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BY MARK MORAN

The move to reimburse psychia-
trists for generic E/M codes reflects 
a recognition of the greater diver-
sity of services psychiatrists now 
provide to medically complicated 
patients.

Psychiatrists
Notch Victory
In Fight Against
CPT Coding Bias

BY RICH DALY

Educators and mental health professionals who have participated in the 
American Psychiatric Foundation’s eight-year-old “Typical or Troubled” 
program want to build on its success in improving the mental health of the 
nation’s students.

Foundation’s School MH Program
Seeks Ways to Build on Success 

please see APF Program on page 38

T he signature program of the Amer-
ican Psychiatric Foundation (APF), 
called “Typical or Troubled,” has 

achieved notable successes in helping to 
improve student mental health in locations 
across the country, and plans are under 
way to expand the program and make it 
even more effective.

The program was launched eight 
years ago in response to the Columbine 
High School shootings. It provides writ-
ten information and presentations that 
local school and mental health staff use 
to educate teachers about the signs of 
mental illness in students and school 
and community referrals that provide 
“scientifically correct interventions” to 
children who need them, said Richard 
Harding, M.D., APF president, at an 
October conference at APA headquar-
ters in Arlington, Va. 

The purpose of 
the conference was to 
review the effective-
ness of the program 
with mental health 
and educat ion pro-
fessionals who have 
presented it in their 
school systems.

PERIODICALS: 
TIME-SENSITIVE MATERIALS

Since its launch, the Typical or Trou-
bled program has grown quickly as local 
mental health professionals have pre-
sented it in 310 urban, suburban, and 
rural high schools and middle schools 
throughout the country. So far, more 
than 25,000 educators have participated 
in the program, affecting an estimated 
320,000 students.

“We travel the country and see a need 
for it everywhere,” said APF Executive 
Director Paul Burke, at the conference.

The Typical or Troubled curriculum 
instructs teachers and school staff to rec-
ognize when mental illness rather than 
typical youth angst may be present among 
their students. For example, educators are 
told to watch for students who have intense 
fears of becoming obese, with no relation-
ship to their body weight, as a possible sign 
of an eating disorder. After the presenta-
tion about psychiatric disorders, teachers 
are told about local resources that offer 
mental health screening and treatment for 
troubled teens.

After eight years, organizers view the 
results as encouraging, with nearly 90 
percent of educators who participated in a 
Typical or Troubled program able to dis-

Colleen Reilly, director of the Typical or Troubled program, and Richard Harding, M.D., president 
of the American Psychiatric Foundation, urge attendees at an October conference on the pro-
gram to suggest ways to improve its education of teachers and school staff about the warning 
signs of psychiatric conditions in youth.

I nsurers in New York state and at least 
one large insurer in Massachusetts will 
now be reimbursing psychiatrists for 

evaluation and management (E/M) codes 
that many insurers have restricted psychi-
atrists from using. 

Psychiatrists along with staff in APA’s 
Offi ce of Healthcare Systems and Financ-
ing (OHSF) said that the move marks an 
important change recognizing that psy-
chiatrists today offer services that are 
more varied and complex than those 
refl ected in the psychotherapy with E/M 
codes (the 908 codes)—the only E/M 
codes that most insurers reimburse psy-
chiatrists for using. 

In an October 26 letter to all insur-
ers in New York, State Superintendent 
of the Offi ce of Insurance James Wrynn 
told insurers they must accept and pro-
cess all health care claims with E/M codes 
submitted by psychiatrists and “may not 
limit the types of CPT codes that [they 
accept] from psychiatrists to the codes 
specifi cally designated as ‘psychiatric’ in 
the AMA’s CPT codes reporting guide-
lines and conventions.”
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Why 
Should 
You 
Vote?

This issue of Psychiatric News contains a 
special section beginning on page 15 that 
provides information on the candidates 
running in APA’s 2011 election to help 
you choose APA’s next leaders. Also, see 
page 6 for a special message from APA 
President Carol Bernstein, M.D., on why 
you should learn about the candidates and 
have your voice heard in your Association. 
Voting begins on December 22.
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Indication and usage
LATUDA is an atypical antipsychotic agent indicated for the treatment of patients with schizophrenia. 
Efficacy was established in four 6-week controlled studies of adult patients with schizophrenia.

Important Safety Information about LATUDA

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

Elderly patients with dementia-related psychosis 
treated with antipsychotic drugs are at an 
increased risk of death. LATUDA is not approved 
for the treatment of dementia-related psychosis.

The effectiveness of LATUDA for longer-term 
use, that is, for more than 6 weeks, has not been 
established in controlled studies. Therefore, the 
physician who elects to use LATUDA for extended 
periods should periodically re-evaluate the long-term 
usefulness of the drug for the individual patient.

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

FOR MORE INFORMATION, PLEASE CALL 1-888-394-7377 OR VISIT WWW.LATUDA.COM
LATUDA® and  are registered trademarks of Dainippon Sumitomo Pharma Co. Ltd.
Sunovion Pharmaceuticals Inc. is a U.S. subsidiary of Dainippon Sumitomo Pharma Co. Ltd.

©2010 Sunovion Pharmaceuticals Inc. All rights reserved. 12/10 LUR088-10

FDA-APPROVED FOR THE TREATMENT 
OF PATIENTS WITH SCHIZOPHRENIA

COMING SOON 
AVAILABLE IN PHARMACIES 
BEGINNING FEBRUARY 2011



LATUDA® (lurasidone HCl) Tablets
Brief Summary (for full prescribing information, see package insert)

WARNING: INCREASED MORTALITY IN ELDERLY PATIENTS WITH DEMENTIA-
RELATED PSYCHOSIS 
Elderly patients with dementia-related psychosis treated with antipsychotic 
drugs are at an increased risk of death. Analyses of 17 placebo-controlled 
trials (modal duration of 10 weeks), largely in patients taking atypical 
antipsychotic drugs, revealed a risk of death in drug-treated patients of 
between 1.6 to 1.7 times the risk of death in placebo-treated patients. Over the 
course of a typical 10-week controlled trial, the rate of death in drug-treated 
patients was about 4.5%, compared to a rate of about 2.6% in the placebo 
group. Although the causes of death were varied, most of the deaths appeared 
to be either cardiovascular (e.g., heart failure, sudden death) or infectious 
(e.g., pneumonia) in nature. 

Observational studies suggest that, similar to atypical antipsychotic drugs, 
treatment with conventional antipsychotic drugs may increase mortality. The 
extent to which the findings of increased mortality in observational studies 
may be attributed to the antipsychotic drug as opposed to some characteristic(s) 
of the patients is not clear. 

LATUDA is not approved for the treatment of patients with dementia-related 
psychosis. [see Warnings and Precautions (5.1)]

1. INDICATIONS AND USAGE
LATUDA is indicated for the treatment of patients with schizophrenia. 
The efficacy of LATUDA in schizophrenia was established in four 6-week controlled 
studies of adult patients with schizophrenia [see Clinical Studies]. 

The effectiveness of LATUDA for longer-term use, that is, for more than 6 weeks, has 
not been established in controlled studies. Therefore, the physician who elects to use 
LATUDA for extended periods should periodically re-evaluate the long-term usefulness of 
the drug for the individual patient [see Dosage and Administration].

4. CONTRAINDICATIONS 
LATUDA is contraindicated in any patient with a known hypersensitivity to lurasidone HCl 
or any components in the formulation. Angioedema has been observed with lurasidone 
[see Adverse Reactions (6.6)]. 

LATUDA is contraindicated with strong CYP3A4 inhibitors (e.g., ketoconazole) and 
strong CYP3A4 inducers (e.g., rifampin) [see Drug Interactions (7.1)].

5. WARNINGS AND PRECAUTIONS

5.1 Increased Mortality in Elderly Patients with Dementia-Related Psychosis
Elderly patients with dementia-related psychosis treated with antipsychotic 
drugs are at an increased risk of death. LATUDA is not approved for the treatment 
of dementia-related psychosis [see Boxed Warning]. 

5.2 Cerebrovascular Adverse Reactions, Including Stroke 
In placebo-controlled trials with risperidone, aripiprazole, and olanzapine in elderly 
subjects with dementia, there was a higher incidence of cerebrovascular adverse 
reactions (cerebrovascular accidents and transient ischemic attacks), including fatalities, 
compared to placebo-treated subjects. LATUDA is not approved for the treatment of 
patients with dementia-related psychosis [see also Boxed Warning and Warnings and 
Precautions (5.1)]. 

5.3 Neuroleptic Malignant Syndrome 
A potentially fatal symptom complex sometimes referred to as Neuroleptic Malignant 
Syndrome (NMS) has been reported in association with administration of antipsychotic 
drugs, including LATUDA.

Clinical manifestations of NMS are hyperpyrexia, muscle rigidity, altered mental status, 
and evidence of autonomic instability (irregular pulse or blood pressure, tachycardia, 
diaphoresis, and cardiac dysrhythmia). Additional signs may include elevated creatinine 
phosphokinase, myoglobinuria (rhabdomyolysis), and acute renal failure.

The diagnostic evaluation of patients with this syndrome is complicated. It is important 
to exclude cases where the clinical presentation includes both serious medical illness 
(e.g. pneumonia, systemic infection) and untreated or inadequately treated extrapyramidal 
signs and symptoms (EPS). Other important considerations in the differential diagnosis 
include central anticholinergic toxicity, heat stroke, drug fever, and primary central 
nervous system pathology.

The management of NMS should include: 1) immediate discontinuation of antipsychotic 
drugs and other drugs not essential to concurrent therapy; 2) intensive symptomatic 
treatment and medical monitoring; and 3) treatment of any concomitant serious medical 
problems for which specific treatments are available. There is no general agreement 
about specific pharmacological treatment regimens for NMS.

If a patient requires antipsychotic drug treatment after recovery from NMS,  
the potential reintroduction of drug therapy should be carefully considered. If 
reintroduced, the patient should be carefully monitored, since recurrences of NMS 
have been reported. 

5.4 Tardive Dyskinesia 
Tardive Dyskinesia is a syndrome consisting of potentially irreversible, involuntary, 
dyskinetic movements that can develop in patients treated with antipsychotic drugs. 
Although the prevalence of the syndrome appears to be highest among the elderly, 
especially elderly women, it is impossible to rely upon prevalence estimates to predict, at 
the inception of antipsychotic treatment, which patients are likely to develop the 
syndrome. Whether antipsychotic drug products differ in their potential to cause tardive 
dyskinesia is unknown. 

The risk of developing tardive dyskinesia and the likelihood that it will become 
irreversible are believed to increase as the duration of treatment and the total cumulative 
dose of antipsychotic drugs administered to the patient increase. However, the syndrome 
can develop, although much less commonly, after relatively brief treatment periods at  
low doses.

There is no known treatment for established cases of tardive dyskinesia, although the 
syndrome may remit, partially or completely, if antipsychotic treatment is withdrawn. 
Antipsychotic treatment, itself, however, may suppress (or partially suppress) the signs 
and symptoms of the syndrome and thereby may possibly mask the underlying process. 
The effect that symptomatic suppression has upon the long-term course of the syndrome 
is unknown.

Given these considerations, LATUDA should be prescribed in a manner that is most 
likely to minimize the occurrence of tardive dyskinesia. Chronic antipsychotic treatment 
should generally be reserved for patients who suffer from a chronic illness that (1) is 
known to respond to antipsychotic drugs, and (2) for whom alternative, equally effective, 
but potentially less harmful treatments are not available or appropriate. In patients who 
do require chronic treatment, the smallest dose and the shortest duration of treatment 
producing a satisfactory clinical response should be sought. The need for continued 
treatment should be reassessed periodically.

If signs and symptoms of tardive dyskinesia appear in a patient on LATUDA, drug 
discontinuation should be considered. However, some patients may require treatment 
with LATUDA despite the presence of the syndrome.

5.5 Metabolic Changes
Atypical antipsychotic drugs have been associated with metabolic changes that may 
increase cardiovascular/cerebrovascular risk. These metabolic changes include 
hyperglycemia, dyslipidemia, and body weight gain. While all of the drugs in the class 
have been shown to produce some metabolic changes, each drug has its own specific 
risk profile. 

Hyperglycemia and Diabetes Mellitus
Hyperglycemia, in some cases extreme and associated with ketoacidosis or hyperosmolar 
coma or death, has been reported in patients treated with atypical antipsychotics. 
Assessment of the relationship between atypical antipsychotic use and glucose 
abnormalities is complicated by the possibility of an increased background risk of diabetes 
mellitus in patients with schizophrenia and the increasing incidence of diabetes mellitus in 
the general population. Given these confounders, the relationship between atypical 
antipsychotic use and hyperglycemia-related adverse events is not completely understood. 
However, epidemiological studies suggest an increased risk of treatment-emergent 
hyperglycemia-related adverse events in patients treated with the atypical antipsychotics. 
Because LATUDA was not marketed at the time these studies were performed, it is not 
known if LATUDA is associated with this increased risk. 

Patients with an established diagnosis of diabetes mellitus who are started on 
atypical antipsychotics should be monitored regularly for worsening of glucose control. 

Patients with risk factors for diabetes mellitus (e.g., obesity, family history of diabetes) 
who are starting treatment with atypical antipsychotics should undergo fasting blood 
glucose testing at the beginning of treatment and periodically during treatment. Any 
patient treated with atypical antipsychotics should be monitored for symptoms of 
hyperglycemia including polydipsia, polyuria, polyphagia, and weakness. Patients who 
develop symptoms of hyperglycemia during treatment with atypical antipsychotics 
should undergo fasting blood glucose testing. In some cases, hyperglycemia  
has resolved when the atypical antipsychotic was discontinued; however, some 
patients required continuation of anti-diabetic treatment despite discontinuation of the 
suspect drug. 
Pooled data from short-term, placebo-controlled studies are presented in Table 1.

Table 1: Change in Fasting Glucose

Placebo
LATUDA

20 mg/day
LATUDA

40 mg/day
LATUDA

80 mg/day
LATUDA

120 mg/day

Mean Change from Baseline (mg/dL)

n=438 n=71 n=352 n=270 n=283

Serum Glucose -0.7 -0.6 2.5 -0.9 2.5

Proportion of Patients with Shifts to ≥ 126 mg/dL 

Serum Glucose  
(≥ 126 mg/dL) 

8.6%
(34/397)

11.7%
(7/60)

14.3%
(47/328)

10.0%
(24/241)

10.0%
(26/260)

In the uncontrolled, longer-term studies (primarily open-label extension studies), LATUDA 
was associated with a mean change in glucose of +1.6 mg/dL at week 24 (n=186),  
+0.3 mg/dL at week 36 (n=236) and +1.2 mg/dL at week 52 (n=244).

Dyslipidemia
Undesirable alterations in lipids have been observed in patients treated with atypical 
antipsychotics. Pooled data from short-term, placebo-controlled studies are presented in 
Table 2.

Table 2: Change in Fasting Lipids 

Placebo

LATUDA 

20 mg/day

LATUDA 

40 mg/day

LATUDA

80 mg/day

LATUDA

120 mg/day

Mean Change from Baseline (mg/dL)

n=418 n=71 n=341 n=263 n=268

Total cholesterol -8.5 -12.3 -9.4 -9.8 -3.8

Triglycerides -15.7 -29.1 -6.2 -14.2 -3.1

Proportion of Patients with Shifts 

Total Cholesterol  
(≥ 240 mg/dL)

6.6%
(23/350)

13.8%
(8/58)

7.3%
(21/287)

6.9%
(15/216)

3.8%
(9/238)

Triglycerides  
(≥ 200 mg/dL)

12.5%
(39/312)

14.3%
(7/49)

14.0%
(37/264)

8.7%
(17/196)

10.5%
(22/209)

In the uncontrolled, longer-term studies (primarily open-label extension studies), LATUDA 
was associated with a mean change in total cholesterol and triglycerides of -4.2 (n=186) 
and -13.6 (n=187) mg/dL at week 24, -1.9 (n=238) and -3.5 (n=238) mg/dL at week 36 and 
-3.6 (n=243) and -6.5 (n=243) mg/dL at week 52, respectively.

Weight Gain
Weight gain has been observed with atypical antipsychotic use. Clinical monitoring of 
weight is recommended.

Pooled data from short-term, placebo-controlled studies are presented in Table 3. The 
mean weight gain was 0.75 kg for LATUDA-treated patients compared to 0.26 kg for 
placebo-treated patients. In study 3 [see Clinical Studies (14.1)] change in weight from 
baseline for olanzapine was 4.15 kg. The proportion of patients with a ≥ 7% increase in 
body weight (at Endpoint) was 5.6% for LATUDA-treated patients versus 4.0% for 
placebo-treated patients. 

Table 3: Mean Change in Weight (kg) from Baseline 

 
Placebo

(n=450)

LATUDA 
20 mg/day

(n=71)

LATUDA  
40 mg/day

(n=358)

LATUDA 
80 mg/day

(n=279)

LATUDA  
120 mg/day

(n=291)

All Patients 0.26 -0.15 0.67 1.14 0.68

In the uncontrolled, longer-term studies (primarily open-label extension studies), LATUDA 
was associated with a mean change in weight of -0.38 kg at week 24 (n=531), -0.47 kg 
at week 36 (n=303) and -0.71 kg at week 52 (n=244). 

5.6 Hyperprolactinemia
As with other drugs that antagonize dopamine D2 receptors, LATUDA elevates prolactin 
levels. 

Hyperprolactinemia may suppress hypothalamic GnRH, resulting in reduced pituitary 
gonadotrophin secretion. This, in turn, may inhibit reproductive function by impairing 
gonadal steroidogenesis in both female and male patients. Galactorrhea, amenorrhea, 
gynecomastia, and impotence have been reported with prolactin-elevating compounds. 
Long-standing hyperprolactinemia when associated with hypogonadism may lead to 
decreased bone density in both female and male patients [see Adverse Reactions (6)]. 

In short-term placebo-controlled studies, the median change from baseline to  
endpoint in prolactin levels for LATUDA-treated patients was 1.1 ng/mL and was  
-0.6 ng/mL in the placebo-treated patients. The increase in prolactin was greater  
in female patients; the median change from baseline to endpoint for females was  
1.5 ng/mL and was 1.1 ng/mL in males. The increase in prolactin concentrations was 
dose-dependent (Table 4).

Table 4: Median Change in Prolactin (ng/mL) from Baseline 

Placebo
LATUDA 

20 mg/day
LATUDA  

40 mg/day
LATUDA 

80 mg/day
LATUDA  

120 mg/day

All Patients -0.6 
(n=430)

-1.1 
(n=70)

0.3 
(n=351)

1.1 
(n=259)

3.3 
(n=284)

Females -1.5 
(n=102)

-0.7 
(n=19)

-0.9 
(n=99)

2.0 
(n=78)

6.7 
(n=70)

Males -0.5 
(n=328)

-1.2 
(n=51)

0.5 
(n=252)

0.9 
(n=181)

3.1 
(n=214)

The proportion of patients with prolactin elevations ≥ 5x ULN was 3.6% for LATUDA-
treated patients versus 0.7% for placebo-treated patients. The proportion of female 
patients with prolactin elevations ≥ 5x ULN was 8.3% for LATUDA-treated patients 
versus 1% for placebo-treated female patients. The proportion of male patients  
with prolactin elevations ≥ 5x ULN was 1.9% versus 0.6% for placebo-treated  
male patients.

In the uncontrolled longer-term studies (primarily open-label extension studies), 
LATUDA was associated with a median change in prolactin of -1.9 ng/mL at week 24 
(n=188), -5.4 ng/mL at week 36 (n=189) and -3.3 ng/mL at week 52 (n=243).

Tissue culture experiments indicate that approximately one-third of human breast 
cancers are prolactin dependent in vitro, a factor of potential importance if the prescription 
of these drugs is considered in a patient with previously detected breast cancer. As is 
common with compounds which increase prolactin release, an increase in mammary 
gland neoplasia was observed in a LATUDA carcinogenicity study conducted in rats and 
mice [see Nonclinical Toxicology]. Neither clinical studies nor epidemiologic studies 
conducted to date have shown an association between chronic administration of this 
class of drugs and tumorigenesis in humans, but the available evidence is too limited to 
be conclusive. 

5.7 Leukopenia, Neutropenia and Agranulocytosis 
Leukopenia/neutropenia has been reported during treatment with antipsychotic agents. 
Agranulocytosis (including fatal cases) has been reported with other agents in the class.

Possible risk factors for leukopenia/neutropenia include pre-existing low white blood 
cell count (WBC) and history of drug induced leukopenia/neutropenia. Patients with a 

pre-existing low WBC or a history of drug induced leukopenia/neutropenia should have 
their complete blood count (CBC) monitored frequently during the first few months of 
therapy and LATUDA should be discontinued at the first sign of decline in WBC, in the 
absence of other causative factors.

Patients with neutropenia should be carefully monitored for fever or other symptoms 
or signs of infection and treated promptly if such symptoms or signs occur. Patients with 
severe neutropenia (absolute neutrophil count < 1000/mm3) should discontinue LATUDA 
and have their WBC followed until recovery. 

5.8 Orthostatic Hypotension and Syncope
LATUDA may cause orthostatic hypotension, perhaps due to its α1-adrenergic receptor 
antagonism. The incidence of orthostatic hypotension and syncope events from short-term, 
placebo-controlled studies was (LATUDA incidence, placebo incidence): orthostatic 
hypotension [0.4% (4/1004), 0.2% (1/455)] and syncope [< 0.1% (1/1004), 0%]. Assessment 
of orthostatic hypotension defined by vital sign changes (≥ 20 mm Hg decrease in systolic 
blood pressure and ≥ 10 bpm increase in pulse from sitting to standing or supine to standing 
positions). In short-term clinical trials orthostatic hypotension occurred with a frequency of 
0.8% with LATUDA 40 mg, 1.4% with LATUDA 80 mg and 1.7% with LATUDA 120 mg 
compared to 0.9% with placebo.

LATUDA should be used with caution in patients with known cardiovascular disease 
(e.g., heart failure, history of myocardial infarction, ischemia, or conduction abnormalities), 
cerebrovascular disease, or conditions that predispose the patient to hypotension  
(e.g., dehydration, hypovolemia, and treatment with antihypertensive medications). 
Monitoring of orthostatic vital signs should be considered in patients who are vulnerable 
to hypotension. 

5.9 Seizures
As with other antipsychotic drugs, LATUDA should be used cautiously in patients with a 
history of seizures or with conditions that lower the seizure threshold, e.g., Alzheimer’s 
dementia. Conditions that lower the seizure threshold may be more prevalent in patients 
65 years or older. 

In short-term placebo-controlled trials, seizures/convulsions occurred in < 0.1% 
(1/1004) of patients treated with LATUDA compared to 0.2% (1/455) placebo-treated 
patients.

5.10 Potential for Cognitive and Motor Impairment 
LATUDA, like other antipsychotics, has the potential to impair judgment, thinking or 
motor skills. 

In short-term, placebo-controlled trials, somnolence was reported in 22.3% 
(224/1004) of patients treated with LATUDA compared to 9.9% (45/455) of placebo 
patients, respectively. The frequency of somnolence increases with dose; somnolence 
was reported in 26.5% (77/291) of patients receiving LATUDA 120 mg/day. In  
these short-term trials, somnolence included: hypersomnia, hypersomnolence, sedation 
and somnolence.

Patients should be cautioned about operating hazardous machinery, including motor 
vehicles, until they are reasonably certain that therapy with LATUDA does not affect  
them adversely. 

5.11 Body Temperature Regulation 
Disruption of the body’s ability to reduce core body temperature has been attributed to 
antipsychotic agents. Appropriate care is advised when prescribing LATUDA for patients 
who will be experiencing conditions that may contribute to an elevation in core body 
temperature, e.g., exercising strenuously, exposure to extreme heat, receiving 
concomitant medication with anticholinergic activity, or being subject to dehydration [see 
Patient Counseling Information (17.9)]. 

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

In short-term, placebo-controlled studies in patients with schizophrenia, the incidence 
of treatment-emergent suicidal ideation was 0.6% (6/1004) for LATUDA treated patients 
compared to 0.4% (2/455) on placebo. No suicide attempts or completed suicides were 
reported in these studies.

5.13 Dysphagia 
Esophageal dysmotility and aspiration have been associated with antipsychotic drug use. 
Aspiration pneumonia is a common cause of morbidity and mortality in elderly patients, 
in particular those with advanced Alzheimer’s dementia. LATUDA is not indicated for the 
treatment of dementia-related psychosis, and should not be used in patients at risk for 
aspiration pneumonia. 

5.14 Use in Patients with Concomitant Illness
Clinical experience with LATUDA in patients with certain concomitant systemic illnesses is 
limited [see Use in Specific Populations (8.7, 8.8)]. LATUDA has not been evaluated or used 
to any appreciable extent in patients with a recent history of myocardial infarction or 
unstable heart disease. Patients with these diagnoses were excluded from premarketing 
clinical studies [see Warnings and Precautions (5.1, 5.8)]. 

6 ADVERSE REACTIONS

6.1 Overall Adverse Reaction Profile 
The following adverse reactions are discussed in more detail in other sections of the 
labeling: 

[see Boxed Warning and 
Warnings and Precautions (5.1)] 

[see Warnings and 
Precautions (5.2)] 

[see Warnings and Precautions (5.3)]
[see Warnings and Precautions (5.4)]

[see Warnings and Precautions (5.5)] 
[see Warnings and Precautions (5.6)] 

[see Warnings and Precautions (5.7)] 
[see Warnings and Precautions (5.8)] 

[see Warnings and Precautions (5.9)] 
[see Warnings and Precautions (5.10)] 

[see Warnings and Precautions (5.11)] 
[see Warnings and Precautions (5.12)] 

[see Warnings and Precautions (5.13)] 
[see Warnings and Precautions (5.14)] 

The information below is derived from a clinical study database for LATUDA consisting of 
over 2096 patients with schizophrenia exposed to one or more doses with a total 
experience of 624 patient-years. Of these patients, 1004 participated in short-term 
placebo-controlled schizophrenia studies with doses of 20 mg, 40 mg, 80 mg or 120 mg 
once daily. A total of 533 LATUDA-treated patients had at least 24 weeks and 238 
LATUDA-treated patients had at least 52 weeks of exposure.

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

The stated frequencies of adverse reactions represent the proportion of individuals who 
experienced at least once, a treatment-emergent adverse event of the type listed. 
Treatment-emergent adverse events were defined as adverse experiences, which started 
or worsened on or after the date of the first dose through seven days after study medication 
discontinuation. There was no attempt to use investigator causality assessments; i.e., all 
events meeting the defined criteria, regardless of investigator causality are included. It is 
important to emphasize that, although the reactions occurred during treatment with 
LATUDA, they were not necessarily caused by it. The label should be read in its entirety to 
gain an understanding of the safety profile of LATUDA.
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The figures in the tables and tabulations cannot be used to predict the incidence of 
side effects in the course of usual medical practice where patient characteristics and 
other factors differ from those that prevailed in the clinical studies. Similarly, the cited 
frequencies cannot be compared with figures obtained from other clinical investigations 
involving different treatment, uses and investigators. The cited figures, however, do 
provide the prescriber with some basis for estimating the relative contribution of drug and 
nondrug factors to the adverse reaction incidence in the population studied.

6.2 Clinical Studies Experience
The following findings are based on the short-term placebo-controlled premarketing 
studies for schizophrenia in which LATUDA was administered at daily doses ranging from 
20 to 120 mg (n=1004).

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

Adverse Reactions Associated with Discontinuation of Treatment: A total of 
9.4% (94/1004) LATUDA-treated patients and 5.9% (27/455) of placebo-treated patients 
discontinued due to adverse reactions. There were no adverse reactions associated with 
discontinuation in subjects treated with LATUDA that were at least 2% and at least twice 
the placebo rate. 

Adverse Reactions Occurring at an Incidence of 2% or More in LATUDA-Treated 
Patients: Adverse reactions associated with the use of LATUDA (incidence of 2% or 
greater, rounded to the nearest percent and LATUDA incidence greater than placebo) that 
occurred during acute therapy (up to 6-weeks in patients with schizophrenia) are shown 
in Table 5.

Table 5: Adverse Reaction in 2% or More of LATUDA-Treated Patients and That 
Occurred at Greater Incidence than in the Placebo-Treated Patients in Short-
term Schizophrenia Studies

Percentage of Patients Reporting Reaction

Body System or Organ Class
    Dictionary-derived Term

Placebo
(N=455)

All LATUDA
(N=1004)

Gastrointestinal Disorders

    Nausea 6 12

    Vomiting 6 8

    Dyspepsia 6 8

    Salivary hypersecretion <1 2

General Disorders and Administration Site Conditions

    Fatigue 3 4

Musculoskeletal and Connective Tissue Disorders

    Back Pain 3 4

Nervous System Disorders

    Somnolence* 10 22

    Akathisia 3 15

    Parkinsonism** 5 11

    Dystonia*** 1 5

    Dizziness 3 5

Psychiatric Disorders

    Insomnia 7 8

    Agitation 3 6

    Anxiety 3 6

    Restlessness 2 3

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

extrapyramidal disorder, hypokinesia, muscle rigidity, parkinsonism, psychomotor 
retardation, and tremor

*** Dystonia includes adverse event terms: dystonia, oculogyric crisis, oromandibular 
dystonia, tongue spasm, torticollis, and trismus

6.3 Dose-Related Adverse Reactions
Based on the pooled data from the placebo-controlled, short-term, fixed-dose studies, 
among the adverse reactions that occurred with a greater than 5% incidence in the 
patients treated with LATUDA, the apparent dose-related adverse reactions were 
akathisia and somnolence (Table 6).

