St., N.W.
Washington, D.C. 20009

Please send me

copyl(ies) of The Chronic Mental Patient
order #242, @ $11.00 ea.

ENCLOSED IS TOTAL PAYMENT OF $

(All domestic orders amounting to $35.00 or less must be accompanied
by payment. All foreign orders, regardless of dollar amount, must be ac-
companied by payment.)

Name

Address

City State Zip

PN
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DEPARTMENT OF
NEUROLOGY ANNOUNCES

NEUROLOGIC UPDATE
1979

September 14-16, 1979

This three day course will review recent ad-
vances in pathophysiology, diagnosis and
therapy in clinical neurology. Lectures, panel
discussions and videotapes will be used in the
course. Special emphasis this year will be
placed on cerebrovascular disease. The course
will be directed to a level of interest to
neurologists, internists, psychiatrists and other
practitioners who provide care to patients with
diseases of the nervous system.

The program faculty is drawn from The Univer-
sity of Chicago Departments of Neurology,
Radiology, Psychiatry, and Surgery, as well as
Michael Reese and Rush Presbyterian St. Luke’s
Medical Centers.

Approved for 21 hours of credit in
Category |, for the Physicians Recogni-
tion Award of the American Medical
Association and the LCCME.

To be held at the Center for Continuing Education

For further information contact:
Barry G. W. Arnason, M.D.
Professor and Chairman
Department of Neurology
The University of Chicago
950 East 59th Street
Chicago, lllinois 60637
(312) 947-6069
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TEN WEEK REVIEW COURSE
Sept. 17-Nov. 21, 1979  FEE: $850.
IN

PSYCHIATRY & NEUROLOGY

sponsored by

COLLEGE OF PHYSICIANS AND
SURGEONS OF COLUMBIA UNIVERSITY

and

THE NEW YORK STATE PSYCHIATRIC INSTITUTE
at the

COLUMBIA-PRESBYTERIAN MEDICAL CENTER
New York City

A ten week course, 9 am to 5 pm, Psychopathology

Monday through Friday Psychoanalysis
Suitable for preparation Medical Genetics
for National Board Biochemistry of Mental Iliness
examination Neurology
Neurochemistry
Psychopharmacology

Community Psychiatry
History of Psychiatry
Legal Psychiatry

CLIP THIS COUPON

For information MAILING LABEL
mail this coupon to:

JAMES H. RYAN, M.D. Dr.
N.Y.S. Psychiatric Institute Street
722 West 168th Street City
New York, N.Y. 10032 State Zip




Aggression in Children—
An Immediate Approach

““TopAY, when dealing with a young-
ster in a violent crisis, we need to be-
come very well informed as to what is
going on at this moment, right now,
when the aggressive behavior occurs.
This approach is the only one likely to
provide useful suggestions for the
staff that has to deal directly with the
violent child. This type of immediate
analysis prevents distortions of mean-
ing or mistaken interpretations,”” ac-
cording to Fritz Redl, Ph.D., speaking
at the 14th symposium of the South
Florida Psychiatric Society, on ‘*Ag-
gression in Children and Adoles-
cents.”’

Redl discussed the problem from
the standpoint of clinical management
and with particular emphasis on what
useful suggestions the therapist can
make to those who are in charge of the
child at school, at home, or in a resi-
dential facility. He pointed out that
there are essential and crucial dif-
ferences between the ideal atmo-

sphere therapists try to create in the
analytic situation and the more real-
ity-anchored environments of the
school, the home, and the residential
facility. When the child expresses ag-
gression in the usual therapy hour and
within the ‘‘magic circle’” of the play
area, he experiences a wonderful feel-
ing of relief. In that magic circle, pup-
pets, for example, can be stricken
down, physically punished, even
killed in relative safety, he said. Out-
side the circle, however, aggression,
no matter how symbolically ex-
pressed, is not tolerated.

Redl believes that an important
question to ask about violent behavior
is, “*What’s in it for the child?”’ **Who
has done what and what does it mean?”’
He said that some aggression has to
be permitted. When allowed by the
therapist, such behvavior is ‘‘tax ex-
empt’’ from his intervention; the same
principle applies to the child’s care-
takers. He added that besides permit-

ting a degree of aggression which does
not imperil the child or others in his
immediate environment, it is also im-
portant to convey to him that one ex-
pects that a time will come when some
of the aggressive conduct will not
have to happen because the child has
crossed another developmental mile-
stone.

Tolerating some obnoxious behav-
ior tells the child that the therapist
wants to be helpful and supportive, so
that the child does not become in-
accessible to treatment or exaggerat-
edly hard on other people, which
amounts to the same thing, Redl said.
““‘No one is going to hate you for this
behavior, which at the moment cannot
be helped,”” is the therapist’'s mes-
sage, Redl said, “‘but I want you de-
velop your own potential for con-
trolling it as soon as possible.™

On occasion, a high degree of mo-
lestation in the child’s activity is not
as necessary as the child believes.
The behavior to be tolerated can then
be negotiated and often scaled down
almost instantly. He pointed out that
persons outside the field, such as par-
ents, teachers, or persons in charge of

the day to day care of the child, have
difficulty understanding this and ques-
tion why any kind of aggressive be-
havior at all should be tolerated. What
they fail to realize, Redl explained, is
that it is almost impossible to abso-
lutely suppress such behavior without
causing further and more serious
trouble. They need no instruction on
how to eliminate naughty behavior;
they need suggestions as to how to
contain it within reasonable bounda-
ries. Aggression in a young person
should not be allowed to become ex-
treme; however, it has to be kept at
acceptable sublimation levels.

Yet, he continued, demands for
sublimation must not be automatic or
unreasonable; they have to be
planned for in the overall treatment
strategy. In addition, he said, a great
deal of aggressive behavior in children
is not necessarily the expression of in-
tense anger or resentment but rather
a reaction to something happening in
the environment. At times it repre-
sents the child’s attempt to protect
himself against the fact that he is
being mishandled. This becomes evi-

See *Child,”’ page 18

Letters

Continued from page 2

ions of psychiatry, the staff at the uni-
versity [hospital] had the most nega-
tive attitudes. In view of that hospi-
tal’s popular and well developed
liaison service this might be evidence
. . . that the presence or absence of
psychiatric services may have nothing
to do with the medical staffs’ atti-
tudes.”” Actually although Soloman
and Nathan were either too kind or
too discreet to say so, their data sup-
port the idea that the presence of a
liaison psychiatry service lowers the
opinion in which our colleagues hold
us. Could it be that the penchant of
our academic leaders for words rather
than deeds, as well as exposing the in-
ternless products of our residency
training programs to our nonpsychi-
atric colleagues, has given us our
bad reputation with them as well as
with medical students?

We can only hope that our leaders
who specialize in residency recruit-
ment will realize that we have to start
with residents who have already be-
come physicians by at least a year of
training in organic medicine as a resi-
dent in the appropriate department if
we hope to produce a psychiatrist
whom other physicians will respect
and students will wish to emulate.

Keep up the good work!

Lewis Glickman, M.D.
Brooklyn, N.Y.

8A-7

Recruitment

This letter is in response to an article
in Psychiatric News of June 15, 1979,
entitled ‘‘Decline of Psychiatric Resi-
dents Subject of Probe.’’ During the
past 27 years I have been closely al-
lied to the psychiatric market as su-
perintendent and chief medical direc-
tor of the Madison State Hospital,
Madison, Indiana. I, of course, have
found that it is much more difficult to
recruit trained psychiatrists and gen-
eral physicians for employment in a
state hospital. In spite of this, we have
been able to keep our heads above
water.

In my own opinion, the reason
young physicians are losing interest in
psychiatry is the fact that psychiatry
itself has become antiquated through
becoming social rather than medical.

Psychiatry today does not have the
standing that it had 15 years ago.

Ott B. McAtee, M.D.
Madison, Ind.

8A-9
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A Complex Question

Defining ‘Human’ and ‘Person’

By Dorothy Trainor

How poEes ONE define ‘‘human’ and
“person’’ in the biomedical decision-
making processes that affect health
and lives in contemporary society?

There are many answers to this
highly relevant question but little
agreement. Further, the complexity of
the question itself, of the issues in-
volved, and the diversity of opinions
thereon, is incredible. This fact was
revealed at the North American Sym-
posium on ‘‘Human’ and ‘‘Person’
held in Montreal. Yet the significance
of these words can be seen in the
question of *‘fetal personhood’’ in the
abortion issue, the treatment of seri-
ously defective neonates, fetal re-
search, decisions concerning the ter-
minally ill, etc.

The symposium was organized by
David J. Roy, Ph.D., director of the
Center for Bioethics, Clinical Re-
search Institute of Montreal, and by

Edward J. Keyserlingk of the Law
Reform Commission of Canada. If
clarification was not achieved, the dis-
cussions must have been at least con-
sciousness-raising for the 200 partici-
pants from the U.S. and Canada,
since all relevant disciplines were rep-
resented both as speakers and au-
dience-participants. But, put togeth-
er, the theologians, philosophers,
medical specialists, including psychia-
trists and nurses, lawyers, etc., could
not arrive at a decision on the defini-
tion of ‘‘person’’ nor a consensus as
to the stage of embryonic or fetal life
at which ‘‘personhood’ commences.

For this elite group to define **hu-
man’’ was not too troublesome. ‘*Hu-
man’’ was seen mainly in biological
terms, i.e., belonging to the species
homo sapiens. The conflict began in
earnest over the word ‘‘person’’
where one is describing a moral or so-
cial agent; and it continued in ethical,
legal, medical, and philosophical

terms—with a little anthropology
thrown in—for the two-day meeting.

Co-organizer Roy opened the dis-
cussion with the comment that being
‘‘a person’’ incorporates a fundamen-
tal set of moral rules and a fundamen-
tal pattern of behavior as to what one
should or should not do with repsect
to being that person.

Richard Kamber, Ph.D., chair of
the department of philosophy and reli-
gion, Susquehanna University, Se-
linsgrove, Pennsylvania, agreed that
“‘person’’ does carry a moral weight
and can be used in this context for
some biomedical guidelines. He did
not agree, however, that the potential-
ity for such personhood exists at any
point in time in fetal life.

“*Contradictions arise simply be-
cause we have this enormous body of
knowledge, opinions, moral issues,
etc., that can be brought to bear,”
stated Alex C. Michalos, Ph.D., di-
rector of the Social Indicators Re-
search Program, University of Guelph
(Guelph, Ontario). ‘'They sometimes
conflict so that we cannot decide what
it is to be a person at any given point.
Since being ‘human’ and ‘a person’

In manic-depressive patients with a history of mania, ‘Eskalith’
o prevents or diminishes the intensity of future episodes

o can increase the intervals between episodes
¢ helps patients function within normal limits

Before prescribing, see complete prescribing information in SK&F
literature or PDR. The following is a brief summary.

WARNING

Lithium toxicity is closely related to serum lithium levels. and
can occur at doses close to therapeutic levels. Facilities for
prompt and accurate serum lithium determinations should be
available before initiating therapy.

INDICATIONS: Treatment of manic episodes of manic-depressive
illness. Maintenance therapy prevents or diminishes the intensity
of subsequent episodes in manic-depressive patients with a history
of mania.

WARNINGS: Lithium should generally not be given to patients with
significant renal or cardiovascular disease, severe debilitation or
dehydration. sodium depletion, or to patients receiving diuretics.

Lithium may prolong the effects of neuromuscular blocking agents.
Such agents should be given with caution to patients receiving
lithium. Lithium therapy has been reported in some cases to be
associated with morphologic changes in the kidneys.

Caution patient and family to watch for diarrhea, vomiting, tremor,
mild ataxia, drowsiness, or muscular weakness as signs of lithium
toxicity, and to discontinue therapy and contact a physician should
they occur. Patients receiving combined therapy with lithium and
an antipsychotic should be monitored closely for early evidence of
neurologic toxicity and treatment discontinued promptly if such
signs appear. Caution patients about activities requiring alertness
(e.g.. operating vehicles or machinery).

Lithium should not be used in pregnancy. especially during the first
trimester, unless potential benefits outweigh possible hazards.

In general, nursing should not be undertaken while a patient is on
lithium therapy. since lithium is excreted in human milk.

Not recommended for children under 12.

PRECAUTIONS: Lithium tolerance is greater during the acute
manic phase and decreases when manic symptoms subside.

Lithium therapy may lead to sodium depletion. Normal diet
(including salt) and adequate fluid intake (2500-3000 ml.) must be
maintained, at least during initial stabilization period. Protracted
sweating or diarrhea can decrease tolerance; in such cases,
administer supptemental fluid and salt.

Sweating. diarrhea, and concomitant infection with elevated
temperatures may require temporary reduction or cessation

of dosage. :

ADVERSE REACTIONS: Mild to moderate toxic reactions may
occur at serum lithium levels from 1.5 to 2.5 mEq./1.. and moderate
to severe reactions at levels from 2.0 to 2.5 mEq./l. Fine hand
tremor. polyuria, and mild thirst may occur during initial therapy
and persist. Transient and mild nausea and general discomfort may
also appear during initial therapy. These effects usually subside with
continued treatm=nt or temporary reduction or cessation of dosage.
If persistent, discontinue dosage. Diarrhea. vomiting, drowsiness,
muscular weakness, and lack of coordination may be carly sizns of
toxicity and may occur at levels below 2.0 mEq./l. At higher tevels,
ataxia, giddiness. tinnitus. blurred vision. and a large output

of dilute urine may be seen. Serum levels above 3.0 mEq./l. may
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produce a complex clinical picture, involving multiple organs and
systems, Serum levels should not exceed 2.0 mEq./1. during acute
phase.

The following reactions appear to berelated to serum lithium levels,
including levels within the therapeutic range: Neuromuscular—
tremor, muscle hyperirritability (fasciculations, twitching, clonic
movements of whole limbs), ataxia, choreo-athetotic movements,
hyperactive deep tendon reflex; Central Nervous System— blackout
spells, epileptiform seizures, slurred speech, dizziness, vertigo,
incontinence of urine or feces, somnolence, psychomotor retarda-
tion, restlessness, confusion, stupor, coma; Cardiovascular—cardiac
arrhythmia, hypotension. peripheral circulatory collapse: Gastro-
intestinal—anorexia, nausea, vomiting, diarrhea; Genitourinary—
albuminuria, oliguria, polyuria, glycosuria; Dermatologic —drying
and thinning of hair, alopecia, anesthesia of skin, chronic folliculitis,
exacerbation of psoriasis, xerosis cutis; Autonomic— blurred vision,
dry mouth; Thyroid Abnormalities—euthyroid goiter and/or hypo-
thyrotdism (including myxedema) with lower T3 and T4. 1131 uptake
may be elevated: rare cases of hyperthyroidism; EEG Changes—
diffuse slowing, widening of the frequency spectrum, potentiation
and disorganization of background rhythm; EKG Changes—
reversible flattening, isoelectricity or inversion of T-waves;
Miscellaneous— fatigue, lethargy, transient scotomata, dehydra-
tion, weight loss, tendency to sleep.

Reactions unrelated to dosage include: transient EEG and EKG
changes, leukocytosis, headache, diffuse nontoxic goiter with or
without hypothyroidism, transient hyperglycemia, generalized
pruritus with or without rash, cutaneous ulcers, albuminuria,
worsening of organic brain syndromes, excessive weight gain,
edematous swelling of ankles or wrists. thirst or polyuria, sometimes
resembling diabetes insipidus, and metallic taste. A single case of

a syndrome resembling Raynaud's has been reported.

HOW SUPPLIED: 300 mg. capsules in bottles of 100.
300 mg. scored tablets in bottles of 100.

are open systems—not closed—we
will never be able to eliminate pos-
sible contradictions. I think that the
human predicament is that of coming
to understand the world we live in and
managing as best we can. There are
no final solutions.”

But Wendell Watters, M.D., pro-
fessor of psychiatry, McMaster Uni-
versity, Hamilton, Ontario, who pre-
sented the humanistic view, found
nothing wrong with seeking normative
principles ‘‘as long as these are
looked upon as principles that all the
actors in the drama can utilize in com-
ing to the most appropriate decision at
a given time.”’

“*The issue that I would like to see
addressed by such a high-powered ac-
ademic group is: What are the mecha-
nisms by which these decisions are
made at that point in time?”’

Nonetheless, the ongoing dis-
cussions remained at a much more es-
oteric level than that. All applicable
words and phrases to describe ‘‘per-
son’’ were tested out and found want-
ing in some way. Operative themes
suggested were consciousness, ratio-
nality, decision-making powers, re-
sponsibility, the ability to make moral
judgments, the sentient individual,
freedom of will, the ability to relate to
others, and so on. Although all of
these ideas were found to be germane
to the person in certain ways, all fell
down in the overall concept.

Not everyone agreed, of course,
with the notion that there is conflict
over the word "“person” in the first
place. Father Robert Barry of the de-
partment of religious studies, Provi-
dence College, Providence, Rhode Is-
land, for example, found the DNA
genetic component sufficient identifi-
cation.

*‘Personhood is not properly as-
cribed on account of the existence of
consciousness or some morphological
or anatomical feature. This [identi-
fiable genetic structure] definition per-
mits ascription of personhood to the
zygote at the moment of genetic cod-
ing,”” he said. '

Co-organizer Keyserlingk then
pointed out that the words ‘‘human
being’’ are much more often used as a
normative concept rather than *'per-
son’’—the latter being used primarily
in the legal sense.’

*The Supreme Court of the United
States in its famous abortion decision
Roe v. Wade fastened upon the con-
cept of ‘person’ because it is an im-
portant term in so far as the Constitu-
tion of the United States is concerned
and not because it is an important
moral concept,’”’ he said.

Thereupon, Rabbi Salomon J. Spiro
of Laval, Quebec, thought that the
whole discussion might more properly
be turned upon its head.

““We are talking about “human’ and
‘person’ and talking about words with
their intended meanings. Perhaps it is
the other way around—that the words
form the ideas.”

Surprisingly, there was little men-
tion of the soul despite the presence of
the theologians and none concerning
the Catholic doctrine of ‘‘immediate
animation’’ at conception of the soul.
This doctrine was mentioned, how-
ever, in written presentations pro-
vided. The one submitted by Richard
Kamber suggested that the criteria for
personhood are vague and even the
doctrine of the soul is not a suffi-
ciently useful guideline. The Catholic
doctrine of ‘“immediate animation™
has not always been an unwavering
position, Kamber pointed out, and
was not officially incorporated into
canon law until 1869.

‘*Both Augustine and Aquinas held
explicitly contrary views, and more

See “‘Person,”’ page 17
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Life Members
Exempt from
CME Activities

Lire MEMBERS and Life Fellows who
were elevated to life status during or
prior to May 1976 are exempt from
the continuing education requirement.
This exemption is based on a constitu-
tional membership requirement rather
than age, practice activities, and/or
status. In brief, members who were
elevated to life status were not ex-
pected to abide by a change in the
constitution retroactively. Those
members who were elevated to Life
membership or Life Fellowship after
the constitutional amendment was ap-
proved, however, must abide by it, as
it was in force at the time of their ele-
vation, to maintain their APA mem-
bership. Thus life status awarded after
May 1976 did not remove the obliga-
tion of meeting the continuing educa-
tion requirement.

Some members, aware that many
state medical societies and/or licens-
ing boards are beginning to accept
specialty societies’ CME certificates
as meeting the state continuing educa-
tion requirements, have raised the
possibility that Life members or Life
Fellows might be exempt from their
state medical society and/or licensing
board CME requirement. Although
this has not been specifically reviewed
with the states, it is highly unlikely.
Life members and Life Fellows (and
other members who are exempt from
the continuing medical education re-
quirement because of illness, dis-
ability, retirement, etc.) will be ex-
empted; they will not receive any cer-
tificate acknowledging participation in
continuing medical education. Thus,
without any such certificate, members
cannot report and/or request reciproc-
ity from their state medical society
and/or licensing board. In addition,
since the state licensing boards and
medical societies set their own guide-
lines for continuing medical educa-
tion, they would be the ones to deter-
mine exemptions because of age, stat-
us, practice activities, etc. APA has
neither authority nor responsibility to
determine this for the state organiza-
tions.

Thus, all Life members and/or Life
Fellows who live in states in which
there is a continuing medical educa-
tion requirement for re-registration of
medical licensure and/or membership
in the state medical society should
consult that agency to determine the
requirements. In addition, those
members who were elevated to life
status since May 1976, must comply
with the APA CME requirements.

Specific questions may be directed
to the APA Office of Education or the
executive secretary of members’ dis-
trict branches. 8A-2

Call for Papers

THE PROGRAM COMMITTEE for the
1980 annual meeting of the American
Psychosomatic Society invites ab-
stracts of original work to be consid-
ered for presentation. Contributions
from the entire spectrum of the basic
and clinical sciences related to the
purpose of the society are invited.
Deadline for submission is November
15, 1979. The program will also in-
clude a section of brief communica-
tions of ten minutes each, reporting
up-to-the-minute findings. Deadline
for these abstracts is February 1,
1980. Further information is available
from Chair, Program Committee,
American Psychosomatic Society,
265 Bassau Rd., Roosevelt, N.Y.
11575. 8A-4H
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Prescribing Information

Contraindications: Ativan is contraindicated in patients with
known sensitivity to the benzodiazepines or with acute
narrow-angle glaucoma.

Warnings: Ativan is not recommended for use in patients
with a primary depressive disorder or psychosis. As with all
patients on CNS-acting drugs. patients receiving lorazepam
should be wamed not to operate dangerous machinery or
motor vehicles and that their tolerance for alcohol and other
CNS depressants will be diminished.

Physical and Psychological Dependence: Withdrawal
symptorns similar in character to those noted with barbiturates
and alcohol have occurred following abrupt discontinuance of
benzodiazepine drugs. These symptoms include convulsions.
tremor, abdominal and muscle cramps, vomiting and sweating.
Addiction-prone individuals, such as drug addicts and
alcoholics. should be under careful surveillance when receiving
benzodiazepines because of the predisposition of such
patients to habituation and dependence.

Precautions: In patients with depression accompanying
anxiety, a possibility for suicide should be bome in mind.

For elderly or debilitated patients, the initial daily dosage
should not exceed 2 mg in order to avoid oversedation.

Ativan dosage should be terminated gradually since
abrupt withdrawal of any antianxiety agent may result in

symptoms similar to those for which patients are being treated:
anxiety, agitation, irritability, tension, insomnia and occasional
convulsions.

The usual precautions for treating patients with impaired
renal or hepatic function should be observed.

In patients where gastrointestinal or cardiovascular
disorders coexist with anxiety, it should be noted that lorazepam
has not been shown to be of significant benefit in treating the
gastrointestinal or cardiovascular component.

Esophageal dilation occurred in rats treated with loraze-
pam for more than one vear at 6 mg/kg/day. The no-effect
dose was 1.25 mg/kg/day (approximately 6 times the maxi-
mum human therapeutic dose of 10 mg per day). The effect
was reversible only when the treatment was withdrawn within
two months of first observation of the phenomenon. The
clinical significance of this is unknown. However, use of
lorazepam for prolonged periods and in geriatric patients
requires caution, and there should be frequent monitoring
for symptoms of upper G.l. disease.

Safety and effectiveness of Ativan in children of less than
12 years have not been established.

Essential Laboratory Tests: Some patients on Ativan
have developed leukopenia and some have had elevations
of LDH. As with other benzodiazepines, periodic blood
counts and liver function tests are recommended for
patients on long-term therapy.

Significant Drug Interactions: The benzodia-

zepines including Ativan produce CNS depressant effects
when administered with such medications as barbiturates
or alcohol.

Cardnog is and Mutag tss No evidence of
carcinogenic potential emerged in rats during an 18-
month study with Ativan. No studies regarding muta-
genesis have been performed.

: Reproductive studies in animals were
performed in mice, rats, and two strains of rabbits.
Occasional anomalies (reduction of tarsals, tibia, metatar-
sals, malrotated limbs, gastroschisis, malformed skull
and microphthaimia) were seen in drug-treated rabbits
without relationship to dosage. Although all of these
anomalies were not present in the concurrent control
group., they have been reported to occur randomly in
historical controls. At doses of 40 mg/kg and higher,
there was evidence of fetal resorption and increased fetal
loss in rabbits which was not seen at lower doses.

The clinical significance of the above findings is not
known. However, an increased risk of congenital mal-
formations associated with the use of minor tranquilizers
{chlordiazepoxide, diazepam and meprobamate) during
the first trimester of pregnancy has been suggested in
several studies. Because the use of these drugs is rarely a
matter of urgency. the use of lorazepam during this
period should almost always be avoided. The possibility
that a woman of child-bearing potential may be pregnant
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at the time of institution of therapy should be considered.
Patients should be advised that if they become pregnant,
they should communicate with their physician about the
desirability of discontinuing the drug.

In humans, blood levels obtained from umbilical
cord blood indicate placental transfer of lorazepam and
lorazepam glucuronide.
Nursing Mothers: It is not known whether oral loraze-
pam is excreted in human milk like the other benzo-
diazepine tranquilizers. As a general rule, nursing should
not be undertaken while a patient is on a drug since many
drugs are excreted in human milk.
Adverse Reactlons: Adverse reactions, if they occur. are
usually observed at the beginning of therapy and generally
disappear on continued medication or upon decreasing the
dose. In a sample of about 3,500 anxious patients. the most
frequent adverse reaction to Ativan is sedation {15.9%),
followed by diziness (6.9%), weakness (4.2%) and unsteadi-
ness (3.4%). Less frequent adverse reactions are disorientation.
depression. nausea, change in appetite. headache, sleep
disturbance, agitation, dermatological symptoms, eye function
disturbance. together with various gastrointestinal symptoms
and autonomic manifestations. The incidence of sedation
and unsteadiness increased with age.

Small decreases in blood pressure have been noted but
are not clinically significant, probably being related to the
relief of arudety produced by Ativan (lorazepam).
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Overdosage: In the management of overdosage with any
drug, it should be borne in mind that multiple agents may
have been taken.

Manifestations of Ativan overdosage include somnolence,
confusion and coma. Induced vomiting and/or gastric lavage
should be undertaken followed by general supportive care.
monitoring of vital signs and close observation of the patient.
Hypotension, though unlikely. usually may be controlled with
Levarterenol Bitartrate Injection. U.S.P. Caffeine and Sodium
Benzoate Injection. U.S.P. may be used to counteract CNS
depressant effects. The usefulness of dialysis has not been
determined.

Dosage and A Ativan is admini d orally.
For optimal results. dose. frequency of administration and
duration of therapy should be individualized according to
patient response. To facilitate this. scored 1.0 and 2.0 mg
tablets are available.

The usual range is 2 to 6 mg/day given in divided doses,
the largest dose being taken before bedtime. but the daily
dosage may vary from 1 to 10 mg/day. For anxiety. most
patients require an initial dose of 2 to 3 mg/day given b.i.d.
ortid.

For insomnia due to anxiety or transient situational stress.

asingle daily dose of 2 to 4 mg may be given. usually at bedtime.

For elderly or debilitated patients. an initial dosage of 1 to
2 mg/day in divided doses is recommended. to be adjusted
as needed and tolerated.

The dosage of Ativan should be increased gradually
when needed to help avoid adverse effects. When higher
dosage is indicated. the evening dose should be increased
before the daytime doses.

How Supplied: Ativan (lorazepam) is available in scored 1.0
and 2.0 mg tablets in botties of 100.

ies Div.of AHPC. NY. NY.

Copyright® 1978, Wyeth Lab
All rights reserved

A highly effective,
low-dose,
non-accumulating
antianxiety agent.

(LORAZEPAM )&

ATIVAN’

Wyeth Laboratories Philadelphia, Pa. 19101

FDA

Continued from page 1

Deadline for comments on the pro-
posed regulations is October 4, 1979.

The FDA action came as no sur-
prise, and indeed was viewed by some
consumer groups as already belated,
as the agency has been looking into
the usefulness of patient labeling and
how best to design it since it first re-
quired information to accompany oral
contraceptives in the early 1970s. In
1974 the agency began its patients’ pre-
scription drug labeling project in ear-
nest, meeting with consumers, manu-
facturers, physicians, and pharma-
cists; sponsoring symposiums and
conferences; reviewing the literature;
and conducting studies.

Its wide appraisal found that while
in 1973 only about half the population
favors more information to supple-
ment physicians’ instructions about
the drugs they take, more recent evi-
dence suggests that at least two thirds
now want to be better informed. Stud-
ies have pointed out that patients are
not exposed to this information: 48
percent of respondents in one study
said physicians did not discuss with
them their most recent prescription,
and another reported that length of
therapy was discussed with the pa-
tient in only ten percent of the cases
while dose frequency was mentioned
in only 17 percent. Moreover, con-
tends FDA, research shows that pa-
tients remember only about half of
what the physician tells them orally
about treatment, frequently don’t un-
derstand but may be unwilling to ask
for clarification, and fail to comply
with the drug regimen as much as half
the time.

On top of these surveys, a con-
sumer consortium led by the Center
for Law and Social Policy in 1975 peti-
tioned the agency to require special
warnings as well as supplemental in-
structions and precautions initially for
drugs that pose dangers to pregnant or
nursing women, drugs such as hyp-
notics and tranquilizers which are
widely used and can be dangerous,
and for those such as amphetamines
which have been overprescribed and
have serious side effects. In response
to a notice to review this information,
plus pros and cons offered by profes-
sional, trade, and consumer groups,
the agency got more than 1,000 com-
ments, 750 from consumers clearly in
favor of patient labeling. Other com-
ments from physicians, pharmacists,
and professional and trade organiza-
tions ranged from full support to strong
opposition.

Groups within APA have been split
in their opinions. For instance, the
Joint Commission on Government Re-
lations earlier proposed further study
of the effects of patient labeling before
the government jumped wholesale in-
to the business, expressing concern
that the list of side effects might sug-
gestively increase their reported fre-
quency and that the list of indications
might upset patients.

It also argued that the physician
should have ultimate responsibility
for explaining aspects of drug therapy
to the patient. APA’s Committee on
Women, however, has stood firm in
its belief that sufficient evidence al-
ready points up the inadequacy of pa-
tient knowledge and that women are
too often prescribed psychotropic
drugs as a substitute for more appro-
priate psychiatric treatment. The is-
sue, committee members say, is in-
formed consent. As yet there has been
no firm position formulated by the or-
ganization this year.

FDA views the patient labeling as a

See “‘FDA,” page 18
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Talbott Lists

‘Commandments’
Of Treatment

JouN A. TaLBoTtT, M.D., professor
of psychiatry, Cornell University
Medical College, and associate medi-
cal director, the Payne Whitney Psy-
chiatric Clinic, and long time spokes-
man for the chronically mentally ill,
spoke on the problems of deinstitu-
tionalization at the APA annual meet-
ing. Calling his paper the ‘‘ten com-
mandments,’”’ Talbott outlined prob-
lems and moral imperatives for
dealing with the chronically mentally
ill. He pointed out that traditionally
America’s sickest psychiatric pa-
tients, those suffering from severe or
chronic mental illness, were cared for
in state psychiatric facilities. Now
many patients are leaving these facili-
ties, and Talbott detailed many prob-
lems.

Since the advent of the state hospi-
tal movement in the early 1800s, this
system has been the site of most long-
term psychiatric treatment. In 1955,
the census of the nation’s state hospi-
tals reached a peak of 560,000, and
since then there has been a steady and
dramatic decline to its current level of
under 170,000—a decrease of over 60
percent. Talbott noted that the new
hopes for community care, new psy-
chopharmacological agents, recent le-
gal and legislative actions, as well as
shifts in Medicaid, Medicare, and SSI
which allowed states to shift the finan-
cial burden for patients to the federal
budget, all played a role in this transi-
tion.

Key phrases such as ‘‘deinstitu-
tionalization’" and *‘return to the com-
munity’’ began to dominate talk of
mental health services. Talbott noted
that at first states and hospitals tried
to meet the new needs of discharged
patients through expansion and in-
novative programs but that this effort
was soon exhausted. Giving an analy-
sis of what went wrong, Talbott noted
that at first the mentally ill became ob-
vious even to the most ordinary citi-
zen. ‘‘Most striking,”’ he said, ‘‘was
the dramatic appearance of large num-
bers of obviously mentally ill persons
on city streets, persons who were dir-
ty, who wore torn or inappropriate
clothing, who hallucinated and talked
to themselves or shouted to others,
and who acted in a strange or bizarre
way.'’ Many patients were trans-
ferred to low-cost housing, proprie-
tary homes, or rooms in deteriorating
neighborhoods. Conditions were of-
ten scandalous. Many of the elderly
were denied admission to custodial in-
stitutions and at times were held in
acute care facilities for months. Tal-
bott said that a shift occurred for hos-
pital emergency rooms, which began
to have to deal with social problems
and the acute exacerbations of the
chronically ill as well as acute mental
illness. Two other phrases emerged,
‘*falling between the cracks’’ and
‘‘the revolving door syndrome,”” he
said. Back at the state hospitals where
it was once thought that smaller pa-
tient loads would result in better care,
there was a trend toward demoraliza-
tion and deterioration. Talbott said,
*“The net result of the movement was
that what had been achieved was not
deinstitutionalization but transinsti-
tutionalization. The chronic mentally
ill patient had his locus of living and
care transferred from one lousy insti-
tution to multiple wretched ones.”

Talbott pointed out that the entire
shift from hospital to community had
in truth been fairly abrupt, without a
‘‘consensus on the idea’ and that,

See ‘‘Talbott,”’ facing page
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Contraindications: Severe depression, coma, CNS depression due to cen-
trally-acting depressants, Parkinson's disease, hypersensitivity to the drug.
Warnings: Usage in Pregnancy: Safe use in pregnancy or in women likely
to become pregnant has not been established; use only if benefit clearly
Justifies potential hazards. Infants should not be nursed during drug treat-
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Usage in Children: Safety and effectiveness not established; not recom-
mended in pediatric age group.

Combined Use With Lithium: Patients receiving lithium plus haloperidol
should be monitored closely for early evidence of neurological toxicity.
General: Bronchopneumonia. sometimes fatal. has followed use of major
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tranquilizers, including haloperidol. Prompt remedial therapy should be insti-
tuted if dehydration. hemoconcentration or reduced pulmonary ventilation
occurs. especially in the eiderly. Decreased serum cholesterol and or cuta-
neous and ocular changes have been reported with chemically-related
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avoided due to possible addttive effects and hypotension

Precautions: Administer cautiously to patients: (1) with severe cardiovascu-
lar disorders. due to the possibility of transient hypotension and or precipita-
tion of anginal pain (if a vasopressor is required. epinephrine should not be
used since HALDOL haloperidol may block its vasopressor activity and
paradoxical further lowering of blood pressure may occur); (2) recewing
anticonvulsant medication since HALDOL haloperndot may lower the convul-
sive threshold; (3) with known allergies or a history of allergic reactions to
drugs: (4) receiving anticoaguiants. Concomitant antiparkinson medication. if

" required, may have to be continued after HALDOL haloperidol is discontin-

ued because of different excretion rates: if both are discontinued simulta-
neously. extrapyramidal symptoms may occur. Intraocular pressure may
increase when anticholinergic drugs. including antiparkinson drugs. are
administered concomitantly with HALDOL haloperidol. When HALDOL halo-
peridol is used for mania in cyclic disorders, there may be a rapid mood
swing to depression. Severe neurotoxicity may occur in patients with thyro-
toxicosis receiving antipsychotic medication. including HALDOL haloperidol.
Adverse Reactions: CNS Effects: Extrapyramidal Reactions: Neuromuscu-
lar (extrapyramidal) reactions have been reported frequently, often during the
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first few days of treatment. Generally they involved Parkinson-like symptoms
which were usually mild to moderately severe and usually reversible. Other
types of neuromuscular reactions (motor restlessness. dystonia. akathisia.
hyperreflexia. opisthotonos. oculogyric crises) have been reported far less
frequently. but were often more severe. Severe extrapyramidal reactions have
been reported at relatively low doses. Generally, extrapyramida! symptoms
are dose-related since they occur at relatively high doses and disappear or
become less severe when the dose is reduced. Antiparkinson drugs may be
required. Persistent extrapyramidal reactions have been reported and the
drug may have to be discontinued in such cases

Withdrawal Emergent Neurological Signs. Abrupt discontinuation of short-
term antipsychotic therapy ts generally uneventful. However. some patients
on maintenance treatment expertence transient dyskinetic signs after abrupt
withdrawal. In certain cases these are indistinguishable from " Persistent
Tardive Dyskinesia” except for duration. It is unknown whether gradual
withdrawal will reduce the occurrence of these signs. but until further evi-
dence is available haloperidol should be gradually withdrawn

Persistent Tardive Dyskinesia: Although rarely reported with HALDOL halo-
peridol. tardive dyskinesia may appear during or after long-term therapy. The
nsk appears to be greater in elderly patients on high-dose therapy. especially
females. Symptoms are persistent and sometimes appear irreversible: there is
no known effective treatment and all antipsychotic agents should be discon-
tinued. The syndrome may be masked by reinstitution of drug. increasing
dosage. or switching to a different antipsychotic agent

Other CNS Effects: Insomnia. restlessness, anxiety. euphoria. agitation,
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drowsiness, depression. lethargy. headache, confusion. vertigo. grand mal
seizures, and exacerbation of psychotic symptoms.