Table 6: Dose-Related Adverse Events

Percentage of Subjects Reporting Reaction

Adverse Event 
Term

Placebo
(N=455)

(%)

LATUDA
20 mg/day

(N=71)
(%)

LATUDA
40 mg/day
(N=360)

(%)

LATUDA
80 mg/day
(N=282)

(%)

LATUDA
120 mg/day

(N=291)
(%)

   Akathisia 3 6 11 15 22

   Somnolence* 10 15 19 23 26

Note: Figures rounded to the nearest integer 
* Somnolence includes adverse event terms: hypersomnia, hypersomnolence, sedation, 
and somnolence

6.4 Extrapyramidal Symptoms 
In the short-term, placebo-controlled schizophrenia studies, for LATUDA-treated patients, 
the incidence of reported EPS-related events, excluding akathisia and restlessness, was 
14.7% versus 5.1% for placebo-treated patients; and the incidence of akathisia for LATUDA-
treated patients was 15.0% versus 3.3% for placebo-treated patients. Akathisia appeared to 
be dose-related and the greatest frequency of parkinsonism and dystonia occurred with the 
highest dose of LATUDA, 120 mg/day (Table 7).

Table 7: Percentage of EPS Compared to Placebo

Adverse Event Term

Placebo
(N=455)

(%)

LATUDA
20 mg/day

(N=71)
(%)

LATUDA
40 mg/day
(N=360)

(%)

LATUDA
80 mg/day
(N=282)

(%)

LATUDA
120 mg/day

(N=291)
(%)

All EPS events 9 10 24 26 39

All EPS events, 
excluding Akathisia/
Restlessness

5 6 13 11 22

    Akathisia 3 6 11 15 22

    Dystonia* 1 0 4 5 7

    Parkinsonism** 5 6 10 7 17

    Restlessness 2 1 4 1 3

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

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

In the short-term, placebo-controlled schizophrenia studies, data was objectively collected 
on the Simpson Angus Rating Scale for extrapyramidal symptoms (EPS), the Barnes 
Akathisia Scale (for akathisia) and the Abnormal Involuntary Movement Scale (for 
dyskinesias). The mean change from baseline for LATUDA-treated patients was comparable 
to placebo-treated patients, with the exception of the Barnes Akathisia Scale global score 
(LATUDA, 0.2; placebo, 0.0). The percentage of patients who shifted from normal to 
abnormal was greater in LATUDA-treated patients versus placebo for the BAS (LATUDA, 
16.0%; placebo, 7.6%) and the SAS (LATUDA, 5.3%; placebo, 2.5%). 

Dystonia 
Class Effect: Symptoms of dystonia, prolonged abnormal contractions of muscle groups, 
may occur in susceptible individuals during the first few days of treatment. Dystonic 
symptoms include: spasm of the neck muscles, sometimes progressing to tightness of 

the throat, swallowing difficulty, difficulty breathing, and/or protrusion of the tongue. 
While these symptoms can occur at low doses, they occur more frequently and with 
greater severity with high potency and at higher doses of first generation antipsychotic 
drugs. An elevated risk of acute dystonia is observed in males and younger age groups.

In the short-term, placebo-controlled clinical trials, dystonia occurred in 4.7% of 
LATUDA-treated subjects (0.0% LATUDA 20 mg, 4.2% LATUDA 40 mg, 4.6% LATUDA 
80 mg and 6.5% LATUDA 120 mg) compared to 0.7% of subjects receiving placebo. 
Seven subjects (0.7%, 7/1004) discontinued clinical trials due to dystonic events  
– 4 were receiving LATUDA 80 mg/day and 3 were receiving LATUDA 120 mg/day.

6.5 Laboratory Test Abnormalities and ECG Changes in Clinical Studies

Laboratory Test Abnormalities 
In a between-group comparison of the pooled data from short-term, placebo-controlled 
studies, there were no clinically important changes in total cholesterol measurements; 
triglycerides or glucose from Baseline to Endpoint [see Warnings and Precautions (5.5)]. 
There were also no clinically important differences between LATUDA and placebo in 
mean change from baseline to endpoint in routine hematology, urinalysis, or serum 
chemistry. LATUDA was associated with a dose-related increase in prolactin 
concentration [see Warnings and Precautions (5.6)]

Creatinine: In short-term, placebo-controlled trials, the mean change from Baseline in 
creatinine was 0.06 mg/dL for LATUDA-treated patients compared to 0.03 mg/dL for 
placebo-treated patients. A creatinine shift from normal to high occurred in 3.1% (30/977) 
of LATUDA-treated patients and 1.4% (6/439) on placebo. The threshold for high creatinine 
value varied from ≥ 1.1 to ≥ 1.3 mg/dL based on the centralized laboratory definition for each 
study [see Dosage in Special Population; Use in Specific Populations].

Transaminases: The mean changes in AST and ALT for LATUDA- and placebo-treated 
patients were similar. The proportion of patients with transaminases (AST and ALT) 
elevations ≥ 3 times ULN was similar for all LATUDA-treated patients (0.8% and 0.8%, 
respectively) to placebo-treated patients (0.9% and 1.1%, respectively). 

ECG Changes
Electrocardiogram (ECG) measurements were taken at various time points during the 
LATUDA clinical trial program. No post-baseline QT prolongations exceeding 500 msec 
were reported in patients treated with LATUDA. Within a subset of patients defined as 
having an increased cardiac risk, no potentially important changes in ECG parameters 
were observed. No cases of torsade de pointes or other severe cardiac arrhythmias were 
observed in the pre-marketing clinical program. 

The effects of LATUDA on the QT/QTc interval were evaluated in a dedicated QT study 
involving 87 clinically stable patients with schizophrenia or schizoaffective disorder, who 
were treated with LATUDA doses of 120 mg daily, 600 mg daily, or ziprasidone 160 mg 
daily. Holter monitor-derived electrocardiographic assessments were obtained over an 
eight hour period at baseline and steady state. No patients treated with LATUDA 
experienced QTc increases > 60 msec from baseline, nor did any patient experience a 
QTc of > 500 msec.

6.6 Other Adverse Reactions Observed During the Premarketing Evaluation  
of LATUDA 
Following is a list of MedDRA terms that reflect adverse reactions reported by  
patients treated with LATUDA at multiple doses of ≥ 20 mg once daily during any phase 
of a study within the database of 2096 patients. The reactions listed are those that could 
be of clinical importance, as well as reactions that are plausibly drug-related on 
pharmacologic or other grounds. Reactions listed in Table 5 are not included. Although 
the reactions reported occurred during treatment with LATUDA, they were not necessarily 
caused by it. 

Reactions are further categorized by MedDRA system organ class and listed in order of 
decreasing frequency according to the following definitions: those occurring in at least 
1/100 patients (frequent) (only those not already listed in the tabulated results from placebo-
controlled studies appear in this listing); those occurring in 1/100 to 1/1000 patients 
(infrequent); and those occurring in fewer than 1/1000 patients (rare).
Blood and Lymphatic System Disorders: Infrequent: anemia; Rare: leukopenia, 
neutropenia
Cardiac Disorders: Frequent: tachycardia; Infrequent: AV block 1st degree, angina 
pectoris, bradycardia 
Ear and Labyrinth Disorders: Infrequent: vertigo
Eye disorders: Frequent: blurred vision 
Gastrointestinal Disorders: Frequent: abdominal pain, diarrhea; Infrequent: gastritis, 
dysphagia
General Disorders and Administrative Site Conditions: Rare: Sudden death
Investigations: Frequent: CPK increased
Metabolic and Nutritional System Disorders: Frequent: decreased appetite
Musculoskeletal and Connective Tissue Disorders: Rare: rhabdomyolysis 
Nervous System Disorders: Infrequent: tardive dyskinesia, cerebrovascular accident, 
dysarthria, syncope; Rare: neuroleptic malignant syndrome, seizure 
Psychiatric Disorders: Infrequent: abnormal dreams, panic attack, sleep disorder; Rare: 
suicidal behavior
Renal and Urinary Disorders: Infrequent: dysuria; Rare: renal failure
Reproductive System and Breast Disorders: Infrequent: amenorrhea, dysmenorrhea; 
Rare: breast enlargement, breast pain, galactorrhea, erectile dysfunction
Skin and Subcutaneous Tissue Disorders: Frequent: rash, pruritus; Rare: angioedema 
Vascular Disorders: Infrequent: hypertension, orthostatic hypotension

7 DRUG INTERACTIONS
Given the primary CNS effects of LATUDA, caution should be used when it is taken in 
combination with other centrally acting drugs and alcohol. 

7.1 Potential for Other Drugs to Affect LATUDA
LATUDA is not a substrate of CYP1A1, CYP1A2, CYP2A6, CYP4A11, CYP2B6, CYP2C8, 
CYP2C9, CYP2C19, CYP2D6 or CYP2E1 enzymes. This suggests that an interaction of 
LATUDA with drugs that are inhibitors or inducers of these enzymes is unlikely.

LATUDA is predominantly metabolized by CYP3A4; interaction of LATUDA with strong 
and moderate inhibitors or inducers of this enzyme has been observed (Table 8). LATUDA 
should not be used in combination with strong inhibitors or inducers of this enzyme [see 
Contraindications (4)].

Table 8: Summary of Effect of Coadministered Drugs on Exposure to LATUDA in 
Healthy Subjects or Patients with Schizophrenia

Coadministered 
drug

Dose schedule Effect on LATUDA 
pharmacokinetics

Recommendation

Coadministered 
drug

LATUDA Cmax AUC

Ketoconazole 
(strong CYP3A4 
inhibitor)

400 mg/day
for 5 days

10 mg
single dose

6.9-times 
LATUDA 

alone

9-times 
LATUDA 

alone

Should not be 
coadministered 
with LATUDA

Diltiazem
(moderate 
CYP3A4 
inhibitor)

240 mg/day
for 5 days

20 mg
single dose

2.1-times 
LATUDA 

alone

2.2-times 
LATUDA 

alone

LATUDA dose 
should not exceed 

40 mg/day if 
coadministered  

Rifampin
(strong CYP3A4 
inducer)

600 mg/day
for 8 days

40 mg
single dose

1/7th of 
LATUDA 

alone 

1/5th of 
LATUDA 

alone 

Should not be 
coadministered 
with LATUDA

Lithium 600 mg BID
for 8 days

120 mg/day
for 8 days

0.9-times 
LATUDA 

alone 

1.1- times 
LATUDA 

alone 

No LATUDA dose 
adjustment 
required.

7.2 Potential for LATUDA to Affect Other Drugs
Digoxin (P-gp substrate): Coadministration of LATUDA (120 mg/day) at steady state 
with a single dose of digoxin (0.25 mg) increased Cmax and AUC(0-24) for digoxin by 
approximately 9% and 13%, respectively relative to digoxin alone. Digoxin dose 
adjustment is not required when coadministered with LATUDA.

Midazolam (CYP3A4 substrate): Coadministration of LATUDA (120 mg/day)  
at steady state with a single dose of 5 mg midazolam increased midazolam Cmax and 
AUC(0-24) by approximately 21% and 44%, respectively relative to midazolam alone. 
Midazolam dose adjustment is not required when coadministered with LATUDA. 

Oral Contraceptive (estrogen/progesterone): Coadministration of LATUDA (40 mg/
day) at steady state with an oral contraceptive (OC) containing ethinyl estradiol and 
norelgestimate resulted in equivalent AUC(0-24) and Cmax of ethinyl estradiol and 
norelgestromin relative to OC administration alone. Also, sex hormone binding globulin 

levels were not meaningfully affected by coadministration of LATUDA and OC. Dose 
adjustment of OC dose is not required when coadministered with LATUDA. 

8. USE IN SPECIFIC POPULATIONS

8.1 Pregnancy

Teratogenic Effects

Pregnancy Category B
Lurasidone was not teratogenic in rats and rabbits. There are no adequate and well-

controlled studies of LATUDA in pregnant women.
No teratogenic effects were seen in studies in which pregnant rats and rabbits were given 

lurasidone during the period of organogenesis at doses up to 25 and 50 mg/kg/day, 
respectively. These doses are 3 and 12 times, in rats and rabbits respectively, the maximum 
recommended human dose (MRHD) of 80 mg/day based on body surface area.

No adverse developmental effects were seen in a study in which pregnant rats were 
given lurasidone during the period of organogenesis and continuing through weaning at 
doses up to 10 mg/kg/day; this dose is approximately equal to the MRHD based on body 
surface area.

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

LATUDA should be used during pregnancy only if the potential benefit justifies the 
potential risk to the fetus.

8.3 Labor and Delivery
The effect of LATUDA on labor and delivery in humans is unknown.

8.4 Nursing Mothers
LATUDA was excreted in milk of rats during lactation. It is not known whether LATUDA or 
its metabolites are excreted in human milk. Breast feeding in women receiving LATUDA 
should be considered only if the potential benefit justifies the potential risk to the child. 

8.5 Pediatric Use
Safety and effectiveness in pediatric patients have not been established. 

8.6 Geriatric Use
Clinical studies of LATUDA in the treatment of schizophrenia did not include sufficient 
numbers of patients aged 65 and older to determine whether or not they respond 
differently from younger patients. In elderly patients with psychosis (65 to 85), lurasidone 
concentrations (20 mg/day) were similar to those in young subjects [see Clinical 
Pharmacology]. No dose adjustment is necessary in elderly patients.

Elderly patients with dementia-related psychosis treated with LATUDA are at an 
increased risk of death compared to placebo. LATUDA is not approved for the treatment 
of patients with dementia-related psychosis [see Boxed Warning]. 

8.7 Renal Impairment
It is recommended that LATUDA dose should not exceed 40 mg/day in patients with 
moderate and severe renal impairment (Clcr ≥ 10 mL/min to < 50 mL/min).

After administration of a single dose of 40 mg LATUDA to patients with mild, moderate 
and severe renal impairment, mean Cmax increased by 40%, 92% and 54%, respectively 
and mean AUC(0-∞) increased by 53%, 91% and 2- times, respectively compared to 
healthy matched subjects. 

8.8 Hepatic Impairment
It is recommended that LATUDA dose should not exceed 40 mg/day in patients with 
moderate and severe hepatic impairment (Child-Pugh Class B and C). In a single-dose 
study of LATUDA 20 mg, lurasidone mean AUC(0-last) was 1.5-times higher in subjects with 
mild hepatic impairment (Child-Pugh Class A), 1.7-times higher in subjects with moderate 
hepatic impairment (Child-Pugh Class B) and 3-times higher in subjects with severe 
hepatic impairment (Child-Pugh Class C) compared to the values for healthy matched 
subjects. Mean Cmax was 1.3, 1.2 and 1.3-times higher for mild, moderate and  
severe hepatically impaired patients respectively, compared to the values for healthy 
matched subjects.

8.9 Gender
Population pharmacokinetic evaluation indicated that the mean AUC of LATUDA was 18% 
higher in women than in men, and correspondingly, the apparent oral clearance of 
LATUDA was lower in women. Mean Cmax of LATUDA was similar between women and 
men. No dosage adjustment of LATUDA is recommended based on gender.

8.10 Race
Although no specific pharmacokinetic study was conducted to investigate the effects of 
race on the disposition of LATUDA, population pharmacokinetic evaluation revealed no 
evidence of clinically significant race-related differences in the pharmacokinetics of 
LATUDA. No dosage adjustment of LATUDA is recommended based on race.

8.11 Smoking Status
Based on in vitro studies utilizing human liver enzymes, LATUDA is not a substrate for 
CYP1A2; smoking is therefore not expected to have an effect on the pharmacokinetics of 
LATUDA.

10. OVERDOSAGE

10.1 Human Experience
In premarketing clinical studies involving more than 2096 patients and/or healthy 
subjects, accidental or intentional overdosage of LATUDA was identified in one patient 
who ingested an estimated 560 mg of LATUDA. This patient recovered without sequelae. 
This patient resumed LATUDA treatment for an additional two months.

10.2 Management of Overdosage 
Consult a Certified Poison Control Center for up-to-date guidance and advice. There is no 
specific antidote to LATUDA, therefore, appropriate supportive measures should be 
instituted and close medical supervision and monitoring should continue until the patient 
recovers. 

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

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

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

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

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

For Customer Service, call 1-888-394-7377.
For Medical Information, call 1-800-739-0565.
To report suspected adverse reactions, call 1-877-737-7226.
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please see DSM-5 on page 36 

BY DAVID J. KUPFER, M.D. 

This article is the third in a series of commentaries by the chair of the DSM-
5 Task Force on the manual’s development. The series will continue until 
the release of DSM-5 in May 2013.

Why Patients’ Input Crucial
To Success of Field Trials

There is a clear relationship 
between greater patient 
sat isfact ion and bet-
ter outcomes, including 
adherence to treatment. 

In many studies, patients have repeatedly 
said that they desire empathy, compassion, 
understanding, and active listening skills 
from their health care providers.

One specifi c feature of the clinical visit 
that may improve patient satisfaction is 
fully soliciting a patient’s symptoms and 
concerns. A study in the January 20, 1999, 
Journal of the American Medical Association 
by M. Kim Marvel and colleagues found 
that physicians often neglect to give ade-
quate time and attention to uncovering a 
patient’s entire range of complaints. Their 
survey of more than 250 family physicians 
found that less than one-third (28 percent) 
of the doctors fully inquired about their 
patients’ symptoms. The JAMA article 

also reported that once a clinician honed 
in on a primary complaint, the likelihood 
that he or she would go back and question 
the patient about all additional complaints 
was low (8 percent).

In psychiatric populations, a signifi cant 
number of patients experience comorbid 
symptoms that may be impairing and dis-
tressing and require treatment. As such, 
the design and implementation strategy of 
the DSM-5 fi eld trials (as discussed in the 
October 1 and October 15 issues) actively 
involves patients in the study assessments 
to acquire a broader collection of informa-
tion. This is done by using a set of ques-
tionnaires that cover a wide range of psy-
chiatric symptoms, prompting clinicians 
to engage in a “review of mental health sys-
tems” for all patients. 

Patients who endorse an item on an 
initial form will be asked to complete an 
additional short measure that assesses 
symptoms in greater detail. The use of 
patient-outcome measures for these added 
assessments is especially valuable, as they 
are designed to help clinicians gain insight 

David J. Kupfer, M.D., is chair of the DSM-5 
Task Force and a professor of psychiatry at 
the University of Pittsburgh Medical Center 
and Western Psychiatric Institute and Clinic. 
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from the president

BY CAROL A. BERNSTEIN, M.D.

You’ve Heard It Before:
Your Vote Does Matter

P lease vote! As the 
special election sec-
tion that begins on 

page 15 of this issue tells 
you, it’s time once again 
for APA members to select 
their next leaders. All APA 
members with a valid e-mail 
address on fi le will receive a 
link to their personalized 
electronic ballot on Decem-
ber 22; other members will 
receive a paper ballot. Votes 
must be received by 5 p.m. 
Eastern time on February 7, 2011.

The election cycle is an important time 
of year for APA. I know that many of you are 
“election saturated” and that it is diffi cult to 
feel that your one vote matters. But as our 
recent national elections demonstrate, one 
vote absolutely matters, and I urge you not 
to allow frustrations from November 2 to 
translate into apathy about APA. 

Organized medicine is at an important 
crossroads as we enter an era in which health 
care reform and parity are being imple-
mented. For the fi rst time in our nation’s 
history, most Americans will have access 
to affordable, effective health care through 
the Patient Protection and Affordable Care 
Act, and those suffering from mental ill-
ness, including substance abuse disorders, 
have the same right to treatment as those 
suffering from other diseases. Despite the 
naysayers, while funding for some provi-
sions of the new law may be delayed, the 
principles are fi nally in place.

This is a critically important time for 
medicine in general and psychiatry in par-
ticular. As we enter into the process of elect-
ing our offi cers and trustees, I urge you to 
think seriously about voting for those who 
you feel will best represent our Association 
in the years ahead. I feel privileged to have 
the opportunity to be in a leadership position 
and look forward to continuing to collabo-
rate with those who will guide APA through 
these challenging times in the future.

We have a diverse slate of talented and 
experienced candidates. Ask yourself what 
type of person in each contest would best 
represent psychiatry at this point. Will this 
candidate put aside personal issues or views 
to consider the good of the Association and 
to carry out its policies? Will this candi-
date be open and available to the member-
ship? Will this candidate devote the time 
and energy needed to be an effective leader? 
Will this candidate represent us well in work 
with policymakers as well as with other phy-
sicians? Will this candidate be an effective 
worker as well as appropriately inspirational?

There are numerous ways for you to 
learn about our candidates. As always, this 
issue of Psychiatric News provides candi-
dates’ biographical information and posi-
tions on issues important to psychiatry. 
However, in this age of electronic com-
munication, it is easy to learn even more 
by visiting the Web sites of candidates who 
have them and contacting them directly by 
e-mail. (The URLs of candidates’ Web sites 
and contact information can be accessed at 
<www.psych.org/Resources/Governance/

Elections/Candidate-Con-
tact-Information.aspx>). 
I also encourage you to 
share your ideas, concerns, 
and vision with them, since 
it is useful for candidates to 
have multiple perspectives 
from our membership. You 
can also contact colleagues 
who may know the candi-
dates and who have had an 
opportunity to work with 
them in other venues. Tak-
ing the time to read about 

and reach out to candidates will ensure that 
you are doing your part to help APA steer a 
sound course for the future. 

APA is one of a few major medical 
organizations that allow members to vote 
directly for their national leaders. Yes, less 
than one-third of our eligible voting mem-
bers cast a ballot in APA’s election. Why is 
that the case? Is this lack of participation a 
refl ection of pessimism or a statement that 
there aren’t real differences between can-
didates? Are members too busy caring for 
patients to research candidates or issues? 
Or are these members willing to delegate 
the election process to those most involved 
and active in APA? 

I am looking for ways to engage more 
of our members in participating in the 
electoral process and taking on leadership 
roles in the Association. I hope some of you 
will consider running for national offi ce 
in the next cycle, and I would welcome 
the opportunity to speak with any of you 
who are interested. In particular, I would 
like to encourage our younger members to 
become involved in this way. 

I am hopeful that the simplicity of vot-
ing electronically will encourage more of 
you to vote this year. If you have additional 
ideas about how to improve voter turn-
out, please contact me at carol.bernstein@
nyumc.org. And to those of you who do 
take the time to learn about the candidates 
and vote, you have my thanks. We all ben-
efi t from your involvement. ■

P sychiatry residency training directors 
are invited to nominate one resident for 

the American Psychiatric Leadership Fel-
lowship. The two-year program is designed 
to develop future leaders in psychiatry. 
During this time, fellows will participate 
in a component of the APA governance 
structure, attend APA annual meetings, 
and receive leadership training.

Psychiatry residents who are in PGY-2 
at the time of nomination (or PGY-3 of a 
fi ve-year program), are APA members or 
have applied for membership, and have 
passed all national or state board exams 
needed for full state licensure are eligible.

The deadline for nominations is Janu-
ary 15, 2011. More information and nom-
ination requirements are posted at <www.
psych.org/share/OMNA/psychiatric-
leadership-fellowship.aspx>. ■

Nominations Invited

Difficult cases bring 
out our best
Providing quality assessments and treatment  
for adults and adolescents 

How can we help a patient in your practice?
Ian Aitken, president and John M. Oldham, MD, MS
chief executive officer chief of staff

713-275-5470  800-351-9058  Affiliated with 
Baylor College of Medicine & The Methodist Hospital 
MenningerClinic.com    SayNoToStigma.com

Personalizing the science of mental health

Ranked among 

psychiatry’s best 

for 20 consecutive 

years by U.S.News 

& World Report

Houston, Texas
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BY AARON LEVIN

A psychiatrist called in to assess a patient who has refused treatment must 
tread carefully in weighing patients’ rights against the duty to help a person 
in serious need of medical care.

Border Often Murky Between
Autonomy, Medical Necessity

professional news

Evan Wolfson, J.D. (right), receives the John Fryer Award last month 
at APA’s Institute on Psychiatric Services in Boston. At left is Ubaldo 
Leli, M.D., president of the Association of Gay and Lesbian Psychiatrists 
(AGLP).

The award is jointly sponsored by APA and the AGLP.
Wolfson, a long-time gay-rights activist, is founder and executive direc-

tor of Freedom to Marry. He has been director of the Marriage Project at the 
Lambda Legal Defense and Education Fund and was co-counsel in the land-
mark Hawaii marriage case Baehr v. Miike. (In that case, the Hawaii Supreme 
Court ruled that the state’s prohibition on same-sex marriages amounted to 
discrimination. The ruling resulted in a backlash by opponents of same-sex 
marriage and contributed to a nationwide debate on the issue.)

In an address at the institute titled “2020 Vision: Winning the Freedom to 
Marry This Decade,” Wolfson praised the legacy of psychiatrist John Fryer, 
M.D., and hailed APA for its advocacy of same-sex marriage and for the path 
it has traveled since 1973 when homosexuality was removed from DSM. 
“APA was once a part of the problem and now has spent several important 
decades being part of the solution,” he said.

Noting that fi ve states and the District of Columbia now legally recog-
nize same-sex marriage, Wolfson said 2010 has been a “historic year of accomplishment for the freedom to marry.”

Wolfson said state law and public opinion are the two crucial areas of contention in pursuit of same-sex marriage. 
He cited, by way of comparison, legal battles for the right of mixed-race couples to marry. At the time of the landmark 1967 Supreme Court 

case Loving v. Virginia, which struck down Virginia’s prohibition on mixed-race marriage, Wolfson said all but 16 states had already legalized 
mixed-race marriage. By that measure, the movement for same-sex marriage has work to do.

But in the court of public opinion, the movement is winning hearts and minds: two polls—one by CNN and one by the Associated Press—
showed that a majority of Americans now favor same-sex marriage, Wolfson said. 

“We have crossed an important threshold,” he said.
(By contrast, at the time of the Loving decision, 70 percent of Americans said they opposed mixed-race marriage, he said.)
Fryer was a gay psychiatrist who appeared at APA’s 1972 annual meeting in Dallas wearing a wig and a mask to shield his identity. The pub-

lic appearance of a gay psychiatrist explaining at an APA meeting why he could not be open within his profession helped to galvanize a group of 
largely closeted gay psychiatrists within APA at a time when homosexuality was still widely viewed as pathological by psychiatrists and others. 
The following year homosexuality was removed from DSM. 

The Web site of Freedom to Marry is <www.freedomtomarry.org>.

Activist Honored for Gay-Marriage Advocacy

From left: Ramotse Saunders, M.D., Sharath Puttichanda, M.D., and Ramaswamy Viswanathan, 
M.D., D.Sc., all of Downstate Medical Center in New York, discuss the often convoluted causes of 
a patient’s refusal of treatment and the ethically appropriate responses.

One case still haunts psychi-
atrist Ramaswamy Viswa-
nathan, M.D., D.Sc., a 
clinical associate profes-
sor of psychiatry and divi-

sion chief of consultation-liaison services 
at SUNY Downstate Medical Center in 
Brooklyn, N.Y., years after the encounter 
with his patient.

A 30-year-old Jehovah’s Witness on renal 
dialysis and with gastrointestinal bleed-
ing refused a blood transfusion because 
her religion forbade it. After some discus-
sion, Viswanathan persuaded her to accept 
the transfusion. Once the patient was stabi-
lized, however, the violation of her religious 
norms distressed her severely. She became 
depressed enough to require hospitalization. 
Worse, her decision alienated her family and 
separated her from her church and the social 
support it might have provided.

In time, Viswanathan learned a lesson 
from the experience.

“If I were seeing this patient today, I 
would accept that religious beliefs are more 
important than life for some people,” he 
told listeners at a forum on ethical issues 
raised when patients refuse treatment. The 
session was part of the APA Institute on 
Psychiatric Services in Boston in October.

That case refl ected a number of ethi-
cal dimensions that physicians frequently 
face in practice. Culture and decisional 
capacity as well as religion can play a role 
in addressing these issues when a patient 
does not want to be treated.

The bases of ethical care in Ameri-
can medicine are values that sometimes 
fi nd themselves in confl ict: autonomy, 
benefi cence, nonmalefi cence, and jus-
tice, said another panelist, Ramotse Saun-
ders, M.D., a clinical assistant professor at 
Downstate Medical Center.

Differences in the strength of those val-
ues may vary, especially among non-West-
ern populations, said Saunders.

“There is a lively debate in the biomedi-
cal literature arguing that bioethical con-
cerns are universal but that bioethics are 
a ‘Western’ idea and largely for one group 
within that tradition,” he said.

Furthermore, even if both doctor and 
patient nominally come from the same 
culture, they may have different socio-
economic backgrounds or life experiences 
and thus may have different views on treat-
ment decisions.

Other nations may legally require doc-
tors to act “in the best interests of the 
patient,” in effect, mandating benefi cence 
over autonomy. Physicians anywhere may 
rate benefi cence higher than other values 
because it is their job to diagnose and treat 
patients, Viswanathan noted.

Sometimes, patients’ treatment refusal 
may refl ect not only deeply held religious 
or cultural beliefs but also uncertainty, 
fear of the unknown, or unacknowledged 

anxiety, said Viswanathan. Psychiatrists’ 
therapeutic skills can help open a patient to 
the need for certain treatments when oth-
ers have failed in such an effort.

“Other doctors use rational, ‘engineer-
ing’ models to try to persuade a patient to 
accept treatment,” he said. When that 
doesn’t work, a psychiatrist may be called 
in to see the patient.

“I recommend letting patients talk over 
their anxieties,” said Viswanathan. “The 
psychiatrist begins by validating what the 
patient feels. That can begin a self-caring 
process that may relieve many anxieties, 
resulting in more rational behavior by the 
patient and more openness to treatment.”

He recounted a case in which a young 
woman refused a recommended Caesarean 
section without saying why. After a discus-
sion with a psychiatrist, she revealed that an 
aunt had undergone this procedure, which 
resulted in considerable pain, and the patient 
was afraid the same thing might happen to 
her. After this discussion, she was able to 
analyze her own situation more objectively 
and eventually agreed to the procedure.

In psychiatry, the balance between 
autonomy and benefi cence often arises 
around involuntary treatment, said panel-
ist Sharath Puttichanda, M.D., a third-year 

resident at Downstate Medical Center.
At one pole lies the view that the patient 

(at least when fully competent) is in con-
trol of his or her destiny. At the other is the 
question of deciding when a serious mental 
disorder deprives the patient of the capac-
ity for treatment decision making or is 
likely to result in harm to the patient or to 
others. Somewhere between the two poles 
lies the border of paternalism.

“The principle of utilitarianism asks 
whether it is ultimately benefi cial to the 
mentally ill person and to society to deprive 
a person of autonomy temporarily,” said 
Puttichanda. Treatment, not mere confi ne-
ment, is essential, however.

APA’s model law on involuntary treat-
ment has fi ve criteria: evidence of serious 
mental illness, a reasonable prospect that it 
is treatable, refusal of treatment, decisional 
incapacity, and the likelihood that harm to 
self or others could occur.

Yet questions remain about the value 
of involuntary commitment, aside from 
the matter of safety, he noted. For exam-
ple, “How therapeutic is the entire pro-
cess of forcing treatment on patients?” and 
“How do any legal repercussions compro-
mise ethical obligations?”

The only certainty is uncertainty, Put-
tichanda stated. “You do the best you can 
and document everything.”  ■
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BY MARK MORAN

The visit to the Soviet Union was a measure of change under way in the 
U.S.S.R. and the desire of the Soviet government to reunite its economy 
with the West. This is the conclusion of a three-part series on the abuse of 
psychiatry during the Cold War.

Historic Visit Documented Abuses,
Led to Psychiatric System Reform 

 professional news

Twenty-fi ve years after Soviet 
war hero General Pytor 
Grigorenko was incarcer-
ated in a psychiatric hos-
pital following his protest 

of human-rights abuses, and 18 years after 
Vladimir Bukovsky released to the Western 
press copies of forensic reports on Grigo-
renko and fi ve other Soviet human-rights 
activists who had been similarly detained, 
the Soviet Union was in turmoil.

Grigorenko’s incarceration and the 
release of the “Bukovsky papers” were senti-
nel events in the growing awareness among 

Western psychiatrists of the Soviet practice 
of using psychiatric hospitalization—some-
times augmented by use of drugs—to pun-
ish and contain political dissent. 

The subject had dominated the 1977 
meeting of the World Psychiatric Associ-
ation (WPA) in Honolulu, resulting in a 
resolution censuring the Soviet All-Union 
Society of Psychiatrists and Neuropathol-
ogists. Prior to the follow-up meeting in 
1983 in Athens, Greece, the All-Union 
Society withdrew from the world body, 
under threat of expulsion. Throughout 
the 1980s, APA’s Committee on Interna-
tional Abuse of Psychiatry sought contact 
with incarcerated individuals believed to 
be held for nonmedical reasons (Psychiat-
ric News, November 5 and November 19). 

But change was brewing in the U.S.S.R., 
and by 1989 Mikhail Gorbachev was in 
power promising perestroika—a compre-
hensive restructuring of Soviet politics 
and economy—and glasnost, a policy of 
openness and transparency. 

Hoping to revitalize a stagnant econ-
omy, Gorbachev and his ministry of for-
eign affairs, under the leadership of Edu-
ard Shevardnadze, sought better ties with 
Europe and the United States, including 
a readmission of the All-Union Society to 
the WPA. But for that they needed to dem-
onstrate adherence to the human-rights 
stipulations of the 1975 Helsinki Accords, 
which they had long ignored, including an 
end to the use of psychiatric hospitaliza-
tion to detain political dissidents.

What would evolve from negotia-

tions between the U.S. State Depart-
ment and the Soviet Ministry of Foreign 
Affairs—with the crucial participa-
tion of the National Institute of Men-
tal Health (NIMH) and APA—was a 
remarkable diplomatic endeavor to sys-
tematically investigate claims by human-

rights activists who said dissidents were 
still being detained in psychiatric facili-
ties and to assess more generally the state 
of Soviet psychiatric practice.

In late February 1989, a delegation of 26 
psychiatrists, forensic experts, Sovietolo-

‘Hyperdiagnosis’ Found Pervasive 

William Carpenter, M.D., director of the Maryland Psychiatric Research Center, was a 
member of a four-person team that in 1989 interviewed individuals who had recently been 
released from Soviet hospitals after being diagnosed with schizophrenia or other major 
mental illnesses. 

“We didn’t think any of them had schizophrenia or a psychotic illness, though there were 
some we thought did have more minor symptoms,” he recalled. “The one I remember best 
was an impressive man in his 50s, very robust, who talked freely and assertively. My impres-
sion was that he had had a lot of trouble with the government related to political activities. He 
had suffered from incarceration and was tortured with neuroleptic drugs, which can cause 
severe dysphoria in nonpsychotic individuals. And he may have been one of the individuals 
who had been given sulfazine injections.

“It was possible to think he might have a bit of hypomania or grandiosity,” Carpenter said. 
“On the other hand, he might have been someone who could have had a career as a charis-
matic political leader.”

Carpenter’s recollections underscore the issue of “hyperdiagnosis”—the stretching of 
diagnostic categories to include a range of normal behaviors—that was highlighted by the 
American delegation as a pervasive problem in the Soviet psychiatric system. 

The comprehensive report published in the wake of the 1989 visit noted that hyperdiag-
nosis was most evident in the large number of detainees diagnosed with schizophrenia or 
“sluggish schizophrenia,” but was also apparent in other diagnostic areas. According to the 
report, “Specifi c examples of psychopathy identifi ed in the interviews included ‘unitary activ-
ity,’ which related to a high level of commitment to a single cause such as political reform, 
and ‘failure to adapt to society,’ used in describing a patient with ‘inability to live in society 
without being subjected to arrest for his behavior.’ ”

Carpenter recalled dissident Ukrainian psychiatrist Semyon Gluzman, M.D., who explained 
that the relatively poor training received by Soviet psychiatrists meant that diagnoses ren-
dered by the psychiatric establishment in Moscow would stand little chance of being chal-
lenged by psychiatrists outside of Moscow. “If a patient came to a hospital having been 
diagnosed with sluggish schizophrenia, there was no one with the capacity to question it,” 
Carpenter said.

Consequently, many psychiatrists may have known that they were “treating” political dis-
sidents, but the authoritarian system allowed no challenge to the establishment. 

Carpenter added that in a repressive culture, even a more rigorously scientifi c diagnostic 
system was vulnerable to manipulation. “I for one would argue that [the Soviets] didn’t need 
[the diagnosis of sluggish schizophrenia] to label dissidents as mentally ill,” he told Psychiatric 
News. “They could have used any diagnostic manual, including DSM. No diagnostic system 
will stand in the way of a willful application of a diagnosis for political purposes.”

Resources

The abuse of psychiatry in the Soviet 
Union, and the protest of that abuse by 
APA and other psychiatric organizations 
and individuals, was an epic chapter in 
the Cold War. The following resources 
were valuable in creating this three-part 
series for Psychiatric News and provide a 
fuller account of this turbulent period in 
psychiatry’s history: 

Books
• Cold War in Psychiatry: Secret Factors, 
Human Actors, by Robert van Voren 
(Rodopi Publishers, 2010)
• Psychiatric Terror: How Soviet 
Psychiatry Is Used to Suppress Dissent, 
Peter Reddaway and Sidney Bloch, M.D. 
(Basic Books, 1977)
• Soviet Psychiatric Abuse: The Shadow 
Over World Psychiatry, by Peter Reddaway 
and Sidney Bloch, M.D. (Westview Press, 
1985)
• Changing American Psychiatry: A 
Personal Perspective, by Melvin Sabshin, 
M.D. (American Psychiatric Publishing 
Inc., 2008)

Journal Articles
• “Assessment of Recent Changes in 
Soviet Psychiatry: Report of the U.S. 
Delegation,” Schizophrenia Bulletin, 
supplement to volume 15, number 4, 1989
• “Political Abuse of Psychiatry in the 
Soviet Union and in China: Complexities 
and Controversies,” R.J. Bonnie, Journal 
of the American Academy of Psychiatry 
and the Law, vol. 30, no. 1, 2002
• “Psychiatry on the Side of Angels: 
The Falun Gong and Soviet Jewry,” Alan 
Stone, M.D., Journal of the American 
Academy of Psychiatry and the Law, vol. 
30, no. 1, 2002
• “Semyon Gluzman and the Unraveling 
of Soviet Psychiatry,” R.J. Bonnie, Journal 
of the American Academy of Psychiatry 
and the Law, vol. 29, no. 3, 2001
• “Unwilling Patients,” Anatoly Koryagin, 
M.D., The Lancet, vol. 317, no. 8224, 
1981 A delegation of 26 psychiatrists, forensic experts, and Sovietologists visited the Soviet Union in February 1989 to conduct videotaped interviews 

with hospitalized and released psychiatric patients and to investigate conditions at Soviet psychiatric hospitals. 

please see Visit on page 37
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BY AARON LEVIN

Clinicians can avoid unconscious racial or ethnic bias when collecting 
patient data by understanding the sources of possible misinterpretation.

How Cultural Views Filter
Doctor-Patient Encounter

professional news

please see Cultural Views on page 37

How could well-meaning, 
highly educated mental 
health clinicians create a 
pattern of care that appears 
to be discriminatory?

For the last fi ve years, Margarita Alegria, 
Ph.D., and colleagues have recorded and 
deconstructed doctor-patient encounters 
seeking answers to that question.

“Treatment depends on patients’ 
description of their own symptoms and 
on nonverbal cues they present, and both 
are socially constructed,” said Alegria at 
the APA Institute on Psychiatric Services 
in Boston in October.

At the same time, the clinician’s ability 
to comprehend patients’ language, symp-
toms, and emotions is also fi ltered through 
his or her own cultural perspective.

“The interaction is a translation of a 
translation,” said Alegria, a professor of 
psychology in the Department of Psychi-
atry at Harvard Medical School and direc-
tor of the Center for Multicultural Men-
tal Health Research at Cambridge Health 
Alliance. “It’s no wonder people get lost in 
that translation.”

Those cultural fault lines can interfere 
with diagnosis and treatment and deter-
mine whether a patient feels willing to 
return for follow-up care.

The disconnection can occur when 
a clinician, pressed for time, resorts 
to shortcuts. Looking at a particular 
patient, the clinician recalls previously 
encountered patients identifi ed with the 
same group—blacks, whites, Asians, or 
Latinos, for example. Conscious or not, 
that practice leads to systematic bias in 
data collection and interpretation, said 
Alegria.

Her study was based on 129 videos of 
fi rst offi ce visits to 47 health care clini-
cians. The visits were followed by sep-
arate postdiagnostic interviews with 
patients and clinicians and with chart 
reviews. The patients were mostly low-
income African Americans, whites, and 
Latinos, while 66 percent of the clini-
cians were white.

The researchers concluded that fi ve 
mechanisms seemed to explain how the 
patient-clinician pairs interacted.

First, cultural dissimilarities between 
patient and clinician appeared to limit 
diagnostic assessment, said Alegria. Over-
all, the clinicians asked only one-third of 
these dissimilar patients about the most 
basic DSM-IV criteria.

“Many patients mentioned symptoms, 
but the providers didn’t follow through 
and ask probing questions.” They also 

asked different questions depending on a 
patient’s race or ethnicity.

For instance, Latinos were asked fewer 
questions about substance use than whites 
were, but received more questions about 
depression than were asked of either 
whites or blacks.

Second, 82 percent of the clinicians 
mentioned using intuition in diagnosing 
or treating a patient. They used words 
such as “gut,” “experience,” or “just 
knowing” to describe how they arrived 
at conclusions about a patient’s condition.

The third mechanism at work in these 
encounters involved communications, 
which varied with the ethnicity pairing. 
When both patient and clinician were 
Latinos, for example, questions were 

more likely to include “partnership 
and activating statements,” such as 
“What do you think?”

When both were white, there was 
more joking, which was not seen in 
the Latino pairs. Relatively more 
biomedically oriented questions 
came up in the white dyads than in 
the Latino ones. When ethnicity of 
the clinician and patient was mixed, 
small talk about weather or sports 
was more frequent.

The fourth mechanism was ste-
reotyping, which occurred in both 
directions, Alegria noted. In follow-
up interviews, the patients overes-
timated the age, income, and edu-
cational standing of the clinicians 
and misjudged their marital status, 
while clinicians often underesti-
mated the socioeconomic status of 
their patients. Each transferred ste-
reotypes about the other’s group to 
the individual.

A lack of cultural awareness also 
prevents understanding of differences, said 
Alegria. Patients want doctors who listen, 
spend time with them, pay attention to their 
needs, and manage the cultural differences.

“Listening,” though, is not the same for 
all. Blacks in her study indicated that lis-
tening meant respecting the patient as an 
expert on himself or herself. For whites, 
it meant feeling comfortable enough to 
express their feelings to the clinician.

For Latinos, it meant following the 
patient’s story, not asking the same ques-
tion repeatedly, and paying attention to 
the individual by maintaining eye contact 
and providing other nonverbal cues con-
fi rming a focus on the patient.

Margarita Alegria, Ph.D.: “Use the initial interview 
primarily for building engagement with patients, 
but also to prepare them for gathering data and 
building a relationship based on their needs.”
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BY JENNIFER KELLY

The newly approved second-generation antipsychotic Latuda may be a 
prescription for fewer troublesome extrapyramidal side effects.

New Medication Approved
To Treat Schizophrenia

I n October, the U.S. Food and Drug 
Administrat ion (FDA) approved 
another second-generation antipsy-

chotic (SGA), Latuda (lurasidone), for the 
treatment of schizophrenia in adults. The 
newly approved medication by Sunovion 
Pharmaceuticals Inc. is the manufacturer’s 
fi rst to gain FDA approval. The company, 
which is the U.S. subsidiary of Dainippon 
Sumitomo Pharma Co. Ltd., was formed by 
a merger with Sepracor Inc. in April. 

Jeffrey Lieberman, M.D., chair of APA’s 
Council on Research and Quality Care and 
professor and chair of the Department of 
Psychiatry at Columbia University’s College 
of Physicians and Surgeons, commented on 
the new drug to Psychiatric News. 

“The most notable distinction between 
it and other atypical agents of the same 
class,” he said, “is its high affi nity for the 
5-HT7 receptor and its preclinical evi-
dence for cognitive enhancement, but 
this has to be confi rmed by future stud-
ies.” (The drug’s binding affi nity for the 
serotonin type 7 [5-HT7] receptor in the 

brain is one way that this new medica-
tion is thought to elicit effects in treating 
symptoms of schizophrenia.)

This same evidence, he continued, 
“may also contribute to fewer extrapy-
ramidal symptoms [EPS] based on the 
drug’s potent in vitro binding affi nity for 
D2 receptors.” 

With regard to EPS, lurasidone’s pro-
fi le is “similar to that of risperidone, olan-
zapine, and ziprasidone but is worse than 
clozapine and quetiapine,” said Lieberman.

Lieberman pointed out that lurasidone 
was “reviewed by the FDA in record time. 
This may be due to either the effi ciency in 
the development process by the drug com-
pany or improved effi ciency of reviews of 
new drugs by the FDA under the leadership 
of Hamburg.” Margaret Hamburg, M.D., 
was appointed FDA commissioner in 2009.

According to the manufacturer, lurasi-
done is expected to be available in pharma-
cies beginning in February 2011.

Lurasidone’s exact mechanism of action 
is unknown. According to the manufac-

turer, the effects of lurasidone are thought 
to be mediated in part by antagonism at 
central dopamine type 2 (D2) and sero-
tonin type 2A (5-HT2A) receptors. Lur-
asidone also has the ability to antagonize 

1 receptors, which may result in ortho-
static hypotension and/or syncope. 

Like other SGAs, the medication’s 
prescribing information carries a black-
box warning. The warning describes the 
increased risk of death associated with the 
off-label prescribing of SGAs, especially 
when these agents are used to treat behav-
ioral problems in the elderly suffering 
from dementia-related psychosis. 

The FDA approval of lurasidone is 
based on data collected from 40 clinical 
trials, including four six-week controlled 
clinical trials that examined the safety 
and effi cacy of lurasidone in adults with 
schizophrenia. Treatment with lurasidone 
was associated with improvements in both 
positive and negative symptoms, including 
delusions, hallucinations, fl at affect, mem-
ory, and attention. 

Researchers reported that patients 
treated with lurasidone showed not only 
improvements in symptoms, but also 
decreases in the severity or worsening of 
EPS. These improvements were indicated 
by patients’ Positive and Negative Syn-
drome Scale scores, as well as scores on 
the Brief Psychiatric Rating Scale. 

The most commonly reported side 
effects in the clinical trials were agitation, 

akathisia, nausea, Parkinsonian-like symp-
toms, and somnolence. Adverse effects such 
as akathisia and somnolence appeared to 
be dose related. Even at lower doses, side 
effects such as dizziness and postural hypo-
tension were also reported. However, “the 
side-effect profi le is favorable for a low risk 
of weight gain and metabolic side effects,” 
Lieberman said.

According to the prescribing infor-
mation, lurasidone is contraindicated 
in patients who are also taking medi-
cations that are strong CYP3A4 inhibi-
tors or inducers such as ketoconazole or 
rifampin, respectively. Additionally, it is 
recommended that dosage adjustments 
be considered in patients who are also 
taking drugs that are moderate CYP3A4 
inhibitors or have moderate to severe 
renal or hepatic impairment. In these 
instances, the dosage of the drug should 
not exceed 40 mg daily, according to the 
manufacturer.

Lurasidone is available in 40 mg and 
80 mg tablets. The recommended start-
ing dose is 40 mg, which may be increased 
to the recommended maximum daily dos-
age of 80 mg. Lurasidone should be taken 
by mouth, once daily, with food.

The FDA news release on Latuda’s 
approval is posted at <www.fda.gov/News
Events/Newsroom/PressAnnouncements/
ucm231512.htm>. Prescribing infor-
mation is posted at <www.latuda.com/
LatudaPrescribingInformation.pdf>. ■



Learn more at PBAinfo.org

When expressing emotions is a matter 
of chance, consider PBA

•  Pseudobulbar affect (PBA) is a poorly 
understood neurologic condition 
characterized by episodes of crying or 
laughing that are sudden, frequent, 
and involuntary1

•  PBA occurs in approximately 10% to 20% of 
patients with certain neurologic diseases or 
injuries, including ALS, MS, stroke, traumatic 
brain injury, and others1 

•  PBA can disrupt lives, causing signifi cant 
functional impairment1

•  Understanding PBA can be a relief to 
patients and their families

© 2010 Avanir Pharmaceuticals, Inc.  All Rights Reserved.   PBA-0066-ADV-0911

Reference: 1. Dark FL, McGrath JJ, Ron MA. Pathological laughing and crying. Aust N Z J Psychiatry. 
1996;30(4):472-479.
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please see Voice Awards on page 39 

BY TAMMIE LEE DEMLER

NARSAD continues to move forward on the pathway from discovery to 
recovery for individuals and families living with mental illness.

Scientists Honored for
MH Research Advances

professional news

BY EVE BENDER

Mental health problems facing military personnel and their families are 
given special attention at this year’s Voice Awards ceremony.

Accurate Portrayals of Mental Illness
Win Awards for Films, TV Shows

P opular TV series such as “Army 
Wives” and “Grey’s Anatomy” 
earned plaudits for raising aware-

ness about mental health problems, 
including substance abuse, in responsi-
ble and accurate portrayals, at the fi fth 
annual Voice Awards ceremony held at 
Paramount Studios in Los Angeles in 
October.

This year’s event marked the fi fth 
anniversary of the awards, whose spon-
sor is the federal Substance Abuse and 
Mental Health Services Administration 
(SAMHSA). This year, as in past years, 
the American Psychiatric Foundation 
(APF) served as a program partner for the 
awards, and APF staff served on the panel 
of judges. 

“The Voice Awards have grown in 
range and impact over the past fi ve years 
and will continue to grow in the future,” 
APF Executive Director Paul Burke told 
Psychiatric News. “We are proud to be a 
program partner.”

Burke attended the ceremony, as did 
Jeffery Borenstein, M.D., chair of APA’s 
Council on Communications and host of 
the PBS television series “Healthy Minds.” 

Borenstein presented a vignette from the 
series and also one of the Consumer Lead-
ership Awards.

“Healthy Minds” fi rst aired in 2006 on 
a public television station in New York; it 
is produced by WLIW-21 in association 
with WNET.org. With funding from 
APF, the series premiered nationally in 
October 2009 (Psychiatric News, May 15, 
2009). Each half-hour episode focuses on 
a different psychiatric disorder and fea-
tures interviews with people who are in 
recovery from mental illness, Borenstein 
explained.

In an interview with Psychiatric News, 
Borenstein characterized the Voice 
Awards as “essential to the campaign to 
reduce the stigma surrounding mental ill-
ness” and said he hopes that the awards will 
continue to encourage people in the enter-
tainment industry to present storylines in 
a way that educate the public.” 

Emmy Award–winning actor Hec-
tor Elizondo and Academy Award–win-
ning actor Lou Gossett Jr. co-hosted the 
ceremony, in which special recognition 
was given to shows that dealt with post-
traumatic stress disorder (PTSD) among 

returning U.S. veterans and its impact on 
military families. 

The 2010 Voice Award Winners are as 
follows:

• “Army Wives” (Lifetime) for a series of 
episodes addressing how PTSD and trau-
matic brain injuries can affect military 
personnel and their families.
• “Desperate Housewives” (ABC) for the 

episode “How About a Friendly Shrink?” 
addressing inpatient psychiatric care.
• “Grey’s Anatomy” (ABC) for the epi-
sodes “Good Mourning” and “Goodbye” 
addressing the effects of PTSD on mili-
tary families.
• “Mental” (Fox) for the episode “Lines 
in the Sand” addressing the effects of 
PTSD on military families.

American Psychiatric Foundation (APF) Executive Director Paul Burke (right), shown with psy-
chiatrist and “Healthy Minds” host Jeffrey Borenstein, M.D., said that SAMHSA’s Voice Awards 
have grown considerably in scope and infl uence since they were established fi ve years ago. 
The APF is a program partner in the annual awards ceremony.
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Recognized as the leading 
donor-supported organi-
zation dedicated to fi nding 
the causes, improved treat-
ments, and potential cures 

for mental illness, NARSAD: The Brain 
and Behavior Research Fund highlighted 
key discoveries in mental health at its 22nd 
annual Mental Health Research Sympo-
sium in New York City in October. 

NARSAD was launched in 1981 by 
two neighbors in Kentucky who had chil-
dren with mental illness and garnered sup-
port from four mental health associations: 
the American Mental Health Founda-
tion, National Alliance on Mental Illness, 
Mental Health America, and the Depres-
sion and Bipolar Support Alliance. Former 
APA President Herbert Pardes, M.D., has 
been president of NARSAD’s Scientifi c 
Council since its inception in 1986.

This year’s Mental Health Research 
Symposium featured 11 leading mental 
health researchers who shared new insights 
and breakthrough research with confer-
ence participants. Six of the research pan-
elists received NARSAD Outstanding 
Achievement Awards at the NARSAD 

National Awards Dinner, held the same 
day as the symposium. The remaining fi ve 
researchers were NARSAD young investi-
gators conducting research with the help 
of NARSAD grants. 

The award recipients were recognized 
for their outstanding achievement in their 
research area. Here are this year’s winners 
and the awards they received: 

• Ming Tsuang, M.D., Ph.D., D.Sc., of 
the University of California, San Diego: 
Lieber Prize for Outstanding Achieve-
ment in Schizophrenia Research 
• Robert Malenka, M.D., Ph.D., of Stan-
ford University: Goldman-Rakic Prize 
for Outstanding Achievement in Cogni-
tive Neuroscience
• Stephen Glatt, Ph.D., of the State Uni-
versity of New York, Upstate Medical Uni-
versity: Sidney R. Baer Jr. Prize for Inno-
vative Schizophrenia Research
• Lars Vedel Kessing, M.D., D.M.Sc., of 
the University of Copenhagen: Bipolar 
Mood Disorders Research Prize for Out-
standing Achievement in Mood Disorder 
Research
• Avshalom Caspi, Ph.D., of the Duke 

Institute for Genome Sciences and Pol-
icy and the Institute of Psychiatry/King’s 
College and Terrie Moffi tt, Ph.D., of Duke 
University and the Institute of Psychiatry/
King’s College London: Ruane Prize for 
Outstanding Achievement in Childhood 
and Adolescent Psychiatric Research.

Here are the fi ve NARSAD young 
investigators who participated in the sym-
posium and the presentations they gave:

• Tatiana Melnikova, M.D., Ph.D., Johns 
Hopkins School of Medicine, “Changes in 

the Neuregulin Pathway May Play a Role 
in Schizophrenia”
• Rakesh Karmacharya, M.D., Ph.D., 
McLean Hospital, “Disease-Specifi c Cel-
lular Signatures in Schizophrenia and 
Bipolar Disorder”
• Stefan Rowny, M.D., Columbia Univer-
sity, “Functional Neuroanatomy Changes 
With ECT vs. MST in Geriatric Depres-
sion”
• Andreas Keller, Ph.D., Rockefeller Uni-
versity, “Identifying Cognitive Processes 
Affected in Schizophrenia”

please see NARSAD on page 39

Herbert Pardes, M.D. (fourth from left), president of the NARSAD Scientifi c Council, poses with 
the six winners of NARSAD’s lifetime achievement awards. They also received awards to rec-
ognize their work within specifi c areas of psychiatry. The winners are (from left) Stephen Glatt, 
Ph.D., Ming Tsuang, M.D., Ph.D., D.Sc., Robert Malenka, M.D., Ph.D., Terrie Moffi tt, Ph.D., Lars 
Vedel Kessing, M.D., D.M.Sc., and Avshalom Caspi, Ph.D.
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 professional news

T he specifi c mental health consequences 
of extended exposure to portrayals of 
unrealistic and unhealthy behaviors of 

girls and women may not be clear, but some 
advocates see enough data to cause concern 
and to take action. A mental health advocacy 
group that already has helped change Hol-
lywood portrayals of people with psychi-
atric illness informed Psychiatric News that 
it will team up with the Girl Scouts to try 
to reduce the amount of potentially harm-
ful pop-culture messages to which girls and 
young women are exposed.

A formal announcement of the cam-
paign, including its launch date, will come 
after fi nalization of its details. 

The nonprofi t advocacy group, the 
Entertainment Industry Council (EIC), 
was founded by actors and other Holly-
wood professionals, to work within the 
fi lm industry to change stereotypical and 
inaccurate entertainment images of people 
with mental illness as unusually violent or 
irreversibly ill. The EIC’s efforts—which 
include presenting its annual PRISM 
Awards to recognize accurate depictions of 
mental illness in entertainment industries 
and providing expert consultants to movie 
and television studios—have resulted in a 
growing body of accurate depictions of 
people who suffer from mental illness, 
including substance use disorders. 

Hollywood studios “found that the more 
accurate the portrayals were, the more pos-
itive the audience reaction was to the pro-
duction,” Marie Gallo Dyak, vice president 
of programming and government relations 
at the EIC, told Psychiatric News.

Specifi cally, the EIC and the Girl 
Scouts will work to reduce the pervasive 
“unhealthy” media images of young women 
and girls as “hypersexualized,” physi-
cally perfect, and superfi cial. They also 

will encourage portrayals of girls in age-
appropriate attire and as positive charac-
ters, along with male characters who value 
the female characters for more than their 
appearance.

Current media content includes few 
strong, healthy role models for girls, said 
Laurie Westley, senior vice president of 
public policy at Girl Scouts of the U.S.A., 
in an interview with Psychiatric News. 

That assessment echoes research on 
inaccurate media portrayals of women and 
girls, including some studies funded by 
Geena Davis, the Academy Award–win-
ning actress. One of her studies found that 
only 10 percent of the people writing and 
producing movies are women. A national 
survey by the Girl Scout Research Insti-

tute (GSRI) found that 88 percent of girls 
believe that popular media place “a lot of 
pressure on girls to be thin.”