Cardiovascular Effects: Tachycardia and hypotension. Hematologic
Effects: Reports of mild. usually transient leukopenia and leukocytosis. mini-
mal decreases in red blood cell counts, anemia. or a tendeny toward
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Caution: Federal law prohibits dispensing without prescription

Full directions for use should be read before HALDOL haloperidol is
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HALDOL tablets are manufactured by McNeil Laboratories Co., Dorado,
Puerto Rico 00646.

m McNeil Laboratories, McNEILAB. Inc.,
Fort Washington. PA 19034 5/77

Talbott

Continued from facing page

furthermore, there had been no ‘‘true
testing of the philosophic under-
pinning,’’ no tests of whether commu-
nity care was actually more benefi-
cial, whether a ‘‘less restrictive’’ set-
ting was actually more healing.

Talbott contended that planning
had been inadequate and that the
hopes that community alternatives
would develop had been ill founded.
He also charged that no provision had
been made to provide the services that
were once part of the mental hospital
program: medical and psychiatric
care, social services, housing and nu-
trition, income maintenance or em-
ployment, vocational and social re-
habilitation. Talbott stated that to ask
patients with major ego deficits and
residual dysfunctioning, often without
families or friends, to fill these gaps
was ‘‘the stuff of sheer fantasy.”’ Fur-
thermore, Talbott noted, often the pa-
tient was expected not only to find all
of these services for himself but to
coordinate them as well.

Deinstitutionalization also laid bare
the public’s prejudices and fears
about the mentally ill, fears so great
according to Talbott, that a broad coa-
lition of health professionals, con-
sumers, government officials, and
business leaders should be forged to
combat their effects.

Talbott outlined some needed and
overdue steps to help correct the evils
that currently exist. ‘‘There must be a
reconceptualization of the problem of
the treatment and care of the severely
and chronically mentally ill.”” Talbott
recommends a total system of sup-
ports which would enable a person to
receive in the community the kinds of
help otherwise found in an institution.
For a time Talbott thinks double fund-
ing, for both institutions and commu-
nity facilities, is needed and that this
should be coupled with the concept of
the money following the patient. He
believes that medical/psychiatric
money should be separate administra-
tively from money for housing, food,
income support, social services, etc.
Talbott said this was especially cru-
cial now that national health insur-
ance is being planned.

Other suggestions include the be-
ginning of a case management system
utilizing existing manpower, a new re-
search effort into the causes of chron-
icity, and appropriate services.

Talbott urged that barriers to full
participation in health and mental
health delivery systems be removed
so that existing discriminatory eligibil-
ity and reimbursement practices
against the chronically mentally ill are
not perpetuated. Patients should have
full civil rights and opportunities, in-
cluding equal access to housing, edu-
cation, vocational rehabilitation, in-
come maintenance, and the right to
adequate care in the community, said
Talbott. 8A-3

Meeting

THE SOUTHERN Psychoanalytic So-
cieties and the Atlanta Psychoanalytic
Society are sponsoring a meeting Oc-
tober 19-21 in Atlanta. The meeting
will feature a symposium with Merton
Gill, Leo Rangell, and Leo Stone
(M.D.s), discussing the issue of ‘‘Psy-
choanalysis and Psychotherapy, Simi-
larities and Differences,’” 25 years af-
ter their symposium that was pub-
lished in the Journal of the American
Psychoanalytic Association in 1954,
Further information is available from
Ralph Roughton, M.D., Registrar,
1175 Peachtree St., Atlanta, Ga.
30361, (404-892-7561). 8A-4I
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JCAH

Continued from page 6

deemed necessary to insure that the
professional and technical expertise
provided by the PTAC meets the
needs of the accreditation program
served,”’ notes JCAH. Maximum ten-
ure for a person representing an or-
ganization as well as for an at-large in-
dividual will be six consecutive years.

Although five PTACs are slated for
implementation, there is some ques-
tion about whether the mental retar-
dation/developmental disabilities
PTAC will get off the ground. When
JCAH announced its reorganization
plans, the Accreditation Council on
Mental Retardation/Developmental
Disabilities did not endorse the pro-
posal, and its member organizations
are considering establishing their own
accrediting body. According to Col-
dewey, JCAH plans to go ahead with
the MR/DD PTAC but is holding off
on further action toward that end until
it sees what the member organizations
of the old MR/DD council decide to
do.

The first meeting of the PTAC for
the Psychiatric Facilities Accredita-
tion Program, on which APA is repre-
sented by Francis deMarmneffe, M.D.,
was held in early June. This meeting
was organizational only, since the
PTAC did not become operational un-
til July 1. Mark Gould, M.D., repre-
sentative of the National Association
of Private Psychiatric Hospitals, was
elected chair of the committee.

APA representatives on other
PTACs are: hospital accreditation
program—Robert Gibson, M.D.;
long-term—John Talbott, M.D.; and
MR/DD—Gerald Clark, M.D.

Further JCAH organizational
changes include the formation of a
policy advisory committee (PAC) to
the board of commissioners to pro-
vide policy advice to the board and
‘‘serve as a forum for the exchange of
information regarding national and
professional issues affecting JCAH
and its voluntary accreditation role,”’
according to Affeldt. The PAC will be
made up of ‘‘not more than 30 mem-
bers, including a representative from
each PTAC, representing organiza-
tions composed of individual, institu-
tional, or agency providers, advocates
of health and related human services,
a coalition of such organizations, or
national organizations whose interests
are similar to those of JCAH as well
as selected individuals.”” A major
function of the PAC will be to recom-
mend generic policies governing the
accreditation process to the BOC.

As these immediate reorganization
efforts begin to get underway, JCAH
will be focusing its attention on long-
er-range items, including examination
of BOC’s composition and revision of
JCAH’s mission and scope statement.
Preliminary recommendations of this
study are slated to be presented to the
BOC in August, with final action to be
taken in December.

Meanwhile, a division of accredita-
tion, incorporating the five categorical
accreditation programs represented
by PTACs, has been formed within
JCAH. It will include a department on
integrated surveys to focus in on sur-
veys of multi-category facilities, as
well as a standards department to
identify similarities and differences
within the various sets of standards
and develop a set of ‘‘core stan-
dards.”” Donald C. Smith, M.D., is
JCAH’s vice-president for accredita-
tion. A new manual of consolidated
standards has already been published
by JCAH and is scheduled to go into
use in October.
8A-19
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Appointments and Awards

MICHAEL PALLAcK, PH.D., has been
named the next executive officer of
the American Psychological Associa-
tion. He will officially assume his
duties at the association’s annual con-
vention in September.

% % *
Nancy C. A. ROESKE, M.D., direc-
tor of undergraduate curriculum and
coordinator of medical education in
the department of psychiatry at In-
diana University, was presented the
1979 achievement award of the Amer-
ican Association of University Women
Educational Foundation. The $3,000
award was presented at AAUW'’s
biennial national convention in Albu-
querque, New Mexico.

* * %

JacoB H. ConnN, M.D., an assistant
professor emeritus at the Johns Hop-
kins University Medical School, has
been designated the first perpetual
fellow of the Society for Clinical and
Experimental Hypnosis.

JouN DELuca, former director of the
New York State Division of Alcohol-
ism and Alcohol Abuse, has been
appointed director of the National
Institute on Alcohol Abuse and Al-
coholism.

* % *
ROBERT S. GARBER, M.D., president
of the Carrier Foundation in Belle
Mead, New Jersey, and a former APA
president, was recently presented the
Citation of Merit Award of the Mal-
vern Institute, Malvern, Pennsylvania.
The award has been presented to
distinguished physicians for their
work in medicine, particularly psy-
chiatry, mental health, and addictions.

* % *

RAYMOND W. WAGGONER, SR., M.D.,
a consultant for the Michigan Depart-
ment of Mental Health and a former
APA president, was recently honored
by the Michigan Psychiatric Society
for his contribution to residential
treatment of emotionally disturbed

children. Waggoner also maintains a
private practice.
% % %

MING T. TsuaNG, M.D., professor of
psychiatry and preventive medicine at
the University of Iowa College of
Medicine, has been selected to receive
a Macy Faculty Scholar Award for
1979-1980. The award will help sup-
port a one-year sabbatical at the
University of Oxford in England. He
will use the sabbatical to analyze in-
formation gathered in the Iowa 500
project, a 40-year field follow-up and
family study of about 500 persons
diagnosed and treated at the Univer-
sity of Iowa Psychiatric Hospital
between 1935 and 1944. He will also
draw conclusions about specific char-
acteristics of the three major psy-
choses.
* * %

THE FOLLOWING PERSONS recently
took office at the Society for Liaison
Psychiatry: LARRY S. GOLDBLATT,
M.D., president; HAROLD D. ZUCKER,
M.D., president-elect; ROBERT GRAY-
SON, M.D., treasurer; and JERRY
FINKEL, M.D., secretary.

Contraindications: Known hypersensitivity. Should not be given concomitantly with a
monoamine oxidase inhibitor since hyperpyretic crises, severe convulsions, and deaths
have occurred. When used to replace a monoamine oxidase inhibitor, allow a minimum
of 14 days to elapse before initiating therapy with amitriptyline HC!. Initiate dosage of
amitriptyline HCI cautiously with gradual increase in dosage untit optimum response is
?chieved. Not recommended during the acute recovery phase following myocardial in-
arction.

Warnings: May block the antihypertensive action ot guanethidine or similarly acting
compounds. Should be used with caution in patients with a history of seizures or a his-
tory of urinary retention, or with angle-closure glaucoma or increased intraocular pres-
sure; in patients with angle-closure glaucoma, even average doses may precipitate an
attack. Patients with cardiovascular disorders should be watched closely; arrhythmias,
sinus tachycardia and prolongation of the conduction time have been reported, particu-
larly with high doses; myocardial infarction and stroke have been reported with drugs of
this class. Close supervision is required for hyperthyroid patients or those receiving thy-
roid medication. May impair mental and/or physical abilities required for performance
of hazardous fasks, such as operating machinery or driving a motor vehicle. in patients
who use alcohol excessively, potentiation may increase the danger inherent in any sui-
cide attempt or overdosage. Safe use during pregnancy and lactation has not been es-
tablished; in pregnant patients, nursing mothers, or women who may become pregnant,
weigh possible benefits against possible hazards to mother and child. Not recom-
mended for patients under 12 years of age.

Precautions: Schizophrenic patients may develop increased symptoms of psychosis;
patients with paranoid symptomatology may have an exaggeration of such symptoms;
manic depressive patients may experience a shift to the manic phase. In these circum-
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stances, the dose of amitriptyline HCI may be reduced or a major tranquilizer, such as
perphenazine, may be administered concurrently.

When given with anticholinergic agents or sympathomimetic drugs, including epineph-
rine combined with local anesthetics, close supervision and careful adjustment of dos-
ages are required; paralytic ileus may occur in patients taking tricyclic antidepressants
in combination with anticholinergic-type drugs. Use cautiously in patients receiving
large doses of ethchlorvynol, since transient delirium has been reported on concurrent
administration. May enhance the response 1o alcohol and the effects of barbiturates and
other CNS depressants. The possibility of suicide in depressed patients remains until
significant remission occurs. Potentially suicidal patients should not have access to
large quantities of this drug. Prescriptions should be written for the smallest amount
feasible. Concurrent electroshock therapy may increase the hazards associated with
such therapy; such treatment should be limited to patients for whom it is essential.
When possible, discontinue the drug several days before elective surgery. Both elevation
and lowering of blood sugar levels have been reported. Use with caution in patients with
impaired liver function.

Adverse Reactions: Nofe: Included in this listing are a few adverse reactions not re-
ported with this specific drug. However, pharmacological similarities among the tricyclic
antidepressant drugs require that each reaction be considered when amitriptyline is ad-
ministered. Cardiovascuiar: Hypotension, hypertension, tachycardia, palpitation, myo-
cardial infarction, arrhythmias, heart biock, stroke. CNS and Neuromuscular: Confu-
sional states; disturbed concentration; disorientation; delusions; hallucinations; excite-
ment; anxiety; restlessness; insomnia; nightmares; numbness, tingting, and paresthe-
sias of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; seizures;
alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of inappro-
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Spiegel Calls for
More Care for Hispanics

JoHN P. SPIEGEL, M.D., well known
for his studies of urban riots, spoke at
the recent APA annual meeting on the
importance of meeting the mental
health needs of the large Hispanic
minority in this country. According to
Spiegel, ‘. . . [In] the coming decade
Hispanics will constitute the largest
minority group in the country.’” Spie-
gel asserted that the mental health
needs of this group cannot be met by
merely training more Hispanic profes-
sionals and that a great risk exists that
lesser trained paraprofessionals will be
moved into treatment positions. ‘‘So-
cial justice and ethical policy’’ de-
mand that more be done, said Spie-
gel.

Spiegel described a training pro-
gram carried out at Brandeis Univer-
sity with NIMH support which trained
non-Hispanic professionals—psychia-
trists, social workers, psychologists,
and others—to work successfully with
Hispanic patients.
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Spiegel pointed out that profession-
als should already be proficient in
their fields and interested in cross-cul-
tural issues. Another requirement was
the ability to speak Spanish or a will-
ingness to learn it. Furthermore, they
needed to become familiar with spe-
cific sub-groups such as Puerto Ri-
cans or Cubans. Research on cross-
cultural issues and liaison with rele-
vant cultural agencies was combined
with the training program.

The program was carried out in a
working class suburb of Boston. The
main site was an outreach counseling
center located close to the Puerto Ri-
can area but reaching out to a number
of other ethnic groups as well. Train-
ees worked with Portuguese from the
Azores, with Italians, with Haitians,
and others originally from the black
Caribbean populations. The primary
emphasis was on work with Puerto Ri-
cans.

See ‘‘Hispanics,”” page 20

Countertransference—
And Female Trainees

THE COUNTERTRANSFERENCE ISSUES
that a female therapist must face, par-
ticularly those relating to sexuality,
seem to be such a sensitive subject
that many training supervisors—male
and female alike—never raise them
with their female trainees, thereby
possibly reinforcing the childhood re-
pression of the discussion of sex-
uality.

Three female psychiatrists, Chris-
tine Bienick, Gail M. Barton, and
Elissa Benedek (M.D.s), have been
doing research interviews with female
therapists, seeking to assess whether
there are indeed training gaps and
how these may be compensated.
Bienick presented preliminary obser-
vations from interview data at APA’s
recent annual meeting. ‘‘First,”’ she
said, ‘‘there seems to be ample con-
firmation of inadequate training in the
handling of countertransference re-
lated to sexuality, whether in didactic
sessions or during supervisory hours.

Many supervisors seemed uncomfort-
able in dealing with these issues. Even
those supervisors who were perceived
as helpful generally waited for the
trainees to raise countertransference
issues, thereby creating a conspiracy
of silence and perpetuating the child-
hood taboo of discussing sexual top-
ics.”” Bienick reported that the data
indicate that the sex of the supervisor
does not seem to be related to skill in
handling sensitive countertransfer-
ence issues, ‘‘even though one might
hypothesize that same sex super-
visors might serve as better role
models.”” The three psychiatrists
found that women devised a range of
coping mechanisms *‘from avoidance
and denial to attempted discussion
with supervisors or others, such as
spouses or one’s own personal thera-
pist, but rarely with peers. Inter-
estingly, while therapists did not ap-
pear to seek support from their peers
during their training, subsequently
some of them developed supportive
and close friendships with other men-
tal health professional women whom
they met regularly for lunch and an in-
formal discussion of clinical issues,
including that of sexual counter-
transference.”’

It was clear for the three research-
ers that they might be cracking the lid
of what had been a Pandora’s box for
many women therapists when they
began their attempts to interview, in-
dividually or in small groups, female
social workers, psychiatrists, and
psychologists from a midwestern
area, most of whom had already com-
pleted their training. They ultimately
talked to 15. Bienick chronicled some
initial responses to interview re-
quests. "‘One older female psychia-
trist declined to participate, stating
that she worked primarily with female
patients ‘so of course I wouldn’t have
any sexual countertransference with
them.’ She added that her supervision
experiences dealing with counter-
transference during residency were
virtually nil . . . . Another woman, a
young analyst, hesitantly said that she
needed time to think the topic over
because ‘the issues were so very com-
plex’ and because she was concerned
with breaking the doctor/patient con-
fidentiality, even though it had been
clearly pointed out that every effort
would be made to prevent patient or
therapist identification.”” Although
she agreed to call back with her deci-
sion, there was no word until one of
the researchers ran into her acciden-
tally, at which point she apologized
and expressed relief that enough other
people were participating to make the
project possible. She then acknowl-
edged that she was ‘‘equally as con-
cerned with confidentiality relating to
her own disclosures as with that of her
patients . . . . Certainly,”” noted
Bienick, ‘‘there appeared to be a gen-
eral concern with confidentiality re-
garding material pertaining to the
therapists themselves . . . . This con-
cern . . . contrasts with a general
willingness of the same therapists to
talk about the more didactic aspects
of their training.”’

Bienick, Barton, and Benedek
found that generally ‘‘the therapists’
personal backgrounds were such that
sexuality was not discussed in their
families, openly or otherwise. One
therapist indicated that at the age of
13 she was given a book on sex by her
parents without preliminary or sub-
sequent discussion about sexuality,
menstruation, pregnancy, marriage,

See ‘‘Therapist,”’ page 22
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Person

Continued from page 9

than a few contemporary Thomists fa-
vor a return to the older doctrine of
delayed hominization.”’

That afternoon’s discussions began
and they dealt more upon the point in
time when the fetus satisfies the con-
ditions of being ‘‘a person.’’ But,
again, no consensus was achieved.

In the symposium literature given
to participants, the organizers had
suggested that the words ‘‘human’
and ‘‘person’’—as fundamental con-
cepts—are in a state of crisis. ‘‘They
no longer seem capable of smoothly
integrating, arbitrating, or steering our
complex cultural activity. Contem-
porary medicine and the broader
domains of biomedical research are
particularly appropriate areas at the
present moment within which to ex-
amine ‘human’ and ‘person’ as nor-
mative concepts in decision-making.”’
Yet, May Cohen, M.D., of the depart-
ment of family medicine, McMaster
University, Hamilton, Ontario, was
the only one of the day’s discussants
who got down to cases in what was a
well organized symposium.

Cohen addressed the actual prob-
lems involved in medical decision
making, although her discourse per-
tained mainly to the abortion issue.
For those who oppose abortion, she
suggested, the issue becomes stripped
of complexity, ‘‘but concepts of ‘hu-
man’ and ‘person’ are not decisive in
determining individual decisions and
how we should behave toward unborn
life.”

Administrative
Psychiatrists

THOMAS T. TOURLENTES, M.D., chair
of the APA Committee on Certifica-
tion in Administrative Psychiatry, an-
nounced that the following candidates
successfully passed the examination
for certification recently conducted in
Chicago in conjunction with the APA
annual meeting: Kenneth D. Cohen,
M.D., Bala Cynwyd, Pennsylvania;
Thomas J. Conklin, M.D., Hartford,
Connecticut; William B. Scholton,
M.D., Denver, Colorado; J. V. Bas-
tani, Lincoln, Nebraska; George E.
Hamilton, Jr., M.D., Winston-Salem,
North Carolina; Mayer C. Liebman,
M.D., Towson, Maryland; and
Charles A. Meyer, Jr., M.D., Au-
gusta, Georgia. Personalized certifi-
cates attesting to special competency
in administrative psychiatry will be
awarded to all successful candidates.
The next certification examination
will be given May 11, 1980, in New
Orleans. Psychiatrists interested in re-
ceiving this recognition are invited to
apply to the committee chair, Thomas
T. Tourlentes, M.D., 2701 17th St.,
Rock Island, Ill. 21602, prior to Janu-
ary 31, 1980. A brochure is available
on request containing detailed infor-
mation pertaining to the examination.
Telephone inquiries should be direct-
ed to Tourlentes at (309) 793-1904.
Candidates interested in participat-
ing in a review course should contact
Seymour Kaplan, M.D., Director, Fel-
lowship Program in Administrative
Psychiatry, Albert Einstein Medical
College, 1300 Morris Park Ave.,
Bronx, New York 10461, as soon as
possible. Those who have completed
formal application for the examination
in administrative psychiatry will be
admitted to this tuition-free weekend
course, which is tentatively scheduled
to begin in late fall. Continuing medi-
cal education will be awarded to all
participants. 8A-4G
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She found the abortion issue a com-
plex one, having medical, legal, mor-
al, biological, sociological, psycholog-
ical and demographic connotations.

‘‘ Attempting to apply a single crite-
rion to all situations in this dilemma
leads to contradictions and insur-
mountable difficulties. . . . We must
look at the morality of the omission as
well as the commission of an act. The
abortion issue forces us to look at the
immorality of passing laws which in-
herently incorporate inequality in
their application. And, finally, it
makes us look at the basic question of
whether or not our society really can
accept the sexuality of humans as an
important and integral part of their to-
tal humanity.”’

The .afternoon’s proceedings also
dealt with the pluralistic society and
its embracing principles—whether the
credence of one group should be per-
mitted to prevail—but they really
foundered on the question of ‘‘poten-
tiality’’ toward personhood of the fe-
tus. The potentiality referred to is that
potentiality which gives the fetus its

placement. The opposing argument
found potentiality not actuality at a
given point in time. The defenders
stuck to their guns, however, con-
tending that potentiality does lead to
that actuality. Close harmony was
not achieved either on the issue of re-
spect for unborn life. Concerning the
validity of the overall ‘‘respect for
life’” concept, it was pointed out that
all societies throughout history have
sanctioned the taking of life in some
ways. The examples given were capi-
tal punishment, ectopic pregnancies,
and war.

A point raised was whether or not
all participants arrived with their ori-
entations set and perseverant? There-
fore, could there be a reasonable dis-
cussion on the issues? In any event,
this report can be only superficial.
The following day’s talks dealt with
“‘human’” and ‘‘person’’ at the termi-
nal stage of life. The proceedings are
to be published. The address of the
Clinical Research Institute is 110 Pine
Avenue West, Montreal, Que., Cana-
da H2W 1R7.

Psychotherapy Program

THE LENox HiLL Hospital in New
York recently founded the Lenox Hill
Hospital Psychotherapy Program, de-
signed for postgraduate training in
psychoanalytic psychotherapy. It will
involve two years of course work,
case seminars, and supervision.
Those eligible for enrollment are prac-
ticing therapists with a master’s de-
gree in social work or a doctorate in
psychology, psychiatrists who have
completed their residency training,
and individuals with special qualifica-
tions in psychotherapy. An advanced
program is also offered in supervision
and special issues in technique. Those
eligible for enrollment are graduates
of psychoanalytic and psycho-
therapeutic institutes, and others with
advanced training. Seminars will meet
on Friday mornings beginning Octo-
ber 1979. Program director is Robert
Langs, M.D. Further information is
available from Marvin Kaplan, M.D.,
Director of Education, Lenox Hill
Hospital Psychotherapy Program Le-
nox Hill Hospital, 100 E. 77th St.,
New York, N.Y. 10021.

Anxiety symptoms dispelled,
yet not drowsy by day.



Child

Continued from page 8

dent if one is able to gain the con-
fidence of a troubled child who, for
example, attacks his teacher, verbally
or otherwise, but is liable to confess
that he does not hate the teacher.

If emergency help is not available in
the classroom at the very moment
when it is most needed, the child’s re-
action to the helplessness he feels
may be stronger than warranted by

Fall Component Meetings

THE DATES of the APA fall com-
ponent meetings have been changed
in order to avoid conflict with Rosh
Hashanah. The meetings have been
moved forward one day, to begin on
Wednesday, September 19, and to
conclude by noon on Friday, Septem-
ber 21. A few components will begin
meeting on September 18. The meet-
ings will be held at the Baltimore Hil-
ton. BA-4A

the reality of the situation, Redl said.
In effect, he continued, the approach
to some of these events needs to be
changed, and it must be realized that
the child may be gaining something
positive if he is indeed protesting
against what he perceives as being
“‘“wronged’’ by adults. When this is
the case, it is not an indication of a
severe aggressive problem but shows
the effects of a causal chain where the
links are the following: a) the child re-
acting with half-way normal behavior,
b) restlessness, which spills over to c)
aggression, and d) a final manifest de-
viance of behavior. The last link has
to be traced back to the etiological
chain of events if therapists are going
to be able to respond adequately, Redl
believes.

Concluding, he said that what makes
the child become angry is interesting
but this knowledge is not sufficient to
properly manage the behavior. The
significance of the outburst becomes
clear when the obvious question is
asked, ‘“What is in it for the kid right
now!”’

Redl is with the school of social
work at Wayne State University. sa-is

FDA

Continued from page 11

‘‘necessary adjunct”’ that would rein-
force and augment patient consulta-
tions with physicians and pharma-
cists. It believes that consumers not
only have the right to know a drug’s
benefits, risks, and directions for use,
but that the greater dissemination of
that information will promote safe and
effective use.

The timetable for implementation is
vague. It will probably take at least a
year and perhaps as many as two or
three before the first inserts actually
reach consumers, according to FDA
patient labeling specialist Steve
Moore, although he added that FDA
is aiming for ‘‘as soon as possible.”
Other events that could hinder or has-
ten implementation are the naming of
a new FDA commissioner to replace
the recently departed Donald Ken-
nedy or possible passage of Senator
Edward M. Kennedy’s drug regula-
tion reform bill, which is reported to
have good chances in the Senate but
so far has been inactive in the House.

Anxiety symptoms dispelled, yet not drowsy by day.

Tranxenec

(CLORAZEPATE DIPQTASSIUM) 4306CB
CAPSULES, 3.75, 7.5, and 15 mg
TRANXENE-SD SINGLE DOSE TABLETS,
11.25 and 22.5 mg

Brief Summary

INDICATIONS — TRANXENE is indicated for the
symptomatic relief of anxiety associated with anxiety
neurosis, in other psychoneuroses in which anxiety
symptoms are prominent features, and as an adjunct
in disease states in which anxiety is manifested.

TRANXENE is indicated for the symptomatic relief
of acute alcohol withdrawal.

The effectiveness of TRANXENE in long-term use,
that is, more than 4 months, has not been assessed
by systematic clinical studies. The physician should
reassess periodically the usefulness of the drug for
the individual patient.

CONTRAINDICATIONS — TRANXENE is contraindi-
cated in patients with a known hypersensitivity to the
drug, and in those with acute narrow angle glaucoma.

WARNINGS — TRANXENE is not recommended for
use in depressive neuroses or in psychotic reactions.

Patients on TRANXENE shouid be cautioned against
engaging in hazardous occupations requiring mental
alertness, such as operating dangerous machinery
including motor vehicles.

Since TRANXENE has a central nervous system
depressant effect, patients should be advised against
the simultaneous use of other CNS-depressant drugs,
and cautioned that the effects of alcohol may be
increased.

Because of the lack of sufficient clinical experi-
ence, TRANXENE is not recommended for use in
patients less than 18 years of age.

Physical and Psychological Dependence:
Withdrawal symptoms (similar in character to those
noted with barbiturates and alcohol) have occurred
following abrupt discontinuance of clorazepate. Symp-
toms of nervousness, insomnia, irritability, diarrhea,
muscle aches and memory impairment have followed
abrupt withdrawal after long-term use of high dosage.

Caution should be observed in patients who are
considered to have a psychological potential for drug
dependence.

Evidence of drug dependence has been observed in
dogs and rabbits which was characterized by convul-
sive seizures when the drug was abruptly withdrawn
or the dose was reduced; the syndrome in dogs could
be abolished by administration of clorazepate.

Usage in Pregnancy:

An increased risk of congenital malformations asso-
ciated with the use of minor tranquilizers (chlordia-
zepoxide, diazepam, and meprobamate) during the
first trimestor of prognancy has been suggested in
several studies. TRANXENE, a benzodiazepine deriva-
tive, has not been studied adequately to determine
whether it, to0, may be associated with an increased
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risk of fetal abnormality. Because use of these drugs
is rarely a matter of urgency, their use during this
period should almost aiways be avoided. The possi-
bility that a woman of childbearing potential may be
pregnant at the time of institution of therapy should
be considered. Patients should be advised that if they
become pregnant during therapy or intend to become
pregnant they should communicate with their physi-
cian about the desirability of discontinuing the drug.

Usage during Lactation:

TRANXENE should not be given to nursing mothers
since it has been reported that nordiazepam is ex-
creted in human breast milk.

PRECAUTIONS —In those patients in which a degree
of depression accompanies the anxiety, suicidal
tendencies may be present and protective measures
may be required. The least amount of drug that is
feasible should be available to the patient.

Patients on TRANXENE for prolonged periods
should have blood counts and [iver function tests
periodically. The usual precautions in treating patients
with impaired renal or hepatic function should also
be observed.

In elderly or debilitated patients, the initial dose
should be small, and increments should be made
gradually, in accordance with the response of the
patient, to preclude ataxia or excessive sedation.

ADVERSE REACTIONS — The side effect most fre-
quently reported was drowsiness. Less commonly
reported (in descending order of occurrence) were:
dizziness, various gastrointestinal complaints, ner-
~ vousness, blurred vision, dry mouth, headache, and
mental confusion. Other side effects included in-
somnia, transient skin rashes, fatigue, ataxia, geni-
tourinary complaints, irritability, diplopia, depression
and slurred speech.
There have been reports of abnormal liver and
kidney function tests and of decrease in hematocrit.
Decrease in systolic blopd pressure has been
observed. -

DOSAGE AND ADMINISTRATION
For the symptomatic relief of anxiety:
TRANXENE is administered orally. The capsules may
be given in divided doses. The usual daily dose is 30
mg. The dose should be adjusted gradually within the
range of 15 to 60 mg daily in accordance with the
response of the patient. In elderly or debilitated
patients it is advisable to initiate treatment at a daily
dose of 7.5 to 15 mg.

TRANXENE capsules may also be administered as
a single dose daily at bedtime; the recommended
initial dose is 15 mg. After the initial dose, the
response of the patient may require adjustment of
subsequent dosage. Lower doses may be indicated in
the elderly patient. Drowsiness may occur at the
initiation of treatment and with dosage increment.

TRANXENE-SD fablets (22.5 mg) may be admin-
istered as a single dose every 24 hours. This tablet
is intended as an alternate dosage form for the con-
venience of patients stabilized on a dose of 7.5 mg
capsules three times a day. TRANXENE-SD tablets

should not be used to initiate therapy.

TRANXENE-SD HALF STRENGTH tablets (11.25
mg) may be administered as a single dose every 24
hours.

For the symptomatic relief ot

acute alcohol withdrawal:

Recommended schedule: 1st 24 hours, 30 mg
TRANXENE initially, followed by 30 to 60 mg in
divided doses; 2nd 24 hours, 45 to 90 mg in divided
doses; 3rd 24 hours, 22.5 to 45 mg in divided doses;
4th day, 15 to 30 mg in divided doses. Thereafter
gradually reduce to 7.5 to 15 mg daily, and discon-
tinue as soon as condition is stable. Maximum daity
dose is 90 mg. Avoid excessive reductions in total
drug on successive days.

DRUG INTERACTIONS — If TRANXENE is to be
combined with other drugs acting on the central
nervous system, careful consideration should be
given to the pharmacology of the agents to be em-
ployed. Animal experience indicates that TRANXENE
prolongs the sleeping time after hexobarbital or after
ethyl alcohol, increases the inhibitory effects of
chlorpromazine, but does not exhibit monoamine
oxidase inhibition. Clinical studies have shown in-
creased sedation with concurrent hypnotic medica-
tions. The actions of the benzodiazepines may be
potentiated by barbiturates, narcotics, phenothiazines,
monoamine oxidase inhibitors or other antidepres-
sants.

If TRANXENE is used to treat anxiety associated
with somatic disease states, careful attention must
be paid to possible drug interaction with concomitant
medication.

MANAGEMENT OF OVERDOSAGE — Overdosage is
usually manifested by varying degrees of CNS de-
pression ranging from slight sedation to coma. As in
the management of overdosage with any drug, it
should be borne in mind that multiple agents may
have been taken.

There are no specific antidotes for the benzodiaze-
pines. The treatment of overdosage should consist of
the general measures employed in the management of
overdosage of any CNS depressant. Gastric evacua-
tion either by the induction of emesis, lavage, or
both, should be performed immediately. General sup-
portive care, including frequent monitoring of the
vital signs and close observation of the patient, is
indicated. Hypotension, though rarely reported, may
occur with large overdoses. In such cases the use of
agents such as Levophed® Bitartrate (levarterenol
bitartrate injection, USP) or Aramine® Injection
(metaraminol bitartrate injection, USP) should be
considered.

While reports indicate that individuals have sur-
vived overdoses of TRANXENE (clorazepate dipotas-
sium) as high as 450 to 675 mg, these doses are not
necessarily an accurate indication of the amount of
drug absorbed since the time interval between inges-
tion and the institution of treatment was not always
known. Sedation in varying degrees was the most
common physiological manifestation of TRANXENE
overdosage. Deep coma when it occurred was usuaily
associated with the ingestion of other drugs in
addition to TRANXENE. 9073313

The agency is proposing to initiate
the labeling gradually and in two
phases: Patient labeling guideline
texts embodying the general regula-
tions for the first ten products or
classes of drugs will be published in
the Federal Register for a 60-day com-
ment period before final texts will be
published. Manufacturers, who are to
write and distribute the leaflets with
their products, may deviate from the
prototypes as long as they conform to
labeling specifications. For the next
set of up to 75, notices will say when
drafts are available for comment. The
FDA intends to thoroughly evaluate
the effects of patient information for
this first batch of drugs before setting
dates for making labeling imperative
for the remainder.

Psychoactive drugs or drug classes
designated in the first phase include
anti-cholinergics, barbiturates, chlor-
diazepoxide, clonazepam, dextro-
amphetamine, diazepam, disulfiram,
ethclorvynol, flurazepam, glutethi-
mide, levodopa/carbidopa, meprobam-
ate, methylphenidate, and oxzeopam.

Regarding exemptions, the pro-
posed regulations would permit dis-
pensers, which in most cases would
be pharmacists, to give patient leaflets
to the parent or legal guardian of a
mentally disabled person or of a child
who cannot legally consent to medical
treatment, although this is not bind-
ing.

Physicians would be allowed to
note on a prescription that informa-
tion be withheld from a patient for
medical reasons, unless, as with oral
contraceptives, the insert for a partic-
ular drug is directed to be given to
everyone regardless of circumstance.
Patients needing emergency treatment
and those in hospitals and long-term
institutions are also exempted be-
cause of practical problems in distri-
bution; institutions, however, would
have to inform patients that further in-
formation is available in some other
form such as a hospital compendium.

8A-16

APA Video Presentations

THE SUBCOMMITTEE on video of the
APA Program Committee invites sub-
missions of video tapes for presenta-
tion at the annual meeting in San
Francisco in 1980. Submissions which
deal with any aspect of psychiatry are
welcome. In particular, in keeping
with the theme of the San Francisco
meeting, the subcommittee encour-
ages submissions dealing with the
president’s theme ‘‘work and love’’ or
with the Asian American community.
The committee must have an edited
tape for review. In the review pro-
cess, the committee looks for tapes
that convey information about psychi-
atric work in a clear and interesting
fashion, and that are edited suffi-
ciently so that they stand by them-
selves. Titles, introductions, and
voice-over techniques are often very
helpful, the subcommittee said. The
subcommittee also encourages the
use of the video tape medium for re-
cording and editing encounters with
patients but requires a signed consent
form from any patients involved spe-
cifically, releasing the material for
presentation at APA meetings. -
David Spiegel, M.D., now chairs
the subcommittee. Deadline for sub-
mission of tapes is September 10,
1979. They should be sent to APA
headquarters at 1700 18th St., N.W.,
Washington, D.C. 20009, in care of
Allan Beigel, M.D., chair of the pro-
gram committee. The tapes will be re-
viewed in the fall, and submitters will
be notified about whether the tapes
will be included within several months
of submission. 7B-9D
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Married Bisexuals
Still Show

Same Sex Feelings

Is OUR ENTIRE societal approach to
sexuality pathological? Is our indif-
ference to certain human sexual prob-
lems in itself a kind of cultural pathol-
ogy? It could be. This was one sugges-
tion in the discussion period following
the reading of a paper on bisexual men
in a heterosexual marriage presented
at the annual meeting of the Canadian
Psychological Association in Quebec
City. In the presentation, Eli Cole-
man, Ph.D., an assistant professor in
the medical school, University of
Minnesota, and a psychologist and
sex therapist, stated that very little
has been learned about this particular
group.