The abundance of unhealthy media 
portrayals could have clinical conse-
quences. Research has linked higher 
exposure to media portrayals of “hyper-
sexualized” and unhealthy body images 
of college-aged women to the develop-
ment of psychiatric disorders, such as 
eating disorders and depression, accord-
ing to a 2007 report by the American 
Psychological Association. The report’s 
authors noted that little research has 
been done on the impact of exposure 
to such images on the still-developing 
minds of younger girls.

BY RICH DALY

A Hollywood mental health advocacy group partners with the Girl Scouts 
to work toward elimination of media images that may contribute to the 
development of eating disorders and other psychiatric problems in women 
and girls.

Spotlight Shined on Hollywood’s
Unrealistic Portrayal of Women

Actress Geena Davis tells congressional staff 
about her efforts to fund research on the 
extent and impact of unhealthy media images 
to which girls are routinely exposed. 
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You care
for your patients
with schizophrenia 
and want to offer 
treatment choices that 
are right for them.

So open up and have the important 
conversation about long-acting  
injections. You might be surprised 
by what comes of it.
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images and architecture can transform 
a healing environment—about how the 
way a hospital room looks and feels can 
be a part of healing—they are a little 
surprised, but they know what I am 
saying. So I seem to be giving people a 
language for talking about things they 
know intuitively.”

Moore is careful not to be critical of 
physicians—“they get enough criticism,” 
he said—and noted that after the suc-
cess of his 1992 book, it was the medi-
cal establishment that came to him. As 
part of his research for the book, he was 
invited to spend two days each month 
over a two-year period at St. Francis 
Hospital in Hartford, Conn. 

“When I fi rst wrote Care of the Soul, 
I didn’t have medicine in mind at all,” 
Moore said. “But I began getting invi-
tations to talk at medical schools, and 
right up to the present time I have been 
visiting medical schools, hospitals, and 
cancer wards all over the country and in 
Ireland.”

Reclaiming an Ancient Wisdom of the Soul
What does Moore, an admirer of Carl 

Jung (but he is not, he said, a Jungian), 
think of the widespread use of pharma-
cologic agents to treat psychiatric dis-
orders?

BY MARK MORAN

Small changes, beginning with the attitude clinicians bring to a patient 
encounter, can transform psychiatric and other medical care.

Patients’ Souls Called
Medicine’s Missing Link

The notion that 
your pat ients 
have a “soul” 
and that your 
t reat ment s 

can touch or t ransform 
something less (or more) 
substantial than a neu-
rotransmitter may sound, 
in the context of mod-
ern biomedical science, 
quaint today. 

But  aut hor  a nd 
p s y c h o t h e r a p i s t 
Thomas Moore, Ph.D., believes 
the souls of patients in the care of mod-
ern medicine are in need of urgent atten-
tion. And so too, he says, are the souls of 
their doctors. 

Moore is the bestselling author of The 
Care of the Soul: A Guide for Cultivating 
Depth and Sacredness in Everyday Life, the 
1992 book that asserted that the great-
est poverty in today’s technologically 
triumphant culture is a lack of attention 
to the soul. 

In a new work, Care of the Soul in Med-
icine, published this year by Hay House 
Publishers, Moore asserts that this soul-
poverty extends to modern medicine. 

In an interview with Psychiatric News, 
Moore said modern medical care has 
come to be dominated by a highly mech-
anistic philosophy deriving from the rela-
tively recent 18th century while jettison-
ing a far more ancient wisdom about care 
of the soul that dates to the time of clas-
sical philosophers. 

Much of his new book is focused on 
care of the soul in general-medical set-
tings, especially in hospitals and in the 
care of the dying. But Moore said the 
message of his book should resonate with 
psychiatrists.

“I understand the fi eld has become 
more biological,” he said. “My sense is 
that people entering medicine today get 
this very intelligent, up-to-date training 
in biomedical science. And when I talk to 
psychiatrists about a spiritual approach to 
healing, it doesn’t seem to them to have 
that intelligence behind it. 

“But I would want psychiatrists to know 
there is a whole world of knowledge and 
wisdom outside the biological tradition 
that goes back several thousand years,” 
Moore said. “They should give a philo-
sophical and spiritual approach to the 
patients in their care another look, and 
they may fi nd that it can be very substan-
tive and would complement their biologi-
cal work.”

Transforming the Medical Setting
But what is the “soul,” and how does 

one care for it? 
The question itself invites speculation 

that has kept philosophers busy for cen-
turies. But for the purpose of his book 

community news

“If you see the brain as 
a collection of 

neurochemicals, you 
are going to use 

chemicals to treat 
people.”

and his message to 
physicians, Moore 

speaks of the soul 
as where one cra-

dles the meaning of 
one’s relationships and 

memories, the sense 
of mystery about one’s 

own life, and one’s understanding of the 
meaning of illness and death. 

To care for the soul in medicine then 
would be to adopt practices that seek 
not just the “cure” of disorders, but care 
for and attention to patients’ signifi cant 
relationships, poignant memories, spiri-
tual quests and interests, as well as their 
understanding of their illness. Such an 
approach, he believes, calls for changes 
in the way doctors are trained and in the 
way they approach their patients, but it 
also entails a transformation of the set-
tings in which care is provided to include 
incorporation of nature, art, and music 
into the architecture of hospitals and doc-
tors’ offi ces.

His remedies for what ails modern 
medicine may seem to some either quix-
otic or “unscientifi c” (or even “antiscien-
tifi c”), but his thoughts echo those of such 
respected thinkers as biomedical ethicist 
Daniel Callahan, Ph.D., who has written 
extensively of the need to return to “car-
ing over curing.” 

“You don’t have to talk too long to 
patients and their families, as well as 
doctors and nurses, before they express 
a common feeling that contemporary 
medicine, for all its technological vir-
tuosity, lacks something,” he said. 
“Patients and families will talk about 
how the medical establishment is just 
so huge and they feel like a piece of 
machinery. When I tell them about how 
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P sychiatry residents are invited to 
apply for APA’s Minority Fellow-
ships Program (MFP). The MFP 

provides educational opportunities not 
only to minority residents, but to all resi-
dents interested in providing quality and 
effective service to minorities and the 
underserved. 

The fellowships provide funding for 
psychiatry residents to experience a spe-
cialized educational program specifi cally 
geared toward building leaders who will 
be able to improve the quality of mental 
health care for the following federally rec-
ognized ethnic minority groups: American 
Indians, Native Alaskans, Asian Ameri-
cans, Native Hawaiians, Native Pacifi c 
Islanders, African Americans, and His-
panics/Latinos. The fellowships are also 
designed to involve residents in the work 
of the Association and to give APA the per-
spective of young psychiatrists. 

There are three groups of MFP fel-
lows: APA/SAMHSA Fellows (funded 
by the Substance Abuse and Mental 
Health Services Administration), APA/
SAMHSA Substance Abuse Fellows 
(funded by the Centers for Substance 
Abuse Treatment and Substance Abuse 
Prevention), and APA/Diversity Lead-
ership Fellows (funded by AstraZeneca). 
Fellows serve for one year,  except for the 
Diversity Leadership Fellows, who serve 
for two years. 

“It’s a complicated issue, and I have 
nothing against the use of pharmaco-
logic treatments in conjunction with 
other approaches,” he said. “But I think 
it goes hand in hand with the prevailing 
philosophy of our time that is based on 
treating people as mechanical systems. If 
you see the brain as a collection of neuro-
chemicals, you are going to use chemicals 
to treat people.

“That’s the underlying mythology of 
our time. It is useful as far as it goes, but 
I think it leaves much to be desired and 
ignores a vast trove of wisdom about the 
soul that predates the 20th century.” 

His recommendations for reform 
seem to require changes in a medical 
system that is itself vast and unwieldy. 
But Moore believes that even small 
changes—beginning with the attitude 
clinicians bring to a patient encounter—
can be transformative, even of a 15-min-
ute med check. 

“I think psychiatrists would fi nd their 
work so much more pleasurable and ful-
fi lling if they could reach past the prev-
alent biological view of a human being 
and enjoy the complexity of human life,” 
Moore said. “They could allow themselves 
to be instructed by the arts, by fi ction and 
drama, painting and music and allow those 
to inform their practice. It would human-
ize their work so that they would have a 
warmer and more fulfi lling experience in a 
context that would be incredibly rich, even 
if they only had 15 minutes.”

It’s not the amount of time spent with 
a patient that’s key, he said. “I can spend 
50 minutes with a patient and it seems like 
nothing. It’s where you are coming from 
that makes the difference.” ■

APA Minority Fellowships Invites Applicants
The SAMHSA and Substance Abuse 

Fellows receive a stipend based on their 
postgraduate year and availability of fed-
eral funds. Diversity Leadership Fellows 
do not receive stipends; however, travel 
funds are available for specifi c APA meet-
ings and special projects. Psychiatry resi-
dents must be at least a PGY-2 in July 2011 
and remain in training during the entire 
academic year. 

All applicants must be APA members. 
SAMHSA applicants must be U.S. citizens 
or permanent residents at the time of appli-
cation. SAMHSA substance abuse appli-
cants must be in their PGY-5 of training in 
July 2011 and in a substance abuse training 
program approved by the affi liated med-
ical school or agency where a signifi cant 
number of substance abuse patients are 
from minority and underserved groups. 
Federal employees are ineligible. 

Diversity Leadership applicants do not 
have to be U.S. citizens, permanent resi-
dents, or graduates of a U.S. medical school. 

All applicants are welcome to apply 
regardless of race, ethnicity, gender, 
national origin, religion, sexual orienta-
tion, or disability. 

The deadline for applications is Janu-
ary 31, 2011. More information is avail-
able from Marilyn King at (703) 907-
8653 or mking@psych.org or online at 
<www.psych.org/Resources/OMNA/
MFP.aspx>. ■

Thomas Moore, Ph.D.: “I would want psychia-
trists to know there is a whole world of knowl-
edge and wisdom outside the biological tradition 
that goes back several thousand years.” 
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For this section, the candidates in APA’s 2011 election were asked to supply a biographical sketch and a statement 

in which they could discuss their views on any issues in psychiatry. This information is intended to help voters 

cast their ballots for the candidates they believe are best qualifi ed for offi ce. Also, candidates were asked to list by 

approximate percentages their primary professional activities and sources of professional income. The deadline for 

candidates’ information for this section was October 15. Here are a few more notes about this year’s election:  

■ APA voting members are urged to cast their ballots online. It is hoped that the ease offered by Internet voting will 

encourage more members to participate in the election. 

■ Online information about the candidates, links to their Web sites, APA’s election guidelines, and other pertinent 

material can be accessed from APA’s homepage at <www.psych.org>.

■ A referendum is being held this year. APA received a member petition requesting that a statement regarding 

maintenance of certifi cation requirements of the American Board of Psychiatry and Neurology be put to a vote of the 

APA membership. See page 23 for more information.

■ On December 22, ballots will be mailed to all voting members, and instructions for voting online will be 

e-mailed to all members whose e-mail address is on fi le with APA. Mailed ballots must be received by Intelliscan Inc. 

no later than February 7, 2011. This is also the deadline for online voting.

Candidates’ Biographies 16
Candidates’ Statements 18
Member Referendum Information 23

INSIDE

APA Election 2011

This special ELECTION SECTION provides information on the 11 CANDIDATES 
running for offi ce in the ASSOCIATION’S 2011 ELECTION. 
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CANDIDATES
ABOUT THE

Roger Peele, M.D.

Chief Psychiatrist, Montgomery County, 
Maryland ◆ APA Secretary, 2010- 
◆ Clinical Professor, George Washington 
University ◆ Member, Board of 
Trustees, 1986-87, 1989-1992, 2001- 
◆ Assembly, 1975- ◆ DSM-III work 
groups (1975-80), DSM-III-R Task Force 
(1983-87), DSM-IV Task Force (1989-
1994), DSM-5 Task Force (2007- ) 
◆ Coauthor: Clinical Manual of 
Supportive Psychotherapy

Sidney H. Weissman, M.D.

Private Practice of Psychiatry and 
Psychoanalysis ◆ Professor of Clinical 
Psychiatry, Northwestern University 
◆ Past President, Illinois Psychiatric 
Society ◆ Former Trustee of APA 
◆ Former Representative to APA 
Assembly ◆ Past President, American 
Association of Directors of Psychiatric 
Residency Training ◆ Past Chair, APA 
Scientific Program Committees

Dilip V. Jeste, M.D.

Distinguished Professor of Psychiatry 
and Neurosciences, University of 
California, San Diego, 1986- ◆ APA 
Council on Aging, 1994-99 ◆ American 
Psychiatric Institute for Research and 
Education (APIRE) Board of Directors, 
1998-2004 ◆ DSM-5 Task Force, 
2006- ◆ APA Distinguished Life Fellow, 
2008- ◆ APA Trustee-at-Large, 2008- 
◆ APA Research Award, 2005 ◆ APA 
Distinguished Lecturer Award, 2000, 
2009 ◆ Institute of Medicine, 2007

CANDIDATES FOR SECRETARY

CANDIDATES FOR PRESIDENT-ELECT

Jack Drescher, M.D. 

Private Practice, 1985- ◆ Clinical 
Associate Professor, New York 
Medical College, 2009- ◆ New 
York County District Branch: 
President, 2000-01, Newsletter 
Editor, 2001- ◆ APA Special 
Presidential Commendation, 
Distinguished Psychiatrist 
Lecturer, 2009 ◆ Chair, APA 
Committee on Gay, Lesbian, 
and Bisexual Issues, 2000-06 
◆ President-Elect, Group for 
the Advancement of Psychiatry, 
2009-

James E. Nininger, M.D.

Private Practice, 1977- ◆ Clinical 
Associate Professor of Psychiatry, 
Cornell University Medical College 
◆ Speaker, APA Assembly, 2004-
05 ◆ President, New York State 
Psychiatric Association, 1998-
2002 ◆ Member, APA Board of 
Trustees, 2003-05, 2008- 
◆ Vice Chair, Steering Committee 
on Practice Guidelines, 2009- 
◆ Member, American Psychiatric 
Foundation Board of Trustees, 
2010- 

CANDIDATES FOR AREA 2 TRUSTEE

Jeffrey L. Geller, M.D., M.P.H.

Academic Psychiatry: 30 years ◆ State 
Hospital Work: 30 years ◆ Community 
Mental Health Care: 27 years; Forensic 
Practice: 26 years ◆ Resident 
Supervision: 24 years ◆ University of 
Massachusetts Medical Outpatient: 23 
years ◆ Public Sector Administration: 23 
years ◆ APA Vice President: 2009- 
◆ APA Board of Trustees:  2006- 
◆ APA Assembly: 1993-2006; 
Psychiatric Services: 1992- ◆ APA 
Components: 1983- ◆ APA Ron Shellow 
Award: 2006 ◆ APA Van Ameringen 
Award: 2003
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Kurt L. Cousins, M.D., M.B.A.

PGY-3, Psychiatry, University of 
Maryland/Sheppard Pratt ◆ Co-Chair, 
Residents and Fellows Committee, 
Maryland Psychiatric Society, 2010- 
◆ Member, Psychotherapy Committee, 
American Academy of Child and 
Adolescent Psychiatry, 2009- 
◆ Member, Public Health Committee, 
American Medical Association Resident 
and Fellow Section, 2010-

David I. Driver, M.D.

Psychiatry Resident, Georgetown University 
Hospital, 2008- ◆ APA Area 3 Member-
in-Training Deputy Representative, 
2010- ◆ Secretary, District of Columbia 
Psychiatric Society, 2009-10 ◆ Member, 
Ethics Committee, Washington Psychiatric 
Society, 2009- ◆ Member-in-Training 
Representative, Washington Psychiatric 
Society, 2009-10 ◆ Member, Ethics 
Committee, Georgetown University 
Hospital, 2008-10

Alik S. Widge, M.D., Ph.D.

Psychiatry Resident, University of 
Washington, 2009- ◆ Area 7 Deputy 
Representative, APA Area Committee of 
Members-in-Training, 2010-11 ◆ Member, 
Psychiatry Residency Review Committee, 
Accreditation Council for Graduate Medical 
Education, 2011-13 ◆  American Medical 
Association: Chair, Medical Student 
Section, 2005-06; Chair, Committee on 
Long-Range Planning, Resident and Fellow 
Section, 2010-11

James A. Greene, M.D. 

   Practice of Adult and Geriatric 
Psychiatry, 1968- ◆ President, 
Geriatric Medical Care, 1991-97 
◆ Chair of Psychiatry, University 
of Tennessee, 2005- ◆ President, 
Tennessee Psychiatric Association, 
1983-84, 2008-10 ◆ APA: Assembly 
Representative, 1993- , Committee on 
Access and Effectiveness of Psychiatric 
Services for the Elderly, Committee 
on Long-Term Care and Treatment for 
the Elderly, Committee on Psychiatric 
Administration and Management

Gary S. Weinstein, M.D.

Private Practice of Adult Psychiatry, 
1982- ◆ Associate Clinical 
Professor, University of Louisville 
School of Medicine, 1985- ◆ APA: 
Assembly Speaker, 2009-10, Board 
of Trustees, 2008-10 ◆ Joint 
Reference Committee, 2008- 
◆ Committee on Advocacy and 
Litigation Funding, 2005-09, Finance 
and Budget Committee, 2008-09 
◆ Area 5: Representative, 2003-07, 
Deputy Representative, 1999-2003

CANDIDATES FOR AREA 5 TRUSTEE

CANDIDATES FOR MEMBER-IN-TRAINING TRUSTEE-ELECT
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ABOUT THE

Jeffrey L. Geller, M.D., M.P.H.
“To reduce the gap in medical service, I shall propose vigorous steps 
to combat the misery and national loss involved in mental illness.”

—President Eisenhower, 1955

APA members not only face old quagmires that have lin-
gered since Eisenhower’s State of the Union message, but also 
new ones with potentially harmful outcomes for our members 
and our patients.

A sense of never-ending problems and challenges can be 
gleaned from former APA presidents’ annual speeches:

■ The greatest therapeutic error is administering too much medication (Everts, 
1886).
■ The populations of our hospitals could be reduced and better served in noninstitu-
tional care (Barrett, 1922).
■ The complexities of modern hospitals contribute to a loss in dealing with patients as 
individuals (White, 1925).

There are a myriad of new problems: reimbursement at less than the cost of provid-
ing treatment; shifts to less expensive practitioners (APRN, PA, MSW, psychologist); 
devalued CPT codes; inadequate numbers of minority psychiatrists, e.g., Hispanics, 
African Americans; and a loss of trust in psychiatrists. Our patients fare worse: health 
care disparities, rising Medicare drug costs, meds contributing to obesity and diabe-
tes, homelessness, substance abuse, and a greater likelihood of ending up in county jail 
than in a state hospital.

The current APA Vision Statement informs us: APA is an organization of psychia-
trists working together to ensure humane care and effective treatment for all persons 
with mental illness, including substance use disorders. It is the voice and conscience of 
modern psychiatry. Its vision is a society that has available, accessible quality psychiat-
ric diagnosis, treatment, and prevention.

APA leadership needs the resolve to turn this vision into reality. What APA members 
need now is APA ACTION. 

Attack stigma and discrimination directed at psychiatric patients and psychiatrists.
Provide tools and supports for treatment of co-occurring psychiatric and substance 
abuse disorders.
Attend to specifi c needs of each minority, underrepresented, and IMG group of psy-
chiatrists.

Advocacy shall be zealous and directed by our members.
Child/Adolescent psychiatry shall move up APA’s list of priorities.
Treatment provided by APA members shall be appropriately valued and reimbursed.
Integrated systems of care shall be an APA focus. 
Outpatient/inpatient psychiatrists shall have reasonable caseloads, safe working envi-
ronments, and realistically be able to provide psychotherapy.
Nurturing residents, fellows, and early career psychiatrists shall be paramount.

Like any good treatment plan, each of these goals needs interventions. If elected, I 
would work to create these with the president, Board of Trustees, and membership within 
60 days of taking offi ce as president-elect, and I would report to you, the members, on 
a regular and ongoing basis. I would begin, at the same time, working on the release of 
DSM-5, scheduled to occur during the term of the president you choose in this election.

There should be no doubt that if we responsibly improve the practice of psychi-
atry, we will dramatically improve the care and treatment of psychiatric patients.

I welcome your feedback and support. 
Je me félicite de vos commentaires et de la prise en charge.
Acojo con tus comentarios y apoyo.

Primary Professional Activities and Sources of Income
As professor and director of public sector psychiatry, I am full time at the University 
of Massachusetts Medical School, where I do teaching, mentoring, and supervision; 
patient care; research and administration: 75% of income. On my own time, I do state 
and agency consultation and other forensic work: 25% of the time.

Dilip V. Jeste, M.D.
I am honored to be a candidate for APA president-elect. 
We are in the midst of exciting scientifi c and technological 
advances, evolving health care reform, and economic restruc-
turing. APA needs a strong leader with passion to rejuvenate 
the organization. My personal and professional experiences 
have prepared me to take on such a role. I was born in a village 
in India and became the fi rst Jeste to go to medical school. 
My wife and I immigrated to the U.S. with relatively few 
resources other than a desire to learn and grow. I studied at 
Cornell (psychiatry), George Washington University (neu-
rology), and National Institutes of Health (research). Since 

joining it as a resident, APA has been an integral part of my professional life. I am a psy-
chiatrist specializing in psychotic disorders and geriatrics, and am privileged to be one 
of about 60 psychiatrists across the world elected to the Institute of Medicine. My wife 
is a child psychiatrist, and we have two daughters, both studying medicine. 

I have broad-based experience as a clinician, researcher, teacher, advocate, and leader. I 
established a geriatric psychiatry division at UCSD that partners with a large public men-
tal health system. My research has spanned from neuroscience to community psychiatry, 
and from schizophrenia to healthy aging. I have mentored over 200 young trainees, many 
of them women and members of underrepresented minority groups, who have developed 
successful professional careers. I have visited Capitol Hill to lobby for mental health parity. 
As their president, I have worked hard to shape several psychiatric organizations (including 
the American Association for Geriatric Psychiatry), in ways that enhanced their missions. 

I have no fi nancial relationship with industry. 
My priorities as APA president would include: 

■ Ensuring that no psychiatric patient is left behind: There is no health without 
mental health. I will forcefully advocate to ensure quality mental health care by quali-
fi ed providers for all those who need it—including children, older adults, veterans, and 
underserved minorities. 
■ Working to improve the environment in which psychiatry is practiced: I will work 
on issues facing practicing psychiatrists such as adequate reimbursement, scope of prac-
tice, electronic health records, maintenance of certifi cation, and industry relationships. 

■ Feeling the pulse and responding to the needs of grassroots membership: I 
will reach out to individual APA members and district branches via enhanced interac-
tive electronic communication and networking. 
■ Promoting diversity: I will form a think tank to bring together experts from 
within and outside APA and charge them with proposing creative and practical plans 
of action to make the APA leadership representative of the U.S. psychiatric com-
munity. I will work strenuously to implement these proposals with clearly defi ned 
timelines.
■ Helping develop future leaders: I will make a concerted effort to expand mentor-
ship and early leadership opportunities for members-in-training and early career psy-
chiatrists—the future of our profession.
■ Improving collaboration with psychiatric subspecialties: I will work with vari-
ous subspecialty organizations in psychiatry to facilitate discounted dual membership, 
joint advocacy, and ongoing dialogue on issues of mutual concern. 

I would welcome the privilege of serving as APA president and ask for your support. 
Working together, we can help APA fulfi ll its mission of “being the voice and conscience 
of psychiatry.”

I request your input and feedback. Please visit my Web site at <www.dilipjeste.com>.

Primary Professional Activities and Sources of Income

Professional Activities
90%—Administration, clinical work, research, and teaching at the University of Cali-

fornia, San Diego School of Medicine and Veterans Affairs San Diego Health-
care System

10%—Editorship of the American Journal of Geriatric Psychiatry, grand rounds, and other 
lectures at universities

Income
70%—University of California, San Diego, School of Medicine
18%—Veterans Affairs San Diego Healthcare System
12%—Editorship of the American Journal of Geriatric Psychiatry, grand rounds, and other 

lectures at universities

CANDIDATES FOR PRESIDENT-ELECT
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Roger Peele, M.D.
Three key roles for the secretary are:
■ The approval of the minutes, 
■ Reviewing potential confl icts of interest within APA, and 
■ Voting on all issues that come to the Board of Trustees.

■  Minutes: 
The superb offi cial minutes developed by APA staff have 
been brought to the attention of less than 1 percent of the 
APA members months after they are developed. As secre-
tary, I am in the process of increasing the breadth and speed 

of their distribution. 

■ Confl icts of Interest: 
How APA addresses confl ict of interest impacts APA’s credibility. The secretary 
reviews disclosures for potential confl icts of interest. Clearly the secretary’s own 
potential confl icts should be known. My campaign statements in recent years have 
been quite specifi c as to income. All members have potential confl icts. (My special 
interests are adequate Medicaid and Medicare payments.) I believe that the best way 
to address potential confl icts is not by excluding members from participation, but 
through specifi c transparency.

■ Key Issues for the Board: 
A major issue the Board will address is APA’s governance. My guiding principle will 
be to vote for proposals that increase members’ opportunities to impact the direction 
of APA. APA members’ interest may refl ect the state they come from; the subspecialty 
they practice; or more personal interests, such as gender, race, ethnic background, or 
sexual orientation. It is essential that many MITs and ECPs have a role in APA’s gover-
nance. I have worked to make the Assembly more representative: among my efforts, I 
supported minority representation to be in the Assembly, was speaker of the Assembly 

when it voted to add MITs, and my speaker’s report (1987) advocated bringing subspe-
cialty organizations into APA governance. This expansion of providing members with 
representation must continue.

Early in the coming decade, the Board must address three topics: DSM-5, Parity, 
and Maintenance of Certifi cation.

As for DSM-5, my vote will be for a conservative book, as the science of the proven 
causes of psychiatric disorders has grown little since DSM-IV.

We must monitor parity closely to assure that the goal of absolute nondiscrimina-
tion is achieved. One opening for insurance companies to attempt to discriminate is for 
them to adopt their own limiting “clinical best practices.” Just as APA sets the diagnostic 
standards, DSM, so it must set treatment standards. Some years ago, Ron Shellow and I 
initiated the motion that APA develop practice guidelines. They must be kept current. 
We must not allow anyone else to set the standards of treatment.

Current best-practice documents are also important in the new recertifi cation process 
(maintenance of certifi cation), where it appears that we will compare our clinical work 
with those practices. Again, APA needs to make this effort a priority so that no other 
agent can claim to be the source of best practices. (Hopefully, the concept of patient 
participation in MOC will soon die.) 

My APA activities and brief CV can be found at <RogerPeele.com>. 

Primary Professional Activities and Sources of Income 

Professional Activities
95%—County government: 

80%—Clinical and teaching
15%—Administrative 

  5%—Volunteer at a primary care clinic

Income
100%—Montgomery County, Md. (about $200,000/year, including benefi ts)

Sidney H. Weissman, M.D.
In the second decade of the 21st century, psychiatry will 
confront numerous challenges and opportunities. To 
ensure that quality clinical practice is maintained, psy-
chiatric education is enhanced, research is maintained 
and expanded, and the public support of psychiatric ser-
vices is maintained and enhanced, psychiatry needs a 
strong, focused APA. The strength of APA comes from 
its members and the ability of its leaders to develop poli-
cies and actions to address these challenges and work with 
the APA members and its district branches to accomplish 
its goals. 

Each challenge has a number of specifi c goals to which APA must devote its 
resources:

Clinical Practice
■ Ensure that psychiatric parity is established to reach all citizens.
■ Work to develop a patient care “Bill of Rights.”
■ Ensure patient confi dentiality.
■ Maintain vigilance and effective actions in scope-of-practice actions. 

Psychiatric Education
■ Enhance and maintain clear standards for residency education.
■ Enhance and maintain clear standards for the maintenance of board certifi cation and 
licensure.
■ Assist other psychiatric associations in ensuring that regulatory standards devel-
oped by others that affect psychiatric education and practice are relevant for psy-
chiatry. 

Psychiatric Research
■ Develop strategies to maintain and enhance funding at NIH for NIMH that enhance 
all areas of psychiatric research.
■ Work with other associations to enhance federal funding for medical research.
■ Provide support to academic departments to enhance research activities.

Psychiatric Services
■ Ensure funding on the federal and state levels to provide adequate psychiatric ser-
vices for individuals who cannot afford private care.
■ Work with other associations to ensure adequate mental health funding and facilities 
at the state and federal levels.

Functions of APA Secretary
The secretary of APA has three critical functions. First, the secretary serves as a voting 

member of the Board of Trustees. Second, the secretary serves on the Board Executive Com-
mittee. In these roles, the secretary works with others to develop and implement APA policy. 
Having served on the Board of Trustees for six years, I have the qualifi cations to address and 
shape with our colleagues the responses to the critical issues that confront American psychiatry. 

The APA secretary has an additional responsibility. The secretary serves as chair of 
the APA Confl ict of Interest Committee. This committee was created by a Board action 
in 2010 which developed policies and procedures to be developed and followed in 
all APA organizational relationships. I had the honor and privilege to serve as chair 
of the Board committee that developed these policies and procedures, which are now 
referred to by many as the APA Code of Conduct.

Today I am a psychiatrist in private practice who worked for 40 years in academic psy-
chiatry reaching the rank of professor at two medical schools. I have served as president 
of psychiatric associations and on the Board of Trustees of a teaching hospital. Voting for 
me will ensure that we continue to strongly address the issues that are vital to psychiatry. 