‘‘The concept that an individual
may be married and yet have a signifi-
cant amount of same-sex feelings
seems to have eluded mental health
professionals. For example, in assem-
bling their original heterosexual study
group, Masters and Johnson (1966)
never considered including individ-
uals who had varying amounts of
same-sex sexual experience. ... In
their most recent study, Masters and
Johnson were surprised to find that 23
percent of the male and female homo-
sexuals had been previously mar-
ried.”’

This latter finding, he said, seems to
be consistent with the extensive study
of Bell and Weinberg (1978), but the
only systematic study that has looked
specifically at married men with pre-
dominantly same-sex feelings was
conducted in Belgium on 11 couples.

“*‘There have been case studies of
treatment reported but, basically,
little is known about these men, their
wives, or their relationships,”” Cole-
man stated.

Coleman went on to describe his
own study of 18 men who, at the time
of entering therapy, were married and
expressed concern about their sexual
identity. Each was placed in a bisex-
uality discussion group, which met for
ten weeks and which attempted to
create a better understanding of hu-
man sexual functioning, to share con-
cerns, and to deal with same-sex and
opposite-sex relationships.

As a result of this therapeutic inter-
vention, eight of these 18 men decided
upon divorce although, prior to treat-
ment, five had already separated or
were contemplating separation. The
remaining ten decided to stay mar-
ried, but three of this group thought
their decision temporary. Hence, only
seven of the 18 males definitely de-
cided to re-commit themselves, Cole-
man reported.

*‘Only three of these men planned a
monogamous relationship with their
wives, two were going to act on their
same-sex feelings without the wife’s
knowledge, and two were still unde-
cided whether or not they would act
on these feelings. No relationship de-
veloped which allowed extramarital
activity for the husband with the
wife’s knowledge and consent.”

But the situation brings up a num-
ber of problems which Coleman
noted: What were the reasons for
their getting married? What attempts
were made to eliminate same-sex feel-
ings? Did the wife have knowledge of
her husband’s same-sex feelings?
What about marital and sexual con-
flicts, extramarital liaisons, effects on
children, adjustment? Finally, what
were the factors for success or failure
following their decisions?

In therapy, Coleman found out that

See ‘‘Bisexuals,”’ page 26
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Lithobid"

Slow-Release Lithium Carbonate 300 mg.

Before prescribing, see complete prescribing information in Rowell literature. The
following is a brief summary.

WARNING

Lithium toxicity is closely related to serum lithium levels, and can occur at
doses close to therapeutic levels. Facilities for prompt and accurate serum
lithium determinations should be available before initiating therapy.

Indications: Treatment of manic episodes of manic-depressive iliness. Maintenance
therapy prevents or diminishes the intensity of subsequent episodes in manic-
depressive patients with a history of mania.

Warnings: Lithium should generally not be given to patients with significant renal or
cardiovascular disease, severe debilitation or dehydration, sodium depletion, or to
patients receiving diuretics.

Lithium therapy has been reported in some cases to be associated with morphologic
changes in the kidneys.

Caution patient and family to watch for diarrhea, vomiting, tremor, mild ataxia, drowsi-
ness, or muscular weakness as signs of lithium toxicity, and to discontinue therapy
and contact a physician should they occur. Patients receiving combined therapy with
lithium and an antipsychotic should be monitored closely for early evidence of neuro-
logic toxicity and treatment discontinued promptly if such signs appear. Caution
patients about activities requiring alertness (e.g., operating vehicles or machinery).

Lithium shoutd not be used in pregnancy, especially during the first trimester, unless
potential benefits outweigh possible hazards.

Not recommended for children under 12.

Precautions: Lithium tolerance is greater during the acute manic phase and decreases
when manic symptoms subside.

Lithium therapy may lead to sodium depletion. Normal diet (including sait) and adequate
fluid intake (2500-3000 ml) must be maintained, at least during initial stabilization
period. Protracted sweating or diarrhea can decrease tolerance; in such cases,
administer supplemental fluid and salt.

Each tablet contains 40 mg of sodium chloride, equivalent to 15.7 mg of sodium.

Sweating, diarrhea, and concomitant infection with elevated temperatures may require
temporary reduction or cessation of dosage.

Adverse Reactions: Mild to moderate toxic reactions may occur at serum lithium
levels from 1.5 to 2.5 mEq/L, and moderate to severe reactions at levels from 2.0 to
2.5 mEqg/L. Fine hand tremor, polyuria, and mild thirst may occur during initial therapy
and persist. Transient and mild nausea and general discomfort aiso appear during
initial therapy. These effects usually subside with continued treatment or temporary
reduction or cessation of dosage. If persistent, discontinue dosage.

Diarrhea, vomiting, drowsiness, muscular weakness, and fack of coordination may be
early signs of toxicity and may occur at levels below 2.0 mEq/L. At higher levels,
ataxia, giddiness, tinnitus, blurred vision, and a farge output of dilute urine may be
seen. Serum levels above 3.0 mEqg/L may produce a complex clinical picture, involving
multiple organs and systems. Serum levels should not exceed 2.0 mEq/L during
acute phase.

The following reactions appear to be related to serum lithium levels, including levels
within the therapeutic range: Neuromuscular —tremor, muscle hyperirritability (fascicu-
fations, twitching, clonic movements of whole limbs), ataxia, choreo-athetotic move-
ments, hyperactive deep tendon reflex; Central Nervous System—blackout spelis,
epileptiform seizures, slurred speech, dizziness, vertigo, incontinence of urine or
feces, somnolence, psychomotor retardation, restiessness, coniusion, stupor, coma;
Cardiovascular —cardiac arrhythmia, hypotension, peripheral circulatory coflapse;
Gastrointestinal —anorexia, nausea, vomiting, diarrhea; Genitourinary — albuminuria,
oliguria, polyuria, glycosuria; Dermatologic —drying and thinning of hair, alopecia,
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, xerosis cutis;
Autonomic — blurred vision, dry mouth; Thyroid Abnormalities — euthyroid goiter and/of
hypothyroidism (including myxedema) with lower T, and T,. 113t uptake may be elevated;
EEG Changes — diffuse slowing, widening of the frequency spectrum, potentiation and
disorganization of background rhythm; EKG Changes —reversible flattening, isoelec-
tricity or inversion of T-waves; Miscellaneous — fatigue, lethargy, transient scotomata,
dehydration, weight loss, tendency to sleep.

Reactions unrelated to dosage include: transient EEG and EXG changes, leukocytosis,
headache, diffuse nontoxic goiter with or without hypothyroidism, transient hyper-
glycemia, generalized pruritus with or without rash, cutaneous ulcers, albuminuria,
worsening of organic brain syndromes, excessive weight gain, edematous swelling
of ankles or wrists, thirst or polyuria, sometimes resembling diabetes insipidus, and
metallic taste. A single case of a syndrome resembling Raynaud’s has been reported.

Dosage and Administration: Acute Mania— 900 mg b.i.d. or 600 mg t.i.d. (1800 mg
per day) usually will provide serum lithium levels ranging between 1.0 and 1.5 mEq/L.
Serum levels should be determined twice per week until serum level and clinical
condition have been stabilized.

Long-Term Contro/—900 mg to 1200 mg per day in two or three divided doses usually
will maintain serum lithium levels at 0.6 to 1.2 mEq/L. Serum lithium tevels should
be monitored at least every two months.

How Supplied: 300 mg peach-colored tablets, imprinted “ROWELL 7514" in red,
are supplied in bottles of 100 and 1000.

AD ROWEL

LABORATORIES, INC.
BAUDETTE, MINN. 56623
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Hispanics
Continued from page 15

Although other studies have cited a
high drop-out rate for Hispanics seen
in therapy, this did not occur in this
program. Patients and their families
remained in treatment until, in many
cases, the trainees left.

Complications occurred from the
varying theoretical positions of the
various trainees and at times from the
dual supervision they were receiving,
both from the training program and
from their other professional training.

Research goals of accumulating
family history information clashed
with the trainees’ emphasis on the day-
to-day problems of the patients.

Spiegel stressed that a full under-
standing of the cultural patterns of the
patients and a respect for those pat-
terns were essential. For example,
trainees tried to work within the pre-
vailing value system of the Puerto Ri-
can families and attempted to pre-
serve the dignity and respect owed to
the male head of the family. They
honored the traditional sub-
missiveness of the wife and mother—
at the same time noting the sardonic
undercurrent and opposition to male
‘“‘machismo’’ that is often present.
Within this structure they worked to
make a little space in these families
for increased freedom and increased
comfort in their new country. It was
found that great reduction in stress be-
tween generations could be achieved.
Spiegel called this a function of the
therapist as ‘‘culture broker’’ (a term
devised by Hazel Weidman).

According to Spiegel, even in cases
where severe psychiatric problems
existed there was relief due to the sen-
sitive recognition of both cultural pat-
terns and illness.

Information on this subject is accu-
mulating; Spiegel cited the Latino
Mental Health Bibliography and Ab-
stracts as having 497 references, al-
though none is on training. He noted
that this area is important and men-
tioned that an ‘‘interesting and novel”’
approach to training non-Hispanics
for work with Hispanics is being car-
ried out by Melvin Delgado in Wor-
cester, Massachusetts.
8A-11

Isaac Ray Award

THE AMERICAN PSYCHIATRIC ASSOCI-
ATION invites nominations for the
Isaac Ray Award for 1980. This
award, in memory of Margaret Suter-
meister, is presented to a person (psy-
chiatrist, attorney, or one from a dis-
cipline related to human behavior)
who has made outstanding contribu-
tions to forensic psychiatry or to the
psychiatric aspects of jurisprudence.
The purpose of the award is to pro-
mote better understanding between
the law and psychiatry. The award,
which will be presented at the Con-
vocation of Fellows at the APA annu-
al meeting in San Francisco in May
1980, includes an honorarium of
$1,500. The recipient also agrees to
present his or her work at an institu-
tion of higher learning (or other suit-
able location) and to present the man-
uscript for publication. The presenta-
tion will be located and timed to give
maximum exposure to students and
practitioners of law and medicine and
to other professionals. Nominations
are requested, with the deadline of
September 14, 1979, from any inter-
ested professional. They should be
submitted to Jonas Robitscher, J.D.,
M.D., Chair, Isaac Ray Award Board,
Emory University Law School, At-
lanta, Ga. 30322. 8A4D
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Before prescribing, please consuit com-
plete product information, a summary of
which follows:

Indications: Tension and anxiety states;
somatic complaints which are concomitants
of emotional factors; psychoneurotic states
manifested by tension, anxiety, apprehension,
fatigue, depressive symptoms or agitation;
symptomatic relief of acute agitation, tremor,
delirium tremens and hallucinosis due to
acute alcohol withdrawal; adjunctively in
skeletal muscle spasm due to reflex spasm
to local pathology; spasticity caused by
upper motor neuron disorders; athetosis;
stift-man syndrome; convulsive disorders (not
for sole therapy).

The effectiveness of Valium (diazepam) in
long-term use, that is, more than 4 months,

has not been assessed by systematic clinical
studies. The physician should periodically .
reassess the usefulness of the drug for the
individual patient.

Contraindicated: Known hypersensitivity to
the drug. Children under 6 months of age.
Acute narrow angle glaucoma; may be used
in patients with open angle glaucoma who
are receiving appropriate therapy.
Warnings: Not of value in psychotic patients.
Caution against hazardous occupations re-
quiring complete mentdl alertness. When
used adjunctively in convulsive disorders,
possibility of increase in frequency and/or
severity of grand mal seizures may require
increased dosage of standard anticonvulsant
medication; abrupt withdrawal may be asso-
ciated with temporary increase in frequency
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and/or severity of seizures. Advise against
simultaneous ingestion of alcohol and other
CNS depressants. Withdrawal symptoms
(similar to those with barbiturates and alco-
hol) have occurred following abrupt discon-
tinuance (convulsions, tremor, abdominal and
muscle cramps, vomiting and sweating).
Keep addiction-prone individuals under care-
ful surveillance because of their predisposi-
tion to habituation and dependence.

Usage in Pregnancy: Use of minor

tranquilizers during first trimester

should almost always be avoided

because of increased risk of congen-

ital malformations as suggested in

several studies. Consider possibility

of pregnancy when instituting

therapy; advise patients to discuss
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therapy if they intend to or do be-

come pregnant.
Precautions: If combined with other psycho-
tropics or anticonvulsants, consider carefully
pharmacology of agents employed: drugs
such as phenothiazines, narcotics, barbi-
turates, MAO inhibitors and other antidepres-
sants may potentiate its action. Usual pre-
cautions indicated in patients severely de-
pressed, or with latent depression, or with
suicidal tendencies. Observe usual precau-
tions in impaired renal or hepatic function.
Limit dosage to smallest effective amount in
elderly and debilitated to preclude ataxia or
oversedation.

Side Effects: Drowsiness, confusion, diplopia,

hypotension, changes in libido, nausea,
fatigue, depression, dysarthria, jaundice, skin

rash, ataxia, constipation, headache, inconti-
nence, changes in salivation, slurred speech,
tremor, vertigo, urinary retention, blurred
vision. Paradoxical reactions such as acute
hyperexcited states, anxiety, hallucinations,
increased muscie spasticity, insomnia, rage,
sleep disturbances, stimulation have been re-
ported; should these occur, discontinue drug.
Isolated reports of neutropenia, jaundice,
periodic blood counts and liver function tests
advisable during long-term therapy.

Roche Laboratories
Division of Hoffmann-La Roche Inc.

Nutley, New Jersey 07110

Psychiatrists
Discuss Their
Parenting Skills

By Clarissa K. Wittenberg

IT WAS UNUSUAL to see small children
crawling on a platform and scrawling
on a blackboard during an annual
meeting of the American Psychiatric
Association. However, children—
specifically children of psychiatrists—
were the whole point of one workshop
at the annual meeting. Suggested by
Nada Stotland as an experiment, it
was then supported by others who
joined her on the panel as the begin-
ning of a ‘‘children’s scientific ses-
sion’’ at the annual meeting. The main
subject was the psychiatrist as parent,
and the original plan called for their
children to be the experts. However,
relatively few children appeared and
those who did were by and large too
young to say much to the larger
group. The concern of the adults pres-
ent, both psychiatrists and their
spouses, was evident; and their en-
thusiastic response showed they had a
lot to say.

Is there a difference between psy-
chiatrists as parents and any other
group of well educated professionals?
It seems so from the discussion. Not
only are they extremely concerned
and focused on their children and the
process of parenting, but they appear
to have a pattern of ‘‘blunting’’ an
emotion or a fight by ‘‘analyzing it’’ or
via a discussion of motives or simply
by ‘‘talking it to death.”” The mention
of the phrase, ‘‘that makes me very
angry,”’ brought a laugh of recognition
to the audience. One wife, however,
said she had learned to deal with that
phrase an an evasion just as any wife
must learn to deal with a husband’s
personal patterns of disagreement.

High credit was given to the experi-
ence gained by psychiatrists in inter-
personal relationships and the posi-
tive carry-over into marriages and
child rearing. Both men and women
psychiatrists were seen as highly in-
volved in their marriages and with
their children.

Psychiatrists said they have to de-
cide early on how to handle casual
conversation at school about child-
hood pathology or specific questions
about individual children. They also
have to give up their mantle of author-
ity when dealing with their own chil-
dren as many report teachers to be in-
hibited in talking to them. One said he
had the difficulty of having his own
child hurt by a child patient of his. By
and large, the group decided that it
was best to separate their roles, pa-
rental and professional, as far as was
practical and to appear at school sim-
ply as a parent.

The most interesting feature of the
meeting was that of the emergence of
women psychiatrists turning profes-
sional attention to their own con-
cerns. Gail Barton, a participant in the
panel, described herself as a *‘psychia-
trist and the daughter of a psychia-
trist.”” Her early experience with pa-
tients assigned on work therapy as-
signments to their home on the
grounds of a state hospital taught her
about such things as hallucinations.
She felt she developed as a young
child a precocious ‘‘in-touchness”
with her own feelings and saw her fa-
ther’s profession as a positive one.
What did worry her was her own
mothering and the way her devotion
to her demanding professional life
meshed with her parental role. Know-
ing what she knows about psychologi-
cal issues in child rearing, she has giv-

See ‘‘Children,”’ page 30
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Therapist

Continued from page 15

etc. For the most part, her experience
was typical of the other therapists in-
terviewed. The supervision experi-
ences described by the interviewees
indicated that, in general, regardless
of sex, supervisors likewise did not
discuss sexuality comfortably. Espe-
cially in an undidactic context, one
wonders whether training programs
do not unwittingly recapitulate the
childhood settings of repressed sex-
uality. Similarly, it may be that the
women interviewed recapitulated
childhood experiences when, as ther-
apists, they did not discuss problems
about sexual countertransference
with peers and colleagues, much as
they had not discussed these feelings
with their mother or childhood
friends.”’

While specific details varied, sever-
al representative themes emerged
from the interview material, the three
psychiatrists found. One of these, re-
ported Bienick, involved the female
therapists’ feelings of attraction to or
fear of male patients: confusion about
attraction to male patients in the ther-
apist’s age group, avoidance of ac-
cepting men as patients, and difficulty
handling male patients who wished to
date the therapist.

Some female therapists, Bienick
and co-workers found, showed sex-
role stereotyping in handling their pa-
tients despite their avowed sympathy
with the women’s movement. “*One
psychiatrist told how impatient she is
with dependent patients, particularly
if they are male. Another therapist
found that in spite of her conscious in-
tentions to be nonsexist herself, she
tended to encourage female patients
to cultivate physical attractiveness in
contrast to encouraging male patients
to focus on assertiveness and risk tak-
ing. The more experienced therapists
explained that they had come to rec-
ognize their countertransference in
sex-role stereotypy and were more ar-
ticulate about their handling of such
feelings.”

Pregnancy and homosexuality seem
to be particularly difficult issues for fe-
male therapists to deal with, reported
Bienick, and once again they often
seemed condemned to silence in su-
pervision sessions. Discussing preg-
nancy, Bienick said, ‘‘One therapist
was aware of intense anger at an un-
wed, pregnant teenager who did not
want a baby she, an unmarried resi-
dent, wished for. In this case, her
male supervisor was actively helpful
by unobtrusively pointing out to her
the possibility of such feelings. An-
other therapist, married . . . but un-
able to conceive children, deeply en-
vied her patients’ descriptions of their
pregnancies. These feelings were not
dealt with in her supervision, and she
now recalls that it has affected her ca-
pacity to do therapy.”’

Homosexuality, in both male and
female patients, likewise evoked
countertransference issues often left
unattended in supervision. ‘‘One psy-
chiatric resident had unconsciously
denied having any feelings about her
male homosexual patient’s sexual ac-
tivity. She felt she had handled with
perfect composure his accounts of
lovemaking with a male partner, in-
cluding oral and anal sex. One day
when he described affectionately kiss-
ing his lover on the lips she did an in-
ternal double take as she finally broke
through her denial of affect over her
patient’s sexual behavior. However,
neither she nor her older male supervi-
sor ever discussed her denial and rec-
ognition of her feelings . . . .

See ““Therapist,”’ facing page
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Indications: For relief of depressive symp-
toms. Endogenous depressions are more
likely to be alleviated than others.

Contraindications: Hypersensitivity. Should
not be given concomitantly with MAQO inhib-
itors or within 2 weeks of the use of this
drug since hyperpyretic crises, severe con-
vulsions, and fatalities have occurred when
similar tricyclic antidepressants were used
in such combinations. Cross-sensitivity with
other dibenzazepines is a possibility. Con-
traindicated during acute recovery period
after myocardial infarction.

Warnings: Use with caution in patients with
cardiovascular disease because of tendency
to produce sinus tachycardia and prolong
conduction time. Myocardial infarction, ar-
rhythmia, and strokes have occurred. May
block antihypertensive action of guanethi-
dine and similar agents. Because of anticho-
linergic activity, use cautiously in patients
with glaucoma or a history of urinary reten-
tion. Patients with a history of seizures
should be followed closely because the drug
is known to lower the convulsive threshold.

Great care is required for hyperthyroid
patients and those taking thyroid medica-
tion because of possible development of
cardiac arrhythmia. Caution patients about
possibility of impaired mental and/or phys-
ical ability to operate a motor vehicle or
dangerous machinery. Response to alcoholic
beverages may be exaggerated and may lead
to suicidal attempts. Safe use during preg-
nancy, lactation, and women of childbearing
potential has not been established and the
drug should not be given unless clinical sit-
uation warrants potential risk. Not recom-
mended for use in children.

Precautions: Psychotic symptoms may be
exacerbated in schizophrenic patients
Increased anxiety and agitation may occur
in overactive or agitated patients. Manic-
depressive patients may experience shift to
manic phase. Hostility may be aroused.
Concomitant administration of reserpine
may produce a “stimulating” effect. Watch
for possible epileptiform seizures during
treatment. Use cautiously with anticholiner-
gic or sympathomimetic drugs. Concurrent

electroconvulsive therapy may increase haz-
ards associated with nortriptyline HCL.
When possible, discontinue drug several
days prior to surgery. Potentially suicidal
patients require supervision and protective
measures during therapy. Prescriptions
should be limited to the least possible quan-
tity. Both elevation and lowering of blood
sugar levels have been reported.

Adverse Reactions: Note: The pharmaco-
logic similarities among the tricyclic antide-
pressant drugs require that each of the
following reactions be considered when
nortriptyline is administered.
Cardiovascular: Hypotension, hypertension,
tachycardia, palpitation, myocardial infarc-
tion, arrhythmias, heart block, stroke.

Psychiatric: Confusional states (especially

in the elderly) with hallucinations, disorien-
tation, delusions; anxiety, restlessness,’
agitation; insomnia, panic, nightmares;
hypomania; exacerbation of psychosis.

Neurologic: Numbness, tingling, paresthesias
of extremities; incoordination, ataxia, trem-
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The Pamelor
Therapeutic Window:
a well-defined range of

therapeutic blood levels.

All tricyclics have a range of steady-state plasma levels that pro-
duce maximal antidepressant effects and minimal toxic effects.
When this range is well-defined it is called the “therapeutic win-
dow!” To date, conclusive evidence for a therapeutic window has
been obtained for only one tricyclic—nortriptyline?

Highly predictable determination of

The more accurately the limits of the therapeutic window
are defined, the more predictably individual dosage require-

ments for a tricyclic agent can be determined? That's why an
initial starting dose of 75 mg Pamelor daily can achieve optimal
plasma levels for 70% of depressed patients.’ A single dosage
adjustment to 100 mg Pamelor daily will achieve therapeutic

blood levels for most patients who have not responded to 75 mg.

Minimal titration

With other tricyclic agents, the therapeutic dose is usually determined by increasing the daily dose
from 25 mg upward to 300 mg. This time-consuming and often random process of titration is virtually
eliminated with Pamelor. Because the initial dose is usually a therapeutic dose, you can spend less time
on dosage adjustment and more time on psychotherapy.

Minimal significant side effects

Pamelor therapy is well tolerated. Daytime drowsiness is
rarely a problem. As with all antidepressants, however, patients
should be cautioned against driving or operating hazardous
machinery. Anticholinergic side effects are also minimal, although
some patients may experience dry mouth.

Pamelor therapy is clinically effective

Improvement of symptoms of depression can often begin to
be seen in some patients within a week. These include relief of
depressed mood, sleep disturbances, and fatigue. Global improve-
ment is usually observed by the second week. Maximum improve-
ment with Pamelor, as with other antidepressants, may require
longer therapy particularly in severe depressive illnesses.

maimelor
nortri ine
25 rl:g Capsulez

Helps make the therapeutic dosage

easy to determine.

Therapist

Continued from facing page

**A female psychiatrist recalled that
as a trainee she became anxious
while treating a female homosexual.
The transference which developed
she felt was not essentially homosexu-
al in origin but reawakened her anx-
iety connected with a former woman
friend who had subsequently adopted
a homosexual lifestyle. She feared
bringing this up in supervision lest it
be viewed as pathologic and by impli-
cation reflective of pathology in her-
self.”

After detailing the range of prob-
lems, Bienick sought to recommend
some solutions, many derived from
survey material. Intensive super-
vision was clearly viewed as essential,
with respondents generally expressing
the need for the supervisor to initiate
discussion of sensitive issues. ‘*Such
discussion,’” she pointed out, ‘‘need
not be directed intrusively at the su-
pervisee. A matter-of-fact discussion
about a specific instance that is rather
obvious and straightforward can be
examined . . . . To help diffuse the
potential one-way discussion of feel-
ings which focuses exclusively on the
trainee, some modeling by the super-
visor, that is, sharing of similar expe-
riences and feelings while they were
trainees, would be helpful. Some in-
terviewees, however, preferred that
the supervisor not become trans-
parent to them by sharing personal vi-
gnettes. All interviewees agreed on
the need for the supervisor to be
warm, open, and capable of dealing
relatively comfortably with whatever
material the trainee wanted to discuss
about their therapeutic attempts and
feelings.”’

Other suggestions included dis-
cussion groups with peers involving
role playing, consciousness raising
sessions for supervisors who are un-
comfortable dealing with sexual coun-
tertransference issues, group super-
vision in an environment of trust and
open sharing, and initial didatic pre-
sentations for male and female resi-
dents together.

Bienick commented in closing that
the therapists interviewed for the re-
search are all now supervisors them-
selves and ‘‘are consciously bringing
up countertransference as a topic in
their supervisory sessions. They find
that their trainees viewed this as help-
ful and that it provides a stimulus for
bringing many sensitive and difficult
issues about the treatment process to
the supervisory hour.”’

TA-16

Deaths

ors; peripheral neuropathy; extrapyramidal
symptoms; seizures, alteration in EEG pat-
terns; tinnitus.

Anticholinergic: Dry mouth and rarely, asso-
ciated sublingual adenitis; blurred vision,
disturbance of accommodation, mydriasis;
constipation, paralytic ileus; urinary reten-
tion, delayed micturition, dilation of the
urinary tract.

Allergic: Skin rash, petechiae, urticaria, itch-
ing, photosensitization (avoid excessive
exposure to sunlight); edema (general or of
face and tongue), drug fever, cross-sensitiv-
ity with other tricyclic drugs.

Hematologic: Bone-marrow depression,
including agranulocytosis; eosinophilia; pur-
pura; thrombocytopenia.

Gastrointestinal: Nausea and vomiting,
anorexia, epigastric distress, diarrhea, pecu-
liar taste, stomatitis, abdominal cramps,
black-tongue.

Endocrine: Gynecomastia in the male, breast
enlargement and galactorrhea in the female;
increased or decreased libido, impotence,
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testicular swelling; elevation or depression
of blood sugar levels.

Other: Jaundice (simulating obstructive);
altered liver function; weight gain or loss;
perspiration; flushing; urinary frequency,
nocturia; drowsiness, dizziness, weakness,
fatigue; headache; parotid swelling;
alopecia.

Withdrawal Symptoms: Though these are not
indicative of addiction, abrupt cessation of
treatment after prolonged therapy may pro-
duce nausea, headache, and malaise.

Dosage and Administration: Usual adult
dose—25 mg, three or four times daily; dos-
age should begin at a low level and increase
as required. As an alternate regimen, the
total daily dosage may be given once-a-day.
Elderly and Adolescent—30 to 50 mg. per day,
in divided doses, or the total dosage may be
given once-a-day. Doses above 100 mg. per
day and use in children are not recom-
mended. If a patient develops minor side
effects, the dosage should be reduced. The
drug should be discontinued promptly if

adverse effects of a serious nature or allergic
manifestations occur.

How Supplied: Capsules 10 mg. and 25 mg.;
solution 10 mg./5 cc.

For more detailed information see full pre-
scribing information.
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Gaylin
Continued from page 3

means to alleviate anxiety, especially
popular in this country.” Is this a
healthy coping mechanism?

Gaylin: 1 don’t think so. I think it’s a
very limited one. It’s a part of a mate-
rialistic society. I hate to see the cor-
ruption of all holidays. There used to
be differences in the way you spent
Christmas, Thanksgiving, July 4. . . .
Now they all are excuses to go to
Bloomingdale’s and get something on
sale. . . . It isn’t the necessity to pur-
chase. One looks for an excuse to pur-
chase something for the privilege of
going shopping.

Psychiatric News: Another coping
mechanism you mention—sexual grati-
fication—you describe as ‘‘a great pal-
liative.”” Do you and how do you pre-
scribe it?

Gaylin: Fortunately, you don’t need a
prescription. It’s the leading non-pre-
scription sedative or tranquilizer there
probably is.

Psychiatric News: But do we realize in
the process that we’re relieving anx-
iety?

Gaylin: I think many of us do. It’s an
interesting thing with masturbation,
particularly with a man where he has a
gauge or measurement at hand. Many
young men, say studying for an exam,
will feel tense and anxious and will
make the decision to masturbate or
they’ll want to eat something, which
is another equivalent, and then they
will have to find some way to arouse
themselves . .. but the sequence is
clearly that the desire to masturbate
precedes sexual arousal.

Psychiatric News: Here’s another quote
I really like: ¢¢Of all the virtues, candor
has always seemed to me, with the pos-
sible exception of humility, the least at-
tractive.”

Gaylin: That quote has gotten me into
terrible trouble with some of my best
friends. . . . Now, candor, or frank-
ness, which I think of as the same
thing, to me has a different connota-
tion from truth-telling.

Psychiatric News: Frank implies blunt-
ness?

Gaylin: Exactly. Candid and frank im-
ply not just bluntness but it’s the dis-
tinction between truth-telling and
some sort of assumption of the need
to announce the truth. . . . There is an
arrogance to it, and more often than
not candor is not in the service of
truth-telling but is in the service of
cruelty or hostility.

Psychiatric News: Going on to your dis-
cussion of guilt and shame, you say,
““Guilt wants exposure, needs expiation
and forgiveness.’’ You call it ‘‘the no-
blest and most painful of struggles be-
cause it is between us and us.”’ Guilt is
alleviated by confusion; is shame?

Gaylin: No. . . . Guilt is the sense of
wrong-doing. . . . Shame requires an
audience, if only an imagined au-
dience. The distinction . . . is superb-
ly drawn in The Scarlet Letter, where
Hester feels shame and the Reverend
Dimmesdale feels enormous guilt.
He’s not exposed, so there’s no
shame there at all; but it’s guilt that he
feels, and the guilt is even worse.
Ironically, shame—it’s like nudity —
the shame wants covering up; it wants
some surcease from the spotlight.

See ‘Gaylin,”’ facing page
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TRIAVIL® 2-25: Each tablet contains

2 mg perphenazine and 25 mg amitriptyline HCI.
TRIAVIL® 2-10: Each tablet contains

2 mg perphenazine and 10 mg amitriptyline HCI.
TRIAVIL® 4-50: Each tablet contains

4 mg perphenazine and 50 mg amitriptyline HCI.
TRIAVIL® 4-25: Each tablet contains

4 mg perphenazine and 25 mg amitriptyline HCI.
TRIAVIL® 4-10: Each tablet contains

4 mg perphenazine and 10 mg amitriptyline HCI.

CONTRAINDICATIONS: Central nervous system depression from drugs (bar-
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar-
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should
not be given concomitantly with a monocamine oxidase inhibitor since hyperpyretic
crises, severe convuisions, and deaths have occurred from such combinations.
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated
cautiously with gradual increase in dosage untii optimum response is achieved.
Not recommended for use during acute recovery phase following myocardial
infarction.

WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or
similarly acting compounds since TRIAVIL may block the antihypertensive action
of such compounds. Use cautiously in patients with history of urinary retention,
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders.
Dosage of anticonvulsive agents may have to be increased. In patients with
angle-closure glaucoma, even average doses may precipitate an attack. Patients
with cardiovascular disorders shouid be watched closely. Tricyclic antidepres-
sants, including amitriptyline HCI, have been reported to produce arrhythmias,
sinus tachycardia, and prolongation of conduction time, particularly in high doses.
Myocardial infarction and stroke have been reported with tricyclic antidepressant
drugs. Close supervision is required for hyperthyroid patients or those receiving
thyroid medication. May impair mental and/or physical abilities required for
performance of hazardous tasks, such as operating machinery or driving a motor
vehicle. In patients who use alcohol excessively, potentiation may increase the
danger inherent in any suicide attempt or overdosage. Not recommended in
children or during pregnancy.

PRECAUTIONS: Suicide is a possibility in depressed patients and may remain
until significant remission occurs. Such patients should not have access to large
quantities of this drug.

Perphenazine: Should not be used indiscriminately. Use with caution in patients
who have previously exhibited severe adverse reactions to other phenothiazines.
Likelihood of some untoward actions is greater with high doses. Closely supervise
with any dosage. The antiemetic effect of perphenazine may obscure signs of
toxicity due to overdosage of other drugs or make more difficult the diagnosis of
disorders such as brain tumor or intestinal obstruction. A significant, not otherwise
explained, rise in body temperature may suggest individual intolerance to
perphenazine, in which case discontinue.

If hypotension develops, epinephrine should not be employed, as its action is

blocked and partially reversed by perphenazine. Phenothiazines may potentiate
the action of central nervous system depressants (opiates, analgesics, antihis-
tamines, barbiturates, alcohof) and atropine. In concurrent therapy with any of
these, TRIAVIL should be given in reduced dosage. May also potentiate the action
of heatand phosphorous insecticides. There is sufficient experimental evidence to
conclude that chronic administration of antipsychotic drugs which increase
prolactin secretion has the potential to induce mammary neoplasms in rodents
under the appropriate conditions. There are recognized differences in the
physiological role of prolactin between rodents and humans. Since there are, at
present, no adequate epidemiological studies, the relevance to human mammary
cancer risk from prolonged exposure to perphenazine and other antipsychotic
drugs is not known.
Amitriptyline: In manic-depressive psychosis, depressed patients may experi-
ence a shift toward the manic phase if they are treated with an antidepressant.
Patients with paranoid symptomatology may have an exaggeration of such
symptoms. The tranquilizing effect of TRIAVIL seems to reduce the likelihood of this
effect. When amitriptyline HCl is given with anticholinergic agents or sympatho-
mimetic drugs, including epinephrine combined with local anesthetics, close
supervision and careful adjustment of dosages are required. Paralytic ileus may
occur in patients taking tricyclic antidepressants in combination with anticholiner-
gic-type drugs.

Caution is advised if patierits receive large doses of ethchiorvynol concurrently.
Transient delirium has been reported in patients who were treated with 1 g of
ethchlorvynol and 75150 mg of amitriptyline HCI.

Amitriptyline HCI may enhance the response to alcoho! and the effects of
barbiturates and other CNS depressants.

Concurrent administration of amitriptyline HCI and electroshock therapy may
increase the hazards associated with such therapy. Such treatment shouid be
limited to patients for whom it is essential. Discontinue several days before elective
surgery if possible, Elevation and lowering of blood sugar levels have both been
reported. Use with caution in patients with impaired liver function.
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ADVERSE REACTIONS: Similar to those reported with either constituent alone.

Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogyric crisis,
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) have
been reported and can usually be controlled by the concomitant use of effective
antiparkinsonian drugs and/or by reduction in dosage, but sometimes persist after
discontinuation of the phenothiazine.

Tardive dyskinesia may appear in some patients on long-term therapy or may
occur after drug therapy with phenothiazines and related agents has been
discontinued. The risk appears to be greater in elderly patients on high-dose
therapy, especially females. Symptoms are persistent and in some patients appear
to be irreversible. The syndrome is characterized by rhythmical involuntary
movements of the tongue, face, mouth, or jaw. Involuntary movements of the
extremities sometimes occur. There is no known treatment for tardive dyskinesia;
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all
antipsychotic agents be discontinued if the above symptoms appear. If treatment is
reinstituted, or dosage of the particular drug increased, or another drug substi-
tuted, the syndrome may be masked. Fine vermicular movements of the tongue
may be an early sign of the syndrome. The full-blown syndrome may not develop
if medication is stopped when lingual vermiculation appears.

Other side effects are skin disorders (photosensitivity, itching, erythema,
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma,
laryngeal edema, angioneurotic edema, anaphylactoid reactions), peripheral
edema; reversed epinephrine effect; hyperglycemia; endocrine disturbances
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); aftered
cerebrospinal fluid proteins; paradoxical excitement; hypertension, hypotension,
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy-
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth
or salivation, headache, anorexia, nausea, vomiting, constipation, obstipation,
urinary frequency or incontinence, blurred vision, nasal congestion, and a change
in pulse rate; other adverse reactions reported with various phenothiazine
compounds, but not with perphenazine, include grand mal convulsions, cerebral
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and
failure of ejaculation.