Primary Professional Activities and Sources of Income 

Professional Activities
60%—Private practice of psychiatry
20%—Consultations to varied mental health groups
20%—Academic activities

Income
95%—Private practice
  5%—Consultations

CANDIDATES FOR SECRETARY
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Jack Drescher, M.D. 
I am a psychiatrist in private practice and an independent 
scholar. Due to a confl uence of interests, I have frequently 
been a psychiatric spokesperson on mental health and psy-
chological issues of interest to the general public. I’ve been 
interviewed and quoted for print, television, radio, and 
Internet media outlets locally, nationally, and overseas. I 
believe psychiatrists should engage with the public, defi n-
ing ourselves and what we do rather than having ourselves 
defi ned by others. While not always an easy task, as your 
Area 2 trustee, I will bring to APA’s Board a high degree of 

enthusiasm, much energy for creative work, and a continued focus on outreach to 
our members and the public. 

I am a distinguished fellow of APA and have worked within APA governance 
at the district branch, Area 2, and national levels. In the New York County DB, 
I served on the Committee on Ethics, served as secretary for four years and then 
as DB president (2000-2001). Currently I serve as the DB’s newsletter co-editor. 
Within Area 2, I was an associate editor of the NYSPA Bulletin and have served on 
NYSPA task forces. 

At the national level, I was a member of APA’s Committee on Abuse of Psychiatry 
and Psychiatrists. I was chair of APA’s Committee on Gay, Lesbian, and Bisexual Issues 
and a member of the Council on Minority Mental Health and Mental Health Dispari-
ties from 2000-2006. From 2006-2008, I served as a consultant to APA’s Committee on 
Public Affairs and continue to serve APA in the capacity of media spokesperson regard-
ing APA policies. I have been a member of the DSM-5 Work Group on Sexual and Gen-
der Identity Disorders since 2008. 

My scholarly work includes an authored textbook, 20 edited volumes, chapters in 
major psychiatric textbooks, and publications in peer-reviewed journals. For 10 years I 
was editor-in-chief of the peer-reviewed Journal of Gay and Lesbian Mental Health and 
currently serve as that journal’s emeritus editor.

I am president-elect of the Group for the Advancement of Psychiatry, a psychiatric 
think tank. I am a member of the AMA, the Medical Society of the State of New York, 
and the N.Y. County Medical Society. I am also a member of the American College of 
Psychiatrists, the New York Academy of Medicine, the Society for the Scientifi c Study 
of Sexuality, and the International Academy of Sex Research. I am fellow and past trustee 
of the American Academy of Psychoanalysis and Dynamic Psychiatry and have served 
as a board member of the Accreditation Council for Psychoanalytic Education. I teach 
at two psychoanalytic institutes in New York City. 

There are many issues we face as psychiatrists, and space limitations do not allow me 
to address them in this particular venue. Whatever the tasks we face in the near future, 
I have a capacity for hard work and getting the job done. As Area 2 trustee, I will bring 
those qualities to the APA Board, where I hope to represent the needs of our patients, 
our members, and our profession.

Primary Professional Activities and Sources of Income

Professional Activities
95%—Private practice
  5%—Teaching, writing, editing

Income
96%—Private practice

James E. Nininger, M.D.
We are faced with critical challenges, underfunding of ser-
vices, bureaucratic restrictions, and increasingly liberal 
scopes of practice. All contribute to erosion of proper treat-
ment for our patients and barriers in access to quality care.

In New York we must remain vigilant in sustaining 
the gains we have made in parity and scope of practice, 
and speak up on issues such as proper privacy of medical 
records, the need to fi x the Medicare rate formula, and 
the need to help defi ne the appropriate role of electronic 
health records. At the same time we expand and refi ne 
our electronic communication abilities, we need to pro-

vide greater personal outreach to members in the fi eld and impart to training direc-
tors and early career psychiatrists the importance of psychiatrists’ active involve-
ment on behalf of our patients. This includes strengthening liaisons with the AMA, 
state medical societies, and advocacy groups. In New York, a strong alliance with 
the medical society has helped us to avoid intrusions into our scope of practice. To 
foster recruitment, we must continue to forge alliances with our allied psychiatric 
groups, consider shared-dues strategies, and be sensitive to the needs of interna-
tional medical graduates and minority representatives, many of whom serve val-
iantly in the public sector. 

APA has made progress in the prioritization of goals, removal of redundancy in com-
mittee and component functions, and the establishment of fi nancial oversight mecha-
nisms that include Assembly input to ensure fi scal responsibility. We must strive to 
improve communication with and between our Assembly reps and members at large 
and our executive directors, presidents, and presidents-elect of our district branches. I 
feel it is important to seek out input from our members and would plan to continue and 
expand the use of our Area 2 “e-surveys.” I have lobbied in Albany for NYSPA and in 
Washington, D.C., for APA and serve on the Board of the APA PAC. 

At the New York County District Branch, I established the fi rst Task Force on 
Psychiatry and Nursing Homes, chaired the Committee on Aging for 14 years, and 
was among the fi rst group of psychiatrists to volunteer services to the homeless. I 
volunteered at Pier 94 and ground zero with Disaster Psychiatry Outreach follow-
ing 9/11 and in Louisiana following Katrina, and I coordinate the Assembly liaison 
representatives to the APA Committee on Psychiatric Dimensions of Disasters. At 
APA nationally, I currently serve as vice chair of the Steering Committee on Prac-
tice Guidelines, am a board member of the newly appointed American Psychiatric 
Foundation, serve as Area trustee on the APA Board, and have been appointed to the 
Ad Hoc Work Group on Reserve Planning and to the Task Force to Review DSM-5 
Disclosures and Interests.

I have worked with diverse groups to establish consensus; have represented NYSPA 
as treasurer, vice president, and two terms as president and Area representative; and 
served on the APA Board of Trustees as speaker-elect and speaker of the Assembly prior 
to becoming Area 2 Trustee. I would be honored to serve as your Area 2 trustee.

Primary Professional Activities and Sources of Income 

Professional Activities
70%—Private practice

70%—New York, N.Y. 
30%—Briarcliff Manor, N.Y.

30%—Psychiatrist to residential home for adolescents: Pleasantville Cottage School, 
Pleasantville, N.Y.

Income
70%—Private Practice
30%—Pleasantville Cottage School 

CANDIDATES FOR AREA 2 TRUSTEE
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James A. Greene, M.D.
The role of Area Trustee presents an opportunity to listen, to 
educate, and to represent our members on the APA Board. APA 
has downsized or sunset many components and committees; 
thus, it is even more important that our district branches and 
membership are better represented on the Board of Trustees.

We are faced with major challenges including undervalu-
ation and underfunding of our services, the stigma of mental 
illness, managed care restrictions, workforce reentry issues, 
scope-of-practice issues, and the new health care bill. We must 
remain vigilant in maintaining the gains we have achieved 

while striving for more. 
As a three-term president of the Tennessee Psychiatric Association, I am aware of the 

need to never rest in our efforts to defend against psychologists prescribing, as we have 
fought the challenge yearly for each of the past 12 years. As an educator, I work closely 
with UTHSC Department of Family Medicine to promote training and collaboration 
between family physicians and psychiatrists, understanding of what problems can be 
treated by the primary care physician, and when and how to consult a psychiatrist. We 
have developed telepsychiatry models within the faculty practice group to bring the 
expertise of our faculty to rural communities in Tennessee and northern Mississippi.

I have encouraged our faculty and MIT psychiatrists to become more involved in 
district branch and APA activities, and we have maintained 100 percent APA member-
ship for the past four years. I have worked with the other three academic chairs of psy-
chiatry in Tennessee to encourage the same at their institutions.

As a former CEO of a private psychiatry contract management company, I have 
a good understanding of the importance of leadership and teamwork in achieving 
progress. Having built a psychiatric management company from start-up to number 
5 in the U.S. before merging with the number 1 company, I understand overcoming 

adversity and the importance of building carefully and maintaining fi nancial stabil-
ity while growing.

Having spent more than 35 years as a clinician in group, solo, and faculty private-
practice models, I fully understand the challenges facing psychiatrists today. We are con-
stantly asked to provide more and better care with fewer resources and for less revenue.

I have worked throughout my career representing psychiatry in organized medi-
cine at state and national levels and worked with the APA delegation to achieve a better 
understanding of the contributions and needs of psychiatry. I have served in a leader-
ship capacity in several affi liate organizations including president of the Southern Psy-
chiatric Association and the Board of Directors of both American Geriatrics Society 
(three years) and American Association for Geriatric Psychiatry (six years). As the only 
psychiatrist at the 1995 White House Conference on Aging, I worked with other men-
tal health professionals and APA staff to obtain top priority for parity as an emphasis 
for both Congress and the White House.

If elected trustee for Area 5, I will use my hard-earned skills to work for you.

Primary Professional Activities and Sources of Income

Professional Activities
100%—Professor and chair of psychiatry, University of Tennessee College of Medi-

cine, Memphis
30%—Faculty clinical practice
10%—Teaching
60%—Administration 

Income
90%—University of Tennessee College of Medicine
10%—University of Tennessee Medical Group (faculty practice group) 

Gary S. Weinstein, M.D.
The practice of psychiatry has been under outrageous assault 
from forces larger than any individual. Unfair payment prac-
tices, bureaucratic demands, and scope-of-practice issues are 
not getting easier to combat. APA has acted to help with 
these problems for many years but at this critical time needs 
to do even more. 

I have worked hard in leadership positions within APA 
to help members and their patients and am honored to be 
nominated for Area 5 trustee. My focus has always been 
on achieving results in practical ways. Being inclusive and 
promoting diversity while persistently pursuing goals has 

helped, along with the mutual efforts of many others, shape APA to be more respon-
sive and effective. 

My efforts have and will continue to include the following priorities: 

General Member Needs 
■ Work for equitable payment.
■ Support for psychiatric practice business needs.
■ Supply the best science for treatment decisions.
■ Continuing medical education and lifelong-learning opportunities as part of APA 
member benefi ts.
■ Expand a two-way communication process for information sharing and feedback. 

Women and Minority Needs 
■ Equality of appointments based on proportional representation.
■ Firm policy against any unfair practice related to gender or minority status. 

Members-in-Training Needs
■ Expand leadership opportunity and training within APA. 
■ Assist in the transition to early-career jobs and starting practice.
■ Communicate using the latest innovative technologies. 

Patient Needs
■ Reduce barriers to access and quality care, and ensure full parity occurs.
■ Reduce stigma and discrimination.
■ Demand privacy controls be included in electronic health records. 

Advocacy Needs
■ Work closely with the AMA and allied organizations for common professional goals.
■ Partner with primary care groups to enhance practice opportunities.
■ Partner with district branches to support grassroots work in state legislatures.
■ Lobby at all levels of government for the needs of psychiatry.
■ Keep psychologists and others from being “voted” psychiatric physician privileges.
■ Highlight the special needs of states in the Southeast region.

Even before starting private practice, I worked at the DB level, eventually serving 
in all executive positions including ethics chair, and have given continuous service to 
APA for over 30 years. In the APA Assembly, I was the Area 5 deputy representative 
(vice chair) for four years, then the Area 5 representative (chair) for four years. A main 
goal was helping each DB and component group in Area 5 become stronger and more 
capable of helping their members. As speaker of the Assembly, I facilitated this for all 
Areas. For two years, as speaker-elect and then as speaker, I served on the APA Board 
of Trustees, including 2009-2010, when I was also on the Board Executive Committee. 

Close alliances at all levels of APA governance along with my signifi cant leadership 
and committee work have prepared me to work effectively for Area 5 as trustee. I am 
excited about this opportunity and ask for your vote. 

Primary Professional Activities and Sources of Income 

Professional Activities
100%—Private practice

Income
100%—Private practice 

CANDIDATES FOR AREA 5 TRUSTEE

21WWW.PSYCHNEWS.ORG



CANDIDATES
ABOUT THE

Kurt L. Cousins, M.D., M.B.A.
I have followed a nontraditional path to medicine. After a 
decade of applying myself to professional success in invest-
ment banking and management consulting, I became ready, 
through a series of volunteer experiences, to pursue a career 
in psychiatry. As a longtime volunteer leader of an Ameri-
can Red Cross disaster relief team, I spent September 11, 
2001, at ground zero, where I set up a psychiatric emergency 
room. In that intense emotional environment, I recognized 
the unique opportunity to help trauma victims and people 
with extremely painful emotional experiences. I became 

committed to psychiatry and have remained so ever since. Now I am a PGY-3 resi-
dent at University of Maryland/Sheppard Pratt and plan to begin child and ado-
lescent fellowship training in July 2011. I received my M.D. from the University 
of North Carolina and my M.B.A. from the Wharton School of the University of 
Pennsylvania. 

This is what I believe: 

Our future depends on strong leadership and diversity. Our leaders are aging 
(40 percent will retire by 2015), and I will propose more leadership development pro-
grams. Minorities are underrepresented, and I will advocate for increased recruitment 
of racial, ethnic, and sexual minorities. A shortage of psychiatrists exists; I will advocate 
for new, innovative recruitment strategies. 

We can create more programming for ourselves. We can better understand how 
APA works and how it can support us now and during our transition to becoming early 
career psychiatrists (ECPs). The more that we become involved in APA as members-
in-training (MITs), the more likely we will be involved as ECPs, and thereafter. There-
fore I propose that APA brings us together in a network of committees that report to 
the APA councils and in a format that emulates the AMA Resident and Fellow Section. 

(I serve on its Public Health Committee.) Furthermore, I propose special-interest list 
serves and groups for MITs similar to AACAP’s. (I serve on the AACAP Psychother-
apy Committee.) 

We can do better for our patients. I will use my business background to contribute 
to APA’s lobbying efforts targeting health care reform and parity implementation. I will 
advocate for reducing health care disparities. I will propose increases in public-health 
and policy-related research initiatives. 

The more of us there are, the louder our voice. I have worked to increase mem-
bership in Maryland and will work with the district branches and state associations to 
further increase MIT membership nationwide. 

I will advocate for you. With the Maryland Psychiatric Society, I successfully advo-
cated for more MIT programming. With AACAP, I advocated with child psychiatrists 
last May on Capitol Hill for resident and fellow loan repayment. 

I have sought to represent my peers as president of my college class, as vice president 
and treasurer of my medical school student body, and as house staff representative dur-
ing PGY-1. I currently serve as a board member on the Alumni Class Leaders Council 
at the University of Pennsylvania and as co-chair of the Resident and Fellow Commit-
tee at the Maryland Psychiatric Society.

I ask for your vote. 

Primary Professional Activities and Sources of Income 

Professional Activities
100%—University of Maryland

Income 
100%—Residency training

David I. Driver, M.D.
Over the past few years, APA has undergone major restruc-
turing, redefi ning goals and policies. Additionally, our 
country’s administration has begun pushing forward leg-
islation that will have long-lasting repercussions on our 
health care system as a whole. During this time of change 
when policy is being drafted and implemented, to be your 
representative on a board that holds the authority to for-
mulate and implement broad-reaching policies would be an 
honor and a privilege.

Diverse experiences have given me a sense of who I am 
and my desired role in life. When I was in the military, the 

informal expectation was to leave any position held and any unit assigned better than 
you found it. These important tenets were instilled in me then, and I strive to uphold 
them today. I endeavor to not only leave my program better than I found it, but as a res-
ident and future psychiatrist, I am compelled to work to improve the experiences of all 
residents as well as positively impact our profession.

I am a candidate who is in a position to “hit the ground running.” From drafting 
organizational policy that affected thousands of trainees, to evaluating the feasibility 
of a tertiary care center’s mass casualty plan, I have experience serving in a multitude 
of capacities. I have served in leadership positions in medical and nonmedical organi-
zations, held numerous positions as an advocate for large groups of people on a broad 
variety of committees, and received extensive formal training in leadership and the fun-
damentals required to excel while working collaboratively on professional boards and 
committees. This experience and training will allow me to remain focused on represent-
ing your voice while contributing to our organization in a succinct, effective manner.

Should I be elected, I plan to focus on the following:

■ Working collaboratively with our Assembly MIT representatives to establish effec-
tive communication channels between residents, fellows, early career psychiatrists, and 
the APA leadership to both ensure our concerns are brought to the table and keep mem-
bers apprised of relevant board activities.

■ Increasing opportunities for and the involvement of residents, fellows, and early 
career psychiatrists in APA.

■ Facilitating a spirit of collegial collaboration between specialties, particularly medi-
cine and psychiatry.

■ Working to ensure psychiatrists are informed and have clear guidance on implement-
ing an electronic health records system while avoiding breaches of confi dentiality and 
violations of laws and suffering related penalties.

■ Ensuring psychiatrists have clear guidance on how to ethically interact with 
industry.

Primary Professional Activities and Sources of Income 

Professional Activities
80%—Resident in general psychiatry, Georgetown University Hospital
20%—Staff psychiatrist, MedOptions (moonlighting) 

Income
60%—Psychiatry resident 
40%—Staff psychiatrist, MedOptions (moonlighting)

CANDIDATES FOR MEMBER-IN-TRAINING TRUSTEE-ELECT
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Alik S. Widge, M.D., Ph.D.
I am running to be your next member-in-training (MIT) 
trustee because MITs are the most important voice in APA. 
We will be the most affected by every decision APA makes 
today, because we and our patients will face the consequences 
for our entire careers. APA will depend on our dues and advo-
cacy in the future, which means that APA needs to invest in 
supporting us now. In conversations with trainees nationwide, 
you have asked APA for better listening and communication, 
expanded mentoring/networking, and continued advocacy 
for trainees and patients. I have worked on all three during 

my past organized-medicine service, and would be honored to do so again as your rep-
resentative on the Board.

As a student at the University of Pittsburgh and Carnegie Mellon, I worked in high-
tech labs, free clinics, community and academic hospitals, a stand-alone psychiatric 
hospital, and a public-health organization in rural India. I saw the challenges facing 
psychiatry, but I also saw the tremendous power of organized physicians to overcome 
those challenges. I had the privilege of serving as chair of the AMA’s Medical Stu-
dent Section, on the board of the AMA’s Political Action Committee, and on numer-
ous policy and planning committees. I learned the complexities of the legislative pro-
cess and academic medicine, but more importantly, I learned to work collaboratively 
with my peers and with senior physicians. In all those groups, we built new channels 
to communicate with members and made our organizations more responsive, just as 
I hope to do within APA.

I currently represent MITs from Area 7 (the western U.S. and Canada) in the APA 
Assembly, which has introduced me to the challenge of communicating with many 
sparsely populated states. I also serve on the ACGME’s Psychiatry Residency Review 
Committee, which lets me learn from residents and fellows in programs of every size and 
focus. As MIT trustee-elect, I would continue those conversations and work to direct 
APA resources to the three areas you have identifi ed as priorities:

■ Improve communications to and from APA and our MITs.

■ Electronically (social networking, e-mail, and a better APA Web site) 
■ In person (MIT leaders holding “town-hall” events locally and at meetings) 

■ Expand mentoring/networking for MITs with diverse needs.
■ Developing state and local mentorship programs, for MITs interested in private 
and community psychiatry
■ Networking and social events at national meetings, for researchers and those 
interested in psychiatric subspecialties
■ Both the above plus better connections to other national groups, for underrep-
resented minorities within psychiatry 

■ Strengthen advocacy for MITs and our patients.
■ Work through the AMA to promote psychiatry’s value to other specialties and 
establish us as a “medical home” for our patients
■ Advocate for MITs’ access to employee benefi ts, child care, and duty-hour regu-
lations that recognize our unique needs
■ Actively promote access to psychiatric care and psychiatrists’ unique role in the 
mental health care team

I am grateful for the chance to serve and represent you this past year, and I ask for your 
support once more in order to continue being a strong voice for you and your patients. 

Primary Professional Activities and Sources of Income 

Professional Activities
100%—Psychiatry resident (research track), University of Washington Medical Cen-

ter/Harborview Medical Center/Seattle VA Medical Center
75%—Direct patient care
25%—Research (neurostimulation for treatment of severe mental illness)

Income 
100%—Psychiatry resident, University of Washington

Board of Trustees Statement
The proposed requirement of the ABPN for patient feedback is part of the 

American Board of Medical Specialties (ABMS) Maintenance of Certifi cation 
Program affecting all medical specialties, not just psychiatry. The ABPN will 
ask physicians to complete a small number of feedback evaluations over a 10-year 
period. Only the physician will see the evaluations and attest that evaluations have 
been completed. The ABPN will not receive or review any patient information.

The Ethics Committee of APA reviewed the ABPN/ABMS requirement and 
determined it did not violate APA’s Principles of Medical Ethics With Annotations Especially 
Applicable to Psychiatry. Requirements for patient satisfaction surveys, independent of 
certifi cation, are part of the health care reform bill.

 APA will continue to work closely with ABPN, ABMS, and other organizations to 
reduce unnecessary burdens that may be associated with MOC programs and to assure 
that such programs are consistent with high-quality patient care. 

Petitioner Statement
Our petition is not against soliciting patient feedback, but against the pernicious 

effect of an external mandate for it as a condition for maintaining certifi cation. 
This will damage the time-honored doctor-patient relationship. Patients may now 
think that their doctors are treating them nicely not because of their intrinsic 
worth or the doctor’s helpful nature, but because the doctor has to comply with 
an external agency requiring it. Distrustful patients might become even more 
distrustful. There is potential for ethical confl icts and damage to treatment by 
preferential treatment of a select few patients whose feedback the psychiatrist has 
decided to seek for his/her own benefi t (maintenance of certifi cation), distortion of 
transference, and adversely infl uencing prescriptions, limit settings, and discharge 
plans. Requiring 10 chart reviews, 10 peer reviews, and 10 patient reviews every 
three years is onerous. Any supposed benefi ts are questionable. Making too many 
demands on physicians’ time can impair performance.

The American Psychiatric Association was petitioned by APA members 
to hold a referendum on the issue of informing the American Board of 
Psychiatry and Neurology (ABPN) as follows regarding its proposed 
maintenance of certifi cation requirements. 

1) The patient feedback requirements for the purpose of reporting to the Board is unacceptable, as it creates ethical confl icts, and has the potential to damage treatment. 
2) The requirements other than a cognitive knowledge examination once in 10 years, regular participation in continuing medical education, and maintenance of 
licensure pose undue and unnecessary burden on psychiatrists. 

You will be asked to vote in favor of or against this statement on the ballot for APA’s 2011 election. The following are statements provided by APA’s Board of Trustees 
and the petitioners to explain their respective positions. Passage of a measure in a member referendum requires (a) valid ballots from at least 40 percent of the voting 
members, (b) the affi rmative vote of at least one-third of all the voting members of the Association, and (c) the affi rmative vote of a majority of those members who 
return a valid ballot.

REFERENDUM
MEMBER
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please see Shortage on page 39 

BY RICH DALY

Psychiatrists interested in participating in integrated care programs—
which are expected to dominate in medicine’s future—may find models 
emerging through large companies, insurers, or local governments.

Psychiatrists Can Have
Key Role in Care Model

government news

BY RICH DALY

The health care reform law will greatly expand access to health care, 
but steps have not been taken to increase the number of physicians in 
the future. People with mental illness could have a particularly difficult 
time getting the care they need.

More Insured Patients to Worsen
Critical Physician Shortage

T he shortage of physicians in the 
United States today has become 
even more acute with enactment of 

the health care reform law. While mil-
lions more patients will receive insurance, 
medical school and residency slots have not 
been substantially increased, leaving too 
few doctors to meet the increased demand 
for medical care. One effect of this immi-
nent development is an expected decrease in 
the amount of mental health care provided 
by primary care physicians, who will face 
ever-increasing demands for their time, say 
mental health advocates like John Bartlett, 
M.D., M.P.H., a psychiatrist and senior 
advisor for the Primary Care Initiative at 
the Carter Center in Atlanta.

 Primary care physicians now provide the 
majority of screening and treatment for psy-
chiatric illness, according to research fi nd-
ings from multiple studies. For example, the 
2005 and 2006 National Survey on Drug 
Use and Health, a nationally representa-
tive sampling, found 62 percent of adults 
who sought mental health care received it 
from their primary care physicians; 11 per-
cent received such care from another type 
of physician who also was not a psychiatrist. 

The expected nationwide shortage of 
physicians in coming years grew by 50 
percent following enactment of the health 

care reform law earlier this year, accord-
ing to new workforce projections by the 
Association of American Medical Colleges 
(AAMC). The nation will face an esti-
mated 62,900 physician shortfall in 2015 
and a 91,500 shortfall by 2020.

Those estimates are in line with other 
recent physician workforce projections, said 
APA Medical Director James H. Scully Jr., 
M.D., in an interview with Psychiatric News. 
Such expected physician shortfalls are a sharp 
departure from predictions of a physician 
surplus issued as recently as the mid-1990s. 

New Law Will Aggravate M.D. Shortage
The health care reform law’s provi-

sions that are expected to exacerbate the 
shortage include a requirement that all 
states offer Medicaid access by 2014 to 
any individual or family whose income is 
up to 133 percent of the federal poverty 
level ($14,404 for an individual and $29,327 
for a family of four in 2010), as well as the 
2014 requirement that insurers accept all 
applicants and that most Americans obtain 
health insurance. Although the projec-
tions were not broken down for all special-
ties, the shortage in the number of primary 
care physicians was expected to rise from 
9,000 in 2010 to 45,400 in 2020.

AAMC offi cials attributed the widen-
ing gap to a rapidly aging U.S. population 
in addition to the increased access that will 
follow implementation of the new health 
care law.

“The United States already was strug-
gling with a critical physician shortage, 
and the problem will only be exacerbated 
as 32 million Americans acquire health 
care coverage, and an additional 36 mil-
lion people enter Medicare,” according to 
an AAMC statement issued with the new 
projections in late October.

Impact to Be Felt on Mental Health Care
The shortage of primary care phy-

sicians is expected especially to impact 
patients who need mental health care.

John Bartlett, M.D., says that both public and 
private insurers are expected to make a large 
investment in retraining physicians to better 
coordinate patient care with other clinicians.

A new type of medical orga-
nization is expected to rise 
to prominence in the com-
ing years and could impact 
many psychiat r ist s and 

other small- and solo-practice physicians.
Accountable care organizations (ACOs) 

aim to coordinate care among multiple 
clinicians treating the same patients for 
varying conditions, improve patients’ 
clinical outcomes, and lower the cost of 
that care. The movement to shift physi-
cians away from independently operating 
solo or small practices to large practices or 
physician-hospital partnerships is being 
driven by the new health care reform law, 
private insurers, and an expected decline 
in reimbursements.

John McIntyre, M.D., a member of the 
AMA’s Council on Medical Service (CMS) 
and a former APA president, said the AMA 
is working to identify ways that coming 
ACO regulations could keep that payment 

model from “squeezing out” small and solo 
practitioners in favor of large practices and 
hospital-led groups.

But even with better protections under 
the ACO system, small- and solo-practice 
psychiatrists will need to better integrate 
their patient care with that provided by other 
physicians, because all public and private 
payment systems are moving to reward such 
integration, McIntyre told Psychiatric News.

Integration “is now the exception rather 
than the rule among psychiatrists,” he said.

APA plans to advise psychiatrists dur-
ing the transition to this new model, 
McIntyre noted. For instance, in Septem-
ber APA’s Board of Trustees approved a 
position statement calling for increased 
coordination of care between psychiatrists 
and primary care physicians. The need 
for such integration was demonstrated by 
research estimating that 25 percent of the 
patients of primary care physicians have 
comorbid and diagnosable psychiatric dis-

orders and would benefi t from psychiat-
ric and integrated care. The gap between 
the episodes of treatment provided by psy-
chiatrists and the estimated patient need is 
more than 368,000 annual visits.

“These individual visits are rarely, if 
ever, identifi ed and addressed in the cur-
rent fragmented health system . . . ,” said 
the APA position statement. “The integra-
tion of psychiatric care and primary care 
has consistently been demonstrated [in 
numerous randomized, controlled trials] to 
enhance access, improve quality, enhance 
individual outcomes, and diminish costs.”

Better patient care coordination by psy-
chiatrists and other physicians, according to 
research summarized in the position state-
ment, would improve patient health and 
lower costs stemming from untreated men-
tal illness. The position statement urges 
changes in state and federal laws and regula-
tions to encourage greater collaboration and 
integration of psychiatry and primary care.

Karen Sanders, associate director for 
publically funded services in APA’s Offi ce 
of Healthcare Systems and Financing, said 
psychiatrists have recently begun asking 
her and organizations long focused on 
integrated care models about how they 
might fi t into such programs.

“Up until now psychiatrists have been 
noticeably absent [from discussions about 
increasing integrated care], so psycholo-
gists have been fi lling the gap,” she told 
Psychiatric News.

APA Launches List Serve  
To support psychiatrists interested in 

integrated care programs, APA recently 
launched a list serve focused on distributing 
and exchanging related information among 
members. By early November, the list serve 
had attracted more than 20 psychiatrists.

Psychiatrists also have begun to attend 
meetings of national groups focused 
on integrated care, such as the Patient 
Centered Primary Care Collaborative 
(PCPCC), which is a coalition of employ-
ers, insurers, physicians, and patient advo-
cates focused on improving quality and 
lowering costs. Such groups have long been 
dominated by primary care physicians, and 
as a result, many of the integrated care pro-
grams in private and public insurance will 
be designed around those clinicians.