The phenothiazine compounds have produced blood dyscrasias (pancyto-
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia);
and fiver damage (jaundice, biliary stasis).

Pigmentation of the cornea and lens has been reported to occur after long-term
administration of some phenothiazines. Although it has not been reported in
patients receiving TRIAVIL, the possibility that it might occur should be considered.
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Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also
been reported.
Amiitriptyline: Note: Listing includes a few reactions not reported for this drug, but
which have occurred with other pharmacologically similar tricyclic antidepressant
drugs and must be considered when amitriptyline is administered. Cardiovascu-
lar: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction;
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional states;
disturbed concentration; disorientation; delusions; haltucinations; excitement;
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesias
of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; sei-
zures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth;
blurred vision; disturbance of accommodation; increased intraocular pressure;
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic:
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematologic:
Bone marrow depression including agranuiocytosis; leukopenia; eosinophilia;
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit-
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue.
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic-
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea
in the female; increased or decreased libido; elevated or lowered blood sugar
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or loss;
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. With-
drawal Symptomns. Abrupt cessation after prolonged administration may produce
nausea, headache, and malaise. These are not indicative of addiction.
OVERDOSAGE: All patients suspected of having taken an overdosage should be
admitted to a hospital as soon as possible. Treatment is symptomatic and
supportive. However, the intravenous administration of 1-3 mg of physostigmine
salicylate is reported to reverse the symptoms of tricyclic antidepressant poison-
ing. Because physostigmine is rapidly metabolized, the dosage of physostigmine
should be repeated as required particularly if life-threatening signs such as
arrhythmias, convulsions, and deep coma recur or persist after the initial dosage of
physostigmine. On this basis, in severe overdosage with perphenazine-amitrip-
tyline combinations, symptomatic treatment of central anticholinergic effects with
physostigmine salicylate should be considered. J8TR32 (DC6613215)

MSD

For more detailed information, consult your MSD Representative ERCK
or see full Prescribing Information. Merck Sharp & Dohme, Division SHA|
OHM

of Merck & Co., INC.. West Point, Pa. 19486.

Gaylin
Continued from facing page

Guilt almost demands a confessional.
Shame wants forgiveness . . . a recti-
fication of honor, the restoration of
privilege.

Psychiatric News: There seems to be
much more guilt these days than
shame.

Gaylin: 1 think that’s true . . . because
we’re so individually oriented and so
little group-oriented. In other civ-
ilizations where the group is all impor-
tant, it’s shame. . . . And don’t forget
also the whole Christian theology,
which is very individual-oriented, has
put emphasis on guilt.

Psychiatric News: We’re up to the
chapter on pride, where you say,
‘““How . . . did a nice emotion like pride
get elected to the first of the seven dead-
ly sins?’’ I think we need to define
pride. You say, ‘‘Self respect, self es-
teem, and self confidence are essential
elements of adaptation and are func-
tional.”” You say, ‘‘Humility ought to
be a sin for it leads to despair and en-
courages a tolerance of inequity and in-
justice.” What about vanity?

Gaylin: 1 think the answer is really
simple, that morality, like all educa-
tion, was a function of a privileged
few in classical periods. And every
patriarch emphasized hubris. . .
They wanted to remind those in pow-
er of their commonness and to warn
them against thinking of themselves
as too much like the gods. In a day
like ours where there’s nobody who is
powerful anymore, where we all feel
semi-impotent, where we all feel frus-
trated and restricted; in a society
where power, freedom, seems so lim-
ited, then pride is of essential impor-
tance so that we recognize that we are
not just cogs in a machine. . . .

Psychiatric News: So it’s a survival
mechanism.

Gaylin: Yes. . . . Now vanity is an in-
teresting one. Vanity is pride for the
wrong reasons. We use vanity mostly
in terms of physical things. . . . For
the most part, we feel proud of the
things we have done rather than what
we are. . . . To feel proud about what
we are—"‘Gee, I'm a good boy’ —it’s
not good, it’s goody-good.

Psychiatric News: So we take pride in
our products. But what if our products
aren’t honorable?

Gaylin: Then, like any other emotion,
pride is not working well. . .. The
thermostat isn’t working. ... And
that kind of thing . . . requires a tech-
nician; it may be a psychiatrist. The
crucial thing, though, is not to divide
the feelings into good and bad ones.

Psychiatric News: Going on to ‘‘up-
set’’—you say ‘‘to be in a state of high
irritability means that a lesser than
usual stimulus is able to elicit a re-
sponse. The threshold of response has
been lowered.’’ Upset and anxious
seem to be related.

Gaylin: 1 don’t think so. It’s inter-
esting that you say that because some
people say that upset means angry.
Upset can be anxious, angry, guilt,
fear, anything. . . . Upset means you
know something’s not working right.
What’s going to break through you
don’t know. It can be anxiety; it can
be rage. If I snap at my secretary . . .
I'm likely to say, “‘I’m sorry, I'm just
upset today.”” What that means is my

See “‘Gaylin,”’ page 35
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Bisexuals

Continued from page 19

each of these men was aware of his
same-sex feelings to some degree pri-
or to marriage, but few understood
themselves to be ‘‘gay.”” ‘‘Con-
fusion’” was an apt description, he
said, concerning their same-sex pref-
erence, but only 11 had acted this out.
Most of this premarital activity could
be labeled as normal exploratory ado-
lescent sexual behavior except that,
for these individuals, it had a very dif-
ferent meaning. While some of the
specific motivation to marry varied,
the overall motivating factors were
love of wives, family and societal
pressures, and negative feelings about
gay life.

All reported attempts to eliminate
same-sex feelings and said that these
feelings were a source of guilt. Eleven
of them had undergone psychothera-
py in an attempt to dispell the same-
sex tendency, and therapy had gone
on from six months to 17 years in the
individual cases.

‘“‘Obviously, none was successful,”’
Coleman pointed out. ‘‘While these
men felt extreme guilt over their feel-
ings and behavior, only one had a his-
tory of psychiatric hospitalization.
Many reported suffering from depres-
sion and anxiety over the years, but it
was clear, except for one man, none
suffered from any serious psycho-
pathology.”’

Coleman said that only four of the
wives knew of their husband’s same-
sex bent prior to marriage, and one of
them thought these feelings to be nor-
mal. Two thought that this would not
be a factor in the marriage. By the
time of the reported research, how-
ever, only four of the women con-
cerned were unaware of their hus-
band’s sexual pattern and these four
were advised during the treatment
process.

*‘It was just as difficult for the wives
to accept their husband’s same-sex
feelings as was acceptance for the
husband. But ‘‘the scope of this study
did not include much information
about the wives’ history, reactions, or
adjustment. Wives were recommend-
ed to a spouse’s support group, but
only six were able to talk with other
wives about the situation. More infor-
mation needs to be gathered on these
spouses,’’ Coleman advised.

Apparently, sexual problems were
common in all these marriages. None-
theless, there was a surprising number
of relationships where there seemed
to be a satisfactory frequency of sex-
ual activity, and only three men had a
history of erectile failure. All but two
had had liaisons with men outside the
marriage, and one of these two had
not had a same-sex experience either
before or after getting married. The
frequency of same-sex activity varied
greatly from a single incident to at
least weekly sexual encounters.

Twelve of the 18 men had children
and expressed love and admiration for
them. No immediate effect upon the
children was noted, Coleman said,
and the decision to leave or not to
leave the marital relationship did not
seem to be directly related or influ-
enced by the children’s in-
volvement—although six of these 12
were in the divorcing group.

‘“Adjustment to same-sex feelings
was not and is not an easy matter for
any of the men studied. Following
treatment, each was more accepting
of his own-sex feelings, and this
seemed to help in terms of adjust-
ment. Making decisions to stay or
leave the marital relationship was
helpful in that it ended anxiety or in-

See “‘Bisexuals,”’ facing page
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DALMANEG
flurazepamHCl/Roche

One 30-mg capsule h.s.—usual adult dosage
(15 mg may suffice in some patients).

One 15-mg capsule h.s.—recommended initial
dosage for elderly or debilitated patients.

Before prescribing, please consult
complete product information, a summary
of which follows:

Indications: Effective in all types of insom-
nia characterized by difficuity in falling
asleep, frequent nocturnal awakenings
and/or early morning awakening; in pa-
tients with recurring insomnia or poor
sleeping habits; in acute or chronic medical
situations requiring restful sleep. Objec-
tive sleep laboratory data have shown
effectiveness for at least 28 consecutive
nights of administration. Since insomnia
is often transient and intermittent, pro-
longed administration is generally not
necessary or recommended.
Contraindications: Known hypersensitivity
to flurazepam HCI.

Warnings: Caution patients about possibie
combined effects with alcohol and other
CNS depressants. Caution against hazard-
ousoccupationsrequiring complete mental
alertness (e.g., operating machinery,
driving).

Usage in Pregnancy: Several studies
of minor tranquilizers (chlordiaze-
poxide, diazepam, and meproba-
mate) suggest increased risk of
congenital malformations during
the first trimester of pregnancy.
Dalmane (flurazepam HCl/Roche),
a benzodiazepine, has not been
studied adequately to determine
whether it may be associated with
such anincreased risk. Because use
of these drugs is rarely a matter of
urgency, their use duringthis period
should almost always be avoided.
Consider possibility of pregnancy
when instituting therapy; advise
patients to discuss therapy if they
intend to or do become pregnant.
Not recommended for use in persons under
15 years of age. Though physical and
psychological dependence have not been
reported on recommended doses, use
caution in administering to addiction-
prone individuals or those who might
increase dosage.
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Precautions: In elderly and debilitated
patients, it is recommended that the dos-
age be limited to 15 mg to reduce risk of
oversedation, dizziness, confusion and/or
ataxia. Consider potential additive effects
with other hypnotics or CNS depressants.
Employ usual precautions in patients who
are severely depressed, or with latent
depression or suicidal tendencies, or with
impaired renal or hepatic function.
Periodic blood counts and liver and kidney
function tests are advised during repeated
therapy.

Adverse Reactions: Dizziness, drowsiness,
lightheadedness, staggering, ataxia and
falling have occurred, particularly in
elderly or debilitated patients. Severe
sedation, lethargy, disorientation and
coma, probably indicative of drug intoler-
ance or overdosage, have been re-
ported. Also reported: headache, heart-
burn, upset stomach, nausea, vomiting,
diarrhea, constipation, Gl pain, nervous-
ness, talkativeness, apprehension,
irritability, weakness, palpitations, chest
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pains, body and joint pains and GU
complaints. There have also been rare
occurrences of leukopenia, granulocy-
topenia, sweating, flushes, difficulty in
focusing, blurred vision, burning eyes,
faintness, hypotension, shortness of
breath, pruritus, skin rash, dry mouth,
bitter taste, excessive salivation, anorexia,
euphoria, depression, sturred speech,
confusion, restlessness, hallucinations,
paradoxical reactions, e.g., excitement,
stimulation and hyperactivity, andelevated
SGOT, SGPT, total and direct bilirubins
and alkaline phosphatase.

Dosage: Individualize for maximum
beneficial effect.

Adults: 30 mg usual dosage; 15 mg may
suffice in some patients. Elderly or debili-
tated patients: 15 mg recommended ini-
tially until response is determined.
Supplied: Capsules containing 15 mg or
30 mg flurazepam HCI.

REFERENCES: 1. Kales A, Kales JD,
Humphry FJ Il: Sleep and dreams, chap. 2.3,
in Comprehensive Textbook of Psychiatry/ll,
edited by Freedman AM, Kaplan HI, Sadock
BJ, ed 2. Baltimore, The Williams & Wilkins
Company, vol 1, 1976, pp. 114-128. 2. Kales
A, et al: Clin Pharmacol Ther 19:576-583,
May 1976. 3. Jacobson A, et al: Psycho-
phys/o/ogy 7:345, Sep 1970. 4. Data on file,
Medical Department, Hoffmann-La Roche
Inc., Nutiey NJ
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Diagnosis for
Bipolar Illness
Said Erratic

ONE THIRD TO ONE HALF of persons
with manic-depressive illness prob-
ably don’t get professional help, while
nearly one fifth in treatment for the
disorder don’t have it, according to
the best estimates in a recent HEW-
contracted report. Moreover, physi-
cians misdiagnose one in four by fail-
ing to detect bipolar illness or mistak-
enly diagnosing it in others, says the
report.

The final product, delivered by Pol-
icy Research, Inc., in Baltimore,
Maryland, summarizes the ‘‘best
available information’’ on the preva-
lence, diagnosis, treatment, and eco-
nomics of bipolar illness in the U.S. It
is the first of three projects funded by
HEW —the others are malignant mela-
noma and rheumatic heart disease—to
determine just how well physicians
are using the most up-to-date accurate
knowledge on specific illnesses.

In an innovative approach, HEW-
chosen experts on each of these di-
mensions of bipolar disorder provided
data and information in one or more
areas, which, along with sources and
citations, were tabulated. Then an in-
dependent team rated just how well
the cited sources validated the re-
sponses. Based on a summary of the
original answers, as well as the valida-
tion ratings, experts had a chance to
confirm or revise their first estimates
and rate on a four-point scale the de-
gree of certainty of their answers.

Principal investigator Peter G.
Goldschmidt, M.D., said that the firm
used the expert team approach rather
than a traditional literature search be-
cause they wanted the answers to the
‘‘really necessary’’ questions that
bear on health care decision making.
What they found is that the best avail-
able knowledge on these questions
isn’t very good, at least empirically
speaking.

For example, studies were cited to
support only 35 of 202 unique data
points in the original responses. Of
these 35, only 13 actually appeared in
the cited articles and only eight of
these were even weakly justified by it.
Three failed to support the answer

See ‘‘Bipolar,”’ page 28

Bisexuals

Continued from facing page

decision. Adjustment to a new same-
sex lifestyle or recommitment to mar-
riage has not been easy either, but
each reports a sense of optimism for
the future,”” Coleman stated.

However, he added, the effective-
ness of these adjustments is difficult to
ascertain and remains hidden in the
future. His preliminary clinical im-
pressions were positive for some but,
for others, he felt that their lives
would continue to be a struggle. For
the men who were going to retain their
marriages, he found no clear model of
success but more known factors for
the same-sex relationships. Cole-
man’s paper closed with suggestions
regarding important ingredients for
adjustment with respect to both
courses.

‘‘However, we need more informa-
tion and we need to know more about
non-patient populations. There is, of
course, some question as to whether
these findings can be generalized to
non-patient populations or even to
other clinical populations,”” he con-
cluded.

7B-8
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Bipolar

Continued from page 27

and two others contradicted it. More-
over, the experts rated 70 percent of
the final estimates as being of ‘‘uncer-
tain validity’’—defined as ‘‘some
probability the data are invalid”’ and
‘‘substantial risk’’ of their being
wrong—while only 14 percent were
considered valid.

NIMH project advisor Robert
Hirschfeld, M.D., was disheartened
by the results. ‘‘It is distressing that
the quality of the information in bipo-
lar illness is as poor as it is,”’ he told
Psychiatric News in a telephone inter-
view, particularly, he added, since
that disorder was selected because
they thought more was known about it
than any other psychiatric condition.

Hirschfeld stopped short of con-
firming Goldschmidt’s praise of the
model as a good one for policy making
but did endorse it as useful in ‘*assess-
ing the state of the art.”

However flawed, the report con-
tains the best information around and
spotlights deficiencies ripe for future
investigation and improvement of phy-
sician skills. Of the estimated 383,000
persons who had a manic or depres-
sive episode in 1976, only 45 percent
were in treatment for it; of 360,000 so
afflicted who did not have an episode,
only 11 percent got maintenance ther-
apy. Ironically, those most likely to
have an episode—women aged 35 to
S4—were least likely to be in treat-
ment; while the contrary was true for
men 15 to 34 years of age.

Experts estimated that the illness
began in 34,000 persons that year.
Had it gone untreated, they collec-
tively would have lost 225,000 years
of life and 361,000 years of major life
activity, costing society about $1 bil-
lion. Taking into account costs of
treatment and residual loss, the actual
cost was trimmed to $441 million and
they are recouping 144,000 life years
and 225,000 major activity years.

In less global terms, a 25-year-old
woman with bipolar illness that goes
untreated can expect to sacrifice 9.2
years of her life and 14.2 of major life
activity, while with optimal treatment
she would cut that to 2.7 life years and
10.2 of life activity.

It is likely, the report continues,
that research clinicians using Re-
search Diagnostic Criteria will miss
ten percent of patients who are manic-
depressive and falsely label six per-
cent as having it. Using them as the
standard, specialists such as psychia-
trists probably have a false negative
rate of 15 percent and false positive of
ten percent; primary practitioners
miss almost double that (28 percent)
but falsely label about the same num-
ber (nine percent).

Altogether, given the 34,000 who
statistically would have been ex-
pected to suffer the disorder in 1976,
probably 5,400 would have gone un-
detected and 2,700 would have been
wrongly diagnosed as manic-depres-
sive. Should private practitioners and
specialists improve their diagnostic
accuracy, however, the report said
misdiagnoses could be cut in half.
Among ways it suggested to do this
are to make physicians, especially
generalists, more aware of the prob-
lem and criteria for diagnosis; im-
prove history taking, specifically de-
tailing accurate family history of bipo-
lar illness, previous episodes of
affective disorders, and changes in
symptoms; and to better differentiate
its diagnosis from schizophrenia.

It highlights as ‘‘essential diagnos-
tic interventions’’ a half-hour long his-
tory, contact with family and friends,

See ““Bipolar,”’ facing page
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Stop the crisis...

“This rapid onset of action [with the I.M. dosage form |
makes mesoridazine valuable in the treatment of psychiatric
emergencies ... it provided excellent control of symptoms,
yet allowed patients to be alert, accessible, and responsive

to therapeutic and custodial procedures.”
Hamid T A and Wertz W J: Am J Psych, 130 : 689-692, 1973.

*Because of possible hypotensive effects, parenteral administration should be reserved for bedfast patients or for acute
ambulatory cases. Patients should be kept lying down for at least one-half hour after injection.

In prescribing Serentil® observe the same precautions as with other phenothiazines, including awareness of all adverse reactions
observed with them.

SCI.‘ entil®(mesoridazine) as the besylate

‘DED ... for long-term maintenance
of the schizophrenic patient after
Injectable: 1 ml (25mg) the emergency

“...ensuing treatment with
Serentil alone led to progressively
greater improvements, not only in
OO000 thinking disturbances, but also in
Tablets: 10, 25, 50 psychomotor, [and | paranoid.. .

and 100 mg disturbances...”
Aguilar S J: Dis Nerv Sys, 36 : 484-489, 1975.

Concentrate: 25mg/ml
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Start the therapy

“Symptoms which reflect the greatest improvement are
conceptual disorganization, tension, suspiciousness, and
hallucinations. . . Patients treated with mesoridazine showed
significant improvement in paranoid ideation, thinking

processes, and psychomotor disturbances.”
Ritter R M and Tatum P A: J Clin Pharm, 12 : 349-355, 1972.

Indication: Schizophrenia.
Contraindications: Severe central nervous
system depression, comatose states and hyper-
sensitivity to the drug.

Warnings: Administer cautiously and increase
dosage gradually to patients participating in activi-
ties requiring complete mental alertness (e.g., driv-
ing). The safety of this drug in pregnancy has not
been established; hence it should be given only when
the anticipated benefits exceed the possible risk to
mother and fetus. Not recommended for use in
children under 12 years of age since safe conditions
for this use have not been established. Pheno-
thiazines are capable of potentiating central nervous
system depressants {e.g., anesthetics, opiates, alco-
hol, etc.) as well as atropine and phosphorus
insecticides.

Precautions: Ocular changes have been seen with
other phenothiazines but, to date, have not been
related to mesoridazine. Because of possible hypo-
tensive effects, reserve parenteral administration for
bedfast patients or acute ambulatory cases, and keep
patient lying down for at least one-half hour after
injection. Leukopenta and/or agranulocytosis have
been attributed to phenothiazine therapy. A single
case of transient granulocytopenia has been associ-
ated with mesoridazine. Patients receiving anti-
convulsant medication should be continued on that
regimen while receiving mesoridazine to prevent
pussible convulsive seizures. As with most medica-
tions, the dosage of mesoridazine should be adjusted
to the needs of the individual and the lowest
effective dosage should always be used.

Adverse Reactions: Mesoridazine has demonstrated
a remarkably low incidence of adverse reactions
compared with other phenothiazine compounds.
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Drowsiness, Parkinson's syndrome, dizziness,
weakness, tremor, restlessness, ataxia, dystonia,
rigidity, slurring, akathisia, motoric reactions
topisthotonos). Dry mouth, nausea and vomiting,
fainting, stuffy nose, photophobia, constipation and
blurred vision have occurred. Inhibition of ejacula-
tion, impotence, enuresis, incontinence. ltching,
rash, hypertrophic papillae of the tongue and angio-
neurotic edema. Hypotension, tachycardia, EKG
changes. The following reactions have occurred with
phenothiazines and should be considered: miosis,
obstipation, anorexia, paralytic ileus. Erythema,
exfoliative dermatitis, contact dermatitis. Agranulo-
cytosis, leukopenia, eosinophilia, thrombocytopenia,
anemia, aplastic anemia, pancytopenia. Fever,
laryngeal edema, angioneurotic edema, asthma.
Jaundice, biliary stasis. Changes in terminal portion
of the EKG, including prolongation of the Q-T
interval, lowering and inversion of the T wave and
appearance of a wave tentatively identified as a
bifid T or a U wave have been observed with pheno-
thiazines, including mesoridazine. These appear to be
reversible and due to altered repolarization, not
myocardial damage. While there is no evidence that
these changes are in any way precursors of any
significant disturbance of cardiac rhythm, several
sudden and unexpected deaths apparently due to
cardiac arrest have occurred in patients showing
characteristic electrocardiographic changes while
taking the drug. While proposed, periodic electro-
cardiograms would appear to be of questionable
value as a predictive device. Hypotension, rarely
resulting in cardiac arrest has also been noted.
Akathisia, agitation, motor restlessness, dystonic
reactions, trismus, torticollis, opisthotonos, oculo-
gyric crises, tremor, muscular rigidity, akinesia.

As with all antipsychotics, tardive dyskinesia may

appear on long-term therapy or after long-term
therapy is discontinued. Risks seem to be greater in
elderly patients on high dose therapy, especially
females. Discontinue all antipsychotic agents if the
symptoms of tardive dyskinesia syndrome appear.
(See full prescribing information for description of
the symptoms of the tardive dyskinesia syndrome).
Menstrual irregularities, altered libido, gyne-
comastia, lactation, weight gain, edema, false posi-
tive pregnancy tests. Retention, incontinence.
Hyperpyrexia, behavioral effects suggestive of a
paradoxical reaction, including excitement, bizarre
dreams, aggravation of psychoses and toxic confu-
sional states. Following long-term therapy, a peculiar
skin-eye syndrome marked by progressive pigmenta-
rion of areas of the skin or conjunceiva andjor accom-
panied by discoloration of exposed sclera and cornea;
stellate or irregular opacitics of anterior lens and
cornea. Systemic lupus erythematosus-like syndrome.
How Supplied: Tablets: 10 mg., 25 mg., 50 mg. and
100 mg. mesoridazine (as the besylate); bottles of
100.

Ampuls: 1 ml. [25 mg. mesoridazine (as the besylate) ]

Inactive ingredients: disodium edetate, U.S.P., 0.5 mg.;

sodium chloride, U.S.P., 7.2 mg.; carbon dioxide gas

(bone dry) q.s.; water for injection, U.S.P,, q.s. to 1 ml;

boxes of 20 and 100. Concentrate: 25 mg. mesoridazine
(as the besylate) per ml, alcohol, US.P., 0.61% by
volume. Immediate containers. Amber glass bottles
of 4 fl. oz.

For complete detasls, please see the full prescribing
information.
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and a half-hour physical examination.
Experts cited G. Winokur, P. Clay-
ton, and T. Reich’s book Manic De-
pressive Illness (C. V. Mosby & Co.,
1969) as the single best education re-
view of bipolar disorder.

Turning to treatment, the team
agreed that in 1976 some 52 percent of
the costs went to proven interventions
and 20 percent to unproven ones;
moreover, 20 percent paid for unnec-
essary treatments and five percent for
harmful therapy.

Optimal treatment, which only
somewhat more than a quarter of the
patients received in 1976, according to
the report, costs less than the ‘‘usual’™
treatment: “‘One out of every three
dollars being spent is considered un-
necessary,’’ it says.

To improve their treatment, the re-
port recommends that physicians
learn better diagnostic skills and when
to seek psychiatric consultation; that
they more finely hone their use of lith-
ium, by, for instance, obtaining blood
levels at follow-up and making more
available the TCA blood level assay;
and improve patient management and
research of the disorder.

Lithium carbonate was the only
‘‘essential’’ treatment the report list-
ed for a manic episode although it
named as helpful haloperidol, chlor-
promazine, ECT (if poor drug re-
sponse), supportive psychotherapy,
family therapy, and hospitalization.
And it considered ECT as initial ther-
apy, analytic psychotherapy, occupa-
tional and recreational therapy useless.

For a depressive episode, on the
other hand, essential therapeutic in-
terventions are tricyclics and hospital-
ization, if severe, the experts opined.
MAO inhibitors, lithium carbonate,
ECT, and individual supportive psy-
chotherapy may also do some good:
but major tranquilizers or sedatives
were considered futile.

More specifically, in the case of in-
dividual analytic psychotherapy, four
team members rated it useless and
three possibly harmful for a manic
episode. It was considered ‘‘con-
troversial™’ in depressive illness: One
member thought it helpful, three
harmful, and two unproven.

Hirschfeld thought these state-
ments much more definitive than justi-
fied by empirical evidence, however,
and considered it important enough to
return to Goldschmidt for revision,

See ‘‘Bipolar,” page 30

World Congress

THE FIRsT WORLD Congress on Be-
havior Therapy will be held July 13-
17, 1980, in Jerusalem, under the aus-
pices of the American and European
Associations for Behavior Therapy
(AABT, EABT). The congress plan
represents an attempt to integrate
world work in behavior therapy and
related disciplines under the general
theme ‘‘Behavior Therapy Contribu-
tions to Person and Society.”” Re-
searchers and practitioners are invited
to submit a proposed symposium, pa-
per, or workshop for consideration.
Individual or symposium papers should
represent original contributions and
be substantially different from papers
published or presented by the authors
elsewhere. Deadline for submission of
abstracts is December 1, 1979. Further
information is available from Dr. M.
Rosenbaum, World Congress on Be-
havior Therapy, P.O. Box 3054, Tel
Aviv, Israel. 7A27E
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Continued from page 21

en great thought to child care arrange-
ments. She is aware of her husband’s
important role in parenting and
seemed hopeful that her professional
commitments would not endanger her
little girl. She is also conscious of the
advantages that men have, saying, ‘I
really need a wife,”” and noted that her
father took a year off to go to England
and study for his boards, an impos-
sibility in Barton’s view for a mother
with small children.

Nada Stotland raised the issue of
women in residency training and sug-
gested that child rearing is so valuable
an experience for a psychiatrist that it
should be a valid ‘‘elective’” for either
men or women and that remedial
work be given for non-parents. Cur-
rently working as a ob-gyn consul-
tant, having left child psychiatry, she
noted that she has become intolerant
of some psychiatric constructs such
as the ‘‘genic’’ mother. She asked if
anyone knew what it felt like to be
called an ‘‘ulcer-genic’’ mother and
have a child with ulcers? She sug-
gested that the women now in psychi-
atry need to speak up and that if both
fathers and mothers had time off for
care of new babies they would realize
soon that ‘‘parents cannot control
everything.’’ She also cautioned
against the attitude that if ‘‘something
is wrong it is the mother’s responsibil-
ity.”’

Edward Futterman, a child psychia-
trist, noted he had at first ‘‘supervised
his wife’s care of their child,”’ not real-
izing he was actually a partner. He
sees some children of psychiatrists in
his practice and believes this is be-
cause they seek help more quickly
rather than because there is a high in-
cidence of pathology. And with regard
to the complaints about ‘‘talking,’” he
noted wryly. “‘It’s better than having

See “*Children,”’ page 32

Bipolar

Continued from page 29

calling also for the report to better de-
lineate the method by which results
were determined. **We do not have
good data on the efficacy of psycho-
analytic therapy on unipolar and bipo-
lar depression,’” he told Psychiatric
News, ‘*'so you can’'t make categorical
statements. It is pretty clear that lith-
ium is the treatment of choice for
mania.’’

Improved treatment would save
money by cutting costs of treating
those who don’t have the disorder;
benefits were estimated at 17 percent.
Perfecting detection rates would in-
crease health benefits by seven per-
cent but cost money to do. Whether to
do either is a matter of policy resting
on such questions as its probability of
improvement, cost versus savings,
and availability of funds.

Their expert team thought $20 mil-
lion could be channeled productively
over the next five years into bipolar
research; in view of overall medical
research priorities it trimmed that
amount to $16 million.

The 17 team members were Boris
M. Astrachan, M.D.; Haroutan M.
Babigian, M.D.; Richard Dorsey,
M.D.; Ronald R. Fieve, M.D.; Barry
Gurland, M.D.; Donald G. Langsley,
M.D.; Heinz E. Lehmann, M.D.; Pe-
ter Lewinsolm; Benjamin Lipzin;
Jerome Myers; Arthur J. Prange,
M.D.; Dean Schuyler, M.D.; John J.
Schwab, M.D.; George J. Warheit,
Ph.D.; George Winokur, M.D.; Myr-
na Weissman, Ph.D.; and William
Zung, M.D. —B.S.H. 31
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VERSTRANO(prozepom) ©

Caution: Federal law prohibits dispensing without
prescription.

Description: Verstran (prazepam), a benzodiazepine
derivative, is identified chemicolly as 7-chloro-
1-(cyclopropylmethyl) -1, 3 - dihydro - 5 - phenyl - 2H -
1,4-benzodiazepin-2-one. The molecular weight is
324.8 ond the structural formulo is as follows:

Cl

Clinical Pharmacology: Studies in normal subjects
have shown that Verstran (prazepam) has depressant
effects on the central nervous system. Oral adminis-
tration of single doses as high as 60 mg and divided
doses up to 100 mg t.i.d. (300 mg total daily dose)
were without toxic effects.

Single orol doses of Verstran in normal subjects

produced peak blood levels at 6 hours
pastodministration, with significant amounts still
present ofter 48 hours. Verstran was slowly absorbed
over o prolonged period, rather constont blood levels
were maintained, and excretion wos prolonged. The
mean half-life of prazepam measured in subjects
given 10 mg t.i.d. for one week was 63 (*15 s.d.)
hours before ond 70 (£10 s.d.} hours after multiple
dosing — o nonsignificant difference. Human
metabalism studies showed that prior to elimination
from the body, prozepam is metabolized in large part
to 3-hydroxyprazepam and oxazepam.
Indications: Verstran (prazepamy} is indicoted for the
symptomotic relief of anxiety associated with anxiety
neurosis, in other psychoneuroses in which anxiety
symptoms are prominent features, and as an adjunct
in disease stotes in which anxiety is manifested.

The effectiveness of Verstran (prazepam) in long-
term use, that is, mare than 4 months, hos not been
ossessed by systematic clinical studies. The physician
should reassess periodically the usefuiness of the
drug for the individual patient.

Contraindications: Verstran {prazepam) is controindi-
cated in patients with a known sensitivity to the drug
ond in those with acute narrow angle gloucomo.
Warnings: Verstran (prozepam) is not recommended
in psychotic states and in those psychiatric disorders in
which anxiety is not a prominent feature.

Patients toking Verstran should be cautioned
ogoinst engoging in hazardous occupations requiring
mental alertness, such as aperating dangerous ma-

chinery, including motor vehicles.

Because Verstran has a central nervous system de-
pressant effect, patients should be advised agoinst
the simultaneous use of other CNS-depressant drugs,
including phenothiazines, norcotics, barbiturates,
MAQ inhibitors ond other antidepressonts. The effects
of alcohol may olso be increased.

Physicol ond Psychologicol Dependence: Withdrawal
symptoms similor in choracter to those noted with
barbiturates and alehol hove occurred following
abrupt discontinuonce of benzodiozepine drugs.
These symptoms include convulsions, tremor, abdom-
inal and muscle cramps, vomiting and sweating.
Addiction-prone individuals, such os drug addicts
and alcoholics, should be under careful surveillance
when receiving benzodiozepines becouse of the pre-
dispasition of such patients to habituation and de-
pendence.

Precautions:

Use in Pregnoncy and Lactotion:

An increased risk of congenitol molformotions ossociated
with the use of minor tronquilizers (chlordiazepoxide,
diazepam, and meprobamote) during the first trimester of
pregnoncy has been suggested in several studies. Verstran
(prazepam) a benzodiozepine derivative, has not been
studied adequately to determine whether it, too, may be
associated with an increased risk of fetal abnormality.
Because use of these drugs is rarely a matter of urgency,
their use during this period should almost always be
avoided. The passibility that @ woman of childbearing
potential may be pregnant at the time of institution of
therapy should be considered. Patients should be advised
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that if they become pregnant during therapy or intend ta
become pregnant they should communicate with their
physician about the desirability of discontinuing the drug.
In view of their molecular size, Verstron and its metabo-
lites are probably excreted in human milk. Therefore, this
drug should nat be given to nursing mothers.

In those patients in whom a degree of depression
accomponies the anxiety, suicidal tendencies may be
present, ond protective measures may be required.
The least amount of drug that is feasible should be
available to the patient at any one time.

Patients taking Verstran for prolonged periods
should have blood counts and liver function tests
periodicolly. The usual precautions in treating pa-
tients with impaired renal or hepatic functian should
also be observed. Hepotomegaly and cholestasis
were observed in chronic toxicity studies in rats and

5.
In elderly or debilitated patients, the initial dose
should be small, and increments should be made
gradually, in accordance with the respanse of the
patient, to preclude ataxio ar excessive sedation.
Pediatric Use: Safety and effectiveness in patients
below the age of 18 hove not been established.
Adverse Reactions: The side effects most frequently
reported during double-blind placebo-controlled
trials employing o typicol 30 mg divided tatal daily
dose ond the percent incidence in the Verstron (praze-
pam) group were: fatigue {11.6%}), dizziness (8.7%),
weakness (7.7%), drowsiness (6.8%), lightheaded-
ness (6.8%), ond atoxio {5.0%). Less frequently re-
ported were: headache, canfusion, tremor, vivid
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dreams, slurred speech, polpitation, stimulotion, dry
mouth, diaphoresis, and various gastrointestinol
complaints. Other side effects included: pruritus, tran-
sient skin rashes, swelling of feet, joint pains, various
genitourinary complaints, blurred vision, and syn-
cope. Single nightly dose, controlled trials of variable
dosages shawed a dose-related incidence of these
same side effects. Transient and reversible aberra-
tions of liver function tests have been reported, as
have slight decreases in blood pressure and increases
in body weight.

These findings are characteristic of benzodiazepine
drugs.

Overdosage: As in the management of overdosoge
with any drug, it shauld be borne in mind thot multi-
ple ogents may have been token.

If vomiting has not occurred spontaneously, it
should be induced. Immediate gostric lavage is also
recommended. General supportive care, including
frequent manitoring of the vital signs ond close obser-
vatian of the patient, is indicated. Hypotension,
though unlikely, moy be contralled with Levophed®
(levartereno! bitortrate) or Aramine® {metoraminol
bitartrate). Caffeine and Sodium Benzoate Injection,
USP, may be used to counteract central nervous system
depressant effects.

Dosage and Administration: Verstran (prazepam) is
administered orally in divided doses. The usual doily
dase is 30 mg. The dose should be adjusted gradually
within the range of 20 to 60 mg doily in accardance
with the response of the patient. In elderly or debili-
tated patients it is advisable to initiate treatment at o

divided doily dose of 10 mg to 15 mg. (See Precau-
tions.}

Prazepam may also be administered as a single

dose daily at bedtime. The recammended starting
nightly dose is 20 mg. The response of the patient to
several days’ treatment will permit the physician to
adjust the dose upward or, occasianally, downward to
maximize anfianxiety effect with a minimum of day-
time drowsiness. The optimum dosage will usually
range from 20 to 40 mg.
Drug Interactions: if Verstran (prazepam) is fo be
cambined with other drugs acting on the central ner-
vous system, careful consideration should be given to
the pharmocology of the agents to be employed. The
actions of the benzodiazepines may be patentioted by
barbiturotes, narcotics, phenothiazines, monoamine
oxidase inhibitors or other ontidepressants.

If Verstran is used to treot anxiety ossociated with
samatic disease states, coreful attention must be paid
to passible drug inferaction with concomitant medica-
tion.

How Supplied: Verstran (prazepam) 10 mg light blue,
scored tablets in bottles of 100 (N 0047-0276-51) and
1000 (N 0047-0276-60).

STORE BETWEEN 59°-86° F (15°-30° C). VE-GP-91

U.S. Potents 3192199, 3192200

Warner/Chilcott

Division, Warner-Lambert Company
Morris Plains, N.J. 07950

Sex Orientation
Of Therapist
Considered

THE PrROS and cons of pairing client
and therapist in terms of sexual orien-
tation is a topic of private discussion
but rarely a focus of serious attention,
the annual meeting of the Canadian
Psychological Association was told.
In fact, only one study has been re-
ported in the literature in which the
variable of client-therapist sexual ori-
entation has been identified and in-
cluded as a relevant factor.

**The most obvious reason for the
omission of sexual orientation from
studies of client-therapist similarity
has been the invisibility of gay profes-
sionals and psychotherapists. It has
been traditionally assumed in clinical
research that a heterosexual orienta-
tion is the only suitable orientation for
therapists,”” according to psychologist
Martin Rochlin, Ph.D., who is in pri-
vate practice in West Hollywood, Cal-
ifornia.

However, now that gay issues are
much more to the fore and since in-
creasing numbers of homosexual
mental health professionals are pub-
licly identifying themselves, Rochlin
suggested in his paper that the sexual
preference of the therapist is now a
practical as well as a theoretical mat-
ter.

Rochlin’s presentation mainly dealt
with a review of about 12 studies that
attempted to explore the ingredients
of therapeutic effectiveness. In these
studies—among numerous vari-
ables—such items as class, racism, re-
ligion, culture, self-experience, and
stereotypical bias were discussed. On
the matter of stereotypical bias, Roch-
lin cited Calia as observing that ‘*gen-
eralization leads to categorical pre-
scriptions and the attendant loss of
the client’s uniqueness and worth.”’

Going on to the factor of sex orien-
tation, as already mentioned, Rochlin
found little to report: “*Research data
on the effects of pairing sexual orien-
tations of client and therapist are
sparse but suggest that such pairing
facilitates effective counseling and
psychotherapy for gay clients.”’

This data, which Rochlin also re-
viewed, consisted of the one pub-
lished study, an unpublished student
project on lesbians’ experience in
therapy, and an excerpt from a book
by Saghir and Robins (Male and Fe-
male Homosexuality) which stated
that about one third of the homosexu-
al clients interviewed had negative
feelings about their therapy. The con-
clusion drawn by Rochlin was that it
is time for serious consideration of the
suitability of non-gay therapists for
gay clients.

To defend this stand further, Roch-
lin quoted Masters and Johnson (1979)
as observing that ‘‘the available evi-
dence certainly supports the homo-
sexual population in their general con-
tention that if they expected the worst
from health care professionals, they
would be rarely disappointed.’” Szasz
also found, he pointed out, that the
homosexual has been exploited as
‘‘the model psychiatric scapegoat.”’

The paper was read by Janet Tay-
lor.
8A-5

Sands Appointed

HARRY SaNDs, M.D., director of re-
search at the Postgraduate Center for
Mental Health in New York, has been
named executive director of the cen-
ter.
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Increase your professional library—
order APA’s three most recent
Task Force Reports Now

Electroconvulsive Therapy, Task Force Report 14

Prepared by the APA Task Force on Electroconvuisive Therapy;
Fred Frankel M.D., Chairperson

This new report presents a comprehensive study of one of the most
controversial issues in psychiatry today. The efficacy of ECT for
affective disorders, schizophrenia, and for other mental illnesses

is discussed, as are its adverse effects. Chapters included contain
information on the social, ethical, and legal aspects of ECT; the
methods of its administration and the training and education which
the use of it requires; and its physiological and biochemical con-
comitants. Possible future research is also discussed.

The History of American Psychiatry:
A Teaching and Research Guide, Task Force Report 15

Prepared by the APA Committee on History, Library, and
Museum; Daniel Blain, M.D. and Michael Barton, Ph.D.

This reports presents a compilation of reading and resource
materials related to the history of the science of psychiatry and the
learning and teaching of its historic development. Attention is given
to the actions of citizens, professionals and government which have
affected this historical development, and a chronology of psychiatry
(primarily in the United States) is included.

Relating Environment to Mental Health and lliness:
The Ecopsychiatric Base, Task Force Report 16

Prepared by the APA Task Force on the Ecopsychiatric Data
Base, Jay T. Shurley, M.D., Chairperson

This report details the work of the Task Force in giving a conceptual
framework to the linkage of environment with mental health and ili-
ness. A comprehensive bibliography, sections of which are anno-
tated, is given.

Send coupon to:

Publication Sales Department
American Psychiatric Association
1700 18th St. N.W., Washington, D.C. 20009

Please send me:___ copies of Task Force Report 14,
order #228, @ $7.50 ea.

_____copies of Task Force Report 15,
order #146, @ $4.00 ea.

copies of Task Force Report 16,
order #147, @ $4.00 ea.

ENCLOSED IS TOTAL PAYMENT OF $

(All domestic orders amounting to $35.00 or less must be
accompanied by payment.

All foreign orders, regardless of dollar amount, must be
accompanied by payment.)
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Briefly Noted

Ittleson Research Award

THE AMERICAN PSYCHIATRIC ASSOCI-
ATION is now accepting applications
for the 1980 Blanche F. Ittleson Re-
search Award for outstanding re-
search accomplishment in child psy-
chiatry. Funded by a grant from the
Ittleson Foundation, the award is in-
tended to honor the memory of
Blanche F. Ittleson, a friend of the
mental health cause over many dec-
ades and a particularly dedicated
supporter of the mental health and
well-being of children. The award car-
ries with it an honorarium of $2,000
and a gold plaque. The award is given
annually to an individual child psychi-
atrist or group of investigators in the
field for the published results of re-
search which has led, or strongly
promises to lead, to a significant ad-
vance in promoting the mental health
of children.

Applicants must be U.S. or Cana-
dian citizens, and the results of their
research must have been published
within the last three years prior to
submission to the award board, ap-
pointed by the APA president, which
is responsible for selecting the award
winner on the basis of the published
reports submitted. All entries must be
submitted in six copies. Deadline for
submissions is November 15, 1970.
Any entry received after that date will
automatically be considered for the
1981 award, unless withdrawn by the
applicant. The 1980 award will be pre-
sented to the winner at the APA annu-
al meeting convocation in San Fran-
cisco on May 5. Entries should be
submitted to Reginald Lourie, M.D.,
Chair, Blanche F. Ittleson Award
Board, 1700 18th St., N.W., Washing-
ton, D.C. 20009. 8A-4E

Symposium

THE CENTER FOR PREVENTIVE Psy-
chiatry in White Plains, New York,
and High Point Hospital in Port Ches-
ter, New York, are sponsoring a sym-
posium October 13 in White Plains on
infant psychiatry. Keynote speaker
will be Eleanor Galenson, M.D., clini-
cal professor of psychiatry at the Al-
bert Einstein College of Medicine.
Morning presentations will include
“Early Identification of Infant-
Mother Systems in Distress,”” by El-
sic R. Broussard, M.D.; ‘‘Diagnosis
and Treatment of Impaired Adaptive
Behavior in the First Year of Life,”
by Wagner H. Bridger, M.D.; and
*‘Perinatal Influences on the Family,”’
by Robert J. Harmon, M.D. After-
noon workshops will deal with ‘‘Re-
search Issues in the First Year of
Life,”” ‘*Techniques of Preventive In-
tervention Used in Working with
Neonates at High Risk,”” and ‘*Meth-
odology Related to Assessment of
Mother-Infant Attachment at 12
Months of Age.”” Physicians will re-
ceive seven hours of Category I credit
toward the Physician’s Recognition
Award through the continuing medi-
cal education department of the Al-
bert Einstein College of Medicine.
The fee is $35. Further information
and a reservation form are available
from the Center for Preventive Psy-
chiatry, 340 Mamaroneck Ave.,
White Plains, N.Y. 10605. 8A-4F

Annual Symposium

THE FOURTH ANNUAL Symposium
sponsored by the Thistletown Region-
al Centre will be held September 20-
21 in Toronto on ‘‘Pharmacotherapy

with Emotionally Disturbed Chil-
dren.”’ Guest speakers will be Madga
Campbell, M.D., associate professor
of psychiatry and director of the Chil-
dren’s Psychopharmacology Unit,
New York University Medical
Centre, School of Medicine; James
M. Perel, M.D., associate professor
of clinical pharmacology and chief of
research, New York State Psychiatry
Institute, Columbia University; C.
Keith Conners, M.D., professor of
psychiatry, Department of Psychia-
try, Western Psychiatric Institute and
Clinic, University of Pittsburgh,
School of Medicine; and Gabrielle C.
Weiss, M.D., clinical director, De-
partment of Psychiatry, Montreal
Children’s Hospital. Further informa-
tion is available from The Secretary,
1979 Thistletown Symposium, 51 Pan-
orama Court, Rexdale, Toronto, On-
tario M9V 4L8. 7A27R

Symposium

THE EDITORS of Advances in Alcohol-
ism, a monthly publication of the non-
profit Raleigh Hills Foundation, have
announced a symposium October 15-
16 in Newport Beach, California. This
meeting offers 14 credit hours in Cat-
egory I toward the Physician’s Recog-
nition Award of AMA and for the cer-
tification program of CMA. The sym-
posium is cosponsored by the
University of California at San Diego,
School of Medicine, and the Raleigh
Hills Foundation. Further information
is available from Robert E. Schmitz,
M.D., Raleigh Hills Foundation, 881
Dover Dr., Suite 20, Newport Beach,
Calif. 92663, (714-645-4310). 8A-41

Children

Continued from page 30

a father who hits you over the head.”’

John Steffeck, a child psychiatrist,
asked how many professionals had
explained their work to their children
and how many children had visited
their parents’ offices or playrooms. It
seemed from the discussion that psy-
chiatry is a hard field to explain and
that talk often bogs down on key
words such as ‘‘talking about prob-
lems.”’ Children generally have some
difficulty in finding the difference be-
tween their ‘‘talks’’ and their *‘prob-
lems’’ according to some present at
the workshop. Steffeck noted that his
children are sometimes jealous of his
child patients and that at times he
wonders if his patients do not drain
him so that his ability to pay attention
to his own children and play with
them is limited.

The meeting broke into smaller
groups and then re-convened. It was
felt that the children present had
much more opportunity to express
themselves in these small groups.
Some of their impressions and added
thoughts of the adults present were
discussed in the last portion of the
meeting.

The beginning of the ‘‘children’s
session’’ was applauded with the gen-
eral conclusion that APA should do
more for children at the annual meet-
ings. It was suggested that having
eminent psychiatrists talk to the chil-
dren or having historical material pre-
sented might be highly valuable for
parents and children in building an un-
derstanding of the field.

BA-12
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NORTHWEST

Permanente

PC/PHYSICIANS & SURGEONS

OPPORTUNITIES IN THE PACIFIC NORTHWEST

Rapid growth in the Portland metropolitan area has created an im-
mediate opening in the Department of Psychiatry.

Northwest Permanente, P.C. is a physician corporation which provides
health care services to the 240,000 members of the Kaiser Foundation
Health Plan of Oregon. Through its association with the Kaiser Founda-
tion Health Plan, a federally qualified HMO, Northwest Permanente, P.C.
operates nine outpatient clinics and two full service hospitals.

The medical practice is varied and professionally stimulating, offering the
physician a pure practice free of business and administrative concerns.
We offer a competitive salary and comprehensive benefits package in-
cluding a sabbatical program, liberal vacation and educational leave, life,
medical/dental and disability insurance, malpractice coverage and two
excellent retirement programs. The physician is eligible to become a
shareholder and a director of our corporation after two years of service.

Portland, Oregon, with a metropolitan population of one million, is a city
with a moderate climate located in a stable, prosperous economic region
of the beautiful Northwest. Cultural and educational opportunities are
varied and outdoor recreational facilities are superb including excellent
skiing, backpacking, fishing and boating opportunities. The Environmen-
tal Protection Agency, in a recent study, selected Portland as the “most
livable city” in the United States.

Please send a curriculum vitae with your initial response to Marvin F.
Goldberg, M.D., Regional Medical Director, Northwest Permanente,
P.C., 1500 S. W. First Avenue, 11th Floor, Portland, Oregon 97201.

An Equal Opportunity Employer

THE FEDERAL PRISON SYSTEM
WANTS YOU!

$40,000—%$47,500

Winston Churchilt once remarked that the mood and temper of the public with regard
to the treatment of crime and criminals is one of the most unfailing tests of the
civilization of any nation.

The Federal Bureau of Prisons has within its 46 facilities throughout the country
positions for qualified psychiatrists who have a concern for the social consequences of
our revolving-door recidivism and a desire to play a major role in altering that cycle.

Within the confines of these institutions can be found a fascinating, clinical reservoir of
patients exemplifying the whole spectrum of mental heaith problems, as well as clear
evidences of the social and cultural stresses within our society. There are many oppor-
tunities for the energetic psychiatrist to practice community-oriented psychiatry. There
is a vast potential for research, program development, staff training and direct service.

Positions immediately available include:

SPRINGFIELD, MISSOURI
ATLANTA, GEORGIA
ALDERSON, WEST VIRGINIA
LEXINGTON, KENTUCKY

Depending upon your level of qualifications, positions are available with a beginning
salary of $40,000 to $47,500, plus U.S. Civil Service or Public Health Service Commis-
sioned Corps fringe benefits and possible bonuses up to $13,000.

When you realize what a great opportunity this is, call or write:

Robert L. Brutsché, M.D.

Assistant Surgeon General, USPHS

Medical Director, Bureau of Prisons

U.S. Department of Justice

320 First Street, N.W.

Washington, D.C. 20534 Telephone: (202) 724-3055

An Equal Opportunity Employer

Del Amo Hospital
3270 WEST LOMITA BLVD.
TORRANCE, CALIFORNIA 920505
Announces
Commencement of Construction of a
56-Bed Addition
to Present Facilities

Del Amo Hospital is presently a free-standing 110 bed JCAH
accredited psychiatric hospital, The completed addition will
provide a modern 166 bed hospital to include emotionally dis-
turbed children and an expanded adolescent program. Gen-
eral psychiatric and alcohol and substance abuse services will
continue to be emphasized. The hospital is a part of a planned
major medical complex which includes Torrance Memorial
Hospital Medical Center, a 247 bed general hospital which

is also expanding.

Torrance is the largest of the Los Angeles South Bay “"beach
cities”. Just south of Los Angeles International Airport, it is the hub
of a rapidly growing financial, industrial and commercial area.
The hospital is in the shadows of the beautiful Palos Verdes
Peninsula hills and offers easy access to many choices of life-
style —rural, beach, city. Delightful climate!

Inquiries Invited: Kenneth D. Gaver, M.D., Medical Director
(213) 530-1151

Darryl M. Diamond, M.D.,
Director of Staff Development
(213) 530-8343

Wm. H. Bennett, Jr., Administrator
(213) 530-11%1

SOUTHERN CALIFORNIA

HMO Certification presents a unique opportun-
ity to join a progressive Department of Psy-
chiatry. Immediate openings for full-time child
and adult Psychiatrists. California licence and
ABP & N approved residency required.

Patients have pre-paid coverage.

Starting Salary $45,000-47,000. Excellent benefits
include vacation, health and dental coverage, re-
tirement, insurance, malpractice. Planned work-

ing schedule. Partnership after two years. Active
CME.

Cerritos is located in Los Angeles County, 10
minutes north of Long Beach and 35 minutes
northwest of Newport Beach by freeway.

Write and send C.V. to:

Philip Shulman, M.D.

Southern California Permanente Medical Group
1515 North Vermont Avenue, 2W

Los Angeles, California 90027

(213) 667-5515

AN EQUAL OPPORTUNITY EMPLOYER
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Open to both
men and women

OPPORTUNITIES FOR PSYCHIATRISTS
IN CANADA (529-172-077)

Salary: $37,249 - $46,200
Ref. No: 79-PSY-MD-2

Correctional Service of Canada
Regional Psychiatric Centre
Saskatoon, Saskatchewan

Applicants are required to fill the positions of Clinical Di-
rector and Staff Psychiatrists at the Regional Psychiatric
Centre in Saskatoon, Saskatchewan. The Regional Psychia-
tric Centre is a hospital serving the mentally ill of the Cor-
rectional Service of Canada and is affiliated with the Uni-
versity of Saskatchewan. An active research department is
part of the establishment and it is planned that the Centre
will be used to train post-graduate students of many disci-
plines.

The position of Clinical Director carries with it a univer-
sity appointment in the Department of Psychiatry. Staff
psychiatrists may also be awarded university appointments
depending on suitability.

Qualifications

The necessary qualifications are acceptable accreditation as
a trained psychiatrist in the applicant’s country; ability to
be licensed in Canada. Knowledge of English is essential.

Saskatoon is an attractive university city of 135,000 with
many cultural and environmental opportunities (hunting,
fishing, etc.).

“’Additional job information is available by writing to the
address below’’; and

“Toute information relative a ce concours est disponible en
francais et peut étre obtenue en écrivant a |‘adresse suivan-

te”.

How to apply

Send your application form and/or résumé to:
Ms. J. Knox

Public Service Commission of Canada
National Capital Region Staffing Office
L’Esplanade Laurier, West Tower, 16th floor
Ottawa, Ontario K1A OM7

Please quote the applicable reference number at all times.
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« PROVINCE OF NOVA SCCTA
CAREER OPPORTUNITIES

PSYCHIATRISTS
NOVA SCOTIA

The Province of Nova Scotia invites applications from Certified
Psychiatrists for five positions presently available in the Cape
Breton Mental Health Services. This is a rapidly expanding
Centre providing outpatient, day hospital and inpatient services
for a population of 160,000. Positions are available in presently
established services and as well will provide involvement in the
development of new programs.

QUALIFICATIONS:

Canadian Certification or Fellowship and a licence to practice in
Nova Scotia (requires an L.M.C.C. or the N.B.M.E. (U.S.) and a
current licence to practice in an American State.) A one year
temporary licence (can be renewed) is available for those with
the qualifications who are prepared to write for the LLM.C.C.

BENEFITS:

Excellent salary and other perquisites.

—Private practice within certain limitations is officially approved
for all full-time salaried positions (with a full-licence).

—Up to $3,000 in assistance is available for expenses involved in
moving to Nova Scotia.

—In addition, a relocation grant of $5,000 is provided if a
commitment is made for one year’s service on a salaried basis.

For further information please write (or call) Dr. F. R. Townsend,
Administrator, Psychiatric Mental Health Services, Department
of Health, P.O. Box 488, Halifax, Nova Scotia, B3) 2R8. Phone:
(902) 424-4232.

Continuing Medical Edacation

SYLLABUS

and
SCIENTIFIC
PROCEEDINGS

In Summary Form

132nd APA Annual Meeting, Chicago, lllinois,
May 12-May 18, 1979

This 428-page text provides a complete and individual summary of all
the symposia, papers, special lectures, issue workshops, evening
panels, films and videotape sessions presented at the 1979 Annual
Meeting in Chicago. Each summary is followed by a statement of edu-
cational objectives, a list of references, and in most cases, by a series of
self-assessment questions. Individual authors and their addresses are
given for the reader’s information and convenience.

The book incorporates all aspects of the Scientific Proceedings in
Summary Form previously published each year and additional informa-
tion required to be published as a syllabus for continuing medical
education. [t also includes the recording form to be used for Category |
Credit as required by the American Psychiatric Association and the
American Medical Association.

Please send me copies of the Continuing Medical Education
Syllabus and Scientific Proceedings in Summary Form, Order No.
153-9, @ $10.00 ea.

ENCLOSED IS TOTAL PAYMENTOFS

(All domestic orders amounting to $35.00 or less must be accompanied
by payment. All foreign orders, regardless of dollar amount, must be
accompanied by payment.)

Name
Address
City State Zip

Publication Sales
American Psychiatric Association
1700 18th St., N.W., Washington, D.C. 20009

Send coupon to:

PN
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Gaylin
Continued from page 25

normal order of controls is out of
whack . . . I have a sense that 'mina
vulnerable state, that I'm low thresh-
old.

Psychiatric News: So it’s a pre-
disposition to an unknown small pas-
sion?

Gaylin: That’s right. . . . Any stimu-
lus which normally we could handle is
liable to provoke a response that is
greater than warranted. . . . Granted,
most often it’s fear or anger that’s go-
ing to break through.

Psychiatric News: What about the ap-
propriate ventilation of anger? How
does one get rid of the upset, just wait
for it to ride over?

Gaylin: Well, 1 think the upset is a
warning to us, and we often protect
ourselves by warning people. . . . The
knowledge that we are not ourselves,
not in our normal control, often tells
us to defer things or, if we can’t, to
direct ourselves to the nature of
what’s upsetting us or unsettling us
and find out about it.

Psychiatric News: Your next chapter is
on feeling tired.

Gaylin: That’s one that’s very familiar
to almost any psychiatrist. Feeling
tired is rarely physiological; . . .
chronic tiredness is a sign of depres-
sion.

Psychiatric News: You cite as the two
major causes of depression ‘‘the loss of
confidence in ourselves as executives of
our future and the loss of respect for
ourselves as suppliers of pleasure in the
life that may remain for us. When we
feel tired,”’ you say, ‘‘we feel tempo-
rarily used up, and when we feel de-
pressed we feel permanently used up.”’
OK, what should we do?

Gaylin: Certainly you know that with
depression there is very little you can
do for yourself. That is a serious, seri-
ous clinical phenomenon that always
demands professional attention. The
problem with depression is that it’s
both a clinical word that psychiatrists
use, and it’s a lay person’s word. We
psychiatrists know that every time a
person says he’s depressed, he’s not
depressed. We don’t call feeling blue
or feeling down or feeling frustrated
necessarily depression. So here I'm
referring to clinical depression, which
is a sense of one’s own bankruptcy of
resources. . . . To recognize that
tiredness means that you simply are
feeling depressed . . . often can direct
you to . . . push yourself toward more
pleasurable things.

Psychiatric News: You say that when a
person feels tired or depressed what is
needed is ‘‘more activity not less, or to
be more precise, more activity of a dif-
ferent quality. Energy must be used,
not conserved, but used for loving,
playing, and doing.’’ But can’t part of
the depression come from the fact that
those activities aren’t available?

Gaylin: They may not be, but I'm not
sure they aren’t. . .. Sure, if you're
alone and you want love and there’s
not a loved person there, that’s a very
unfortunate thing. ... But what I'm
warning about is that sometimes the
tiredness is misconstrued, and what
people do then is withdraw. . .. Ex-
actly the opposite is demanded.

Psychiatric News: In discussing bore-
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dom, you go through classical bore-
dom, religious boredom, sloth, weari-
ness, dreariness, melancholy, ennui.
What do we have today when we say,
“Well, I’m bored”’?

Gaylin: I draw the distinction between
ennui, which I think of as a kind of
passive, decadent European kind of
emotion. . . .

Psychiatric News: 1930°s Berlin.

Gaylin: Exactly. Or Proust’s Oblo-
mov, lying there weary with sighs. It’s
an emotion of the leisure class. . . . I
think our boredom tends to be a jump-
ing out of the skin, racy kind of thing.
And there is a good example of the
thermostat. If you’re sitting in front of
a boring television program, it’s al-
most like an electric shock that jumps
you up. Now you don’t know what it
is but it’s saying, ‘‘Turn the damn set
off, get a book, make love, go for a
walk, do something other than this.”’

Psychiatric News: We have to talk a
little about television. You refer to it as
our “‘bridge from boredom to ennui.”
You say fantasy is a defense against
boredom. Fantasy is exactly what tele-
vision lacks, but isn’t fantasy construc-
tive only up to a certain point?

Gaylin: Exactly, exactly. Fantasy is a
halfway point—that’s a classical
Freudian position. It serves in a sense
to give an illusory gratification, but it
must not be a substitute for the real
thing. It’s a temporary measure, and if
it becomes permanent, then you are
vulnerable for neurosis.

Psychiatric News: We have three min-
utes left to discuss feeling good.

Gaylin: One thing I go into in dis-
cussing feeling good is an attack on a
concept called ‘‘happiness,”’ and this
is the idea that there is a kind of **Cali-
fornia mellow,’’ laid-back thing called
happiness which somehow or other is
freedom from all kinds of pain, an-
guish, torment, guilt, etc. One of the
implicit things, although I never ex-
plicate it in the chapter on goodness,
is to show that there is not a polarity
between pain and pleasure any more
than there’s a polarity between love
and hate. We are complicated human
organisms; and the most profound
pleasures almost always incorporate
anxiety, hurt, pain, suffering, sorrow,
etc. In a sense, it’s an attack on some
concept of happiness which I don’t
know to exist. Now why do I say it’s
destructive? It directs people in the
wrong way, it compares a person to a
potato as though the potato is at the
better state.

Psychiatric News: ‘“California mellow”’
is almost the present day ennui.

Gaylin: That’s where I have that quo-
tation, which I think is an important
one, ‘“The opposite of love is not hate
but indifference.”” So I think that’s
one of the implicit things I try to get
over in the idea of feeling good, that
feeling good does not involve often a
great deal of anguish, effort, and ener-
gy. . . . But I'm reluctant to analyze
pleasure. Some things are to be expe-
rienced without analysis or indeed
cognition. In psychoanalysis we
rarely if ever analyze success for our
patients. Health is its own excuse for
being and is accepted gratefully by
both parties. 787

Boren Named

CHARLES W. BoreN, M.D., formerly
associate director of medical educa-
tion at the Institute of Living in Hart-
ford, Connecticut, has been named di-
rector of medical education.

Classified
Notices

RATES: $3.50 per line; $14.00 mini-
mum; $4.00 extra for Psychiatric
News box number.

DEADLINE: Absolute deadline for
all ad copy and cancellations and
changes for issues is:

September 17 for October 19

issue

October 1 for November 2
issue

October 15 for November 16
issue

November 1 for December 7
issue

November 15 for December
21 issue

December 3 for January 4
issue

ADDRESS CORRESPONDENCE
TO: Marcia Livingston
Classified Advertising
Psychiatric News
1700 18th Street, N.W.
Washington, D.C. 20009

All advertisers in this section must
employ without regard for race or
sex, in accordance with law. Readers
are urged to report any violations im-
mediately to the Editor.

NATIONWIDE

OPPTYS. FOR PSYCHIATRIST—FORREST ASSO-
CIATES, retained by client organizations nationally,
is seeking candidates on their behalf to fill openings at
all exper. levels. Opptys. are avail. in Community
Prgms., Hospitals, and Academic Settings. Entry sals.
range to $60,000 per annum, dep. upon individual
quals. and exper., plus generous frng. bnfts. Reply,
with a current copy of the CV to: FORREST ASSOCI-
ATES, P.O. Box 472, Murray, KY 42071.

ALABAMA

PSYCHIATRISTS for CMHC, Bd. cert. or bd. elig.,
licensed to practice medicine in Alabama. To super-
vise and provide med. svcs. in an assigned county of-
fice of a two-county MH system. Duties include: inpt.
and trtmt., supervision of clin. staff in emerg., and out-
reach svcs. Other staff include consulting psychia-
trists, clin. psychols., nurses, social workers. Ctr.
funding is stable. Catchment area of 100,000 in mtn.
and lake recreation area with excel. med. commty.,
fine schls., and prgsv. business and industry. Sal. from
$42,000-360,000 dep. on exper., quals., and motiva-
tion. Time and expenses nego. in the total pckg. Send
resume to Dr. John David Hall, Marshall-Jackson
Mental Health Ctr., 2409 Magnolia St., Guntersville,
AL 35976 (205) 582-3203. EEOE.

ALASKA

Anchorage—Bd. elig. PSYCHIATRIST to help devel-
op and deliver psychiatric svcs. for a transcultural
pop. Would be joining an estab. psychiatric outpt. svc.
based in a 170-bed Indian Health Svc. multispecialty
referral hosp. Present staff includes a child psychia-
trist, psychologist, and 6 psychiatric nurses. Travel to
the outlying villages would be req’d. on consul. basis.
Orientation is eclectic with emphasis on ambulatory
outpt. care. Lib. frng. bnfts. incldg. cost of living al-
lowance. Excel. recreat. opptys. For more info. con-
tact Dr. Kenneth Petersen, Medical Director, Alaska

Native Medical Center, P.O. Box 7-741, Anchomge,
AK 99510, (907) 279-6661.

ARIZONA

TIRED OF COLD WINTERS AND UPTIGHT LIFE-
STYLES? CONSIDER: MEDICAL DIRECTOR,
PHOENIX, AZ. Prgsv. CMHC loc. in a rapidly grow-
ing sun-belt state seeks a Bd. Elig. or Bd. Cert. psychi-
atrist respon. for directing med. -svcs., provision of
some direct svcs. and assuring the quality of clin. care
provided in compre. ctr. with 1.8 million budget. This
facility serves a culturally and ethnically diverse pop.
of 160,000 in urban Phoenix. Sal. nego. to $50,000 dep.
upon exper. and trng. Send resume or call Steven
Scott, Ph.D., Executive Director, Phoenix South
Community Mental Health Center, 1424 South 7th
Ave., Phoenix, AZ 85007 (602) 257-9339.

ARKANSAS

Jonesboro—CMHC in college town near Memphis
needs Bd. Elig./Cert. PSYCHIATRISTS to join staff
of state operated ctr. AR licensure. Sal. approx.
$50,000, excel. frng. state paid malpractice ins. Excel.
recreat. opptys. Contact: Robert M. Rankin, M.D.,
M.P.H., Com. Mental Health, 4313 West Markham
St., Little Rock, AR 72201, ph. 501-664-4500.

Little Rock—Bd. Cert. PSYCHIATRIST for Medical
Director, modern, 300-bed psychiatric hosp. with 24
bd. cert./bd. elig. psychiatrists. Closely integrated
with Univ. of AR Schl. of Med. Sciences, loc. on same
campus. Clinical appts. at Med. Ctr. Research encour-
aged. Approved 3-yr. rsdncy. in psychiatry. Referrals
accepted from CMH centers throughout state. Sal.
$50,000, house provided, excel. frng., state-pd. mal-
practice ins. AR licensure. Recreat. opptys. unlimited.
Contact: Robert M. Rankin, M.D., M.P.H., Com.
Mental Health, 4313 West Markham St., Little Rock,
AR 72201, ph. 501-664-4500.

Little Rock—Bd. Cert. PSYCHIATRIST with interest
and trng. in trtmt. of adols. to run a compre. network
of Adolescent Treatment Services for the Arkansas
State MH Div. Closely integrated with Univ. of Ark.
Schl. of Med. Sciences, loc. on same campus. Clin.
appts. at Med. Ctr. Sal. approx. $50,000, excel. frng.,
state-pd. malpractice insur. Excel. recreat. and cult.
opptys. Contact: Robert M. Rankin, M.D., M.P.H.,
Com. Mental Health Services, 4313 West Markham
St., Littie Rock, AR 72201, ph. 501-664-4500.

Little Rock—PSYCHIATRIST interested in working
with post-hosp. pts. in new and innovative deinstitu-
tionalization prgm. AR licensure. Sal. $50,000, house,
excel. frng. bnfts., state paid malpractice ins. Recreat.
opptys. unlimited. Contact: Robert M. Rankin, M.D.,
M.P.H., Com. Mental Health, 4313 W. Markham St.,
Little Rock, AR 72201, ph. 501-664-4500.

CALIFORNIA

CHILD PSYCHIATRIST wanted. Posn. avail. now.
Dynamic pvt. incorporated psychiatric group with op-
ptys. for inpt. and outpt. therapy. Desirable living in
rapidly growing Southern Ca. area. For more info. call
Nicki Pontrelli 213-619-3281 and send CV to 1201 West
Lambert Rd., Suite 201, La Habra, CA 90631.

CLINICAL DIRECTOR for CMHC and psychiatric
hosp. Job entails planning, directing and maintaining
of clin. activities. Must demonstrate outstanding ex-
per. of at least five (5) yrs. in clin. prac., and three (3)
yrs. in clin. admin. and have demonstrated abilities in
commty. and professional liaison, staff dvlpmt., plan-
ning, and supervision. Limited caseload req’d. Must
have current CA license in either psychiatry, clin. psy-
chology or clin. social work. Sal. nego. reflecting pre-
vailing compensation for clin. discipline, exper.,
duties, plus frng. bnfts. Send CV and refs. to Larry R.
Yoder, Administrator, 3600 San Dimas St., Bak-
ersfield, CA 93301, (805) 327-7621. APPLICATIONS
MUST BE RECEIVED BY 9/01/79. SUCCESSFUL
CANDIDATE EXPECTED TO START APPROX. I/
01/80.

PSYCHIATRIST—Oppty. for experienced staff psy-
chiatrist with either inpt. or outpt. emphasis. Mixed
urban-rural setting lends well to commty. psychiatry
and crisis orientation. Full range of svcs. incldg. new
prgm. dvimpnt.; budgeted at $2,700,000 ann. Consult-
ing and tchng. functions in conjunction with Univ. of
Cal. family prac. rsdncy. prgm. Sal. effective 7-1-79
$48,300 yr. (Bd. elig.) or $49,800 (Bd. cert.); excel.
bnfts. Contact Arthur Gatenby, M.D., Program Chief,
2750 Eureka Way, Redding, CA 96001. (916) 241-8340.

PSYCHIATRIST—Part-time posn. avail. in a crisis-
resolution oriented adult outpt. svc. of a compre. com-
mty.-oriented, hosp.-based, multidiscpl. MHC. Ca.
lic. req’d. Send inquiries, resume and refs. to V. S.
Stenberg, Personnel Director, Sutter Community Hos-
pitals, 2820 L St., Sacramento, CA 95816, (916) 454-
2222, ext. 1540.

PSYCHIATRISTS—Full-time Director for the Con-
sultation Liaison Svc. in the Univ. of Ca., San Fran-
cisco, Schl. of Med., Dept. of Psychiatry. The primary
respons. of this posn. will be administrating consulta-
tive svcs. and trng. psychiatric rsdnts. Other duties in-
clude tchng. med. students, interns, and rsdnts. about
emotional factors of illness, as well as providing post-
grad. educ. for staff and commty. physicians. Will hold
faculty title of Associate Professor of Psychiatry or
Professor of Psychiatry. Need admin. skills in coordi-
nating all existing relationships between psychiatry
and other clin. svcs., establishing trng., svc. and re-
search where such activities would be appropriate and
do not exist. Qualified candidates representing minor-
ities and women encouraged to apply. Application
deadline: Aug. 31, 1979. Direct Inquiries to: Leonard
S. Zegans, M.D., Director of Education, Langley Por-
ter Neuropsychiatric Institute, 401 Parnassus Ave.,
San Francisco, CA 94143.

Bakersfield—CHILD PSYCHIATRIST to provide
consul. and clin. supervision of a clin. and educational
team in a highly innovative adol. day trtmt. prgm.
Addtl. involvement in all Ctr. prgms. for youth, incldg.
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some direct therapy. Also considerable consul. with
juvenile probation dept. Prefer a psychodynamic ori-
entation and familiarity with behavior modification
techniques and an interest in Irng. disabils. Sal. range
$40,845-$53,397 per annum dep. on exper. and quals.
Lib. frng. bnfts. Malprac. insur. provided and prvt.
prac. allowed. Contact Larry R. Yoder, Administra-
tor, Kern View CMHC and Hospital, 3600 San Dimas,
Bakersfield, CA 93301.

Central Calif.—BD. ELIG./CERT. PSYCHIATRIST-
Sal. to $43,032 ann. plus employer paid Social Security
through 7/79 (12% increase effective 9/79). Growth op-
pty. in estab. Kern County MH Prgm. New facilities
serving metro. area of 200,000 pop. Excel. bnfts.
incldg. retirement, vac., sick leave, insur. Contact
Kermn County Personnel Dept., 1120 Golden State
Ave., Bakersfield, CA 93301 or call Daniel Grabski,
M.D., Director (805) 861-2261.

Sal. nego. Phone: Mamin Fischbach, M.D. at (303)
344-9260 after 11:15 A.M. or send resume to same, c/o
Aurora MHC, 1646 Elmira St., Aurora, CO 80010.

Denver—PSYCHIATRISTS-Full-time and part-time
posns. avail. Adult and Child Psychiatrist posns. avail.
Gen. Hosp. with compre. CMHC incldg. outpt. units
loc. in neighborhood health prgm. seeks commty.-ori-
ented psychiatrists. Prgm. is involved in rsdncy. trng.
and offers oppty. for variety of clin., administrative
and tchng. career patterns. Prgm. includes gen. hosp.,
CMH prgm. and drug and alcoholism svcs. Sal. range:
$3,391-$4,238 per month dep. on exper. Starting date:
Immed. Reqs.: Approved Psychiatric rsdncy. with ex-
per. in MHC and with inpt. exper. Colorado Lic.
req’d. Contact: Edmund Casper, Director, Division of
Psychiatric Services, Denver Dept. of Health and
Hospitals, West 8th Ave. & Cherokee, Denver, CO
80204, Ph: (303) 893-7377.