Psychiatrists may qualify as the des-
ignated physician coordinating all of a 
patient’s care in some of these health 
care systems. For example, through the 
new health care reform law’s initiative to 
encourage integrated care groups, such as 
medical homes, individual psychiatrists 
can qualify as the central primary care 
providers to patients with serious and per-
sistent mental illness. However, psychi-
atrists can attain that status only if they 
meet specifi c standards, which will be 
spelled out in future regulations.

Many psychiatrists, Sanders said, may 
better fi t into ACOs created by the health 
care reform law to receive much higher 
reimbursements in exchange for improv-
ing care while lowering costs. These orga-
nizations, likely either physician networks 
or physician and hospital partnerships, 
will be more clearly detailed in future fed-
eral regulations. 

ACO Examples Emerging
Some private insurers and employers are 

already funding their own versions of ACOs. 
One example that includes psychiatrists is the 
Care Community of North Carolina. This 
organization has used aspects of a medical-
home model to assign patients to a primary 
care physician, who then coordinates any 
care needed from other specialists. The orga-
nization also includes extra support, such as 
nurses on call to handle patient inquiries or 
emergencies and to decide whether a patient’s 
condition requires a physician’s attention.

“So there are models where providers can 
be loosely affi liated but still be linked in so 
that they can improve care through health 
information technology [HIT] improve-
ment [and] performance-measurement 
initiatives and still be able to change the 
payment model from one that is more fee-
for-service based to one that is value based,” 
said Mark Zezza, Ph.D., a research director 
at the Engelberg Center for Health Reform 
at the Brookings Institution, in an interview.

Medicare’s initial pilot ACO must 
launch by the beginning of 2012, likely fol-
lowed by an expansion throughout Medi-
care several years later. Medicare will pay 
ACOs through a global budget. ACOs that 
are able to meet quality-of-care indicators 
while fi nding ways to hold down overall 
costs can divide the remaining funds among 
their members as profi t. ACO-driven pay-
ment models are intended to replace the 
existing fee-for-service payment system 
by paying their physician members for all 
the health needs of a set number of patients 

please see ACOs on page 39 
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In adults with MDD and Generalized 

Anxiety Disorder (GAD)1

In adolescents aged 12 to 17 with 

Major Depressive Disorder (MDD)1 

Treat your patients with 
the demonstrated effi cacy 
of LEXAPRO1-5

WARNING: SUICIDALITY AND ANTIDEPRESSANT DRUGS 

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

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

Proven effi cacy in MDD in 

adolescents aged 12 to 17,* 

and in MDD and GAD in adults
1-5

•  Signifi cantly improved MDD 
symptoms in adolescents2 

There is no generic 
available for LEXAPRO

IMPORTANT SAFETY INFORMATION (continued)

Contraindications

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

 Lexapro is contraindicated in patients taking pimozide • 
or with hypersensitivity to escitalopram or citalopram. 

Warnings and Precautions

 All patients treated with antidepressants should be • 
monitored appropriately and observed closely for clinical 
worsening, suicidality and unusual changes in behavior, 
especially within the fi rst few months of treatment or 
when changing the dose. Consideration should be 
given to changing the therapeutic regimen, including 
discontinuing medication, in patients whose depression 
is persistently worse, who are experiencing emergent 
suicidality or symptoms that might be precursors to 
worsening depression or suicidality, especially if these 
symptoms are severe, abrupt in onset, or were not part 
of the patient’s presenting symptoms. Families and 
caregivers of patients treated with antidepressants 
should be alerted about the need to monitor patients 
daily for the emergence of agitation, irritability, unusual 
changes in behavior, or the emergence of suicidality, 
and report such symptoms immediately. Prescriptions 
for Lexapro should be written for the smallest quantity 
of tablets, consistent with good patient management, in 
order to reduce the risk of overdose. 

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

* LEXAPRO is indicated as an integral part of a total treatment program for MDD. Drug treatment may not be indicated 
for all adolescents with this syndrome.
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•  Signifi cantly higher rates of response and remission 
vs placebo in MDD and GAD in adults4,5

disturbances (e.g., paresthesias), anxiety, confusion, 
headache, lethargy, emotional lability, insomnia and 
hypomania. A gradual dose reduction rather than abrupt 
cessation is recommended whenever possible.

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

Please see Boxed Warning on fi rst page and additional 
Important Safety Information on next page. 

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

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

 Patients should be monitored for adverse reactions • 
when discontinuing treatment with Lexapro. During 
marketing of Lexapro and other SSRIs and SNRIs, 
there have been spontaneous reports of adverse 
events occurring upon discontinuation, including 
dysphoric mood, irritability, agitation, dizziness, sensory Visit the LEXAPRO website at www.lexapro.com
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Warnings and Precautions (continued)

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

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

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

 For pregnant or nursing mothers, Lexapro should be • 
used only if the potential benefi t justifi es the potential 
risk to the fetus or child.

Adverse Reactions

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

 In clinical trials of GAD, the most common adverse reactions • 
in adults treated with Lexapro (approximately 5% or greater 
and at least twice the incidence of placebo) were nausea 
(18% vs 8%), ejaculation disorder (14% vs 2%), insomnia 
(12% vs 6%), fatigue (8% vs 2%), decreased libido (7% vs 
2%) and anorgasmia (6% vs <1%).  

Please see accompanying brief summary of Prescribing 

Information for LEXAPRO, including Boxed Warning.

Visit the LEXAPRO website at www.lexapro.com
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LEXAPRO: Proven effi cacy in MDD in adolescents 

aged 12 to 17, and in MDD and GAD in adults1-5
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LEXAPRO® (escitalopram oxalate) TABLETS/ORAL SOLUTION Rx Only
Brief Summary: For complete details, please see full Prescribing Information for Lexapro. 
WARNINGS: SUICIDALITY AND ANTIDEPRESSANT DRUGS
Antidepressants increased the risk compared to placebo of suicidal thinking and behavior (suicidality) in
children, adolescents, and young adults in short-term studies of major depressive disorder (MDD) and
other psychiatric disorders. Anyone considering the use of Lexapro or any other antidepressant in a
child, adolescent, or young adult must balance this risk with the clinical need. Short-term studies did not
show an increase in the risk of suicidality with antidepressants compared to placebo in adults beyond
age 24; there was a reduction in risk with antidepressants compared to placebo in adults aged 65 and
older. Depression and certain other psychiatric disorders are themselves associated with increases in
the risk of suicide. Patients of all ages who are started on anti depressant therapy should be monitored
appropriately and observed closely for clinical worsening, suicidality, or unusual changes in behavior.
Families and caregivers should be advised of the need for close observation and communication with the
prescriber. Lexapro is not approved for use in pediatric patients less than 12 years of age. [See Warnings
and Precautions: Clinical Worsening and Suicide Risk, Patient Counseling Information: Information for
Patients, and Used in Specific Populations: Pediatric Use].

INDICATIONS AND USAGE: Major Depressive Disorder-Lexapro (escitalopram) is indicated for the acute
and maintenance treatment of major depressive disorder in adults and in adolescents 12 to 17 years of age
[see Clinical Studies]. A major depressive episode (DSM-IV) implies a prominent and relatively persistent
(nearly every day for at least 2 weeks) depressed or dysphoric mood that usually interferes with daily func-
tioning, and includes at least five of the following nine symptoms: depressed mood, loss of interest in usual
activities, significant change in weight and/or appetite, insomnia or hypersomnia, psychomotor agitation or
retardation, increased fatigue, feelings of guilt or worthlessness, slowed thinking or impaired concentration,
a suicide attempt or suicidal ideation. Generalized Anxiety Disorder-Lexapro is indicated for the acute treat-
ment of Generalized Anxiety Disorder (GAD) in adults [see Clinical Studies]. Generalized Anxiety Disorder
(DSM-IV) is characterized by excessive anxiety and worry (apprehensive expectation) that is persistent for 
at least 6 months and which the person finds difficult to control. It must be associated with at least 3 of 
the following symptoms: restlessness or feeling keyed up or on edge, being easily fatigued, difficulty 
concentrating or mind going blank, irritability, muscle tension, and sleep disturbance. 
CONTRAINDICATIONS: Monoamine oxidase inhibitors (MAOIs)-Concomitant use in patients taking
monoamine oxidase inhibitors (MAOIs) is contraindicated [see Warnings and Precautions]. Pimozide-
Concomitant use in patients taking pimozide is contraindicated [see Drug Interactions]. Hypersensitivity to
escitalopram or citalopram-Lexapro is contraindicated in patients with a hypersensitivity to escitalopram or
citalopram or any of the inactive ingredients in Lexapro. 
WARNINGS AND PRECAUTIONS: Clinical Worsening and Suicide Risk-Patients with major depressive dis-
order (MDD), both adult and pediatric, may experience worsening of their depression and/or the emergence
of suicidal ideation and behavior (suicidality) or unusual changes in behavior, whether or not they are taking
antidepressant medications, and this risk may persist until significant remission occurs. Suicide is a known
risk of depression and certain other psychiatric disorders, and these disorders themselves are the strongest
predictors of suicide. There has been a long-standing concern, however, that antidepressants may have a role
in inducing worsening of depression and the emergence of suicidality in certain patients during the early
phases of treatment. Pooled analyses of short-term placebo-controlled trials of antidepressant drugs (SSRIs
and others) showed that these drugs increase the risk of suicidal thinking and behavior (suicidality) in 
children, adolescents, and young adults (ages 18-24) with major depressive disorder (MDD) and other 
psychiatric disorders. Short-term studies did not show an increase in the risk of suicidality with antidepres-
sants compared to placebo in adults beyond age 24; there was a reduction with anti depressants compared
to placebo in adults aged 65 and older. The pooled analyses of placebo-controlled trials in children and 
adolescents with MDD, obsessive compulsive disorder (OCD), or other psychiatric disorders included a total
of 24 short-term trials of 9 antidepressant drugs in over 4400 patients. The pooled analyses of placebo-
controlled trials in adults with MDD or other psychiatric disorders included a total of 295 short-term trials
(median duration of 2 months) of 11 antidepressant drugs in over 77,000 patients. There was considerable 
variation in risk of suicidality among drugs, but a tendency toward an increase in the younger patients for
almost all drugs studied. There were differences in absolute risk of suicidality across the different indications,
with the highest incidence in MDD. The risk differences (drug vs. placebo), however, were relatively stable
within age strata and across indications. These risk differences (drug-placebo difference in the number of
cases of suicidality per 1000 patients treated) are provided in Table 1.

TABLE 1
Age Range Drug-Placebo Difference in Number of Cases 

of Suicidality per 1000 Patients Treated
Increases Compared to Placebo

<18 14 additional cases
18-24 5 additional cases 

Decreases Compared to Placebo 
25-64 1 fewer case 

65 6 fewer cases 

No suicides occurred in any of the pediatric trials. There were suicides in the adult trials, but the 
number was not sufficient to reach any conclusion about drug effect on suicide. It is unknown whether the
suicidality risk extends to longer-term use, i.e., beyond several months. However, there is substantial evi-
dence from placebo-controlled maintenance trials in adults with depression that the use of antidepressants
can delay the recurrence of depression. All patients being treated with antidepressants for any indication
should be monitored appropriately and observed closely for clinical worsening, suicidality, and unusual
changes in behavior, especially during the initial few months of a course of drug therapy, or at times of dose
changes, either increases or decreases. The following symptoms, anxiety, agitation, panic attacks, insomnia,
irritability, hostility, aggressiveness, impulsivity, akathisia (psychomotor restlessness), hypomania, and
mania, have been reported in adult and pediatric patients being treated with antidepressants for major
depressive disorder as well as for other indications, both psychiatric and nonpsychiatric. Although a causal
link between the emergence of such symptoms and either the worsening of depression and/or the emergence
of suicidal impulses has not been established, there is concern that such symptoms may represent precur-
sors to emerging suicidality. Consideration should be given to changing the therapeutic regimen, including
possibly discontinuing the medication, in patients whose depression is persistently worse, or who are expe-
riencing emergent suicidality or symptoms that might be precursors to worsening depression or suicidality,
especially if these symptoms are severe, abrupt in onset, or were not part of the patient’s presenting symp-
toms. If the decision has been made to discontinue treatment, medication should be tapered, as rapidly as is
feasible, but with recognition that abrupt discontinuation can be associated with certain symptoms [see
Dosage and Administration]. Families and caregivers of patients being treated with antidepressants for major
depressive disorder or other indications, both psychiatric and nonpsychiatric, should be alerted about the
need to monitor patients for the emergence of agitation, irritability, unusual changes in behavior, and the
other symptoms described above, as well as the emergence of suicidality, and to report such symptoms
immediately to health care providers. Such monitoring should include daily observation by families and 
caregivers [see also Patient Counseling Information]. Prescriptions for Lexapro should be written for the
smallest quantity of tablets consistent with good patient management, in order to reduce the risk of over-
dose. Screening Patients for Bipolar Disorder-A major depressive episode may be the initial presentation of
bipolar disorder. It is generally believed (though not established in controlled trials) that treating such an
episode with an antidepressant alone may increase the likelihood of precipitation of a mixed/manic episode
in patients at risk for bipolar disorder. Whether any of the symptoms described above represent such a 
conversion is unknown. However, prior to initiating treatment with an antidepressant, patients with depres-
sive symptoms should be adequately screened to determine if they are at risk for bipolar disorder; such
screening should include a detailed psychiatric history, including a family history of suicide, bipolar disorder,
and depression. It should be noted that Lexapro is not approved for use in treating bipolar depression.
Serotonin Syndrome or Neuroleptic Malignant Syndrome (NMS)-like Reactions-The development of 
a potentially life-threatening serotonin syndrome or Neuroleptic Malignant Syndrome (NMS)-like reactions
have been reported with SNRIs and SSRIs alone, including Lexapro treatment, but particularly with concomi-
tant use of serotonergic drugs (including triptans) with drugs which impair metabolism of serotonin
(including MAOIs), or with anti psychotics or other dopamine antagonists. Serotonin syndrome symptoms
may include mental status changes (e.g., agitation, hallucinations, coma), autonomic instability (e.g., tachy-
cardia, labile blood pressure, hyperthermia), neuromuscular aberrations (e.g., hyperreflexia, incoordination)
and/or gastrointestinal symptoms (e.g., nausea, vomiting, diarrhea). Serotonin syndrome, in its most severe
form can resemble neuroleptic malignant syndrome, which includes hyperthermia, muscle rigidity, autonomic
instability with possible rapid fluctuation of vital signs, and mental status changes. Patients should be moni-
tored for the emergence of serotonin syndrome or NMS-like signs and symptoms. The concomitant use of
Lexapro with MAOIs intended to treat depression is contraindicated. If concomitant treatment of Lexapro with
a 5-hydroxytryptamine receptor agonist (triptan) is clinically warranted, careful observation of the patient is
advised, particularly during treatment initiation and dose increases. The concomitant use of Lexapro with sero-

tonin precursors (such as tryptophan) is not recommended. Treatment with Lexapro and any concomitant
serotonergic or antidopaminergic agents, including antipsychotics, should be discontinued immediately if the
above events occur and supportive symptomatic treatment should be initiated. Discontinuation of Treatment
with Lexapro-During marketing of Lexapro and other SSRIs and SNRIs (serotonin and norepinephrine reup-
take inhibitors), there have been spontaneous reports of adverse events occurring upon discontinuation of
these drugs, particularly when abrupt, including the following: dysphoric mood, irritability, agitation, dizzi-
ness, sensory disturbances (e.g., paresthesias such as electric shock sensations), anxiety, confusion,
headache, lethargy, emotional lability, insomnia, and hypomania. While these events are generally self-limit-
ing, there have been reports of serious discontinuation symptoms. Patients should be monitored for these
symptoms when discontinuing treatment with Lexapro. A gradual reduction in the dose rather than abrupt
cessation is recommended whenever possible. If intolerable symptoms occur following a decrease in the
dose or upon discontinuation of treatment, then resuming the previously prescribed dose may be consid-
ered. Subsequently, the physician may continue decreasing the dose but at a more gradual rate [see Dosage
and Administration]. Seizures-Although anticonvulsant effects of racemic citalopram have been observed in
animal studies, Lexapro has not been systematically evaluated in patients with a seizure disorder. These
patients were excluded from clinical studies during the product’s premarketing testing. In clinical trials of
Lexapro, cases of convulsion have been reported in association with Lexapro treatment. Like other drugs
effective in the treatment of major depressive disorder, Lexapro should be introduced with care in patients
with a history of seizure disorder. Activation of Mania/Hypomania-In placebo-controlled trials of Lexapro in
major depressive disorder, activation of mania/hypomania was reported in one (0.1%) of 715 patients treat-
ed with Lexapro and in none of the 592 patients treated with placebo. One additional case of hypomania has
been reported in association with Lexapro treatment. Activation of mania/hypomania has also been reported
in a small proportion of patients with major affective disorders treated with racemic citalopram and other
marketed drugs effective in the treatment of major depressive disorder. As with all drugs effective in the treat-
ment of major depressive disorder, Lexapro should be used cautiously in patients with a history of mania.
Hyponatremia-Hyponatremia may occur as a result of treatment with SSRIs and SNRIs, including Lexapro.
In many cases, this hyponatremia appears to be the result of the syndrome of inappropriate antidiuretic hor-
mone secretion (SIADH), and was reversible when Lexapro was discontinued. Cases with serum sodium
lower than 110 mmol/L have been reported. Elderly patients may be at greater risk of developing hypona-
tremia with SSRIs and SNRIs. Also, patients taking diuretics or who are otherwise volume depleted may be
at greater risk [see Geriatric Use]. Discontinuation of Lexapro should be considered in patients with symp-
tomatic hyponatremia and appropriate medical intervention should be instituted. Signs and symptoms of
hyponatremia include headache, difficulty concentrating, memory impairment, confusion, weakness, and
unsteadiness, which may lead to falls. Signs and symptoms associated with more severe and/or acute cases
have included hallucination, syncope, seizure, coma, respiratory arrest, and death. Abnormal Bleeding-
SSRIs and SNRIs, including Lexapro, may increase the risk of bleeding events. Concomitant use of aspirin,
nonsteroidal anti-inflammatory drugs, warfarin, and other anticoagulants may add to the risk. Case reports
and epidemiological studies (case-control and cohort design) have demonstrated an association between use
of drugs that interfere with serotonin reuptake and the occurrence of gastrointestinal bleeding. Bleeding
events related to SSRIs and SNRIs use have ranged from ecchymoses, hematomas, epistaxis, and petechi-
ae to life-threatening hemorrhages. Patients should be cautioned about the risk of bleeding associated with
the concomitant use of Lexapro and NSAIDs, aspirin, or other drugs that affect coagulation. Interference
with Cognitive and Motor Performance-In a study in normal volunteers, Lexapro 10 mg/day did not produce
impairment of intellectual function or psychomotor performance. Because any psychoactive drug may impair
judgment, thinking, or motor skills, however, patients should be cautioned about operating hazardous
machinery, including automobiles, until they are reasonably certain that Lexapro therapy does not affect their
ability to engage in such activities. Use in Patients with Concomitant Illness-Clinical experience with
Lexapro in patients with certain concomitant systemic illnesses is limited. Caution is advisable in using
Lexapro in patients with diseases or conditions that produce altered metabolism or hemodynamic respons-
es. Lexapro has not been systematically evaluated in patients with a recent history of myocardial infarction
or unstable heart disease. Patients with these diagnoses were generally excluded from clinical studies dur-
ing the product’s premarketing testing. In subjects with hepatic impairment, clearance of racemic citalopram
was decreased and plasma concentrations were increased. The recommended dose of Lexapro in hepatical-
ly impaired patients is 10 mg/day [see Dosage and Administration]. Because escitalopram is extensively
metabolized, excretion of unchanged drug in urine is a minor route of elimination. Until adequate numbers
of patients with severe renal impairment have been evaluated during chronic treatment with Lexapro, how-
ever, it should be used with caution in such patients [see Dosage and Administration]. Potential for
Interaction with Monoamine Oxidase Inhibitors-In patients receiving serotonin reuptake inhibitor drugs in
combination with a monoamine oxidase inhibitor (MAOI), there have been reports of serious, sometimes
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fatal, reactions including hyperthermia, rigidity, myoclonus, autonomic instability with possible rapid fluctu-
ations of vital signs, and mental status changes that include extreme agitation progressing to delirium and
coma. These reactions have also been reported in patients who have recently discontinued SSRI treatment
and have been started on an MAOI. Some cases presented with features resembling neuroleptic malignant
syndrome. Furthermore, limited animal data on the effects of combined use of SSRIs and MAOIs suggest
that these drugs may act synergistically to elevate blood pressure and evoke behavioral excitation. Therefore,
it is recommended that Lexapro should not be used in combination with an MAOI, or within 14 days of dis-
continuing treatment with an MAOI. Similarly, at least 14 days should be allowed after stopping Lexapro
before starting an MAOI. Serotonin syndrome has been reported in two patients who were concomitantly
receiving linezolid, an antibiotic which is a reversible non-selective MAOI.
ADVERSE REACTIONS: Clinical Trials Experience-Because clinical studies are conducted under widely vary-
ing conditions, adverse reaction rates observed in the clinical studies of a drug cannot be directly compared
to rates in the clinical studies of another drug and may not reflect the rates observed in practice. Clinical
Trial Data Sources; Pediatrics (6 -17 years)-Adverse events were collected in 576 pediatric patients (286
Lexapro, 290 placebo) with major depressive disorder in double-blind placebo-controlled studies. Safety and
effectiveness of Lexapro in pediatric patients less than 12 years of age has not been established. Adults-
Adverse events information for Lexapro was collected from 715 patients with major depressive disorder who
were exposed to escitalopram and from 592 patients who were exposed to placebo in double-blind, placebo-
controlled trials. An additional 284 patients with major depressive disorder were newly exposed to escitalo-
pram in open-label trials. The adverse event information for Lexapro in patients with GAD was collected from
429 patients exposed to escitalopram and from 427 patients exposed to placebo in double-blind, placebo-
controlled trials. Adverse events during exposure were obtained primarily by general inquiry and recorded by
clinical investigators using terminology of their own choosing. Consequently, it is not possible to provide a
meaningful estimate of the proportion of individuals experiencing adverse events without first grouping 
similar types of events into a smaller number of standardized event categories. In the tables and tabulations
that follow, standard World Health Organization (WHO) terminology has been used to classify reported
adverse events. The stated frequencies of adverse reactions represent the proportion of individuals who
experienced, at least once, a treatment-emergent adverse event of the type listed. An event was considered
treatment-emergent if it occurred for the first time or worsened while receiving therapy following baseline
evaluation. Adverse Events Associated with Discontinuation of Treatment; Major Depressive Disorder;
Pediatrics (6 -17 years)-Adverse events were associated with discontinuation of 3.5% of 286 patients receiv-
ing Lexapro and 1% of 290 patients receiving placebo. The most common adverse event (incidence at least
1% for Lexapro and greater than placebo) associated with discontinuation was insomnia (1% Lexapro, 0%
placebo). Adults-Among the 715 depressed patients who received Lexapro in placebo-controlled trials, 6%
discontinued treatment due to an adverse event, as compared to 2% of 592 patients receiving placebo. In
two fixed-dose studies, the rate of discontinuation for adverse events in patients receiving 10 mg/day
Lexapro was not significantly different from the rate of discontinuation for adverse events in patients receiv-
ing placebo. The rate of discontinuation for adverse events in patients assigned to a fixed dose of 20 mg/day
Lexapro was 10%, which was significantly different from the rate of discontinuation for adverse events in
patients receiving 10 mg/day Lexapro (4%) and placebo (3%). Adverse events that were associated with the
discontinuation of at least 1% of patients treated with Lexapro, and for which the rate was at least twice that
of placebo, were nausea (2%) and ejaculation disorder (2% of male patients). Generalized Anxiety Disorder;
Adults-Among the 429 GAD patients who received Lexapro 10-20 mg/day in placebo-controlled trials, 8%
discontinued treatment due to an adverse event, as compared to 4% of 427 patients receiving placebo.
Adverse events that were associated with the discontinuation of at least 1% of patients treated with Lexapro,
and for which the rate was at least twice the placebo rate, were nausea (2%), insomnia (1%), and fatigue
(1%). Incidence of Adverse Reactions in Placebo-Controlled Clinical Trials; Major Depressive Disorder;
Pediatrics (6 -17 years)-The overall profile of adverse reactions in pediatric patients was generally similar 
to that seen in adult studies, as shown in Table 2. However, the following adverse reactions (excluding 
those which appear in Table 2 and those for which the coded terms were uninformative or misleading) 
were reported at an incidence of at least 2% for Lexapro and greater than placebo: back pain, urinary 
tract infection, vomiting, and nasal congestion. Adults-The most commonly observed adverse reactions 
in Lexapro patients (incidence of approximately 5% or greater and approximately twice the incidence in
placebo patients) were insomnia, ejaculation disorder (primarily ejaculatory delay), nausea, sweating
increased, fatigue, and somnolence. Table 2 enumerates the incidence, rounded to the nearest percent, of
treatment-emergent adverse events that occurred among 715 depressed patients who received Lexapro at
doses ranging from 10 to 20 mg/day in placebo-controlled trials. Events included are those occurring in 2%
or more of patients treated with Lexapro and for which the incidence in patients treated with Lexapro was
greater than the incidence in placebo-treated patients. 

TABLE 2
Treatment-Emergent Adverse Reactions Observed with a Frequency of  2%

and Greater Than Placebo for Major Depressive Disorder
Adverse Reaction Lexapro Placebo

(N=715) (N=592)
Autonomic Nervous System Disorders
Dry Mouth 6% 5%
Sweating Increased 5% 2%
Central & Peripheral Nervous System Disorders
Dizziness 5% 3%
Gastrointestinal Disorders
Nausea 15% 7%
Diarrhea 8% 5%
Constipation 3% 1%
Indigestion 3% 1%
Abdominal Pain 2% 1%
General
Influenza-like Symptoms 5% 4%
Fatigue 5% 2%
Psychiatric Disorders
Insomnia 9% 4%
Somnolence 6% 2%
Appetite Decreased 3% 1%
Libido Decreased 3% 1%
Respiratory System Disorders
Rhinitis 5% 4%
Sinusitis 3% 2%
Urogenital
Ejaculation Disorder1,2 9% <1%
Impotence2 3% <1%
Anorgasmia3 2% <1%

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

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

TABLE 3
Treatment-Emergent Adverse Reactions Observed with a Frequency of  2% 

and Greater Than Placebo for Generalized Anxiety Disorder
Adverse Reactions Lexapro Placebo

(N=429) (N=427)
Autonomic Nervous System Disorders

Dry Mouth 9% 5%
Sweating Increased 4% 1%

Central & Peripheral Nervous System Disorders
Headache 24% 17%
Paresthesia 2% 1%

Gastrointestinal Disorders
Nausea 18% 8%
Diarrhea 8% 6%
Constipation 5% 4%
Indigestion 3% 2%
Vomiting 3% 1%
Abdominal Pain 2% 1%
Flatulence 2% 1%
Toothache 2% 0%

General
Fatigue 8% 2%
Influenza-like Symptoms 5% 4%

Musculoskeletal System Disorder
Neck/Shoulder Pain 3% 1%

Psychiatric Disorders
Somnolence 13% 7%
Insomnia 12% 6%
Libido Decreased 7% 2%
Dreaming Abnormal 3% 2%
Appetite Decreased 3% 1%
Lethargy 3% 1%

Respiratory System Disorders
Yawning 2% 1%

Urogenital
Ejaculation Disorder1,2 14% 2%
Anorgasmia3 6% <1%
Menstrual Disorder 2% 1%

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

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

TABLE 4
Incidence of Common Adverse Reactions in Patients with Major 

Depressive Disorder 
Adverse Reaction Placebo 10 mg/day 20 mg/day

(N=311) Lexapro Lexapro
(N=310) (N=125)

Insomnia 4% 7% 14%
Diarrhea 5% 6% 14%
Dry Mouth 3% 4% 9%
Somnolence 1% 4% 9%
Dizziness 2% 4% 7%
Sweating Increased <1% 3% 8%
Constipation 1% 3% 6%
Fatigue 2% 2% 6%
Indigestion 1% 2% 6%

Male and Female Sexual Dysfunction with SSRIs-Although changes in sexual desire, sexual performance,
and sexual satisfaction often occur as manifestations of a psychiatric disorder, they may also be a conse-
quence of pharmacologic treatment. In particular, some evidence suggests that SSRIs can cause such unto-
ward sexual experiences. Reliable estimates of the incidence and severity of untoward experiences involving
sexual desire, performance, and satisfaction are difficult to obtain, however, in part because patients and
physicians may be reluctant to discuss them. Accordingly, estimates of the incidence of untoward sexual
experience and performance cited in product labeling are likely to underestimate their actual incidence. 