Los Angeles Area—PSYCHIATRIST WANTED to
join estab. grp. prac. in charming L.A. suburb. Excel.
oppty. for energetic indiv. beginning prvt. prac. ca-
reer. Hrs. completely flex. Income commensurate
with effort. Calif. Lic. req’d. Contact: Hillcrest Guid-
ance Clinic Medical Group, 201 S. Mission Dr., San
Gabriel, CA 91776 Ph: (213) 284-3226.

Los Angeles/Newport Beach—Dynamic, academically-
oriented prvt. grp. is accepting applications in
ADULT PSYCHIATRY and CHILD PSYCHIATRY.
Applicants must possess background in behavioral ap-
proaches and current Calif. lic., Bd. Cert. req'd. un-
less within three yrs. of rsdncy. Income potential ex-
cel. Send CV to Gene R. Moss, M.D., Behavioral
Medical Group, Inc., 10950 Coilege Pl., Cerritos, CA
90701.

Patton—PATTON STATE HOSPITAL has opening
for FORENSIC PSYCHIATRIST. Applic. should be
Bd. Elig. or Cert. in Forensic Psychiatry. Sal. to
$44,964 with extra income for MOD duty. The hosp. is
east of L.A. with over 700 Penal Code patients. Con-
tact Mr. Robert Martinez, Executive Director, Patton
State Hospital, 3102 East Highland Ave., Patton, CA
92369; Ph: (714) 862-8121, Ext. 321.

Patton—PATTON STATE HOSPITAL needs PSY-
CHIATRISTS AND FAMILY PRACTITIONERS.
1200 bed, modern hosp. for Mentally Disordered,
Mentally Disabled, and Penal Code patients; 66 miles
east of Los Angeles. Many recreat. facils., health in-
sur. plan, other frng. bnfts., malprac. coverage. Regu-
lar hrs., occasional O.D. duty. Starting sal. $41,660 to
$44,964 dep. on quals. Contact: Bob Martinez, Exec.
Dir; Patton State Hospital; 3102 E. Highland Ave.:
Patton, CA. 92369. PH: (714) 862-8121 ext. 321.

Pomona Valley MHC—PSYCHIATRIST, Bd. elig. or
cert. for CMHC serving the cities of Pomona, Clare-
mont and La Verne, CA. Sal. nego. Duties and re-
spons. to include diagnostic and therapeutic coverage
of clinic pts.. crisis eval.; supervision and tchng. of
MH trainees. Direct all inquiries to Personnel, Po-
mona Valley MHC. 1149 North Garey Ave., Pomona.
CA 91767.

San Diego—County MH openings in continuing care
involving inpt. and outpt. assignments. Contact: David
Seid, San Diego County Personnel Dept.. 1375 Pacific
Hwy., San Diego, CA 92101, (714) 236-4546.

San Gabriel Valley-L.A. area—PSYCHIATRIST. Our
Private MHC needs a full-time, eclectic psychiatrist to
enhance our energetic, autonomous but team-oriented
multi-disc. staff. Inpt., Outpt., supervision & consulta-
tion with the freedom to grow. Exc. financial & emo-
tional rewards. Deluxe offices. Write Mark Kosins,
M.D., P.O. Box 519, Rosemead, CA 91770 or call
(213) 285-2241.

Sausalito—ASSOCIATE WANTED for prvt. psychi-
atric practice in stress reduction. Elegantly decored
office in beautiful, prestigious area on San Francisco
Bay. New business with tremendous growth possi-
bilities. Financial investment req'd. Contact Robert
Picker, M.D., The Stress Reduction Center of Marin,
3020 Bridgeway, Suite 105, Sausalito, CA 94965. (415)
848-4667.

Southern California area—PRIVATE PRACTICE PO-
SITION with General Psychiatric Group. Growing In-
terdiscpl. Grp. Pract. Short term Inpt. exper. helpful.
Multi-discpl. Team approach. Prgm. dvlpmt. encour-
aged. Gen. and Sub-specialization currently includes
Family Therapy, Sleep Disorders, Encounter Groups,
Alcoholism Trtmt. Prgm., Psychodrama, etc. Theoret-
ical Orientation include Traditional, Integrative, Ge-
stalt, Behavior Mod., Existentialism, Psycho-
biological etc. Full Bnfts. incldg. Pension Plan, Profit
Sharing, Health Insur. Malprac. Insur. New Offices
and Hosp. Cal. Lic. Req'd. Contact John Beck, M.D.
or Ms. Christianson—Santa Monica Med. Plaza, 1260-
15th St., Suite 1402, Santa Monica, CA 90404, 213-
451-8828.

COLORADO

Alamosa—MEDICAL DIRECTOR: Bd. Cert./Bd.
Elig. Psych. to supervise and direct all phases of clin.
prgms. in an estab. rural CMHC with a multi-discpl.
staff of 64. Loc. in a small college town in the world's
largest alpine valley in Southern Colorado with an in-
triguing Hispanic, Indian and Anglo cultural heritage,
the Ctr. offers the oppty. for a prof. challenging career
combined with an unlimited potential for outdoor rec-
reat. activities. With one of the nations largest per-
centages of possible sunshine, the area offers exc. ski-
ing, hunting, fishing, climbing, back-packing, etc., for
year 'round outdoor enjoyment. Sal: $40,000 to
$56,000 dep. on quals. and exper. Submit resume to:
Dr. Luis B. Medina; 1015 4th St.; Alamosa, CO. 81101
Ph: (303) 589-3673

Boulder: CHILD PSYCHIATRIST OR GENERAL
PSYCHIATRIST WHO TREATS ADOLS. AND
FAMILIES TO REPLACE ACTIVE PARTICI-
PANT, (ENTERING SERVICE) OF SIX MEMBER
PSYCHIATRIC ASSOCIATION. BOULDER, CO.
303-494-7860.

Denver—!/2 time PSYCHIATRIST sought, as consul-
tant to Day Care and Outpt. Team. Bd. cert. or elig.
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Fort Lyon—PSYCHIATRIST-WELCOME TO
COLORADO. Bd. Cert./Elig. Psychiatrists enjoy
mild, dry, clean Colorado climate. Excel. oppty. to
work in a prgsv. Neuropsychiatric and gen. Med. Ctr.
where you can make contributions in prgms. such as
substance abuse, rsdnt., admissions, acute care, and
rehab. exit. Sal. commensurate with exper. and trng.
plus incentive bonus. Malprac. protection. Lib. frng.
bnfts. Quarters avail. Tennis courts, movies, swim-
ming pool, bowling, and horse stables are avail. Con-
tact: Chief of Staff, VA Medical Center, Fort Lyon,
CO 81038 (303) 456-1260 Ext. 333. EOE.

CONNECTICUT

CHILD/ADOLESCENT PSYCHIATRISTS —Bd.
Cert. of Elig. Posns. avail. for CLINICAL DIREC-
TOR and for STAFF PSYCHIATRISTS in newly re-
organized 50 bed adolescent hosp. JCAH accredited.
Central Connecticut Valley Region. Possible affiliation
Yale Child Study Center. Sal. competitive plus excel.
fringe benefits. Contact Harold Davidson, M.D. Chief
Psychiatrist, Department Children/Youth Services,
345 Main St., Hartford, CT 06115.

Hartford—PSYCHIATRIST —Mount Sinai Hosp., a
375-bed univ. affiliated Hosp. has a full-time posn.
avail. for a Bd. cert. or elig. Staff Psychiatrist to pro-
vide Educational and Clin. Svcs. for a 17-bed, short
term, Adult Inpt. multidisciplinary Unit. Limited prvt.
prac. oppty. Starting sal. commensurate with exper. in
addition to an excel. baft. pckg. Contact: John J. Hak-
steen, M.D., Chief of Psychiatry, Mount Sinai Hosp.,
500 Blue Hills Ave., Hartford, CT 06112, (203) 242-
4431. An EOE.

New Haven—YALE UNIV. DEPT. OF PSYCHIA-
TRY SCHOOL OF MEDICINE in conjunction with
the Yale Law School, Yale New Haven Hosp., Whit-
ing Forensic Institute and State Criminal Justice Sys-
tem seeks PSYCHIATRIST at PGY-5 level or above
starting 7/1/79. Oppty. for exper. in preparing testimo-
ny in both crim. and civil proceedings involving multi
clin. placements. Prgm. includes research opptys. and
didactic courses in Law and Med. Schools. Send CV
and names of three refs. to: Dr. Howard Zonana,
Dept. of Psychiatry, 152 Connecticut MHC, New
Haven, CT 06519. An AA/EQE.

Newington—Posns. for PSYCHIATRISTS in inpt.
svc. of Regional Hosp. Multidiscpl. approach. Excel.
opptys. for advancement. Convenient beautiful loca-
tion close to excel. schls. and cult. ctrs. in central
Conn. Excel. frng. bnfts. Write Vincenzo Cocilovo,
M.D.. Superintendent, Cedarcrest Regional Hospital,
Newington, CT 06111.

Newtown—CONNECTICUT PSYCHIATRIC RESI-
DENCIES. AMA approved psychiatric rsdncy. va-
cancies. Active varied trtmt. prgm. dynamically ori-
ented and affil. with Yale Univ. Trng. in New Haven
avail. to qualified rsdnts. Prgm. includes affil. at
CMHCs for ambulatory psychiatry in a commty. set-
ting. Three and four yr. prgms. avail. dep. on level of
trng. Extensive didactic tchng. schedule incldg. basic
and clin. neurology. Supervision provided for inpt.
and outpt. exper. with adult and adols. Apts. avail. for
married rsdnts. with no chldrn. at no cost. Limited
housing for married physicians with families. Sal. 1st
yr. $13,777, 2nd yr. $14,693, 3rd yr. $14,947, and 4th
yr. $16,348. Write to Robert B. Miller, M.D., Superin-
tendent, Fairfield Hills Hosp., Newtown, CT 06470.

DIiSTRICT OF COLUMBIA

EXECUTIVE DIRECTOR—A United Way affiliated
agency that provides svcs. to emotionally disturbed
chldrn. aged 6-12 yrs. on an annual budget of 1 million
dollars seeks a competent MH professional with ad-
ministrative exper. or trng. to serve as Executive Di-
rector. The Executive Director is accountable to the
Bd. for ensuring that Bd. policies and directives are
implemented in conformity with all legal req’s. Specif-
ic respons. include the following: (1) Recommend
prgms. and budget to the Bd. before implementation.
(2) Maintain expenditures within limits of the Bd. ap-
proved budget. (3) Hire staff adequate to effectively
manage the approved prgms. and ensure the delivery
of a high quality svc. (4) Create a work environment in
which employees can perform most effectively. (5) Ne-
gotiate agency contracts. (6) Alert the Bd. to potential
difficulties and recommend a course of action. (7) Act
as agency spokesperson to the public and to funding
sources. Send resume to: Executive Committee, Hill-
crest Children’s Ctr., 1325 W St., N.W., Washington,
DC 20009.

FLORIDA

The Bd. of Directors of the North Florida MHC, Inc.
seeks to fill the posn. of EXECUTIVE DIRECTOR.
The Ctr. is a medium sized, free standing CMH prgm.
serving a six county rural area in North Fla. The Ctr. is
also the recent recipient of a new Initial Operations
Grant from DHEW. Operations will include a 1.6 mil-
lion dollar budget and approx. 90 employees. Appli-
cants must hold at least a masters degree in a core MH
discipline and have five yrs. of exper. in a CMH set-
ting. Two yrs. of the five must be in a highly respon.
administrative/supervisory setting. Sal. is open and
competitive. Please send resume and transcripts to:

Chairperson of Search Committee, North Florida
Mental Health Center, 302 South Marion St. Bldg. C,
Lake City, FL 32055. Applications must be received
by Aug. 10, 1979. The North Florida MHC is an AA/
EOE.

Lakeland—Prvt., non-profit CMHC has an immed.
opening for an addtl. FT, Fla. lic. PSYCHIATRIST to
join multi-disciplinary staff in providing full range of
outpt. svcs. to chldr. and adults in crisis intervention,
day trtmt., and aftercare prgms. Frng. bnfts. include
malprac. insur., generous retirement plan, health and
life insur., etc., sal. competitive. Send resume to:
W. G. Kremper, Ph.D., Director, PEACE RIVER
CENTER FOR PERSONAL DEVELOPMENT,
INC., 1745 Highway 17 South, Bartow, FL 33830 (813)
533-2738.

are broad and generous. An adjunct prvt. practice is
poss. and acad. affiliations can be discussed. While the
Hospitals primarily seek full-time Physicians, part-
time associations may be poss. Please reply, with a
copy of the CV to: FORREST ASSOCIATES, P.O.
Box 472, Murray, KY 42071 or call collect: (502) 753-
9772. Forrest is retained in support of the Hospitals.

Large VA psychiatric hosp. in central Indiana with
growing med. prgms. seeking PSYCHIATRISTS, IN-
TERNAL MEDICINE AND GENERAL PRACTI-
TIONERS. Excel. bnfts. under Civil Svc., living quar-
ters on grounds, sal. commensurate with quals. For-
eign degrees acceptable. Loc. in growing commty.
within 1-3 hrs. of major metro. areas. Inquiries to
Chief of Staff, VA Medical Center, Marion, IN 46952.
EEO employer.

Macclenny—CLINICAL DIRECTOR, Bd. Cert. Psy-
chiatrist. Directs all MH prgms. in a progsv. JCAH
accredited state mental hosp. Loc. in a rural commty.
25 mins. from Jacksonville, Fla. Frng. bnfts. include
on-ground housing; paid vacation, sick time and retire-
ment; state supplemented group life and health insur.;
pleasant working conditions. Contact T. F. Burke,
M.D., Mental Health Program Supervisor, District [V,
5920 Arlington Expressway, Jacksonville, FL 32231.
An EOE.

Macclenny—PS YCHIATRISTS —Several recently es-
tablished psychiatrist posns. are avail. for a new
prgsv. MH prgm. in a JCAH accred. state mental
hosp. loc. in rural commty. twenty-five mins. west of
Jacksonville, Fla. Frng. bnfts. include paid vacation,
sick time and retirement; State supplemented group
life and health insurance; pleasant working conditions.
Sal. range: $28,500-$45,400 depending upon the posn.
and applicant’s quals. Contact Janos Kurucz, M.D.,
Clinical Director, Northeast Florida State Hosp.,
Macclenny, FL 32063. Phone (904) 259-6211. An EOE.

GEORGIA

Psychiatrist looking for an ASSOCIATE for full or
part time practice, both inpt. and outpt. care, with a
CMHC using multidisciplinary team approach. Catch-
ment area is predominantly rural with 140,000 pop.,
1'/2 hrs. from the Gulf of Mexico and midst world fa-
mous lake bass fishing. Sal. range: full time $60-
80,000. Contact M. G. Middleton, M.D., P.O. Box
1018, Thomasville, GA 31792. Phone (912) 226-7070.

Savannah —CLINICAL PSYCHIATRIST —The Chat-
ham/Effingham Compre. MHC provides a wide variety
of prgms. which offer professional challenges and op-
ptys. for professional growth. Historic Savannah, a
city of approx. 200,000, loc. on the Atlantic Coast, is
famous for it's beauty, livability and amenable cli-
mate. Excel. Bnfts.: Free Malprac. and Admin. Liabil-
ity Insur., Lib. Sick and Annual Leave Prgm., Excel.
Retirement Prgm., Grp. Term Life and Health Insur.
Sal.: Up to $45,306 Ann., dep. upon quals. with peri-
odic increases. Call or write: Ms. Frankie Hallman,
P.O. Box 14299, Savannah. GA 31406, (912) 356-2432.
An EOE.

ILLINOIS

Four well-trained exp. bd. cert. psychiatrists and one
equally well-trained clinical Ph.D. psychologist are
looking for a PSYCHIATRIST to join us in our busy
Midwestern practice. We have a friendly commty.
with a good schi. system and many cult. and recreat.
advantages incl. two Universities. We will provide an
exc. sal., books, trips, insurance, dues, and many oth-
er bnfts. We are growing and anticipating adding two
clinical Ph.D. psychols. and one or two social workers
in the next year. We are all members of a med. schl.
faculty and there is an oppty. to teach med. students if
desired. We are looking for a psychiatrist with good
trng. who is bd. cert. or who intends to become bd.
cert. Applics. must be exp. in psychotherapy, chemo-
therapy, inpt. and outpt. psychiatric trtmt. Additional
trng. in other therapies, forensic psychiat., agency
consul., etc. are desirable. We're proud of our group
and we’ll provide an exc. oppty. for the right person.
Reply Box P-876, Psychiatric News.

MEDICAL DIRECTOR PSYCHIATRIST—The
Family Svc. & CMHC for McHenry County is seeking
an experienced, commty.-oriented psychiatrist to be-
come MEDICAL DIRECTOR of our rapidly ex-
panding MH prgms. McHenry County has been ap-
proved for fed. funding from the National Institute of
MH to develop a compre. system of MH svcs. in
McHenry County. This funding is projected to begin
July 1, 1979. Respons. of the Medical Director include
overall med. respon. for pts. of the Ctr.; direct psychi-
atric svcs. incldg. diag. evals., chemotherapeutic as-
sessments, hosp. consuls., crisis intervention, and
consul. with other clin. staff; opptys. avail. for consul.
and education activities in the commty. as well. Prima-
ry duties will also include the dvlpmt. of local inpt.
psychiatric beds within McHenry County. The Ctr. is
a multi-prgm. CMHC utilizing an interdiscpl. team ap-
proach in the delivery of svcs. to the rsdnts. of
McHenry County, a suburban county in Northern Ill.
of 140,000 pop., approx. 55 miles northwest of Chi-
cago. M.D. Degree, licensed to practice medicine in
Ill. req’d. Applicant must be Bd. Cert. in Psychiatry.
POSN. 1S FULL-TIME. Excel. frng. bnfts. in a rapid-
ly growing, expanding suburban commty. Sal. com-
petitive and commensurate with exper. Send complete
resume, refs., and sal. reqs. to: J. Scott Campbell,
ACSW, Associate Director, Family Service & CMHC,
3409 W. Waukegan Rd., McHenry, IL 60050, (815)
385-6400. The Ctr. is an EO/AAE.

Ph.D. CLINICAL PSYCHOLOGIST to do clin. test-
ing, participate in research on eval. of psychotherapy,
teach behavioral science to med. students. Must have
research, tchng. and clin. exper. E.O.E. Reply Box P-
948, Psychiatric News.

INDIANA

THE INDIANA STATE HOSPITALS, at various lo-
cations throughout the State, have current and ex-
ceptional openings for PSYCHIATRISTS of most ex-
per. levels. The sal. schedule now ranges from $37,726
to $50,544, with incremental increases. Frng. bnfts.

THE OTIS R. BOWEN CTR., a new and beautiful
Compre. CMHC serving 5 counties, loc. in WAR-
SAW, IN. (less than ! hr. from Fort Wayne and South
Bend, 3 hrs. from Indianapolis, and 3 hrs. from Chi-
cago), a summer resort area containing over 100 lakes
in the County, numerous denominational churches,
golf courses, recreat. facils., tennis, boating, and fine
cuisine has immed. need to fill the following open
posns.: 1 STAFF CHILD THERAPIST (Min. Sal.
$15,000 p/a); 2 STAFF SOCIAL WORKERS (Min.
Sal. $15,000 p/a); 2 STAFF THERAPISTS (Min. Sal.
$15,000 p/a); 1 CLINICAL PSYCHOLOGIST (Judi-
cial Aid Prgm.) (Min. Sal. $16,000 p/a); 1 CONSUL-
TATION & EDUCATION SPECIALIST (Min. Sal.
$13,000 p/a); 1 VIDEO THERAPIST (Min. Sal.
$15,000 p/a); 1 HALF-WAY HOUSE COORDINA-
TOR (Min. Sal. $16,000 p/a); 1 M.D., BD. ELIGIBIL-
ITY OR CERTIFICATION IN PSYCHIATRY (Min.
Sal. $45,000 p/a). All posns. require quals to be li-
censed or cert. in IN.; Med. lic.; ACSW certification,
certification by State Bd. of Examiners in Psychology
or elig. (Ph.D); and exper. and/or trng. relevant to the
open posn. Outstanding frng. bnfts. All sals. nego. EQ/
AAE M/F. An excel. career oppty. to serve a MHC
loc. in the heart of the ‘*Golden Triangle'” of Industry.
Req’d.: Resume and request for application. Please
contact: Mrs. Tammy Light, Coord., Personnel Serv-
ices, Otis R. Bowen Center, 850 N. Harrison St., P.O.
Box 497, Warsaw, IN 46580. Ph: (219) 267-7169, Ext.
243.

Jasper—The Southern Hills MHC, an estab. Commu-
nity Prgm., in this city, has a current opening for a
PSYCHIATRIST, to supervise Inpt., Partial Hospital-
ization and related activities. Entry sals. nego. from
$45,000 upwards dep. on quals. and exper. Candidates
should have commty. exper. and motivation for prac-
tice in a non-urban setting which provides professional
satisfaction and an attractive life-style, plus a moder-
ate cost of living. An adjunct prvt. practice can be dis-
cussed. Please respond with a copy of the CV to:
FORREST ASSOCIATES, P.O. Box 472, Murray,
KY 42071 or call collect (502) 753-9772. Forrest is re-
tained in support of the Ctr.

South Bend—There is a current opening for a SENIOR
STAFF PSYCHIATRIST in a large and well-estab.
Community Prgm. loc. in this city. The successful can-
didate will practice under the direction of the Medical
Director —Psychiatrist and be involved in Diagnostic,
Trtmt., and Consultative svcs. Entry sal. is nego. in
the $46,000-$52,000 range (dep. upon individual quals.
and exper.) plus excel. frng. bnfts. An acad. affiliation
is poss. as well as an adjunct practice. Exper. in a
commty. setting and motivation for practice with a
multi-discpl. staff are important. Please respond with a
copy of the CV to: FORREST ASSOCIATES, P.O.
Box 472, Murray, KY 42071 or call collect (502) 753-
9772. Forrest is retained in support of the Ctr.

I0WA

Clarinda—WANTED: PSYCHIATRISTS with or
without subspecialty int. Sal. nego. from $36,400 to
$48,880. Frng. bnfts. and deferred compensation avail.
Info. concerning institution and commty. avail. on
request. Contact: Supt. Mental Health Institute, Box
338, Clarinda, IA 51632, or call collect (712) 542-2161.
EO/AAE.

Des Moines—Bd. cert. or elig. PSYCHIATRIST for
FT posn. on 54-bed acute care psychiatric unit. Prima-
ry respons. will involve supervision and tchng. med.
students and rsdnts. rotating through the inpt. svc.
Posn. will carry clin. faculty appt. with med. college.
Compensation is from $50-55,000 per annum with ex-
cel. frng. bnfts. incldg. 4 weeks paid vacation with up
to 2 addtl. weeks to attend expense paid CME activi-
ties. Hosp. loc. in large prgsv. metro area with abun-
dant recreat. and cult. opptys. incldg. newly com-
pleted civic ctr., art and science ctr., several colleges
and univs. and nearby lakes. For further info. call col-
lect or write Greg Rohs, M.D., Dept. of Psychiatry,
Broadlawns Medical Center, Des Moines, IA 50314.
(515) 282-2450. EOE.

Iowa City—FACULTY POSNS.: ASSOCIATE, IN-
STRUCTOR OR ASSISTANT PROFESSOR, re-
quires M.D. and full psychiatric trng., must have re-
search commitment as well as tchng. interests. Con-
tact George Winokur, M.D., Head, Dept. of
Psychiatry, Univ. of Iowa College of Medicine, lowa
City, IA 52242. EO/AAE.

Knoxville—PSYCHIATRIST-EXCEL. PROFES-
SIONAL OPPTY., Large Neuropsychiatric Hosp.,
immed. vacancies for Bd. Cert./Elig. Psychiatrist.
Strong support staff and facils. Enjoy bnfts. of 30 days
paid vacation, 15 days paid sick leave (accumulating)
per annum; lib. retirement plan; health and life insur.;
malprac. shelter; moving expenses paid, HIGHLY
COMPETITIVE SAL. to $50,000 with quals., lic. in
any state. Contact: Chief of Psychiatry, VA Medical
Center, Knoxville, IA 50138. Phone: (515) 842-3101,
ext. 216. EOE.

KANSAS

EXECUTIVE DIRECTOR of a Compre. CMHC with
four affiliates serving 10 counties. Master’s degree or
above in MH discipline req’d. and demonstrative ad-
ministrative ability plus five yrs. exper. in MH-three of
which shall be administrative in nature. Loc. in an at-
tractive univ. commty. of over 50,000. Deadline for re-
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ceiving applications is 1 Sept. 1979. Apply to: Chair-
person, Search Committee, Pawnee Comprehensive
MHC, 215 Southwind Pl., Manhattan, KS 66502.
Pawnee CMHC is an EOE.

Independence—PSYCHIATRIST, Bd. Cert. or Elig.
Sal. $45,000 to $50,000. Primary duties include serving
as Medical/Clin. Director of outpt. affiliate and alco-
hol-drug prgm. as well as direct clin. work. Both units
are loc. in Independence. Independence has excel.
recreat. prgms. and schls., incldg. a junior college. 2
excel. fishing and recreat. lakes within 5 miles. Good
hunting. Compatible staff and good frng. bnfts. Write
or call collect to John P. White, D.O., Medical Direc-
tor, Psychiatric In-patient Unit, Mt. Carmel Medical
Center, Pittsburg, KS 66762. Ph. (316) 232-1050. EOE.

KENTUCKY

PSYCHIATRIST—Compre. MHC in attractive semi-
rural area, 45 miles from Louisville, seeks a psychia-
trist interested in CMH to work in inpt. and outpt. set-
tings. Ability to work with empirically oriented, multi-
discipl. staff desirable. Sal. range competitive, plus
poss. prvt. prac. option. Send vitae to: J. W. Os-
bourne, MSSW, Executive Director, North Central
Comprehensive Care Center, 907 N. Dixie, Elizabeth-
town, KY 42701, phone (502) 769-1304.

PSYCHIATRIST—F.T., Bd.-cert. or Bd. elig. to par-
ticipate as Staff Psychiatrist in prgsv. CMH-MR prgm.
in beautiful Appalachia, S.E. Kentucky. Posn. avail.
immed. Advancement to posn. of Medical Director po-
tential. Sal. competitive, dep. on exper. Generous
frng. bnfts. incldg. retirement, vacation, sick leave,
professional conference fees and moving expenses.
Real oppty. to practice commty. psychiatry. Agency
JCAH Accredited. Contact: Ralph Lipps, Reg. Per-
sonnel Mgm., Cumberland River CCC, P.O. Box 568,
Corbin, KY 40701, or phone (606) 528-7010.

Hopkinsvile—STAFF PSYCHIATRIST opngs. in
450-bed JCAH accred. psychiatric hosp. EXC. rela-
tionship with CMHC, outstdg. frng. bnfts. with univ.
affil. poss. Ky. Lic. req’d., completion of 3 yrs.
apprvd. rsdncy. Sal. $37,641 to $45,861, higher sal.
poss. according to exper. and Cert. with poss. of addtl.
income by PT employment for other agencies. Please
write or call Calvin N. Turns, Chief of Staff, Western
State Hospital, Hopkinsville, KY 42240. Ph.: (502)
886-4431. An EOE M/F/H.

Lexington—CHILD PSYCHIATRIST, Full-time fac-
ulty posn., Dept. of Psychiatry, Univ. of Kentucky.
The Div. of Child Psychiatry operates a busy outpt.
clinic, pediatric liaison Child Fellowship and Gen.
Psychiatry Resident supervision along with med. stu-
dent tchng. Clin. research opptys. Oppty. to do com-
mty. work, urban and rural. Sal. and bnfts. com-
petitive. Lexington is in the heart of Bluegrass Coun-
try and an hrs. drive from Appalachia. Small city living
with many big city advantages, Lexington has been
named one of the 20 most desirable commtys. in which
to live in the U.S. by National Geographic. Contact
Robert G. Aug, M.D., Dept. of Psychiatry, Univ. of
Kentucky Medical Center, Lexington, KY 40536, Ph:
(606) 233-5929.

Lexington—CHILD PSYCHIATRY FELLOWSHIP
avail. at the Univ. of Kentucky Med. Ctr. in the heart
of Bluegrass Country. Dynamic orientation with excel.
oppty. for Irng. and growing in areas of clin., acad. and
research child psychiatry. Enthusiastic, multi-
disciplinary faculty for indiv. clin. supervisory exper.,
and didactic prgm. geared to meet indiv. career goals.
Inpt. exper. avail. in addition to a variety of CMH care
facils. Ample oppty. for tchng. exper. Lexington has
been named one of the 20 most desirable commtys. in
which to live in the U.S. by National Geographic.
Contact Robert G. Aug, M.D., Dept. of Psychiatry,
Univ. of Kentucky Medical Center, Lexington, KY
40536, Ph: (606) 233-5929.

Lexington—PSYCHIATRIST IlI—Practice in Lexing-
ton in a prgsv. JCAH accred. psychiat. hosp. with 300
pt. pop. Local Univ. Med. Ctr. and CMHC systems
avail. for affil. Requirements include Ky. license and 3
yrs. apprvd. rsdncy. Usual work week 37.5 hrs. Excel.
frng. bnfts. Sal. $37,641-$41,599. Higher sal. commen-
surate with exper. and Cert. Addtl. income from PT
empl. with local CMHC and other agencies avail. Lex.
has been named one of 20 most desirable commtys. in
which to live in US by National Geographic. Direct
Vitaes to: Daniel Nahum, M.D., Chief of Staff, East-
ern State Hospital, 627 West Fourth St., Lexington,
KY 40508. Ph. (606) 255-1431, ext. 256.

Louisville—The Dept. of Psychiatry and Behavioral
Sciences has an opening for a PSYCHIATRIST to
serve as Assistant Director of Outpt. Svcs. in a prvt.
hosp. setting. Duties include direct pt. svc. and re-
search, supervising of rsdnts., and tchng. med. stu-
dents. Applicants must be Bd. Elig. or Bd. Cert. Ex-
per. in outpt. psychiatry and tchng. are desirable.
Please circulate this notice among members of your
dept. and your colleagues. Candidates should submit a
CV to: John J. Schwab, M.D., Professor and Chair-
man, Dept. of Psychiatry and Behavioral Sciences,
School of Medicine, Univ. of Louisville, P.O. Box
35260, Louisville, KY 40232, The Univ. of Louisville
is an AA/EEO.

MAINE

Fort Fairfield—PSYCHIATRIST AMHC is a truly
compre. CMHC with a staff of 100, which offers a full
range of svcs. to people of all ages. Psychiat. staff
presently consists of one Gen. Psychiat. We need you
to share in medication review, supervision of a ten bed
Inpt. Unit, and med./psychiat. consul., and we en-
courage you to tailor the remainder of your time to
satisfy your own needs for partic. in staff dvipmt.,
commty. educ., trtmt. of indvdls., fams., and/or grps.,
dvipmt. of child psychiat. svcs., and consult. to other
prof. staff. We would be int. in applics. from indvdls.
who have completed apprvd. psychiat. rsdncys. and
who have ints. in working with adults, chldn., or a
combination of the two. Applics. from Career Child
Psychiatrists would be most welcomed. Aroostook
County has a peaceful, pollution-free, rural environ. in
which both summer and winter recreat. opptys.
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abound. There are rolling hills, trout streams and
lakes, small towns, two branches of the Univ. of
Maine, and a Jet Airport. Fmg. bnfts. incl. reloc.
costs; 4 weeks vac.; a retirement pgm.; med., life, and
disability insur.; and a compet. sal. Submit resume or
cali: Robert R. Vickers, Exec. Dir., Aroostook Mental
Health Center, Fort Fairfield, Maine 04742. Ph: (207)
472-3511.

Maine: If you are coming or are interested we would
be glad to help: Maine Psychiatric Association, Pres.
Juergen Homann, M.D., EMMC, 489 State St., Ban-
gor, ME 04401; (207) 947-3711, Ext. 421.

MARYLAND

ADULT AND CHILD PSYCHIATRIST for ex-
panding multidisciplinary group practice doing inpt.
and outpt. tchng. and child., adol., adult and family,
individual and grp. with both major med. ctr. and psy-
chiatric hosp. affiliations. Excel. professional and fi-
nancial opptys. Reply Box P-942, Psychiatric News.

CHILD PSYCHIATRIST needed. New Clinic forming
in Western Montgomery County. Call Dr. Gary Bre-
cher (301) 424-4710.

CLINICAL DIRECTOR—The Patuxent Institution, a
major and internationally known rehab. ctr. for emo-
tionally disturbed offenders, loc. between Washing-
ton, D.C. and Baltimore, Md., has an opening for a
full-time Clinical Director and for a half-time STAFF
PSYCHIATRIST. Administrative skills, exper. in fo-
rensic psychiatry and interest in research and ethical
issues pertaining to the care of incarcerated pops. are
desirable. Affiliation with Univ. of Maryland and
Johns Hopkins Univ. Contact: Werner A. Kohlmeyer,
M.D., Patuxent Institution, Jessup, MD 20794. (301)
799-3400. EOE.

PSYCHIATRIST for staff posn. at small, prvt. psychi-
atric facil. in western Md. with multidiscpl. staff
incldg. six psychiatrists (two child psychiatrists) with
Eval., Rsdnt. Pt. (Adult and Adol.), Partial Care,
Outpt., Satellite and Commty. Consul. and Education
Prgms. Contact person: Paul Rodenhauser, M.D., Di-
rector of Professional Services, Brook Lane Psychiat-
ric Center, P.O. Box 1945, Hagerstown, MD 21740.

Baltimore— OPENING FOR CHILD PSY-
CHAITRIST —The Div. of Child and Adol. Psychiatry
at the UNIV. OF MARYLAND SCHOOL OF MEDI-
CINE has avail. an opening for a full time faculty
posn. to fill the posn. of Training Director. The Univ.
of Maryland is an EO/AAE. Interested individuals
should send letter of application and CV to: Richard
M. Sarles, M.D., Acting Director, Division of Child
and Adolescent Psychiatry, Dept. of Psychiatry, Univ.
of Maryiand School of Medicine, Baltimore, MD
21201.

MASSACHUSETTS

CLINICAL DIRECTOR, Child Inpt. Psychiatric
Unit-Bd. elig. child psychiatrist to develop and man-
age a multidisciplinary child inpt. unit as part of a
CMH system. Sal. and academic appt. nego. Address
inquiries to Meg Manderson, Coordinator of Chil-
dren’s Services, Dept. of Psychiatry, UNIV. of
MASS. MEDICAL CTR., 55 Lake Ave. North, Wor-
cester, MA 01605. An AA/EOE.

LIAISON CONSULTATION PSYCHIATRIST—
Full time posn. avail. for a bd. elig. Psyehiatrist.
Duties include tchng. and supervision of med. students
and psychiatric rsdnts. as well as direct patient care.
Sal. and academic appt. nego. Address all inquiries to
Stanley Walzer, M.D., Professor and Chairman, Dept.
of Psychiatry, UNIV. of MASS. MEDICAL CTR., 55
Lake Ave. North, Worcester, MA 01605. An AA/
EOE.

PSYCHIATRISTS WANTED for dynamic commty.
and acute inpt. programs. Opptys. for varied experi-
ences, clinical consultation and teaching. Openings in
outpt. clinic adult and children’s services; Adult Day
Treatment Program; Acute inpt. service. Salaries
nego. Contact Sylvester R. Sheridan, M.D., Tri-City
Area Medical Director, 15 Ferry St., Malden, MA
02148. Tel. 617-321-1060. An EOE.

Boston—PSYCHIATRIST: Consul.-liaison posn. half
time (20 hrs.) in a modern 284-bed prvt. rehab. hosp.
that has excel. working conditions and well-developed
rehab., lab., and support svcs. Opptys. avail. for
tchng. and research; we are academically affiliated and
participate in med. schl. tchng. Competitive sal. and
excel. frng. bnfts.; free parking; convenient to public
transporation and major commuter arteries. Oppty. for
prvt. prac. on hosp. premises. Applicants should have
tmg. and exper. in consul.-liaison psychiatry and be
able to meet conditions for med. schl. acad. appt. Send
resume to: Richard J. Weintraub, M.D., Acting Direc-
tor of Psychiatry, Mass. Rehabilitation Hosp., 125
Nashua St., Boston, MA 02114. Tel. (617) 523-1818. A
prvt. nongovernmental hosp. for extensive rehab. care.
An EOE M/F.

Boston—PSYCHIATRIST for part time (4-12 hrs.)
consul.-liaison posn. in a modern 284-bed rehab. hosp.
that has academic affils. and excel. working condi-
tions; convenient to public transportation and major
commuter arteries. Sal. competitive and based on ex-
per. Advanced Fellows can be considered. Send re-
sume to: Richard J. Weintraub, M.D., Acting Director
of Psychiatry, Mass. Rehabilitation Hosp., 125 Nash-
ua St., Boston, MA 02114. Tel: (617) 523-1818. A prvt.
non-governmental hosp. for extensive rehab. care. An
EOE M/F.

Boston—PSYCHIATRISTS to work as moonlighters
on nights, weekends and holidays in a busy gen. medi-
cal surgical hosp. Send resumes to Box P-951, Psychi-
atric News.

Fitchburg—STAFF PSYCHIATRIST —Half time sal-
aried posn. in 20-bed inpt. unit in regional referral ctr.
Serve as team leader for ten pts. and staff supervisor.
Also excel. oppty. for prvt. prac. and univ. tchng.
appt. if desired. Lovely area one hr. from Boston. Call
or write Philip J. Sandler, M.D., Burbank Hospital,
Fitchburg, MA 01420, Phone (617) 345-4311.

Lynn—The Greater Lynn CMHC, a compre. CMHC
loc. 30 mins. north of Boston, has vacancies for
STAFF psychiatrists to provide svcs. to its 24 bed
Inpt. Unit, its Outpt. components and the Emerg. Svc.
Team. Opptys. exist on part-time or full-time basis.
Candidates should possess an exposure to and exper.
in commty. psychiatry and be Bd. elig. or Cert. Sal. is
commensurate with exper. and generous frng. bnfts.
are provided. Submit CV in confidence to Rita Lash,
Employee Relations, Union Hospital, 500 Lynnfield
St., Lynn, MA 01904. An EO/AAE.

Medical Ctr. for Fed. Prisoners 300 bed psychiatric
svcs. Office of Personnel Management bnfts. and re-
tirement-Sal. up to $47,500 dep. on quals. Excel.
schis. and recreation area. U.S. citizenship. May be
licensed in any state, Territory of the U.S. or District
of Columbia. Pop. over 100,000. Contact Personnel
Officer, U.S. Medical Center for Federal Prisoners,
Springfield, MO 65802. Ph. (417) 862-7041. Qualified
applicants will receive consideration for appt. without
regard to race, creed, color, national origin, sex, politi-
cal affil., or any other nonmerit factor.

Westfield—PSYCHIATRIST: Bd. Cert. or Bd. Elig. at
rapidly-growing, dynam., full-svc., commty. oriented
DMH clinic loc. in the Berkshire foothills, easily ac-
cessible to Boston and NY and near the Ambherst-
Northampton 5 coll. area. FT and PT posns. avail. in
Adult Svcs. & Day Trtmt. Respons. incl. dvlpmt. of
new prgms., dir. trtmt., consul., tchng. & supervision.
Contact Carl Saviano, M.D., Med. Dir., Westfield
Area MH Clinic, 20 Broad St., Westfield, MA 01085.
413-568-1421.

MICHIGAN

Detroit—RESIDENTS IN PSYCHIATRY —Newly
approved 4 yr. Psychiatric Trng. Prgm. at Henry Ford
Hosp., a prvt. 1,100 bed gen. hosp., major affiliation
with Univ. of Michigan. Prgm. offers full range trng.
with Inpt. Unit 34 beds, OPD over 20,000 visits per
yr., active Consultation Svc., Nat’l. Sleep Lab., Af-
fective Disorders Prgm., Nat'l. recognized Chronic
Pain and Epilepsy Prgms. Posns. avail. at all levels.
Lib. stipends and frng. bnfts., life insur., sick leave,
etc. Housing avail. Apply to: Darin de Lorenzo,
Ph.D., M.D., Dir. Res. Educ., Dept. Psychiatry, Hen-
ry Ford Hospital, 2799 W. Grand Blvd., Detroit, MI
48202.

Flint—ASSOC. PSYCHIATRIST WANTED AS A
FUTURE PARTNER IN MY MOST SUCCESSFUL
O.P.C. BD. ELIG. OR CERT. A PLUS. 50-50 HOSP.
AND OFFICE PRAC. 12 MOS. OF A COOPERATE
EFFORT WILL PRODUCE A FULL PARTNER-
SHIP. FLINT IS A GREAT COMMTY. TO RAISE A
FAMILY AND ENJOY ALL OUTDOOR ACTIVI-
TIES, 450,000 AREA POP. THIS 12 MO. O.P.C. OP-
PTY. INCLUDES A FIRST YEARS SAL. IN EX-
CESS OF $65,000 PLUS ALL FRNG. BNFTS.
SEND CV TO: GEORGE WM. WRIGHT, M.D,,
P.O. BOX 7179, FLINT, MI 48507 OR CALL ME
COLLECT 1-313-23%9-7691 FOR IMMED. RESULTS.

Lansing—TWO PSYCHIATRY POSNS. are avail.
with CMH-(1) EMERGENCY SVCS. —to join a multi-
discpl. staff providing court screening, diag., and
emerg. svcs. The individual selected for this posn. will
perform psychiatric evals. on pts., be respon. for some
involuntary certifications, and will perform other func-
tions related to emerg. svcs. and court screening. Hrs.
will generally be day shift with very limited on call
reqs. (2) OUTPATIENT—to join a multi-discpl. staff
involved in providing outpt. and aftercare psychiatric
svcs. This individual will also assist other psychiatrists
employed by the agency in planning and dvlpmt. of
CMH psychiatric svcs. Major respons. include consul.
with staff and direct trtmt. of outpt. and aftercare
clients. Contact Personnel Office, Tri-County Commu-
nity Mental Health Board, 407 W. Greenlawn, Lan-
sing, MI 48910, 517-374-8000, ext. 273.

STAFF PSYCHIATRIST: Immed. opening to work
with bd. cert. medical director and experienced staff
psychiatrist. Compre. CMHC serving 5-county area
with pop. of approx. 100,000. CMHC has 51 staff and
is dept. of new 252-bed regional med. ctr.; compre.
med. specialties avail. Scenic univ. city of approx.
46,000, 100 miles south of St. Louis. Sal. up to
$60,000. Bnfts. include 1 week CME, professional
fees, med. insur., 3 weeks’ vacation. Extra bnfts. for
bd. certification. An EOE. Inquire: Morty Lebedun,
Director, St. Francis Mental Health Center, 211 St.
Francis Dr., Cape Girardeau, MO 63701 (314) 334-
9631.

Kansas City—FULL-TIME posns. for PSYCHIA-
TRISTS for a compre. MH facility to provide and su-
pervise clin. svcs. to aduilt Inpt. and Outpt. and Alco-
hol and Drug Svcs. Consul. and liaison svc. in the
Univ. of Missouri-Kansas City School of Medicine
tchng. hosp.; tchng. of med. students and psychiatric
rsdnts. and grad. students in MH related fields. Facul-
ty appt. with UMKC-School of Medicine. Sal. Range:
$38,000-3$55,000. Acad. rank and sal. depend on ex-
per. and quals. Resume to: Charles B. Wilkinson,
M.D., Executive Director, Greater Kansas City MH
Foundation, 600 East 22nd St., Kansas City, MO
64108.

St. Joseph—PSYCHIATRIST. Requirements: Com-
pletion 3 yrs. rsdncy. or few years experience with
psychiatric patients. Missouri license or eligibility for
temp. license required. 750 bed psychiat. hosp., geog.
unit system. Exc. retire., sick and vac. bnfts. Sal.
$40,000-$50,000 depending on quals. and exp. $2,200
differential for specialty bd., addit. bnfts. for on-call
duties. Exc. school system, friendly commty., 30
mins. K.C. Int. Airport. Apply Nicholas Bartulica,
M.D., Supt., Box 263, St. Joseph, MO 64502. EEO/
AA.

St. Louis—PSYCHIATRIC RESIDENCY POSI-
TIONS: first, second, and third yrs. Dept. of Psychia-
try St. Louis Univ. Medical Ctr. is currently accepting
applications for all levels of rsdncy. trng. Possibility of
starting on 1/1/80 or 7/1/80. A broadly based, stimulat-
ing, eclectic prgm., with special effectiveness in tchng.
consul./liaison psychiatry, dynamic psychotherapy,
and milieu therapy. Contact: Charles K. Hofling,
M.D., Prof./Dir. Res. Trng. Prgm., Dept. of Psychia-
try, St. Louis University, 1221 S. Grand Blvd., St.
Louis, MO 63104,

Springfield—CHILD PSYCHIATRIST to work in
broad range of consultative and trtmt. activities. GEN-
ERAL PSYCHIATRIST posn. needs person with a
desire to work in area of forensic and inpt. svcs. Diver-
sified clin. staff of 30, city of 191,000 in Ozarks Lake
Country. Sal. $45,000-$55,000 range, plus exceptional
frng. Send resume to: P.O. Box 1611, SSS,

Newberry—PSYCHIATRIST to join us on staff of
small (census approx. 180) State MH Inpt. Facility.
Loc. in a rural setting in Michigan’s beautiful Upper
Peninsula. Sal. $50,404-$55,561 dep. upon exper. and
quals. Excel. Civil Service frng. bnft. pkg. Limited
housing avail. at moderate cost. Must be able to obtain
permanent Mi. lic. Contact Steven A. Myers, M.D.,
Chief of Clinical Affairs, Newberry Regional MHC,
Newberry, MI 49868.

MINNESOTA

CHILD PSYCHIATRIST FT to help organize and de-
liver child psych. svcs. for dvipng. MH prgm. of 22-yr.
old multi-spec. grp. (HMO) serving 125,000 in the
Twin Cities. Exc. med. staff sal. frng. bnfts. and quali-
ty of life. Oppty. and time provided for tchng. Send
CV to: R.J. Rauch, M.D., Chairman, MH Dept.,
Group Health Med. Ctr., 606 24th Ave., South, Min-
neapolis, MN 55454 Call Collect (612) 371-1661.

Minneapolis—PSYCHIATRISTS (2, FT) for further
expansion of young MH staff in well established multi-
spec. grp. (HMO) serving 125,000 in the Twin Cities.
One posn. involves coordinating inpt. svcs. although
some outpt. work is included. The clin. activity of the
other adult psychiatric posn. involves nearly exclu-
sively outpt. work. Both posns. can have consultation-
liaison as well as supervisory functions and require at
least bd. eligibility and proficiency in dynamic psychi-
atry and psychopharmacology. Sal. and frng. bnfts.
are excel. Oppty. and time provided for tchng. Send
CV to: R.J. Rauch, M.D., Chairman, MH Dept.,
Group Health Med. Ctr., 606 24th Ave., South, Min-
neapolis, MN 55454 or call collect (612) 371-1661.

MISSISSIPPI

Vicksburg—Full-time STAFF PSYCHIATRIST for
growing CMHC. Two outpt. clinics in two-county,
semi-rural area, both 50 miles from Jackson, state
capitol and site of univ. med. facils. Need team-orient-
ed person interested primarily in direct pt. sv¢c. Pro-
vide inpt. trtmt. at up to three local hosps. and outpt.
care. Total ctr. caseload 800. Few administrative re-
spons. Excel. back-up from rest of clin. staff. Must be
bd. elig., able to be licensed in MS, and live within
catchment area. Prvt. pract. permitted. Have no full-
time psychiatrists on staff and none in catchment area.
Sal. $40,000 to $60,000, dep. on quals. and exper. Ex-
cel. frngs. Send vita to: Director, Warren-Yazoo Men-
tal Health Service, P.O. Box 1418, Vicksburg, MS
39180.

MISSOURI

Bd. Cert. or elig. PSYCHIATRIST, Correctional In-
stitution Hosp. setting at U.S. Bureau of Prisons,

Springfield, MO 65805.

MONTANA

Helena and Butte—Bd. Cert. or Bd. Elig. (ABPN)
PSYCHIATRIST to join a staff of 4 psychiatrists in
prgsv. rural CMHC with a high quality multidiscpl.
staff in beautiful scenic mountainous area with hunt-
ing, fishing, skiing, and other outdoor recreation.
Posn. involves providing psychiatric svcs. to all
phases of estab. prgms. with limited travel involved.
Sal. range mid $40,000's dep. on exper. Excel. frng.
bnfts. incidg. paid health insur., paid educational
leave, plus help with relocation expense. Send resume
to: Brian Davis, M.D., Clinical Director, 512 Logan,
Helena, MT 59601 or call collect to: C. Joe Harring-
ton, MSW, Executive Director—(406) 442-0310.

NEBRASKA

Grand Island—PSYCHIATRIST VACANCY: Mid-
Nebraska CMHC has an opening for a bd.-cert. or bd.-
elig. psychiatrist to serve in the MNCMHC svc. net-
work. Current licensure or eligibility for licensing in
the State of NB. is req’d. Sal. is quite competitive.
Opptys. for prvt. prac. can probably be developed.
Mid-Nebraska CMHC is loc. in a commty. of 35,000
people. Outdoor recreat. activities are avail., as well
as ample cult. expers. Competitive frng. bnfts. include
mal-prac. insur. EOE. Apply: Mr. D. H. Smith, Mid-
Nebraska CMHC, Box 1763, Grand Island, NB 68801.

Omaha—ASSISTANT PROFESSOR, ASSOCIATE
PROFESSOR or PROFESSOR interested in short-
term trtmt. of adult inpts. Duties include tchng., clin.
supervision, and research. Sals. comparable. Med.
svc. plan permits sal. supplementation through prvt.
prac. Starting date July 1, 1980, or before. Send CV
and bibliography (publications not essential at assist-
ant professor level) to: Merrill T. Eaton, M.D., Profes-
sor and Chairman, Dept. of Psychiatry, Univ. of Ne-
braska College of Medicine, 602 South 45th St., Oma-
ha, NB 68105. An EOE M/F/H.

NEW HAMPSHIRE

Concord—PSYCHIATRISTS —~New Hampshire
Hosp. is seeking two psychiatrists, either A.P.A. dip-
lomate or elig., for senior staff psychiatric posns. in
this JCAH accred. hosp. One posn. is in gen. adult
psychiatry and the other is in Forensic psychiatry.
This is the only public psychiatric hosp. in N.H., con-
sisting of 800 beds, organized on a geographic unit sys-
tem, plus specialty units for Chldrn., Adols., Forensic,
Geriatric, and Medical/Surgical. Professional Staff in-
cludes 23 psychiatrists/physicians, 28 psychologists,
42 social workers, 40 medical consultants, and 134
R.N.s. The facil. is situated in Concord, pop. 35,000.
There are excel. educational, social and recreat. facils.
Only an hr. or less from mtns. (skiing), lakes, Boston,
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and the Atlantic Ocean. Permanent N.H. Med. Lic.
req’d. Sal. to $40,630, dep. on education and exper.,
with poss. faculty appt. at Dartmouth Univ. Med.
Schl. Inexpensive housing for applicant and family
avalil., plus perquisites of ample leave for illness, vaca-
tion, and education. Excel. retirement bnfts. at ex-
tremely low cost, plus death bnft. at one yr’s. full sal.
without cost. Free med. insur. Call collect Stephen N.
Hamish, M.D., (603) 271-2414, or write, with CV and
refs., to N.H. Hospital, 105 Pleasant St., Concord,
NH 03301. An EOE.

NEW JERSEY

Bd. Elig. and Bd. Cert. PSYCHIATRISTS witha N.J.
lic. wanted for a public psychiatric hosp. in the N.Y.
metro. area. The hosp. is fully approved by the JCAH
and has many innovative and interesting trtmt. prgms.
Sal. $34,000-346,000. Good frng. bnfts. avail. Please
send resume with application. A personal interview
will be necessary. Send inquiries to: Dr. Felix A.
Ucko, Medical Director, Essex County Hospital, P.O.
Box 500, Cedar Grove, N.J. 07009.

NEW MEXICO

Albuquerque—CHILD PSYCHIATRIST for Director,
New Mexico Children’s Psychiatric Ctr., and senior
faculty member, Div. of Child Psychiatry, UNM Schl.
of Medicine. Must be cert, or elig. for certification in
child psychiatry. Exper. essential in working thera-
peutically in inpt. settings with severely disturbed psy-
chotic chldrn. up to fourteen yrs. of age. Administra-
tive exper./ability to integrate developmentally orient-
ed psychotherapy, milieu and psychopharmacologic
trtmt. prgm. with educ. and sensory-motor remedial
prgms. req’d. Interests in research/tchng. important.
Sal. nego. based on quals. Address inquiries to: Irving
N. Berlin, M.D., Director, Division of Child Psychia-
try, UNM School of Medicine, Albuquerque, NM
87131. AAEOE.

NEW YORK CITY & AREA

The Pediatric Psychiatry Svc. at Memorial Sloan-Ket-
tering Cancer Ctr. in N.Y.C. in association with the
Dept. of Psychiatry at Cornell Univ. College of Medi-
cine is offering a FELLOWSHIP in consul.-liaison
child psychiatry. A developmental framework is used
to understand and teach psychological impact of life-
threatening illness in the med. setting, utilizing cancer
as a singular disease which occurs at all ages of the life
cycle. Clin. research activities are fostered in the
study of adaptation to illness and psychologic corre-
lates. The fellowship is avail. to second yr. trainees
and those who have completed child psychiatry trng.
The prgm. offers exper. in pediatric liaison psychiatry,
work with chldrn. and adols. with cancer, their parents
and pediatric oncology staff. Addtl. exper. in long term
supervised psychotherapy in a child psychiatry setting
will also be provided. Applications should be directed
to Dr. Yehuda Nir, Director, Pediatric Psychiatry,
Memorial Sloan-Kettering Cancer Ctr., 1275 York
Ave., New York, NY 10021. Phone (212) 794-8237.

PSYCHIATRIST POSN.: Fellowship in psycho-
analytic trng. combined with ideal post-rsdncy. clin.
prgm. Intensive super., practical courses. Also:
prgms. in grp., family, child therapy, CMH consul.,
social rehab., research. Sal. dep. on number of clin.
svc. hrs. Contact: Henry G. Grand, M.D., Director of
Psychiatry, Postgraduate Center for Mental Health,
124 E. 28th St., New York, NY 10016.

PSYCHIATRISTS, full-time or part-time, all levels.
350-bed tchng. hosp. is presently recruiting Psychia-
trists for new 25-bed inpt. unit and MH Clinic serving
adults and chldrn. Join us in our new dept. in a chal-
lenging, innovative prgm. with opptys. for profession-
al advancement and input. Send CV to: Renzo S. Ba-
sili, M.D., Dir. of Psychiatric Services, St. John’s
Episcopal Hosp., 480 Herkimer St., Brooklyn, NY
11213.EOE.

RESIDENCY APPLICATIONS being acceptd. for
trng. in appvd. 4 yr. pgm. in psychiat. at Harlem Hosp.
Ctr. under auspices of dept. of psychiat., College of
Physicians & Surgeons, Columbia Univ. Trng. offered
in diagnosis & intensive trtmt. of acute & chronic psy-
chiat.-illness on inpt. & OP svcs. under supvn. of
com.-oriented psychoanalytically trnd. psychiats.; in
psychiat. consul. to gen. hosp. & com. soc. agencies;
& child psychiat. Courses in relevant basic sciences &
clin. subjects are given in addition to tchng. thru
indvd. supvn. & preceptorship; emphasis placed on
tchng. of compre. psychiat. care. Stipends: $16,780-
$19,500 per yr. Write Director of Education & Train-
ing, Dept. of Psychiatry, Harlem Hosp. Ctr., Lenox
Ave. & 136th St., New York, N.Y. 10037.

Manhasset, L.I.—PSYCHIATRIST for biochemically
oriented trtmt. prgms. for adults and children. Full or
part-time. Diagnosis, trtmt. and supervision. N.Y.S.
Lic. req. Write: North Nassau Mental Health Center,
1691 Northern Blvd., Manhasset, NY 11030 (516)
MA7-7535.

Manhattan—PSYCHIATRISTS —a prominent psychi-
atric ctr. serving the adult pop. of Manhattan is look-
ing for psychiatrists. Requirements: Completion of
apprvd. rsdncy.; N.Y.S. Lic.; Bd. Cert. or Bd. Elig.
pref. Sal. range $29,000 to $37,000 dep. on quals. Gen.
frng. bnfts. Pleasant working conditions in an atmo-
sphere conducive to prof. dvipmt. Send CV to: Roger
Biron, M.D., Deputy Director Clinical (Acting), Man-
hattan Psychiatric Center, Ward’s Island, N.Y.C.,
N.Y. 10035.

Port Chester —STAFF PSYCHIATRIST-Lic., Prgm.
of intensive psychotherapy; dynamic therapeutic set-
ting; oppty. to learn and advance; good sal. and prvt.
prac. privileges; tchng. appointment avail. if qualified.
Write: Alexander Gralnick, M.D., High Point Hospi-
tal, Port Chester, NY 10573 or call (914) 939-4420.

NEW YORK STATE

PSYCHIATRISTS—to work in a children's psychiat-
ric facil. with med. schl. affil. and faculty appts. pos-
sible. We are a N.Y.S. facil. delivering compre. inpt.
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and outpt. svcs. to chldrn. and adols. in the Mid-Hud-
son Region. Immed. vacancies in the Counties of
Westchester, Rockland, Orange and Sullivan. Child
psychiatric trng. or exper. preferred. Sal. $40,230 to
$47,833, dep. upon quals., with generous N.Y.S. Civil
Svc. frng. bnfts. Resume to: Personnel Officer, Rock-
land Children’s Psychiatric Ctr., Orangeburg, NY
10962, or phone collect: (914) 359-7400, Ext. 2829.
AAE.

Albany—PSYCHIATRIST, FAMILY PRACTITION-
ER, OR INTERNIST needed to participate in the de-
sign and implementation of inpt. and outpt. geriatric
prgms. for a nine county region. Good collaborative
working relationships with local providers already in
place —with unified svcs. and staff sharing arrange-
ments in various counties. Faculty appt. at Albany
Medical College affords dvipmnt. of this unit into a
first-class geriatric tchng. ctr. in medicine, neurology,
and psychiatry. Loc. in Albany, N.Y.—close to Mon-
treal, Boston and N.Y.C., and with ready proximity to
exciting cult. and recreat. facils. Sal. $40,000-$47,000
dep. on quals. plus added income through overtime
pay, consuls., and prvt. prac. N.Y.S. lic., + com-
pletion of rsdncy. + 1 yr. post rsdncy. exper. req’d.
Inquire: Bernard Berkowitz, M.D., Director, Capital
District Psychiatric Center, 75 New Scotland Ave.,
Albany, NY 12208 (518) 445-6825.

Ogdensburg—PSYCHIATRIST needed at open door,
commty. orient. psych. ctr. loc. on the St. Lawrence
River in northern N.Y. 60 miles from Ottawa, Ontario
and 2 hrs. from Montreal, Quebec. Serves essentially
rural and acad. commty. (6 colleges within 30 mile
radius) vacationland area, hunting, fishing, skiing, etc.
within easy reach. Rsdnt. pop. approx. 600 incldg.
chldrn. and alcoholic units. Exc. sal. and frng. bnfts.
35 hr. work week. No malprac. insur. necessary. Bd.
Elig. or Cert. acceptable. Need N.Y. Lic. or N.Y. lim-
ited permit. Write: Lee D. Hanes, M.D., Director, St.
Lawrence Psychiatric Center, Ogdensburg, N.Y.
13669 or call (315) 393-3000. We are an EOE.

Rochester—DIRECTOR OF PSYCHIATRIC EDU-
CATION AND TRAINING. Major posn. avail. for a
qualified Bd. Cert. Psychiatrist respon. for overall di-
rection of a fully accredited three (3) yr. psychiatric
rsdnt. trng. prgm. Includes clin. supervision of rsdnts.,
tchng., research, and liaison with prgms. in Neurol-
ogy, Court Svc., Child Guidance, and Ambulatory
Psychiatric Svc. Prgm. is affil. with the Dept. of Psy-
chiatry, Univ. of Rochester Schl. of Medicine and
Dentistry. Many educ. opptys. N.Y. state lic. req’d.,
sal. dependent on quals. Frng. bnfts. include pension
plan, med. insur., 11 paid holidays, vacation and sick
leave credits plus 5 personal leave days. We are an
EEOE. Qualified applicants should contact Girish V.
Shah, M.D., Director, Rochester Psychiatric Center,
1600 South Ave., Rochester, NY 14620.

Rochester—STAFF PSYCHIATRIST (I & II). Posns.
avail. for staff psychiatrist in psychiatric hosp. units
offering activities in inpt. and outpt. prgms. Hosp.
serves urban and rural pop. Close working relationship
with CMHCs and Univ. Dept. of Psychiatry. Ap-
proved three (3) yr. rsdnt. trng. prgm. Many educ. op-
ptys. Min. qual. for Psychiatrist I-N.Y. state lic. and
Bd. eligibility. Psychiatrist II-N.Y. state lic. and Bd.
certification. Sal. range Psychiatrist I-$40,200-$45,025
dep. upon quals. and work exper. Psychiatrist II-
$43,560-$48,707. We are an EEOE. Qualified can-
didates should send applications to Girish V. Shah,
M.D., Director, Rochester Psychiatric Center, 1600
South Ave., Rochester, NY 14620.

Saratoga Springs—There is a current and outstanding
oppty. for a PSYCHIATRIST with the Saratoga Hosp.
MH Unit—a component of the well-recognized
compre. MH svcs. for Saratoga County. Duties will be
divided equally between Inpt./Hosp. liaison svcs.; and
Outpt. and Consultative svcs. in the coordinating clin-
ic. The entry sal. is nego. dep. upon individual quals.,
exper., and relationship with the Hosp. As desired, the
psychiatrist may be employed by the Hosp. or can, if
he wishes, affiliate by contract. An adjunct prvt. prac.
can be carried and an academic affiliation is encour-
aged. Please respond, with a copy of the CV, to FOR-
REST ASSOCIATES, P.O. Box 472, Murray, KY
42071 or call (collect) (502) 753-9772. Forrest is re-
tained by the Hosp.

Willard—We have openings for well trained PSYCHI-
ATRISTS interested in inpt. and commty. psychiatry
work. Loc. in the beautiful Finger Lakes Region of
N.Y. on the East shore of Seneca Lake; 10 colleges,
incldg. Cornell Univ., within a 30-mile radius. JCAH
accred. Staff sals. dep. on quals.: $34,312-3$40,374.
Frng. bnfts. incldg. pension plan, med. insur., 11 paid
holidays, vac. and sick leave credits, plus 5 personal
leave days. Write: Director, Willard Psychiatric Cen-
ter, Willard, NY 14588.

NORTH CAROLINA

Asheville—100 bed prvt., psychiatric hosp. fully
accred. by JCAH, begun in 1916, is adding new prgms.
and needs bd. cert. PSYCHIATRISTS due to expan-
sion. Philosophy of the hosp. is eclectric. Sal. open.
Asheville is a resort town loc. at 2200 ft. in the Blue
Ridge Mtns. of Western N.C. and is the med. ctr. for
Western N.C. Write or call: Mark A. Griffin, Jr., M.D.,
Appalachian Hall, P.O. Box 5534, Asheville, NC
28803. Ph: (704) 253-3681.

Greensboro—One full-time, PHY SICIAN III, Guilford
County MH Prgm. Near Duke, UNC and Wake Forest
Med. Schis.; 4 local colleges and univs. with many cul-
tural advantages to Greensboro area; advantage of city
living in clean, well-planned atmosphere with excel.
local schl. system; near mtns. and coast; Greensboro
area pop. 157,000 and growing; II prvt. psychiatrists
in city; balanced with multi-discpl. one-county
compre. MHC; contracted inpt. with full psychiatric
staff: 4 full-time, 2 half-time plus Area Clin. Director.
REQUIREMENT STANDARDS: Graduation from an
accred. schl. of medicine and completion of rsdncy. or
specialty trng. and one yr. of exper. in the prac. of
medicine; OR graduation from an accred. schl. of med-
icine and four yrs. of exper. and the prac. of medicine;
OR an equivalent combination of educ. and exper.
Elig. for licensure to prac. medicine in N.C. and so
licenses before permanent appt. Comp. sal. and frng.

bnfts. plus extra pay for on-call if desired; Contact:
Aldo W. Mell, M.D., Area Clinical Director at 1 (919)
373-3630 or Guilford County MHC, 300 North Edge-
worth St., Greensboro, NC 27401.

NORTHEAST TRI-COUNTY MH/MR CENTER,
INC., 141 Salem Ave., Carbondale, PA 18407 —phone
717/282-1732. An EOE.

Hickory—Enthusiastic Bd. cert. or bd. elig. PSYCHI-
ATRIST to work half-time at prgsv. state hosp.
(Broughton Hosp., Morganton, N.C.), half-time at in-
novative CMHC, (Hickory). Outstanding oppty. to
provide leadership in expansion of commty. based
svcs. and coordination with state hosp. Excel. work
environment in both settings. Hosp. affiliated with
Bowman Gray School of Medicine, has quality med.
staff, active CME and research prgms. Excel. frng.
bnfts. incldg. vacation, holidays, sick leave, life insur.
and paid malprac., loc. in the foothills of Blue Ridge
Mtns. with excel. recreat. activities one hr. from Char-
lotte. Sal. range nego. dep. on quals. and exper. Con-
tact James C. Johnson, M.D., Clinical Director,
Broughton Hosp., Morganton, NC 28655, (704) 433-
2566.

Wilson —Patient care oriented Bd. Elig. PSYCHIA-
TRIST to join two others in providing physician svcs.
in a compre. CMHC. Excel. location for family orient-
ed person. City has modern hosp., a local medical
commty. numbering 55, 4 yr. college. technical insti-
tute and a new shopping mall. Hour and half to some
of the finest sailing on the East coast. Conservative
and busy prgm. with stable, well-trained personnel.
Call John White, Area Director, Wilson-Greene MHC,
collect or write, P.O. Box 3756, Wilson, NC 27893.
EOE.

NORTH DAKOTA

Fargo—Medical School faculty posn. avail. in the Div.
of Psychiatry-Behavioral Science. Posn. open is PSY-
CHIATRIST in V.A. Hosp. Must manage pts. with
major psychiatric illness hospitalized in a V.A. gen.
hosp. as a first step in the dvipmnt. of a univ. inpt.
tchng. unit. Bd. cert. or elig. psychiatrist req’d. 50
miles from Minnesota lakes, near Minneapolis and
Winnipeg, good hunting/fishing. We are an EOE. Send
CV to R. Gardner, M.D., Chairman, Division of Psy-
chiatry-Behavioral Science, Dept. of Neuroscience,
Univ. of N.D. School of Medicine, Medical Education
Ctr., 1919 North Elm St., Fargo, ND 58102.

PSYCHIATRIST —-POSNS. AVAIL. IMMEDIATE-
LY. Bd. cert. or elig., at VA Medical Ctr., Chillicothe,
Ohio, 960-bed medical ctr. with 480-bed Medical Svc.
and 480-bed Psychiatry Svc. having excel. ambulatory
care, psychiatric care, acute medical and geriatric
sves. JCAH approved. OSMA approved cont. med.
ed. prgm. for AMA Recognition Award. Excel. sal.
and Federal bnfts. Medical Ctr. loc. in southern Ohio
natural recreation and scenic area. Financial assist-
ance in moving. EEOE. Contact: Paul F. Fletcher,
M.D., Chief of Staff, VA Medical Center, Chillicothe,
OH 45601. (614) 773-1141, Ext. 202.

PSYCHIATRIST, recent graduate approved rsdncy.,
wanted for a large multispecialty group. Write Theo-
dor Bonstedt, M.D., Director Psychiatry, Health
Maintenance Plan, 2915 Clifton, Cincinnati, OH
45220—or call (513) 872-2091. EOE.

Dayton—CHILD PSYCHIATRIST: 84 bed JCAH-ac-
cred. children’s psychiatric hosp. is seeking a highly
qualified child psychiatrist to assist in the trtmt. of dis-
turbed chldrn. ages 6-18. Sal. is in the upper 40’s. This
posn. is State Civil Svc. and there are no contributions
to Social Security. The hosp. is associated with the
newly estab. Wright State Univ. med. schi. and faculty
appt. is poss. This posn. will provide the selected can-
didate with several attractive options for the future.
For further details contact R. Carey (513) 258-6217 or
send resume to Dr. Francis Wright, Dayton Children's
Psychiatric Hosp., 141 Firwood Dr.. Dayton, OH
45419.

OKLAHOMA

PSYCHIATRISTS wanted for variety of excel. clin.
and senior admin. posns. incldg. Assistant Commis-
sioner, State Director of CMH, Hosp. Superintendent,
Area Director, Clin. Medical Director and Staff Psy-
chiatrist. Medical school faculty appt. avail. Call col-
lect: J. Frank James, M.D., Commissioner, (405) 521-
2811.

PENNSYLVANIA

PRESIDENT —Compre., nationally recognized, day
and residential, educ. and rehab. org. headquartered in
Greater Philadelphia, is seeking a President respon.
for main campus and seven satellite facils. throughout
the country. Requires strong administrative and man-
agement skills, knowledge of mental retardation and
developmental disabilities, exper. with residential and
commty. svcs., and familiarity with prvt. and public
funding. Respon. to Bd. of Directors for overall opera-
tions. Excel. frng. bnfts. Sal. nego. Send resume to
Box P-950, Psychiatric News.

PSYCHIATRIST —BD. CERT. OR BD. ELIG. MEN-
TAL HOSP. IN METROPOLITAN AREA. EASY
ACCESS TO N.Y., PHILADELPHIA, AND CLOSE
TO POCONO RESORT AREA. GOOD SAL. WITH
EXCEL. FRNG. AND RETIREMENT BNFTS.
RESIDENCE AVAIL. PA. LICENSE REQ'D. CON-
TACT GEORGE E. GITTENS, M.D., ACTING SU-
PERINTENDENT, CLARKS SUMMIT STATE
HOSPITAL, CLARKS SUMMIT, PA 1841i; (717)
586-2011.

PSYCHIATRIST to work FT/PT in sub. CMHC. Sal.
nego. Send CV or contact Mr. John O’Loughlin, Di-
rector, CLS, Inc., 225 S. Lansdowne Ave., Darby, PA
19023, or call (215) LE4-3636, EOE.

Carbondale—ADULT PSYCHIATRIST, Pa. license
req’d. Full-time MHC employment. Varied respons.
Newly federally funded CMHC providing full range of
svcs. loc. in Northeastern Pa. close to Pocono resort
area. Sal. nego. Full bnfis. incldg. malprac. insur.
Contact: J. Michael Shovlin, M.D., Medical Director,

Carbondale—CHILD PSYCHIATRIST with trng. and
interest in child care and programming to join three
other psychiatrists and outstanding clin. staff of 80.
Prgsv., developing, compre. MHC loc. in North-
eastern Pa. close to Pocono resort area providing yr.-
round varied recreation opptys. Expanding med. com-
mty. in rural area with all specialties represented. Sal-
aried and prvt. prac. opptys. nearby. Sal. commensu-
rate with trng. and exper., extensive bnfts. Send CV
to: Director, Children’s Services, NORTHEAST TRI-
COUNTY MH/MR CENTER, INC., 141 Salem Ave.,
Carbondale, PA 18407 -—phone 717/282-1732. An EOE.

Philadelphia—PSYCHIATRIST —Large urban CMH/
MRC is seeking a Full Time Staff Psychiatrist for its
26-bed short term Adult Psychiatric Inpt. unit. Will
provide primary pt. care incldg. complete psychiatric
evals., perform exams. of involuntary pts. and com-
pletion of necessary documents prior to court pro-
ceedings, testify in MH court proceedings on in-
voluntary pts., and provide tchng. and supervision to
psychiatric staff and interns about diagnosis, pt. man-
agement and trtmt. The candidates should be Bd. elig.
or Bd. cert. Starting sals. are from $29,200 to $36,800
with excel. work environment and bnft. pckg. Clin.
appts. at Penn. Hosp. and the Univ. of Penn. Med.
Schl. Candidates should respond to Laurel S. Lip-
shutz, Director, Psychiatric In-Patient Unit, HALL
MERCER CMH/MRC of Pennsylvania Hospital, 8th
& Locust Sts., Philadelphia, PA 19107. (215) 829-3474.
EOE, M/F.

Philadelphia—STAFF PSYCHIATRISTS—Full or Part
time posns. immed. avail. Our hosp. is looking for psy-
chiatrists with fresh ideas and strong convictions on
public sector MH care. We are located in pleasant,
residential Northeast Phila. and can offer the area’s
unparalleled opptys. for professional growth and de-
velopment. Good sal. and bnfts. Regs. are Pa. State
lic. and bd. cert. or elig. Contact, in strict confidence:
Franklyn R. Clarke, M.D., Superintendent, Phila.
State Hospital, 14000 Roosevelt Blvd., Phila., PA
19114, (215) 671-4101.