TABLE 5
Incidence of Sexual Side Effects in Placebo-Controlled Clinical Trials

Adverse Event Lexapro Placebo
In Males Only

(N=407) (N=383)
Ejaculation Disorder
(primarily ejaculatory delay) 12% 1%
Libido Decreased 6% 2%
Impotence 2% <1%

In Females Only
(N=737) (N=636)

Libido Decreased 3% 1%
Anorgasmia 3% <1%

There are no adequately designed studies examining sexual dysfunction with escitalopram treatment.
Priapism has been reported with all SSRIs. While it is difficult to know the precise risk of sexual dysfunction
associated with the use of SSRIs, physicians should routinely inquire about such possible side effects. Vital
Sign Changes-Lexapro and placebo groups were compared with respect to (1) mean change from baseline
in vital signs (pulse, systolic blood pressure, and diastolic blood pressure) and (2) the incidence of patients
meeting criteria for potentially clinically significant changes from baseline in these variables. These analyses
did not reveal any clinically important changes in vital signs associated with Lexapro treatment. In addition,
a comparison of supine and standing vital sign measures in subjects receiving Lexapro indicated that
Lexapro treatment is not associated with orthostatic changes. Weight Changes-Patients treated with Lexapro
in controlled trials did not differ from placebo-treated patients with regard to clinically important change in
body weight. Laboratory Changes-Lexapro and placebo groups were compared with respect to (1) mean
change from baseline in various serum chemistry, hematology, and urinalysis variables, and (2) the incidence
of patients meeting criteria for potentially clinically significant changes from baseline in these variables.
These analyses revealed no clinically important changes in laboratory test parameters associated with
Lexapro treatment. ECG Changes-Electrocardiograms from Lexapro (N=625), racemic citalopram (N=351),
and placebo (N=527) groups were compared with respect to (1) mean change from baseline in various ECG
parameters and (2) the incidence of patients meeting criteria for potentially clinically significant changes from
baseline in these variables. These analyses revealed (1) a decrease in heart rate of 2.2 bpm for Lexapro and
2.7 bpm for racemic citalopram, compared to an increase of 0.3 bpm for placebo and (2) an increase in QTc
interval of 3.9 msec for Lexapro and 3.7 msec for racemic citalopram, compared to 0.5 msec for placebo.
Neither Lexapro nor racemic citalopram were associated with the development of clinically significant ECG
abnormalities. Other Reactions Observed During the Premarketing Evaluation of Lexapro-Following is a list
of treatment-emergent adverse events, as defined in the introduction to the ADVERSE REACTIONS section,
reported by the 1428 patients treated with Lexapro for periods of up to one year in double-blind or open-label
clinical trials during its premarketing evaluation. The listing does not include those events already listed 
in Tables 2 & 3, those events for which a drug cause was remote and at a rate less than 1% or lower than
placebo, those events which were so general as to be uninformative, and those events reported only once
which did not have a substantial probability of being acutely life threatening. Events are categorized by body
system. Events of major clinical importance are described in the Warnings and Precautions section.
Cardiovascular - hypertension, palpitation. Central and Peripheral Nervous System Disorders - light-headed
feeling, migraine. Gastrointestinal Disorders - abdominal cramp, heartburn, gastroenteritis. General - allergy,
chest pain, fever, hot flushes, pain in limb. Metabolic and Nutritional Disorders - increased weight.
Musculoskeletal System Disorders - arthralgia, myalgia jaw stiffness. Psychiatric Disorders - appetite
increased, concentration impaired, irritability. Reproductive Disorders/Female - menstrual cramps, menstrual
disorder. Respiratory System Disorders - bronchitis, coughing, nasal congestion, sinus congestion, sinus
headache. Skin and Appendages Disorders - rash. Special Senses - vision blurred, tinnitus. Urinary System
Disorders - urinary frequency, urinary tract infection. Post-Marketing Experience; Adverse Reactions
Reported Subsequent to the Marketing of Escitalopram-The following additional adverse reactions have
been identified from spontaneous reports of escitalopram received worldwide. These adverse reactions have
been chosen for inclusion because of a combination of seriousness, frequency of reporting, or potential
causal connection to escitalopram and have not been listed elsewhere in labeling. However, because these
adverse reactions were reported voluntarily from a population of uncertain size, it is not always possible to 
reliably estimate their frequency or establish a causal relationship to drug exposure. These events include:
Blood and Lymphatic System Disorders: anemia, agranulocytis, aplastic anemia, hemolytic anemia, idiopathic
thrombocytopenia purpura, leukopenia, thrombocytopenia. Cardiac Disorders: atrial fibrillation, bradycardia,
cardiac failure, myocardial infarction, tachycardia, torsade de pointes, ventricular arrhythmia, ventricular tachy-
cardia. Ear and Labyrinth Disorders: vertigo Endocrine Disorders: diabetes mellitus, hyperprolactinemia,
SIADH. Eye Disorders: diplopia, glaucoma, mydriasis, visual disturbance. Gastrointestinal Disorders: dyspha-
gia, gastrointestinal hemorrhage, gastroesophageal reflux, pancreatitis, rectal hemorrhage. General Disorders
and Administration Site Conditions: abnormal gait, asthenia, edema, fall, feeling abnormal, malaise.
Hepatobiliary Disorders: fulminant hepatitis, hepatic failure, hepatic necrosis, hepatitis. Immune System
Disorders: allergic reaction, anaphylaxis. Investigations: bilirubin increased, decreased weight, electrocardio-
gram QT prolongation, hepatic enzymes increased, hypercholesterolemia, INR increased, prothrombin
decreased. Metabolism and Nutrition Disorders: hyperglycemia, hypoglycemia, hypokalemia, hyponatremia.
Musculoskeletal and Connective Tissue Disorders: muscle cramp, muscle stiffness, muscle weakness, rhab-
domyolysis. Nervous System Disorders: akathisia, amnesia, ataxia, choreoathetosis, cerebrovascular accident,
dysarthria, dyskinesia, dystonia, extrapyramidal disorders, grand mal seizures (or convulsions), hypoaesthe-
sia, myoclonus, nystagmus, Parkinsonism, restless legs, seizures, syncope, tardive dyskinesia, tremor.
Pregnancy, Puerperium and Perinatal Conditions: spontaneous abortion. Psychiatric Disorders: acute 
psychosis, aggression, agitation, anger, anxiety, apathy, completed suicide, confusion, depersonalization,
depression aggravated, delirium, delusion, disorientation, feeling unreal, hallucinations (visual and auditory),
mood swings, nervousness, nightmare, panic reaction, paranoia, restlessness, self-harm or thoughts of 
self-harm, suicide attempt, suicidal ideation, suicidal tendency. Renal and Urinary Disorders: acute renal 
failure, dysuria, urinary retention. Reproductive System and Breast Disorders: menorrhagia, priapism.
Respiratory, Thoracic and Mediastinal Disorders: dyspnea, epistaxis, pulmonary embolism, pulmonary 
hypertension of the newborn. Skin and Subcutaneous Tissue Disorders: alopecia, angioedema, dermatitis,
ecchymosis, erythema multiforme, photosensitivity reaction, Stevens Johnson Syndrome, toxic epidermal
necrolysis, urticaria. Vascular Disorders: deep vein thrombosis, flushing, hypertensive crisis, hypotension,
orthostatic hypotension, phlebitis, thrombosis. 
DRUG INTERACTIONS: Serotonergic Drugs-Based on the mechanism of action of SNRIs and SSRIs includ-
ing Lexapro, and the potential for serotonin syndrome, caution is advised when Lexapro is coadministered
with other drugs that may affect the serotonergic neurotransmitter systems, such as triptans, linezolid (an
antibiotic which is a reversible non-selective MAOI), lithium, tramadol, or St. John’s Wort [see Warnings and
Precautions]. The concomitant use of Lexapro with other SSRIs, SNRIs or tryptophan is not recommended.
Triptans-There have been rare postmarketing reports of serotonin syndrome with use of an SSRI and a 
triptan. If concomitant treatment of Lexapro with a triptan is clinically warranted, careful observation of 
the patient is advised, particularly during treatment initiation and dose increases [see Warnings and
Precautions]. CNS Drugs- Given the primary CNS effects of escitalopram, caution should be used when it is
taken in combination with other centrally acting drugs. Alcohol-Although Lexapro did not potentiate 
the cognitive and motor effects of alcohol in a clinical trial, as with other psycho tropic medications, the use
of alcohol by patients taking Lexapro is not recommended. Monoamine Oxidase Inhibitors (MAOIs)-
[see Contraindications and Warnings and Precautions]. Drugs That Interfere With Hemostasis (NSAIDs,
Aspirin, Warfarin, etc.)-Serotonin release by platelets plays an important role in hemostasis.
Epidemiological studies of the case-control and cohort design that have demonstrated an association
between use of psychotropic drugs that interfere with serotonin reuptake and the occurrence of upper 
gastrointestinal bleeding have also shown that concurrent use of an NSAID or aspirin may potentiate the risk
of bleeding. Altered anticoagulant effects, including increased bleeding, have been reported when SSRIs and
SNRIs are coadministered with warfarin. Patients receiving warfarin therapy should be carefully monitored
when Lexapro is initiated or discontinued. Cimetidine-In subjects who had received 21 days of 40 mg/day
racemic citalopram, combined administration of 400 mg/day cimetidine for 8 days resulted in an increase in
citalopram AUC and Cmax of 43% and 39%, respectively. The clinical significance of these findings is
unknown. Digoxin-In subjects who had received 21 days of 40 mg/day racemic citalopram, combined admin-
istration of citalopram and digoxin (single dose of 1 mg) did not significantly affect the pharmacokinetics of
either citalopram or digoxin. Lithium-Coadministration of racemic citalopram (40 mg/day for 10 days) and
lithium (30 mmol/day for 5 days) had no significant effect on the pharmacokinetics of citalopram or lithium.
Nevertheless, plasma lithium levels should be monitored with appropriate adjustment to the lithium dose in
accordance with standard clinical practice. Because lithium may enhance the serotonergic effects of escitalo-
pram, caution should be exercised when Lexapro and lithium are coadministered. Pimozide and Celexa-In
a controlled study, a single dose of pimozide 2 mg co-administered with racemic citalopram 40 mg given
once daily for 11 days was associated with a mean increase in QTc values of approximately 10 msec 
compared to pimozide given alone. Racemic citalopram did not alter the mean AUC or Cmax of pimozide. 
The mechanism of this pharmacodynamic interaction is not known. Sumatriptan-There have been rare 
postmarketing reports describing patients with weakness, hyperreflexia, and incoordination following the use
of an SSRI and sumatriptan. If concomitant treatment with sumatriptan and an SSRI (e.g., fluoxetine, fluvox-
amine, paroxetine, sertraline, citalopram, escitalopram) is clinically warranted, appropriate observation of the
patient is advised. Theophylline-Combined administration of racemic citalopram (40 mg/day for 21 days)
and the CYP1A2 substrate theophylline (single dose of 300 mg) did not affect the pharmacokinetics of 

theophylline. The effect of theophylline on the pharmacokinetics of citalopram was not evaluated. Warfarin-
Administration of 40 mg/day racemic citalopram for 21 days did not affect the pharmacokinetics of warfarin,
a CYP3A4 substrate. Prothrombin time was increased by 5%, the clinical significance of which is unknown.
Carbamazepine-Combined administration of racemic citalopram (40 mg/day for 14 days) and carba-
mazepine (titrated to 400 mg/day for 35 days) did not significantly affect the pharmacokinetics of 
carbamazepine, a CYP3A4 substrate. Although trough citalopram plasma levels were unaffected, given the
enzyme-inducing properties of carbamazepine, the possibility that carbamazepine might increase the 
clearance of escitalopram should be considered if the two drugs are coadministered. Triazolam-Combined
administration of racemic citalopram (titrated to 40 mg/day for 28 days) and the CYP3A4 substrate 
triazolam (single dose of 0.25 mg) did not significantly affect the pharmacokinetics of either citalopram or
triazolam. Ketoconazole-Combined administration of racemic citalopram (40 mg) and ketoconazole 
(200 mg), a potent CYP3A4 inhibitor, decreased the Cmax and AUC of ketoconazole by 21% and 10%, 
respectively, and did not significantly affect the pharmacokinetics of citalopram. Ritonavir-Combined admin-
istration of a single dose of ritonavir (600 mg), both a CYP3A4 substrate and a potent inhibitor of CYP3A4,
and escitalopram (20 mg) did not affect the pharmacokinetics of either ritonavir or escitalopram. CYP3A4
and -2C19 Inhibitors-In vitro studies indicated that CYP3A4 and -2C19 are the primary enzymes involved in
the metabolism of escitalopram. However, coadministration of escitalopram (20 mg) and ritonavir (600 mg),
a potent inhibitor of CYP3A4, did not significantly affect the pharmacokinetics of escitalopram. Because esc-
italopram is metabolized by multiple enzyme systems, inhibition of a single enzyme may not appreciably
decrease escitalopram clearance. Drugs Metabolized by Cytochrome P4502D6-In vitro studies did not reveal
an inhibitory effect of escitalopram on CYP2D6. In addition, steady state levels of racemic citalopram were
not significantly different in poor metabolizers and extensive CYP2D6 metabolizers after multiple-dose
administration of citalopram, suggesting that coadministration, with escitalopram, of a drug that inhibits
CYP2D6, is unlikely to have clinically significant effects on escitalopram metabolism. However, there are 
limited in vivo data suggesting a modest CYP2D6 inhibitory effect for escitalopram, i.e., coadministration of
escitalopram (20 mg/day for 21 days) with the tricyclic antidepressant desipramine (single dose of 50 mg),
a substrate for CYP2D6, resulted in a 40% increase in Cmax and a 100% increase in AUC of desipramine. The
clinical significance of this finding is unknown. Nevertheless, caution is indicated in the coadministration of
escitalopram and drugs metabolized by CYP2D6. Metoprolol-Administration of 20 mg/day Lexapro 
for 21 days in healthy volunteers resulted in a 50% increase in Cmax and 82% increase in AUC of the beta-
adrenergic blocker metoprolol (given in a single dose of 100 mg). Increased metoprolol plasma levels have
been associated with decreased cardioselectivity. Coadministration of Lexapro and metoprolol had no 
clinically significant effects on blood pressure or heart rate. Electroconvulsive Therapy (ECT)-There are no
clinical studies of the combined use of ECT and escitalopram.
USE IN SPECIFIC POPULATIONS: Pregnancy; Pregnancy Category C-In a rat embryo/fetal development
study, oral administration of escitalopram (56, 112, or 150 mg/kg/day) to pregnant animals during the 
period of organogenesis resulted in decreased fetal body weight and associated delays in ossification at the
two higher doses (approximately  56 times the maximum recommended human dose [MRHD] of 20 mg/day
on a body surface area [mg/m2] basis). Maternal toxicity (clinical signs and decreased body weight gain and
food consumption), mild at 56 mg/kg/day, was present at all dose levels. The developmental no-effect dose
of 56 mg/kg/day is approximately 28 times the MRHD on a mg/m2 basis. No teratogenicity was observed at
any of the doses tested (as high as 75 times the MRHD on a mg/m2 basis). When female rats were treated
with escitalopram (6, 12, 24, or 48 mg/kg/day) during pregnancy and through weaning, slightly increased
offspring mortality and growth retardation were noted at 48 mg/kg/day which is approximately 24 times the
MRHD on a mg/m2 basis. Slight maternal toxicity (clinical signs and decreased body weight gain and food
consumption) was seen at this dose. Slightly increased offspring mortality was also seen at 24 mg/kg/day.
The no-effect dose was 12 mg/kg/day which is approximately 6 times the MRHD on a mg/m2 basis. In 
animal reproduction studies, racemic citalopram has been shown to have adverse effects on embryo/fetal
and postnatal development, including teratogenic effects, when administered at doses greater than human
therapeutic doses. In two rat embryo/fetal development studies, oral administration of racemic citalopram
(32, 56, or 112 mg/kg/day) to pregnant animals during the period of organogenesis resulted in decreased
embryo/fetal growth and survival and an increased incidence of fetal abnormalities (including cardiovascular
and skeletal defects) at the high dose. This dose was also associated with maternal toxicity (clinical signs,
decreased body weight gain). The developmental no-effect dose was 56 mg/kg/day. In a rabbit study, no
adverse effects on embryo/fetal development were observed at doses of racemic citalopram of up to 
16 mg/kg/day. Thus, teratogenic effects of racemic citalopram were observed at a maternally toxic dose in
the rat and were not observed in the rabbit. When female rats were treated with racemic citalopram (4.8,
12.8, or 32 mg/kg/day) from late gestation through weaning, increased offspring mortality during the first 
4 days after birth and persistent offspring growth retardation were observed at the highest dose. The no-
effect dose was 12.8 mg/kg/day. Similar effects on offspring mortality and growth were seen when dams
were treated throughout gestation and early lactation at doses  24 mg/kg/day. A no-effect dose was not
determined in that study. There are no adequate and well-controlled studies in pregnant women; therefore,
escitalopram should be used during pregnancy only if the potential benefit justifies the potential risk to the
fetus. Pregnancy-Nonteratogenic Effects-Neonates exposed to Lexapro and other SSRIs or SNRIs, late in 
the third trimester, have developed complications requiring prolonged hospitalization, respiratory support,
and tube feeding. Such complications can arise immediately upon delivery. Reported clinical findings have
included respiratory distress, cyanosis, apnea, seizures, temperature instability, feeding difficulty, vomiting,
hypoglycemia, hypotonia, hypertonia, hyperreflexia, tremor, jitteriness, irritability, and constant crying. These
features are consistent with either a direct toxic effect of SSRIs and SNRIs or, possibly, a drug discontinua-
tion syndrome. It should be noted that, in some cases, the clinical picture is consistent with serotonin 
syndrome [see Warnings and Precautions]. Infants exposed to SSRIs in late pregnancy may have an
increased risk for persistent pulmonary hypertension of the newborn (PPHN). PPHN occurs in 1-2 per 1000
live births in the general population and is associated with substantial neonatal morbidity and mortality. In a
retrospective, case-control study of 377 women whose infants were born with PPHN and 836 women whose
infants were born healthy, the risk for developing PPHN was approximately six-fold higher for infants
exposed to SSRIs after the 20th week of gestation compared to infants who had not been exposed to 
antidepressants during pregnancy. There is currently no corroborative evidence regarding the risk for PPHN
following exposure to SSRIs in pregnancy; this is the first study that has investigated the potential risk. The
study did not include enough cases with exposure to individual SSRIs to determine if all SSRIs posed 
similar levels of PPHN risk. When treating a pregnant woman with Lexapro during the third trimester, the
physician should carefully consider both the potential risks and benefits of treatment [see Dosage and
Administration]. Physicians should note that in a prospective longitudinal study of 201 women with a 
history of major depression who were euthymic at the beginning of pregnancy, women who discontinued
antidepressant medication during pregnancy were more likely to experience a relapse of major depression
than women who continued antidepressant medication. Labor and Delivery-The effect of Lexapro on labor
and delivery in humans is unknown. Nursing Mothers-Escitalopram is excreted in human breast milk.
Limited data from women taking 10-20 mg escitalopram showed that exclusively breast-fed infants receive
approximately 3.9% of the maternal weight-adjusted dose of escitalopram and 1.7% of the maternal 
weight-adjusted dose of desmethylcitalopram. There were two reports of infants experiencing excessive
somnolence, decreased feeding, and weight loss in association with breastfeeding from a racemic 
citalopram-treated mother; in one case, the infant was reported to recover completely upon discontinuation
of racemic citalopram by its mother and, in the second case, no follow-up information was available. Caution
should be exercised and breastfeeding infants should be observed for adverse reactions when Lexapro 
is administered to a nursing woman. Pediatric Use-Safety and effectiveness of Lexapro has not been 
established in pediatric patients (less than 12 years of age) with Major Depressive Disorder. Safety and effec-
tiveness of Lexapro has been established in adolescents (12 to 17 years of age) for the treatment of major
depressive disorder [see Clinical Studies]. Although maintenance efficacy in adolescent patients with Major
Depressive Disorder has not been systematically evaluated, maintenance efficacy can be extrapolated from
adult data along with comparisons of escitalopram pharmacokinetic parameters in adults and adolescent
patients. Safety and effectiveness of Lexapro has not been established in pediatric patients less than 18 years
of age with Generalized Anxiety Disorder. Geriatric Use-Approximately 6% of the 1144 patients receiving
escitalopram in controlled trials of Lexapro in major depressive disorder and GAD were 60 years of age or
older; elderly patients in these trials received daily doses of Lexapro between 10 and 20 mg. The number 
of elderly patients in these trials was insufficient to adequately assess for possible differential efficacy and
safety measures on the basis of age. Nevertheless, greater sensitivity of some elderly individuals to effects
of Lexapro cannot be ruled out. SSRIs and SNRIs, including Lexapro, have been associated with cases of
clinically significant hyponatremia in elderly patients, who may be at greater risk for this adverse event [see
Hyponatremia]. In two pharmacokinetic studies, escitalopram half-life was increased by approximately 50%
in elderly subjects as compared to young subjects and Cmax was unchanged [see Clinical Pharmacology]. 
10 mg/day is the recommended dose for elderly patients [see Dosage and Administration]. Of 4422 patients
in clinical studies of racemic citalopram, 1357 were 60 and over, 1034 were 65 and over, and 457 were 75
and over. No overall differences in safety or effectiveness were observed between these subjects and younger
subjects, and other reported clinical experience has not identified differences in responses between the 
elderly and younger patients, but again, greater sensitivity of some elderly individuals cannot be ruled out. 
DRUG ABUSE AND DEPENDENCE: Abuse and Dependence; Physical and Psychological Dependence-Animal
studies suggest that the abuse liability of racemic citalopram is low. Lexapro has not been systematically
studied in humans for its potential for abuse, tolerance, or physical dependence. The premarketing clinical
experience with Lexapro did not reveal any drug-seeking behavior. However, these observations were not 
systematic and it is not possible to predict on the basis of this limited experience the extent to which a 
CNS-active drug will be misused, diverted, and/or abused once marketed. Consequently, physicians should
carefully evaluate Lexapro patients for history of drug abuse and follow such patients closely, observing them
for signs of misuse or abuse (e.g., development of tolerance, incrementations of dose, drug-seeking behavior).
OVERDOSAGE: Human Experience-In clinical trials of escitalopram, there were reports of escitalopram 
overdose, including overdoses of up to 600 mg, with no associated fatalities. During the postmarketing 
evaluation of escitalopram, Lexapro overdoses involving overdoses of over 1000 mg have been reported. As
with other SSRIs, a fatal outcome in a patient who has taken an overdose of escitalopram has been rarely
reported. Symptoms most often accompanying escitalopram overdose, alone or in combination with other
drugs and/or alcohol, included convulsions, coma, dizziness, hypotension, insomnia, nausea, vomiting, sinus
tachycardia, somnolence, and ECG changes (including QT prolongation and very rare cases of torsade de
pointes). Acute renal failure has been very rarely reported accompanying overdose. Management of
Overdose-Establish and maintain an airway to ensure adequate ventilation and oxygenation. Gastric evacua-
tion by lavage and use of activated charcoal should be considered. Careful observation and cardiac and vital
sign monitoring are recommended, along with general symptomatic and supportive care. Due to the large
volume of distribution of escitalopram, forced diuresis, dialysis, hemoperfusion, and exchange transfusion
are unlikely to be of benefit. There are no specific antidotes for Lexapro. In managing overdosage, consider
the possibility of multiple-drug involvement. The physician should consider contacting a poison control 
center for additional information on the treatment of any overdose.
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BY RICH DALY

Under proprosed legislation, psychiatrists and other clinicians could 
forego obtaining liability insurance for care they provide as volunteers 
at community health centers.

Bill Would Have Government Pay
Malpractice Costs for Some M.D.s

government news

legal news

BY MARK MORAN

The amicus brief APA signed onto asserts that marriage confers emotional 
and psychological benefits denied to same-sex couples under Proposition 
8 and that the right to marry would benefit the children of such couples.

APA Joins Case to Overturn
Ban on Same-Sex Marriage

Psychiatrists and other physi-
cians volunteering their med-
ical expertise at community 
health centers might not need 
to worry about obtaining mal-

practice insurance if a federal legislative 
proposal to provide liability protection for 
such care becomes law.

However, the path to enactment for the 
Family Health Care Accessibility Act (HR 
1745), which was approved by a House of 
Representatives panel in July, could be 
complicated by new estimates that set its 
price tag at more than twice as high as 
originally thought. 

The Congressional Budget Offi ce 
released an estimate in September that 
concluded that the proposal would cost 

about $18 million over fi ve years, signifi -
cantly higher than its sponsors’ initial esti-
mates of $7.5 million over that time. The 
bill’s cost is based on estimates of the fed-
eral government’s paying for the defense 
of any clinician facing a lawsuit relating 
to care at a community health center and 
paying proven claims.

Even with the higher price tag, sup-
porters maintain that the legislation would 
bolster the substantial taxpayer saving 
already derived from these health centers. 
The federal government saves nearly $18 
billion a year by providing care through 
the health centers, instead of having to 
fund much more costly emergency-room 
care for indigent patients.

Moreover, supporters said they are 

still optimistic about its outlook for 
passage due to its bipartisan support—
unusual in the current Congress—and 
the increasingly important role of com-
munity health centers in providing care 
to indigent Americans. 

Rep. Tim Murphy (R-Pa.), a psycholo-
gist, sponsored the legislation and teamed 
up with Rep. Gene Green (D-Texas) to 
support physicians, especially retired 
ones, who want to volunteer to provide 
medical care at those health centers and 
may face substantial malpractice costs to 
do so, depending on their specialty area. 
Such costs can deter clinicians from vol-
unteer work.

“It is extremely important to the com-
munity health centers in my area and 
across the country to be able to bring on 
licensed medical practitioners willing to 
volunteer their time with the support of 
federal liability coverage,” said Green in a 
written statement.

Additionally, the centers have taken 
on a large and growing role in the pub-
lic health care safety net under the health 
care reform law enacted earlier this year. 
That measure increased funding for com-
munity health centers by $11 billion and 
required them to provide care for up 40 

million patients by 2015, which would dou-
ble their current capacity.

The measure would amend the Federal 
Tort Claims Act, which provides liability 
protection to employees and contractors of 
federally funded health centers because they 
are considered federal employees. That pro-
tection would be extended under the bill to 
clinicians who volunteer at the health centers.

“Although the amount of patients at 
community health centers is rapidly grow-
ing, the number of physicians available to 
treat these patients is decreasing,” Mur-
phy said after a subcommittee approved 
the legislation in July.

He pointed out that some community 
health centers report they are unable to 
fi ll up to 20 percent of their staff physi-
cian positions. Additionally, in 2009 more 
than 3,400 positions for primary care 
physicians were unfi lled, stressing a sys-
tem that is already far short of the capac-
ity needed to treat the low-income people 
who depend on these health centers—70 
percent of whom have incomes below the 
federal poverty level.

The health center legislation can 
be accessed at <http://thomas.loc.gov> 
by searching on the bill number, HR 
1745. ■

T here is no scientifi c basis for distin-
guishing between same-sex cou-
ples and heterosexual couples with 

respect to the legal rights, obligations, 
benefi ts, and burdens conferred by civil 
marriage, according to a brief signed by 
APA in support of plaintiffs seeking to 
overturn California’s Proposition 8, which 
banned same-sex marriage. 

The amicus curiae, or “friend of the 
court,” brief was fi led by attorneys for the 
American Psychological Association, with 
the support of APA, the California Psycho-
logical Association, and the American Asso-
ciation for Marriage and Family Therapy. 

The case at issue is Perry v. Schwarzeneg-
ger, a federal lawsuit fi led in the United 
States District Court for the Northern 
District of California challenging the con-
stitutionality of Proposition 8, a 2008 bal-
lot initiative that amended the California 
constitution to mandate that “only mar-
riage between a man and a woman is valid 
or recognized in California.”

This past August, Chief Judge Vaughn 
Walker ruled that Proposition 8 violated 
the due-process and equal-protection 
clauses of the 14th Amendment to the 
United States Constitution.

The case, awaiting appeal, has garnered 
nationwide attention, and a wide variety of 
organizations have fi led briefs in support 
of or against the plaintiffs.

The brief signed by APA asserts that 
marriage confers emotional, psychologi-
cal, and material benefi ts that are denied 
under Proposition 8 to same-sex couples. 

“[E]mpirical research demonstrates that 
marriage has distinct benefi ts that extend 
beyond the material necessities of life,” 
according to the brief. “As a legal institu-
tion, marriage also gives legally wed spouses 
access to a host of economic and social ben-
efi ts and obligations. Research [has estab-
lished] that both tangible and intangible 
elements of the marital relationship have 
important implications for the psychologi-
cal and physical health of married individ-
uals and for the relationship itself. Because 
they are denied the opportunity to marry, 
California partners in same-sex couples are 
denied these benefi ts.”

The brief also argues that homosexual-
ity is a normal expression of human sexu-
ality, that gay men and lesbians form sta-
ble relationships equivalent in essential 
aspects to heterosexual relationships, and 
that many same-sex couples are currently 
raising children who will benefi t if their 
parents are allowed to marry. 

“Allowing same-sex couples to legally 
marry will not have any detrimental effect 
on children raised in heterosexual house-
holds, but it will benefi t children being raised 
by same-sex couples,” the brief states. “First, 
those children will benefi t from having a 

clearly defi ned legal relationship with both 
of their de facto parents, particularly for those 
families that lack the means or wherewithal 
to complete a second-parent adoption. Such 
legal clarity is especially important during 
times of crisis, ranging from school and 
medical emergencies involving the child to 
the incapacity or death of a parent. 