Reading—PSYCHIATRIST—Expanding 331-bed
acute care hosp. in Eastern Pa. seeks psychiatrist to
assume leadership of its 20-bed, short-term psychiatric
unit. Hosp. has family prac. rsdncy., med. schl. affil.
and offers a wide array of clin. svcs. $12 million bldg.
prgm. now in progress, and approval for a 16-bed, sub-
acute, 21-day residential alcoholism rehab. unit has
been received. Reading. Pa. offers family-oriented,
pleasant living and is loc. within easy reach of Phila.,
NYC and DC. Inquiries and CV to: Office of Medical
Director, Saint Joseph Hospital, Reading, PA 19603;
call (215) 376-4901.

Torrance—PSYCHIATRISTS AND PHYSICIANS—
Bd. cert. or Bd. elig. Pa. Licensure req'd. Immed.
openings. Excel. oppty. to work in developing new
prgms. in a state hosp. Sal. competitive. Limited hous-
ing avail. Excel. frng. bnfts. 40 miles east of Pitts-
burgh, Pa. Call 412-459-8000 or write to Ray Bullard,
M.D., Superintendent, Torrance State Hosp., Tor-
rance, PA 15779. An EOE. M/F.

SOUTH CAROLINA

Columbia—CHILD PSYCHIATRY FELLOWSHIP
affil. with the Univ. of S.C. School of Medicine. Estab.
Med. model eclectic prgm. with strong prgms. in Con-
sul./Liaison with Primary Care Specialities, Psycho-
pharmacology, Inpt. Adol. Care, Diagnostic Nursery
School, and Outpt. Therapies. Large full time faculty
with excel. support from Pediatric Neurology, Psycho-
analysis, Child Psychology and Social Work. Can-
didates must be interested in and capable of tchng.
med. students. Clin. research encouraged. Modern fa-
cils. loc. in Sun Belt with yr. round outdoor activities.
Sal. from $19,251 to $26,546; openings in Jan. and July
1980: Write to: Richard K. Harding, M.D., Training
Director, Child Psychiatry, William S. Hall Psychiat-
ric Institute, Box 119, Columbia, SC 29202. Phone:
(803) 758-8320. EOE.

Florence—PSYCHIATRIST Il in rapidly growing
CMHC serving a three county area. Immed. opening
for commty. oriented psychiatrist to join multidiscpl.
staff in providing direct clin. svcs. to adults on Outpt.
and Inpt. basis. Outpt. svcs. include work with crisis
intervention and emerg. svcs. Oppty. to provide insvc.
trng. and commty. educ. as well. Ties with tchng. in-
stitutions being established in psychiatry. Florence
has a 4 yr. college, a vigorous Little Theater and a new
300 bed Regional Hosp. Prvt. affil. avail. State employ-
ee frng. bnfts. Sal. range $31,445-$44,368. EOE. Con-
tact and send CV to C. Raymond Kiefer, M.D., Direc-
tor, 2100 W. Lucas St., Florence, SC 29501. Phone
(803) 662-1401.

SOUTH DAKOTA

Huron—PSYCHIATRIST —Bd. cert. or elig. for full-
time posn. in vibrant, non-profit, well estab. CMHC.
Full range of outpt. svcs. and variety of alternative
inpt. care, crisis care, medications, consul. with med.
commty., and clin. supervision. Refreshing rural envi-
ronment and emotional rewards. Can be PHS posn.
Sal. nego. and competitive. Write Val Farmer, Ph.D.,
1552 Dakota South, Huron, SD 57350.

Rapid City—PSYCHIATRIST/MEDICAL DIREC-
TOR—For West River MHC loc. in the heart of the
beautiful Black Hills of S.D. near Mt. Rushmore Na-
tional Memorial. West River MHC is a newly-funded
ctr., currently expanding and developing all prgms.
Beautiful new office bldg. Outdoor recreation includes
snow skiing, camping, backpacking, water skiing, fish-
ing, etc. The Black Hills are incredibly beautiful. Con-
tact: Gary W. Selvy, ACSW, Executive Director, P.O.
Box 6001, Rapid City, SD 57701, (Office—605-343-
7262, Home —605-348-5818).

TENNESSEE

Excellent opportunity for GENERAL or CHILD
PSYCHIATRIST in a private in-patient and/or out-pa-
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If the medication literally contains jitteriness for
the patient, if he can’t keep still while he’s sitting,
can’t keep steady while he’s at work or recreation
—that’s hardly helpful to him or the physician.
Yet akathisia and other extrapyramidal reactions
are quite common with many major tranquilizers,
often even requiring antiparkinsonian agents

1. Byck R: Drugs and the treatment of psychiatric disorders,

to counter these unwanted drug-induced
symptoms.

Mellaril (thioridazine) has the lowest incidence
of extrapyramidal reactions of all major tranquil-
izers.! Seldom is it necessary to use concomitant
antiparkinsonian drugs, which can cause side
effects of their own and contribute to the problem

in Goodman LS, Gilman A (eds). The Pharmacological Basis of Therapeutics, ed 5.

of noncompliance. Mellaril (thioridazine) is con-
traindicated in patients with hypertensive or
hypotensive heart disease of extreme degree.

Your own observations have probably told you
how well many patients get along on Mellaril
therapy, how effectively it helps in the manage-
ment of psychotic symptoms.

New York, Macmillan Publishing Co, Inc, 1975, pp 170-171.

Befare prescribing or administering, see Sandoz literature for full prod-
uct in tion. The following is a brief summeary.
Contraindications: Severe central nervous system depression,
comatose states from any cause, hypertensive or hypotensive heart
disease of extreme degree.

Warnings: Administer cautiously to patients who have previously ex-
hibited a hypersensitivity reaction (e.g., blood dyscrasias, jaundice)
to phenothiazines. Phenothiazines are capable of potentiating central
nervous system depressants (e.g., anesthetics, opiates, alcohol, etc.)
as well as atropine and phosphorus insecticides; carefully consider
benefit versus risk in less severe disorders. During pregnancy, admin-
ister only when the potential benefits exceed the possible risks to
mother and fetus.

Precautions: There have been infrequent reports of leukopenia and/
or agranulocytosis and convulsive seizures. In epileptic patients, anti-
convulsant medication should also be maintained. Pigmentary
retinopathy, observed primarily in patients receiving larger than rec-
ommended doses, is characterized by diminution of visual acuity,
brownish coloring of vision, and impairment of night vision; the
possibility of its occurrence may be reduced by remaining within rec-
ommended dosage limits. Administer cautiously to patients partici-
pating in activities requiring complete mental alertness (e.g., driving),
and increase dosage gradually. Orthostatic hypotension is more com-
mon in females than in males. Do not use epinephrine in treating
drug-induced hypotension since phenothiazines may induce a
reversed epinephrine effect on occasion. Daily doses in excess of
300 mg shouid be used only in severe neuropsychiatric conditions.
Adverse Reactions: Central Nervous m—Drowsiness, especially
with large doses, early in treatment; infrequently, pseudoparkinson-
ism and other extrapyramidal symptoms; rarely, nocturnal confusion,
hyperactivity, lethargy, psychotic reactions, restlessness, and
headache. Autanamic Nervous System— Dryness of mouth, blurred vi-
sion, constipation, nausea, vomiting, diarrhea, nasal stuffiness, and
pallor. Endocrine m— Galactorrhea, breast engorgement, amenor-
thea, inhibition of ejaculation, and peripheral edema. Skin— Der-
matitis and skin eruptions of the urticarial type, photosensitivity.

© 1979 Sandoz, Inc.
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Cardiovascular System—ECG changes (see Cardiovasculer Effects
below). Other—Rare cases described as parotid swelling.

it should be noted that efficacy, indications and untoward effects
have varied with the different phenothiazines. It has been reported
that old age lowers the tolerance for phenothiazines; the most com-
mon neurologic side effects are parkinsonism and akathisia, and the
risk of agranulocytosis and leukopenia increases. The following reac-
tions have occurred with phenothiazines and should be considered
whenever one of these drugs is used. Autanomic Reactions— Miosis,
obstipation, anorexia, paralytic ileus. Cutaneous Reactions— Erythema,
exfoliative dermatitis, contact dermatitis. Blood Dyscrasias—
Agranulocytosis, leukopenia, eosinophilia, thrombocytopenia, anemia,
aplastic anemia, pancytopenia. Allergic Reactions— Fever, laryngeal
edema, angioneurotic edema, asthma. Hepatotaxicity— Jaundice, bili-
ary stasis. Cardiovascular Effects—Changes in terminal portion of
electrocardiogram, including prolongation of Q-T interval, lowering
and inversion of T-wave, and appearance of a wave tentatively iden-
tified as a bifid T or a U wave have been observed with phenothia-
zines, including Mellaril (thioridazine); these appear to be reversible
and due to altered repolarization, not myocardial damage. While there
is no evidence of a causal relationship between these changes and
significant disturbance of cardiac rhythm, several sudden and unex-
pected deaths apparently due to cardiac arrest have occurred in
patients showing characteristic electrocardiographic changes while
taking the drug. While proposed, periodic electrocardiograms are not
regarded as predictive. Hypotension, rarely resulting in cardiac arrest.
Extrapyramidal Symptoms— Akathisia, agitation, motor restlessness,
dystonic reactions, trismus, torticollis, opisthotonus, oculogyric
crises, tremor, muscular rigidity, and akinesia. Persistent Tardive
Dyskinesia— Persistent and sometimes irreversible tardive dyskinesia,
characterized by rhythmical involuntary movements of the tongue,
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks,
puckering of mouth, chewing movements) and sometimes of ex-
tremities may occur on long-term therapy or after discontinuation of
therapy, the risk being greater in elderly patients on high-dose
therapy, especially femaies; if symptoms appear, discontinue all anti-

psychotic agents. Syndrome may be masked if treatment is
reinstituted, dosage is increased, or antipsychotic agent is switched.
Fine vermicular movements of tongue may be an early sign, and syn-
drome mf)y not develop if medication is stopped at that time. En-
docrine Disturbances—Menstrual irregularities, altered libido,
gynecomastia, lactation, weight gain, edema, false positive pregnancy
tests. Urinary Disturbances— Retention, incontinence. Others— Hyper-
pyrexia; behavioral effects suggestive of a paradoxical reaction, in-
cluding excitement, bizarre dreams, aggravation of psychoses, and
toxic confusional states; following long-term treatment, a peculiar skin-
eye syndrome marked by progressive pigmentation of skin or
conjunctiva and/or accompanied by discoloration of exposed

scleraand cornea; stellate or irregular opacities of anterior lens
and cornea; systemic lupus erythematosus-like syndrome.

SANDOZ PHARMACEUTICALS, EAST HANOVER, NEW JERSEY 07936 SANDOZ

SDZ 9-403

Mellaril

(thioridazine)

TABLETS: 50 mg, 100 mg, 150 mg, and 200 mg thioridazine HCI, USP

MELLARIL-S™(thioridazine) SUSPENSION, per 5 ml (teaspoon):
thioridazine base equivalent to 100 mg thioridazine HCI, USP

kind to many patients with
psychotic symptoms
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tient setting. Ideal location. Moderate climate. Reply
Box P-924, Psychiatric News.

Chattanooga—There is a current oppty. for a PSY-
CHIATRIST to join an estab., prgsv. and expanding
commty. prgm. in this SUNBELT location. Entry sal.
ranges from $40,000 to $55,000, dep. upon individual
quals. and exper. level, plus generous frngs. Adjunct
practice and academic affil. are poss. Please respond
to FORREST ASSOCIATES, P.O. Box 472, Murray,
KY 42071 or call (collect): (502) 753-9772. Forrest is
retained by the prgm.

TEXAS

PSYCHIATRY RESIDENCY AVAILABLE at Hous-
ton’s Texas Research Institute of Mental Sciences,
loc. in the heart of the famed Texas Med. Ctr. Appli-
cant must have to be Elig. to obtain a TX. Lic. First
yr. stipend: $16,000; or optional $20,000 with state ca-
reer obligation. TRIMS features compre. prgms. in all
facets of svc. research, and trng., along with affils.
with local med. schools and other institutions. For in-
fo. contact: Ed Johnstone, M.D., Texas Research In-
stitute of Mental Sciences, 1300 Moursund Ave.,
Houston, TX 77030. (713) 797-1976, ext. 275 or 419.

Austin—~STAFF PSYCHIATRIST for the Ranch
Trtmt. Ctr. of The Brown Schools. The Ranch is an
estab. 120 bed JCAH accred. facility loc. in Austin.
Full time posn. includes providing trng. and super-
vision to professional staff, conducting pt. evals., de-
veloping trtmt. plans, and evaluating and prescribing
psycho-active medication. Applicants should be quali-
fied in child psychiatry and exper. in a residential set-
ting is helpful. Send resume to: Personnel Director,
P.O. Box 4008, Austin, TX 78765. EOE.

Houston: Prvt. group eclectic in and outpt. Bd. Cert.
Pref. Sal. Nego. Contact: Mr. Rick Jacobus—7777
Southwest Freeway, Suite 1004, Houston, TX 77074
or call collect (713)-772-4600.

Houston—THREE PGY IV POSNS. avail. with the
Dept. of Psychiatry, Univ. of Texas Med. Schl. at
Houston. Prgm. currently being expanded; eclectic
faculty; personalized career development at a major
med. ctr. Applics. should contact Dr. Richard C. W.
Hall, M.D., Director, Residency Training, Univ. of
Texas Medical School at Houston, Dept. of Psychia-
try, P.O. Box 20708, Houston, TX 77025, or call 713-
792-5538. EOE/AA.

West Texas—BIG SPRING STATE HOSP.—STAFF
PSYCHIATRIST, Bd. Cert. or elig. Tx. Lic. req’'d.
JCAH fully accred. facil. Psychiatric/Medical active
trtmt. prgm., utilizing trtmt. team approach. Excel.
para-professional support staff. Sal. $35,100 to
$46,600, dep. upon quals. Excel. bnft. pckg., incldg.
40 hr. work week, malprac. protection, retirement,
and tax sheltered income prgm. Beautiful, friendly
sun-belt loc. City of 30,000 with good schls. and excel.
housing. Contact: Grace R. Ferguson, M.D., Superin-
tendent, Big Spring State Hospital, P.O. Box 231, Big
Spring, TX 79720 (915) 267-8216. An EO/AAE.

UTAH

THE DEPT. OF PSYCHIATRY, UNIV. OF UTAH
has 3 posns. for FACULTY PSYCHIATRISTS.
These full-time posns. are in Consul./Liaison and Sub-
stance Abuse and Inpt. psychiatry at the Salt Lake VA
Medical Ctr. Applicants should have an interest in de-
veloping an acad. career and possess demonstrated in-
terest in tchng., research and pt. care. Send CV and 3
professional refs. to Bernard I. Grosser, M.D. Chair-
man, Dept. of Psychiatry, 50 North Medical Dr., Salt
Lake City, UT 84132. The Univ. of Utah and VA Med-
ical Ctr. are EO/AAEs.

FACULTY POSN., Dept. of Psychiatry, Univ. of
Utah College of Medicine, Director, Forensic Psychia-
try Svc. at Utah State Hosp. Inpt. work with primary
location at Utah State Hosp., one-hr. drive from Univ.
Twenty percent time free for research. Sal. to start:
$45,468 bd. elig.; $48,731 bd. cert., plus approx.
$2,200/yr. deposited in retirement fund. Plus large
bnft. pckg. Spectacular mtn. country with yr.-round
recreation, within one hr. of four major ski resorts.
Near two major universities. Apply to: David Tomb,
M.D., Univ. of Utah College of Medicine, Salt Lake
City, UT 84132.

VIRGINIA

DIRECTOR OF VIRGINIA TRTMT. CTR. FOR
CHILDREN FACULTY APPT. THE MEDICAL
COLLEGE OF VIRGINIA/VIRGINIA COMMON-
WEALTH UNIV. and the VIRGINIA DEPT. OF MH
& MR are seeking a qualified professional for the posn.
of Director of the Va. Trtmt. Ctr. for Chldrn./Chair-
man of the Div. of Child Psychiatry, MCV. Respon.
for the dvlpmnt. and implementation of pt. care, trng.,
and research prgms. The Ctr. is loc. on the MCV cam-
pus and includes 40 inpt. beds, and outpt. clinic, and
an active consul./liaison svc. Stimulating professional
and acad. environment. Excel. bnfts., sal. nego. based
on trng. and exper. Send CV to: PERSONNEL OF-
FICE, DMH&MR, P.O. Box 1797, Richmond, VA
23214. An EOE.

Large single specialty professional corp. has opening
for PSYCHIATRIST with special interest in trtmt. of
alcoholism to direct twenty-two bed inpt. alcoholism
unit and to coordinate and develop alcoholism after-
care prgm. Excel. professional and corporate advan-
tages. Sal. nego., dep. upon exper. Parity in profes-
sional corp. poss. after three yrs. Send complete re-
sume with refs. to Robert F. Scott, M.D., Suite 212,
844 Kempsville Rd., Norfolk, VA 23502.

Colonial Virginis—GENERAL PSYCHIATRISTS 1I
and CHILD PSYCHIATRIST to join an expanding
multi-discpl. dynamic orient. grp. prac., emphasizing
individual, grp., family psychotherapy and consult./li-
aison trtmt. modalities. Grp. in process of developing
a prvt. 60-bed child and adols. hosp. in area loc. near
historic Colonial VA. with easy access to VA. Beach
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and Outer Banks. Abundant recreat. opptys., exc.
public and prvt. schools avail. Finances and frng.
bnfts. nego. Please send CV and inquiries to: William
M. Cseh, M.D.; Suite 202, 606 Denbigh Blvd.; New-
port News, VA, 23602.

pollution. Average 40 hr. work-week, 4 weeks paid
vac. and many other substantial frngs. Income poten-
tial in excess of $60,000 ann. ($51,000 guaranteed).
Contact J. M. Rathbun, M.D., Box 518, Cumberland,
WI 54829. Include vitae.

Danville—Southern Va. MH Institute: PSYCHIA-
TRIST or FAMILY PRACTICE PHYSICIAN with
Psychiatric Trng. or interest and considerable knowl-
edge of dvlpmt. and standard techniques in the diagno-
sis and trtmt. of mental disease and disorders for
Southern Va. MH Institute, a new 96 bed intensive
trtmt. ctr. loc. in south-central Va.; we offer the oppty.
to participate in a compre. prgm. for acute and inter-
mediate inpt. care and crises intervention in a multi-
disciplinary team setting, prgm. dvlpmt. in trng., a
broad base of commty. interrelationships, and organiz-
ing new approaches to svc. delivery, prvt. prac. al-
lowed; sal. nego. Send CV to Personnel Office, South-
ern Virginia Mental Health, 382 Taylor Dr., Danville,
VA 24541 or phone (804) 799-6220. An EOE.

Southeastern Va.—STAFF PSYCHIATRIST—Hosp.
affiliated CMHC seeks gen. psychiatrist. Exper. in be-
havioral therapy preferred but not essential. Excel. lo-
cation in Virginia's tidewater resort area. Ocean &
Chesapeake Bay mins. away. Modern $2.4 million fa-
cility has 54 inpt. beds, 2,000 outpts., Partial Hospital-
ization, Emerg. Svc. and C&E Prgms. Competitive
sal. and bnfts. Forward resume with refs. to Director,
Maryview CMHC, 3636 High St., Portsmouth, VA
23704.

Tidewater— WANTED: GENERAL PSYCHIATRIST
to join large estab. psych. prof. corp in Tidewater,
VA. Posn. involves location in semi-rural area adja-
cent to large metro. area. Emphasis on liaison with
med. commty., hosp. consults., outpt. therapy, fam-
ily, indiv., and grp. Full bnft. pgm. Sal. nego. Contact:
Robert F. Scott, M.D., Suite 212, 844 Kempsville Rd.,
Norfolk, VA 23502.

Virginia Beach—Large single specialty professional
corp. has opening for PSYCHIATRIST, bd. cert. or
bd. elig. in child psychiatry. Posn. includes outpt.
trtmt. of chldrn. and adols. and inpt. trtmt. of adols. in
a prvt. psychiatric hosp. Excel. professional and cor-
porate advantages. Sal. nego. dep. upon exper. Parity
in professional corp. poss. after three yrs. Send com-
plete resume with refs. to Robert F. Scott, M.D., Suite
212, 844 Kempsville Rd., Norfolk, VA 23502.

WASHINGTON

Chelan—Bd. Cert. or Elig. PSYCHIATRIST to direct
a new 7-9 bed inpt. and outpt. psychiatric prgm. Loc.
in a rural setting at Lake Chelan Commty. Hosp. on
beautiful Lake Chelan. Provide direct consulting to
nearby CMHCs. Competitive sal. and bnfts. based on
quals. and exper. Flexible sal. and fee-for-svc. ar-
rangements. New office space constructed to individ-
ual taste. 55 mile long Lake Chelan offers a wide varie-
ty of summer and winter recreat. sports incldg. sailing,
boating, backpacking, winter skiing, 18 hole golf
course, bird and deer hunting, and trout fishing. Con-
tact James W. Frymier, Administrator, Lake Chelan
Community Hospital, P.O. Box 908, Chelan, WA
98816, or phone (509) 682-2531.

Richland—PSYCHIATRIST, prefer commty. orienta-
tion; broad background, with poss. emphasis on child
or family, to join Mid-Columbia MHC staff. Large part
of respon. is working with other professionals and
para-professionals to provide svcs. to a broad range of
clientele. Dynamic, growing commty. with easy ac-
cess to outdoor recreation. Sal. $42,000-$55,000.
Write or call: William Sherman, M.D., Medical Direc-
tor at (509) 943-9104, 1175 Gribble, Richland, WA
99352,

Seattle—OFFICE SUITE TO SHARE with 2 psychia-
trists in full-time prvt. prac. Modern downtown medi-
cal bldg. All amenities. Excel. view of Sound and
mtns. Contact: H. Orenstein, M.D., 901 Boren, Se-
attle, WA 98104. (206) 623-7444.

Spokane—Need full-time PSYCHIATRIST to direct a
large day trtmt. prgm. in compre. CMHC. Join 5 psy-
chiatrists and 100 professional staff. 300,000 people in
beaut. NW setting, superb place to live. $41-45,000
dep. on exper. Call, write Mary Higgins, Executive
Director, Community Mental Health Center, S. 107
Division, Spokane, WA 99202 (509) 838-4651. EOE.

Tacoma—Western State Hosp. has openings for bd.
elig. or bd. cert. STAFF PSYCHIATRISTS in adult
psychiatry, geriatrics, mentally ill offender, and in-
voluntary trtmt. prgms. This hosp. is loc. only a few
miles from Puget Sound and its beaches and fishing.
We are 75 miles from Mt. Rainier and its skiing opptys.
We offer CME trng. as well as opptys. to pick up cred-
its through the nearby Univ. of Washington med.
prgms. Sal. ranges from $38,871 to $45,000 per yr.
(dep. on exper.), plus time off and reimbursement for
0.D. tour. There are many lib. bnfts. Washington state
lic. or eligibility req’d. Contact Giulio di Furia, M.D.,
Superintendent, Western State Hospital, Tacoma, WA
98494, (206) 756-9525.

WISCONSIN

PSYCHIATRIST: Bd. Elig. or Cert. to join a growing
practice of 2 psychiatrists working in a very attractive,
modern clinic with highly qualified multi-discpl. team
members. Loc. close to beautiful recreat. area in
northeastern Wis. Fishing, sailing. Excel. frng. bnfts.
Send vitae to Box P-946, Psychiatric News.

PSYCHIATRIST (bd. elig.), staff, 20 hrs. per week in
rural Wis. CMHC. JCAH accred. facility, with 17 inpt.
psychiatric beds. One hr. drive from Milwaukee.
Trtmt./staff supervisory duties in inpt./outpt./day
svcs. depts. Compensation at $35.00 per hr. plus on-
call pay. Contact Catherine Dean, Lakeland Counsel-
ing Ctr., Box 1005, Elkhorn, W1 53121. (414) 723-5400.
EOE.

Cumberland—Another full-time PSYCHIATRIST
needed to join 55 assorted staff at CMHC in beautiful
northwestern Wis. Enjoy full range of summer and
winter sports, excel. hunting and fishing, near where
you’ll live and work. No traffic jams, smog, or noise

Madison—Mendota MH Institute-CHILD PSYCHIA-
TRIST for 10 bed forensic unit for emotionally dis-
turbed adols., PSYCHIATRIST CHIEF for 20 bed ter-
tiary care geriatric unit, PSYCHIATRIST CHIEF for
35 bed aduit tertiary care unit, STAFF PSYCHIA-
TRIST for expanding forensic psychiatry prgm. Men-
dota MH Institute is a JCAH approved 225 bed institute
loc. in Madison which has been named one of the top
two communities in the U.S. in which to live, contains
the main campus of the Univ. of Wis. and is the State
Capital. MMHI is a unique regional care facil. with
close affil. with many Univ. depts. and trng. prgms.
Research poss. Wis. license is req’d. Starting sal. to
$50,235 dep. upon quals. Lib. frng. bnfts. Malpractice
covered. EOE. Contact: Lee Ecklund, M.D., Director
(608-244-2411), Mendota Mental Health Institute, 301
Troy Dr., Madison, WI 53704.

Marshfield—Marshfield Clinic, a multispecialty grp.
prac. of 170 physicians, is seeking a bd. cert. or bd.
elig. PSYCHIATRIST to lead a well integrated, in-
telligent, and creative trtmt. team. The posn. involves
trtmt. directorship of Norwood Health Ctr. which in-
cludes a 19-bed, JCAH accred. inpt. psychiatric unit, a
day svcs. prgm., and psychiatric consul. for long-term
mentally ill and developmentally disabled pts. This
posn. also includes outpt. psychiatric consul. and
trtmt. at Marshfield Clinic, as well as consul. and liai-
son with St. Joseph’s Hosp., a new 500-bed gen. hosp.
All inquiries treated confidentially. Call or write War-
ren Garitano, M.D., Chairman, Dept. of Psychiatry,
Marshfield Clinic, Marshfield, WI 54449.

Milwaukee— ADULT & CHILD PSYCHIATRISTS
for well estab. prvt. psychiatric grp. practice. Eclectic
and quality care, both outpt. and inpt. Base sal., in-
centive bonus. Excel. frng. bnfts. Send resume to: Ba-
sil Jackson, M.D., Ph.D., 2130 North Mayfair Rd.,
Milwaukee, WI 53226 or call (414) 258-9222.

Milwaukee— ADULT & CHILD PSYCHIATRY
posns. avail. as Associates in Dept. of Psychiatry of
multidiscipline, prvt. practice clinic. Oppty. exists to
develop rewarding prvt. practice with pre-existing re-
ferral sources. Med. College affil. poss. Eclectic ap-
proach incldg. psychoanalytic, grp., hypnosis, biologi-
cal and biofeedback clinics utilized. Bd. elig. or cert.
req’d. Reply to David L. Sovine, M.D., 1200 East
Capitol Dr., Milwaukee, WI 53211, (414) 332-0171.

Superior—GENERAL OR COMMUNITY PSYCHI-
ATRIST to join outpt. and day svc. ctr. serving 45,000
pop. in N.W. WI. Eclectic staff of 23. Sal. $47,000
min. with full frngs. Loc. in Superior, pop. 35,000 and
next to Duluth, pop. 100,000. Good recreat. area; sail-
ing, skiing; canoeing, camping, etc. Univ. area. Wl lic.
req. For more info. call Greg Kruse, collect at (715)
392-8216, or send resume to Human Resource Center,
1914 Susquehanna Ave., Superior WI 54880.

Tomah—STAFF PSYCHIATRISTS needed —800-bed
VA Medical Ctr. (medical and psychiatric pts.). Excel.
working conditions and bnfts. Sal. range $44,000 and
up dep. upon quals.-bds. desired but not necessary.
EEO employer. Contact Chief of Staff, VA Medical
Center, Tomah, W1 54660. (608) 372-3971, Ext. 213.

CANADA

Montreal, Quebec—McGILL UNIV.—~FACULTY
OF MEDICINE, DEPT. OF PSYCHIATRY. The
Dept. of Psychiatry of McGill Univ., in conjunction
with the Philippe Pinel Institute, is looking for a full
time professor of psychiatry, for research and super-
vision of research, in the field of violence and aggres-
sion. Applicant must be experienced, in addition, in
the use of primates for psychosociological and neu-
rophysiological research. Sal. will depend on quals.
and exper. Effective date of appt.: Nov. 1, 1979. Clos-
ing date for application: Sept. 1, 1979. Reply, with a
copy of CV, to: M. Dongier, M.D., Chairman, Dept.
of Psychiatry, Allan Memorial Institute, 1033 Pine
Ave. West, Montreal, Quebec, Canada H3A 1A1.

POSITIONS WANTED

ADOL. & ADULT PSYCHIATRIST with 10 yrs.
postgrad. exper. and sub-specialty in geriatrics inter-
ested in relocating in Santa Barbara area & associating
with estab. clinic or prvt. practitioner. Resume on
request. Reply Box P-928, Psychiatric News.

PSYCHIATRIST, U.S. trained, presently Medical Di-
rector of large CMHC, seeks full or part time employ-
ment oppty. in North/Central N.J. Eccl. trained, expe-
rienced in commty. psychiatry; CMHC operations and
prvt. prac. Trained in relaxation and hypnotherapy
techniques. Board certified. Reply Box P-947, Psychi-
atric News.

PRACTICES FOR SALE

LARGEST & MOST LUCRATIVE PRIVATE
PRACTICE in the Midwest's medical, cultural and
recreational ctr. Very low overhead in large, beautiful
offices. Uniquely transferable. Reply Box P-945, Psy-
chiatric News.

OUTPATIENT PSYCHIATRIC PRACTICE for sale.
Beautiful Finger Lakes region of N.Y., easy access to
Universities and major metro. areas. Six figure gross.
Will introduce professionally. Inpatient work avail. if
desired. Reply Box P-938, Psychiatric News.

PSYCHIATRIC PRACTICE AND LIFE STYLE
FOR SALE: I am making the next step and moving
aboard a boat. Practice as little as 3 days a wk. or
more as desired. Income accordingly. Beach house,
sailboat, etc. also possibly avail. Contact Bob Barin-
ger, M.D., Rt. 1, Box 84L, St. Augustine, FL 32084,
(904) 824-8666.

PSYCHIATRIC PRACTICE AND OFFICE FOR
SALE: N.J. seashore area with close proximity to
both Phila. and N.Y. City. Many recreat. facils. In-

creasing pt. pop. with relative shortage of psychiatrists
in rapidly growing commty. Six figure gross. Office lo-
cated adjacent to large hosp. Will introduce profes-
sionally. Reply Box P-922, Psychiatric News.

PSYCHIATRIC PRACTICE FOR SALE—For one or
two medically oriented psychiatrists, in and out pa-
tient. Excel. oppty., terms nego. Southeast, U.S.,
warm climate, safe, mid-size commty. Send name, ad-
dress and phone number to Box P-936, Psychiatric
News.

COURSES & WORKSHOPS

American Association for Marriage and Family Thera-
py—37TH ANNUAL CONFERENCE —Washington
D.C.—Oct. 47, 1979. Featured Speaker: Ronald D.
Laing, M.D. All-day Pre-Conference Institutes,
incldg. intensive two-day exper. given by A. K. Rice
Institute. For info. contact AAMFT, 924 W. Ninth St.,
Upland, CA 91786, 714/981-0888.

AMERICAN INSTITUTE FOR PSYCHOANALY-
SIS of the Karen Horney Psychoanalytic Institute and
Ctr., 329 East 62nd St., New York, N.Y. 10021, an-
nounces its 1979-80 trng. prgm. in psychoanalysis
leading to certification for psychiatrists and Ph.D. clin.
psychologists. For info. contact Harry Gershman,
M.D., Dean at the above address. (212) 838-8044.

Nationwide Workshops & Study Vacations in CLINI-
CAL HYPNOSIS. The American Association of
Trainers in Clinical Hypnosis, 26 Cedar St., Syosset,
NY 11791.

NEW ORLEANS PSYCHIATRIC SYMPOSIUM,
Dec. 6-9, 1979, Hyatt Regency Hotel. Meet, learn
with Shervert Frazier, Mardi Horowitz, Solomon Sny-
der and Gary Tucker. 22 Class I credits. CME, Inc.,
2030 E. 4th St., #113, Santa Ana, CA 92705. (714) 547-
5186.

STRUCTURED INTERVIEWING FOR PSYCHO-
LOGICAL AND PSYCHIATRIC EVALUATION.
Aug. 27 through Aug. 31, 1979. A full five day work-
shop in the technique of the Structured Clin. Interview
(Burdock & Hardesty) intended for the continuing
education of the professional as well as the advanced
grad. student, will be held at Bellevue Psychiatric
Hosp. under the auspices of NY Univ. Post-Graduate
Med. Schl. The SCI is a technique for screening of be-
havioral problems and for evaluating psychological
maladjustment in normals as well as in psychiatric pts.
It provides psychodiagnostic info. and measurement
of change after therapeutic intervention. Though the
vehicle for trng. will be the SCI, the trng. in eval. inter-
viewing will provide a wide spectrum of clin. material
of value in its own right. The participant’s skill in inter-
viewing and proficiency in judging verbal and non-ver-
bal behavior will be enhanced through critical exam. of
clin. profiles. Each participant will have the oppty. to
develop the appropriate repertoire of behaviors for ad-
ministering, scoring and interpreting material. Re-
search findings will be presented to illustrate empiri-
cally derived patterns of psychopathology. Prerequi-
site: Ph.D., M.A. or M.D. Limited enroliment. 30
AMA cat. 1 hrs.; and APA Continuing Education Cer-
tificate. For application write to: Dr. Anne S. Hard-
esty, c/o Office of the Recorder, Room 4-44N LHB,
New York Univ. Post-Graduate Medical School, 550
First Ave., New York, NY 10016.

MISCELLANEOUS

ANXIETY AND TENSION REDUCTION: Cassette
tape introduces several major techniques for reducing
autonomic arousal, gross muscle tension, and cogni-
tive anxiety. Hosp. tested-moneyback trial. Free 96-
pg. report on stress with purchase. Send $4.95 or your
VISA/Master Charge number to: Stress Management
Research Associates, P.O. Box 2232-PN, Houston,
TX 77001.

FOR SALE—ORIGINAL DIEGO RIVERA DRAW-
INGS OF HUMAN EMOTIONS. Twenty-two full
color-drawings (11 sets) by renowned Mexican paint-
er, Diego Rivera, and his wife, artist Frida Kahlo.
Each set portrays each artist’s response to a different
human emotion. Not only magnificent works of art,
but use of drawing for study or therapy may qualify for
tax bnfts. For further details and documentation or
personal inspection, reply Box P-949, Psychiatric
News. \\

*“HOW TO ESTABLISH YOUR OWN PRIVATE
PRACTICE” . .. by Dr. Donald Hendrickson, Mr.
Stephen Janney and Mr. James Fraze, CPA. A com-
plete 234 pg. looseleaf book. $24.95 plus $2.00 postage
and handling (Foreign orders must be in U.S. dollars).
PREPAID. Professional Consultants Associates, 406
White River Blvd., Muncie, IN 47303.

LOOKING FOR A PUBLISHER? Learn how you
can have your book published, promoted, distributed.
Send for Free Booklet PN-3, Vantage Press, 516 W.
34th St., New York, N.Y. 10001.

Tired of the cold weather? Want to practice where it’s
warm and the people are friendly? For the amount
you’ll gross the first year, buy yourself a six figure Gulf
Coast area practice. Purchase or lease beautiful office
bldg. optional. Even the neuroses here are easy going!
All enquiries held confidential. Reply Box P-888, Psy-
chiatric News.

TRAINING AIDS: “*ASYLUM’ (96 min. film) of
R. D. Laing’s ther. Commty.: **. .. an excruciating
experience’’ —Psychiatric News; ‘‘APPROACHES”
(45 Min. videotape); contrasting interviews of a patient
by Drs. H. J. Searles and R. D. Laing; ‘*‘CONVER-
SATIONS with R. D. LAING"’ (26 min. videotape); a
seminar on pre-natal experience, psychosis & dying.
Contact Peter Robinson, 176 W. 87, New York, NY
10024 (212) 799-1051.

WANTED: YOUR FAVORITE or UNFAVORITE
PSYCHIATRIST JOKES. We have all heard them at
cocktail parties and during sessions. I am collecting
them to study representations of psychiatry as ex-
pressed in humor. Write: Elliott M. Stein, M.D., 1295
N.W. 14th St., Suite L, Miami, FL 33136.
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