“Second, children will benefi t from the 
greater stability and security that is likely 
to characterize their parents’ relationship 
when it is legally recognized through mar-
riage. Children benefi t when their parents 

are fi nancially secure, physically and psy-
chologically healthy, and not subjected 
to high levels of stress. They also benefi t 
when their parents’ relationship is stable 
and likely to endure. Thus, the children of 
same-sex couples can be expected to ben-
efi t when their parents have the legal right 
to marry.”

More information about the case, 
including the brief filed by APA and 
other organizations, is posted at <www.
ca9.uscourts.gov/content/view.php?pk_
id=0000000472>. ■

Hollywood
continued from page 13

professional news

Moreover, the media can contribute to 
both an unhealthy obsession with under-
weight media fi gures and a food-focused 
culture linked to the nation’s growing 
numbers of children who are overweight, 
according to Judy Shoenberg, senior 
researcher at the GSRI, at a Capitol Hill 
event on girls’ media images.

The issue also has surfaced in Con-
gress. Rep. Tammy Baldwin (D-Wis.) 
introduced legislation (HR 4925) last sum-
mer to fund an expansion of research on 
children’s portrayals in the media.

The EIC partnership with the Girl 
Scouts aims to complement the scouts’ 
other recent efforts in this area. The 
Girl Scouts recently partnered with the 
National Association of Broadcasters 
and the National Cable and Television 
Association to air a series of public-ser-
vice announcements that encourage girls 
and young women to “Watch What You 
Watch” and avoid unhealthy images and 

portrayals that reinforce negative stereo-
types about them.

The continued pop-culture perpet-
uation of unhealthy images of girls and 
women requires the existence of view-
ers who are willing to watch such tele-
vision, movie, and advertising images. 
To address the issue from the consumer 
side, the initiative also seeks to encourage 
women and girls to stop spending time 
and money on entertainment or products 
that feature images that are detrimen-
tal to their own health—whether those 
images are in the traditional entertain-
ment media or in the unfi ltered world 
of online content. Loss of audience will 
decrease their profi tability.

“We saw that with mental illness, where 
in addition to an increase in the number of 
accurate depictions, there was an increase 
in the depth of those portrayals,” Dyak 
said about the impact of her group’s effort.

The report of the American Psycholog-
ical Association Task Force on the Sexu-
alization of Girls is posted at <www.apa.
org/pi/women/programs/girls/report-
full.pdf>. ■
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Researchers find that ADHD symptom rates persist into young adulthood 
for about 78 percent of boys with the disorder.

Sequelae of Childhood ADHD
Often Evident in Adult Life

 clinical & research  news

A 10-year follow-up study of 
boys with attention-defi -
cit/hyperactivity disorder 
(ADHD) fi nds that the dis-
order persisted into their 

early adult years in 3 out of 4 of the sub-
jects, leaving them vulnerable to poor psy-
chiatric outcomes and life prospects, said 
Joseph Biederman, M.D., a professor of 
psychiatry at Harvard Medical School and 
Massachusetts General Hospital.

Long-term outcome data in those with 
ADHD are hard to come by, he said at the 
APA Institute on Psychiatric Services in 
Boston in October.

Not only can ADHD research be quite 
expensive and diffi cult to carry out, he 
explained, but also selection criteria, dura-
tion of follow-up, and age at follow-up can 
vary from study to study, making it diffi -
cult to compare study populations.

Defi nitions of persistence and remis-
sion in ADHD studies can also be prob-
lematic, said Biederman. A patient who 
loses just one symptom and thus falls 

below full diagnostic status may be con-
sidered in “syndromic” remission. Some 
researchers may use “symptomatic” remis-
sion, the loss of 50 percent of symptoms. 
Others may use “functional” remission, a 
status that indicates no symptoms and no 
impairment.

“Depending on the defi nition used, 
10 percent to 70 percent of your sample 
achieves remission,” said Biederman.

Long-term studies would help clarify 
the course of the disorder and link the 
pediatric and the adult literature on ill-
ness and treatment, he noted.

At the institute, Biederman reported 
on long-term outcomes in 110 boys with 
ADHD and 105 without.

The boys were aged 6 to 17 when they 
were fi rst diagnosed with ADHD. The 
results of the 10-year follow-up of these 
subjects thus overlapped with retrospec-
tive data from studies of adult cohorts.

Biederman and colleagues defi ned 
remission using full DSM-IV criteria. By 
that standard, 65 percent of the patients 

E motional impulsiveness has great 
predictive value in attention-defi -
cit/hyperactivity disorder (ADHD) 

and thus should be returned to the DSM-5 
defi nition of the disorder, said Russell Bar-
kley, Ph.D., at the annual meeting of the 
American Academy of Child and Adoles-
cent Psychiatry in New York in October.

The inability to regulate emotions was 
included in George Still’s original 1902 
description of what is now called ADHD, 
but the DSM-II, published in 1968, failed 
to include defi cient emotional self-regula-
tion, and it has remained only an “associ-
ated feature” of the defi nition since that 
time, said Barkley, a clinical professor of 
psychiatry at the Medical University of 
South Carolina.

“The current DSM-IV defi nition also 
misses a substantial minority of adults who 
by other defi nitions might be considered 
to have the disorder,” said Barkley.

Proposed criteria under discussion for 
DSM-5 include only one element refl ect-
ing emotional impulsiveness, according to 
Barkley.

“The only item is the new one, which 
is ‘often impatient,’ ” he said. “Otherwise, 
emotion is unrepresented so far in the pro-
posed changes.”

The DSM-IV standard was never 
designed for adults or tested on them, he 
said. “If we apply DSM-IV criteria to adults, 
we fi nd that only 25 percent of these children 
continued to meet these criteria. Or do we 
shift to appropriate developmental criteria, 
needing only four symptoms instead of six, 
and insisting that you be at the 98th percen-
tile in the adult population in severity and 
impaired in one or more life activities.”

In that case, he said, 66 percent of these 
children met that criterion by follow-up 
at age 27.

Emotional impulsiveness contributed 
“uniquely and independently” to a num-
ber of outcomes, from school and work 
histories to marital and driving problems, 
in a study of Milwaukee children followed 
from early adolescence to age 27, he said. 
That work is reinforced by other studies 
showing that such impulsiveness drives 
away friends, spouses, and coworkers, he 
said. A boss can forgive distractibility but 
not displays of anger in the workplace.

Much comorbid oppositional-defi -
ant disorder (ODD) can be explained 
by emotional impulsiveness, he said. In 
fact, when ADHD is treated successfully, 
ODD symptoms usually decline as well. 
Any residual ODD should be considered 

BY AARON LEVIN

A speaker at AACAP’s annual meeting argues that emotion has unique 
predictive power in attention-deficit/hyperactivity disorder and should be 
restored to the DSM-5 description of the disorder.

Should Emotion Receive Prominence
In ADHD Diagnostic Criteria?

learned behavior and treated with appro-
priate therapy, Barkley said.

There is some overlap with the inhib-
itory component of ADHD, but Bark-
ley would like to see emotional symp-
toms added in place of some hyperactivity 
symptoms to represent the emotional ele-
ment in ADHD.

 “Emotion needs to be returned to our 
current conceptualization of this disorder. 
It has just as great a role to play as inat-
tentive and hyperactive behavior and will 
contribute variants and unique explana-
tory power to understanding these impair-
ments across the life course,” he said. ■

Russell Barkley, Ph.D.: “Emotion needs to be 
returned to our current conceptualization” of 
ADHD. “It has just as great a role to play as 
inattentive and hyperactive behavior.”

could be said to be in remission 
at the 10-year follow-up because 
they did not meet the full diag-
nostic criteria.

However, from another per-
spective, only a minority of 
these youngsters achieved com-
plete remission. About 78 per-
cent had some form of persistent 
ADHD—about 35 percent had 
full persistence of the disorder, 
and 43 percent had partial persis-
tence. Of that 43 percent, 22 per-
cent had subsyndromal ADHD, 
15 percent had impaired func-
tioning, and 6 percent were in 
remission and still being treated. 

Persistence of the ADHD cor-
related with having more psychi-
atric comorbidities, including, in 
particular, oppositional-defi ant disorder, 
conduct disorder, anxiety, and use of psy-
choactive substances.

Those children with persistent ADHD 
also tended to do worse in school: repeat-
ing grades, needing special classes, getting 
suspended, and having lower high-school 
graduation rates than controls.

“The majority continued to struggle 
into their adult years,” said Beiderman. 
“Poor educational outcomes lead to poor 
job prospects and worse overall long-term 
outcomes in life.”

Thus it is crucial to address ADHD 
aggressively in childhood and monitor 
children with the disorder for residual 

manifestations of the disorder and comor-
bid disorders, he said.

“Loss of a symptom should not be con-
fused with recovery,” he emphasized.

On the same program, Carter Petty, 
M.A., of the biostatistical unit at Massa-
chusetts General Hospital, reported on 
11-year outcomes of ADHD in girls.

Girls are an understudied population, 
said Petty. For every girl in clinical popu-
lations with ADHD, there are nine boys. 
Girls are referred to clinics at half the rate 
boys are, possibly because they display 
fewer comorbid disruptive behaviors, he 
suggested.

For this study, Petty compared 96 girls 
who had ADHD with 91 girls who did 
not. Their median age at follow-up was 
22. About 92 percent of subjects had been 
treated with medications, and 42 percent 
took medications in the year prior to the 
start of the study.

“ADHD in girls is associated with 
higher lifetime and current comorbidity 
with a wide-ranging list of psychiatric dis-
orders,” he pointed out.

Lifetime and prior-year rates of mood, 
anxiety, antisocial, disruptive, and sub-
stance use disorders were higher in girls 
with ADHD than the controls (see table).

“This indicates risks similar to those 
for boys, suggesting that ADHD is 
expressed similarly in both genders,” said 
Petty. “The rates are also similar to rates 
for adults with ADHD, giving further sup-
port for the continuity of ADHD from 
childhood to adulthood.” ■
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Source: Carter Petty, M.A., Massachusetts General Hospital

11-Year ADHD Follow-up Study 
Shows Greater Comorbidity
A study of young women (mean age 22 years) indicates that 
despite a 92 percent lifetime treatment rate for ADHD, many 
have high rates of other comorbid psychiatric diagnoses.

Diagnosis

With lifetime 
ADHD  

prevalence
N=96

Controls
N=91

Mood disorders 48%  10% 

Anxiety disorders 83%  54% 

Antisocial disorder 64%  12% 

Disruptive disorders 46%  18% 

Substance use 44%  22% 

Eating disorders 25%  9% 

Let’s Stay 
In Touch

Does APA have your 
e-mail address on fi le? Or if it’s changed, 
have you provided your new address? If 
not, please update your member profi le 
immediately. It’s easy: just go to the APA 
Web site at <https://myaccount.psych.
org/MembershipProfi leUpdate/tabid/163/
Default.aspx>, log in, click on “Contact 
Information,” and update your information. 
If you have not provided an e-mail address 
before, click on “Add new communication 
method” and then enter the information.And 
while at the site, take a moment to check 
over your other contact information and 
update as necessary. APA wants to stay 
in touch with you!
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demonstrating the neu-
rological basis of men-
tal illness both symbol-
ize the mentally ill as 
women with undraped 
bosoms—“helpless , 
passive, vacant,” said 
Herman.

It would take another 
century and a half to 
eliminate the patriarchal 
fi gure at the center of the 
frame and admit women 
as equals into the ranks 
of the profession.

That progress has 
been relatively recent. 
About 5 percent of the 
psychiatrists certifi ed 
by the American Board 
of Psychiatry and Neu-
rology in 1950 were 
women, she noted. 
That proportion grew 
to 20 percent in 1980, 
42 percent in 2000, and 
Herman expects it to 
reach parity this year.

“We were part of 
a generation writing 
about rape, domestic 
violence, and child sex-

ual abuse,” she said. “The awareness of the 
magnitude of this problem came from out-
side, came from the [women’s] movement 
into psychiatry, and the vector was people 
like me.” ■ 

BY AARON LEVIN

Knowing that violence against women is epidemic and endemic is essen-
tial to understanding the condition of women and nature of their treatment, 
says psychiatrist Judith Herman, M.D. 

‘Complex PTSD’ May Result
When Trauma Is Ongoing

  clinical & research news

BY JOAN AREHART-TREICHEL

Ethnically dense neighborhoods seem to provide some shelter from men-
tal illness. Absence of discrimination and the existence of social supports 
may explain this finding, but other factors are probably at work as well.

Ethnic Integration May Not 
Always Benefi t Mental Health

Recent research has found that being 
a member of an ethnic minority and 
living in an area in which that ethnic 

group is the minority population appears 
to be a risk factor for psychosis (Psychiatric 
News, October 10).

Now a new fi nding, reported online 
October 21 in the British Medical Journal, 
seems to complement the earlier fi nding: 
When people live among those who are of 
the same ethnic background, it may help 
safeguard their mental health.

The study was headed by Jayati Das-
Munshi, M.D., a Medical Research Coun-
cil fellow/lecturer at the Institute of Psy-
chiatry, King’s College, London.

The study included more than 4,000 
subjects who were members of England’s 
main ethnic groups—Irish, white English, 
black Caribbean, Bangladeshi, Indian, and 
Pakistani—and who lived in almost 900 
different geographic areas of England. Sub-
jects were evaluated with the Clinical Inter-
view Schedule–Revised for current anxiety 
and depressive disorders. They were also 
questioned to determine whether they were 
the victims of discrimination in their com-
munities and whether they had social net-
works and support in those communities.

The prevalence of current anxiety and 
depressive disorders was 16 percent in the 
white English group, 19 percent in the 
Irish group, 17 percent in the black Carib-
bean group, 13 percent in the Bangladeshi 
group, 18 percent in the Indian group, and 
20 percent in the Pakistani group. 

After adjusting for age, gender, marital 
status, educational level, and social class, 
the researchers assessed whether there was 
a signifi cant link between living in an area 
with many people who share one’s ethnic-
ity and a reduced chance of having a cur-
rent anxiety or depressive disorder.

 They did fi nd such a link for the sample 
as a whole, and as Das-Munshi told Psychi-
atric News, “The associations were stron-
gest and most marked for Irish and Ban-
gladeshi people within the survey,” with 
the relationship to lower levels of anxiety 
or depressive disorder reaching statistical 
signifi cance.

There was also a trend in this direction 
for black Caribbean, Indian, and Pakistani 
subjects, although it did not reach statisti-
cal signifi cance.

The researchers likewise found that 
for some of the groups, living in areas of 
higher own-group density was associated 

with a reduction in the reporting of dis-
crimination and with improved social sup-
port and stronger social networks. How-
ever, none of these factors fully explained 
the protective effect on mental health for 
subjects living in areas of higher own-
group density.

This fi nding surprised her and her 
colleagues, Das-Munshi told Psychiatric 
News, since other studies have found a 
link between social support in ethnically 
dense neighborhoods and mental health. 
For example, social support was found 
to be a critical protective factor against 
depression for Irish-born immigrants to 
London.

Whether less discrimination and more 
social support explain the psychic-shel-
ter function of ethnically dense neigh-
borhoods, other factors are undoubtedly 
involved as well, Das-Munshi and her 
colleagues believe. One possibility, they 
speculated, could be cultural identity. 
For instance, although most of the Irish 
in their study had migrated to England 
a long time ago, and their level of ethnic 
density was not as high as for some other 
ethnic groups, they still experienced the 
protective mental health benefi ts of living 
among people of their ethnic group who 
shared much of the same cultural iden-
tity including religion, group history, and 
other factors.

The study was funded by the U.K. 
Medical Research Council.

“Understanding the Effect of Ethnic 
Density on Mental Health: Multi-Lev-
el Investigation of Survey Data From 
England” is posted at <www.bmj.com/
content/341/bmj.c5367.full>. ■ 

Men’s and women’s expe-
rience of violence dif-
fers in several ways, a 
fact that has guided 
Judith Herman, M.D.’s 

clinical psychiatry practice.
“A knowledge of violence against 

women whose lives were dominated by 
sexual and physical assault allowed me to 
listen to patients in a new way,” she said in 
accepting the Alexandra Symonds Award 
at the Institute on Psychiatric Services in 
Boston in October. The award is cospon-
sored by APA and the Association of 
Women Psychiatrists.

Herman is a clinical professor of psy-
chiatry at Harvard Medical School and 
director of training in the Victims of Vio-
lence Program at the Cambridge Hospital.

Violence against women is prevalent 
everywhere, the most common human-
rights violation in the world, she said.

For male violence victims, the most 
common perpetrator is a stranger, fol-
lowed by an acquaintance. For women it’s 
the opposite. Intimate partners are the 
most likely attackers, followed by acquain-
tances, and then strangers—even though 
violence by strangers gets the most atten-
tion in the media.

Violence and the attendant helpless-
ness of its victims is also a transient experi-
ence for most men, while violence against 
women is likely to be repeated and pro-
longed, she said.

This may be one reason why lifetime 
prevalence of posttraumatic stress disor-
der (PTSD) is 10 percent for women and 5 
percent for men.

What social conditions produce this 
prolonged trauma?

“There is an array of coercive tech-
niques, of which violence is only one, 
whose purpose is to establish dominance 
and break down autonomy and initiative,” 
she said. “The victim is unable to escape 
the perpetrator, creating a contaminated 
identity, so the person no longer has the 
will to resist.”

Herman has suggested the term “com-
plex PTSD” to cover trauma experienced 
not in a single instance but over weeks, 
months, or years. Complex PTSD is char-
acterized in particular by somatization, 
dissociation, and affect dysregulation. 

“It leads to a shamed and damaged 
sense of self, disrupted interpersonal rela-
tionships, and shattered systems of mean-
ing,” she explained. “Shame is one’s vicari-
ous experience of the other’s scorn.”

Nevertheless, research conducted in 
the 1970s on victims of single episodes of 
rape showed that adaptive strategies for 
recovery do exist, she said. Women who 
recovered shared several characteristics.

First, they took problem-solving 
actions following the rape. They reported 
the crime to the police, changed the locks 

on their doors, or took self-defense classes, 
for example.

They also had strong family and social 
support. Even when it was not immediately 
forthcoming, they kept trying for a caring 
response from the people around them. The 
worst outcomes were found among women 
who were isolated and lacked such supports.

Finally, women who emerged the best 
managed to create some social meaning 
out of their experience. They took action 
to help other survivors or to prevent simi-
lar crimes from happening to other women.

“The only way to make it positive is to 
make better for others,” Herman reported 
one woman telling her.

As for therapeutic interventions for 
women who are victims of violence in gen-
eral, group therapy is a “wonderful modal-
ity” for helping them, Herman pointed out.

“Group members have compassion for 
other members of the group, but not for 
themselves,” she said. “But the group expe-
rience teaches them to share, to receive 
feedback, and to lessen their own shame.” 

Herman noted that images of the history 
of modern psychiatry are telling in their 
depiction of women. Paintings of Phillippe 
Pinel liberating the insane after the French 
revolution or of Charcot at the Salpêtrière 

Judith Herman, M.D., says that “complex PTSD”—trauma that oc-
curs over months or years—can lead to a “shamed and damaged 
sense of self.” Looking on is Leah Dickstein, M.D., who presented 
the Alexandra Symonds Award to Herman at the session. 
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please see Addiction on facing page 

BY JOAN AREHART-TREICHEL

Although progress is being made toward getting effective treatment 
to Americans with substance abuse disorders, there are still daunting 
obstacles to overcome.

Reform May Jolt Field
Plagued By Frustration

  clinical & research news

Medication Rare in Addiction Treatment

At the recent “New Frontier in Addiction Treatment” conference (see article above), Paul 
Roman, Ph.D., a distinguished research professor of sociology at the University of Georgia, 
argued that medications used to treat substance abuse, such as naltrexone, acamprosate, and 
buprenorphine, hold great promise but are “frozen.”

“We have failed to educate the public about medi-
cation-assisted treatments, or MAT,” he asserted. “The 
public doesn’t know anything about this stuff. It needs 
to know something or we are not going to get anywhere 
with it.” This is especially the case regarding youth with 
substance abuse problems, he believes.

Only about one-third of substance abuse programs in 
the United States are using MAT in one way or another, 
he continued. Usually they are larger programs located in 
a hospital setting or that have a physician on staff.

 But even 41 percent of private substance abuse pro-
grams with a physician on staff do not use MAT, and 82 
percent of public substance abuse programs with a physi-
cian on staff do not do so. Programs that place a strong 
emphasis on the 12-step model of treatment are signifi -
cantly less likely to use MAT than other types of programs.

Another barrier to the use of MAT is lack of physi-
cian training in how to deploy the medication treatments, Roman pointed out. For example, 
psychiatrists may need guidance in using injectable naltrexone (Vivitrol).

“We would like to move MAT into primary care,” said Roman, “but that is only a dream at 
this point. Peter Miller, Ph.D., a professor at the Medical University of South Carolina’s Center 
for Drug and Alcohol Programs, agreed. The larger problem, Miller said, is that detecting or 
treating alcohol use disorders in primary care is far from routine.

“So is the fact that the glass is only one-third full in terms of using MAT a cause for 
alarm?” Roman asked. “I don’t know,” he said. “We have made progress, but this is a fi eld 
that remains on the defensive.”

Research Findings Lost in Translation 

At the “New Frontier in Addiction Treatment” conference (see article at left), Harold Perl, 
Ph.D., discussed the challenge of disseminating not just new substance abuse treatments but 
other types of new medical treatments into clinical practice.

Perl is senior lead for behavioral research, dissemination, and training at the National 
Institute on Drug Abuse’s Center for the Clinical Trials Network.

“Today, billions of dollars are spent on health research in the United States, but we still 
know little about how to get the results disseminated, because very little research is con-
ducted on the subject,” he stated. “More specifi cally, 99 percent of the National Institutes of 
Health research budget is spent on understanding disease and developing new treatments, 
but only 1.5 percent is spent on fi nding ways to effectively use those new treatments.”

“Perhaps we are addicted to discovery and chasing that Nobel Prize without regard to the 
circumstances,” he continued. “Few investigators focus on implementation science because 
the time spent on it is not valued. So we should reward those individuals who commit to this 
type of science.”

“But it’s not just implementation science that is needed to get new treatments out into the 
real world,” he stressed. Human efforts are needed as well.

For example, one audience member said that she had tried to get addiction counselors to 
adapt a new evidence-based treatment, but had not succeeded because the counselors were 
so overwhelmed with other concerns, such as a lack of space, too few physicians, and inad-
equate funding levels. “Maybe you could help them with these concerns and thereby build an 
alliance with them,” Perl suggested. “And after that, maybe they would be open to adopting 
the new treatment that you are promoting.”

“It is also important to have a team of individuals in an organization implement a new 
treatment,” Perl noted. “One individual alone cannot do it. Moreover, it is a long-term 
process.”

“We also know some of the things that don’t work in the dissemination of new treatments,” 
he pointed out, “for example, simply publishing research results or practice guidelines.”

Paul Roman, Ph.D.: “We have 
failed to educate the public about 
medication-assisted treatment” 
for substance abuse.

On O c tob er  30 ,  wh i le 
thousands of Americans 
descended on Washing-
ton, D.C., to participate 
in a “sanity” rally, a small 

cadre of researchers sequestered them-
selves in a hotel nearby to tackle the chal-
lenge of getting effective treatment to 
Americans with “drinking and drugging 
problems,” as one of the researchers put it.

Their presentations and informal dis-
cussions at the conference titled “The 
New Frontier in Addiction Treatment: 
Evidence-Based Policy and Practice” 
revealed how daunting the challenge of 
getting effective treatment to people with 
substance abuse problems actually is.

Only 25 percent of individuals with 
an alcohol use disorder seek help, John 
McKellar, Ph.D., a clinical assistant pro-
fessor of psychiatry at Stanford Univer-
sity, reported, while Paul Roman, Ph.D., 
a distinguished research professor of 
sociology at the University of Georgia, 
noted that “Many people have a deep 
romance with their substances and fear 
that if they go for treatment, they’ll have 
to give them up.”

 Even among those who pursue treat-
ment, dropout rates are high, stated Laura 
Dietzen, M.A., director of data analysis 
at Polaris Health Directions in Fairless 

Hills, Pa. In a 2004 study that she and her 
colleagues conducted of 315 patients in 
substance abuse treatment, the dropout 
rate was 66 percent. “The defi nition of 
dropout was a note in the clinical record 
that the patient had quit treatment at any 
time,” Dietzen said. In a larger study 
of 1,500 such patients, which they con-
ducted from 2003 to 2007, they found 
a dropout rate of 53 percent. “For this 
study, we looked at patients who dropped 
out within approximately 30 days of 
intake,” Dietzen said.

And even when people do get substance 
abuse treatment, relapse is unfortunately 
still the norm, David Farabee, Ph.D., a 
professor-in-residence of psychiatry at 
the University of California at Los Ange-
les, lamented.

Not Just an American Dilemma
And the dropout and relapse morass 

isn’t just one that plagues the United 
States. It’s occurring in other countries as 
well—for example, the Netherlands.

During the late 1990s, politicians in 
the Netherlands charged that substance 
abuse treatment services in their coun-
try were ineffective, and their outcry led 
to a nationwide treatment-reform pro-
gram. One of the objectives was to offer 
evidence-based practices and a stepped-

care model, which consists 
of matching patients to the 
intensity of treatment based 
on three characteristics—
addiction severity, psychi-
atric impairment, and social 
stability.

Some 25,000 patients have 
gone through this retooled 
program since 2002. But is the 
program effective? Gerard 
Schippers, Ph.D., a professor 
of addictive behaviors and treatment eval-
uation at the University of Amsterdam, 
and colleagues conducted a study of some 
600 alcoholic patients admitted for outpa-
tient treatment in two addiction centers to 
fi nd out.

Patients were assigned on the basis of 
a stepped-care protocol to brief cogni-
tive-behavioral therapy (BCBT) or stan-
dard CBT (SCBT). Drinking behavior 
was assessed at nine months followup. In 
BCBT, only 59 percent completed treat-
ment, and in SCBT, only 41 percent did. 
Moreover, at follow-up, only 25 percent 
had achieved abstinence. 

Furthermore, there is a high turnover 
rate of providers in the substance abuse 
treatment fi eld, Patrick Flynn, Ph.D., 
director of the Institute of Behavioral 
Research at Texas Christian University, 
noted.

In the United States, there is no national 
strategy for delivering substance abuse 

treatment, Flynn asserted. Before 1992, 
both substance abuse treatment research 
and clinical care were under the same fed-
eral roof. Since then, they have been under 
the aegis of two separate federal agen-
cies—the National Institutes of Health 
for research and the Substance Abuse and 
Mental Health Services Administration 
(SAMSHA) for delivery of care. “So what 
we have here in the U.S. is an orchestra 
without a conductor.”

Some Good News Reported as Well
But the situation for substance abuse 

care isn’t all dour, several conference 
speakers indicated.

It is the most transformative time that 
the substance abuse treatment fi eld has 
ever seen due to the new health insurance 
reform law that is designed to provide 
32 million uninsured Americans with 
health insurance, Deni Carise, Ph.D., 

Patrick Flynn, Ph.D. : “We have a wealth 
of new knowledge out there waiting to 
be applied. We have to get it into the 
programs that are providing care.”

Deni Carise, Ph.D.: 
“This is the most 
transformative time 
our fi eld has ever 
seen.”
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BY AARON LEVIN

The often difficult-to-treat combination of substance use disorder and 
another mental illness requires a comprehensive, integrated, recovery-
oriented approach to care.

Small Victories Are Big Milestones
On Road to Recovery

 clinical & research  news

Co-occurring psychiatric 
and substance use condi-
tions are a common com-
bination, not an exception, 
and demand a simultane-

ous, multifront approach to treatment, 
said Kenneth Minkoff, M.D., at APA’s 
Institute for Psychiatric Services in Bos-
ton in October.

“Which problem is primary?” Minkoff 
asked his audience. “All problems are pri-
mary, and the correct intervention is to deal 
with all the problems at the same time.”

This comprehensive, continuous, inte-
grated system of care (CCISC) rests on evi-
dence-based principles of treatment articu-
lated through clinical strategies applied by 
all members of the clinical team, he said.

The CCISC approach has been used in 
some way in 28 states and dozens of other 
jurisdictions, said Minkoff, manager of 
operations and senior advisor at ZiaPart-
ners Inc., a behavioral-health consulting 
fi rm in San Rafael, Calif.

Minkoff said his goal is to develop an 
empathic, integrated, strength-based rela-
tionship with patients. Rather than start-
ing with the patients’ failures, he suggested, 

look at the times when they succeeded in 
not using substances. Discuss how they got 
to that point, how they stayed there, and 
when and why they went backward.

“Listen closely to patients on the fi rst 
visit,” he advised. “Get good at getting 
people’s stories, not just their symptoms, 
then help them articulate their personal 
vision of treatment and outcomes.”

Patients may have issues in many catego-
ries, not just addiction in combination with 
psychiatric disorder, but also general med-
ical, housing, and employment problems.

The clinical team should identify 
each applicable issue then develop what 
Minkoff called a “parallel primary recov-
ery process” to help patients move through 
stages of change and phases of recovery for 
each co-occurring condition.

Patients can be assessed in six dimen-
sions, said David Mee-Lee, M.D., who 
spoke on the same panel: intoxication levels, 
biomedical conditions, emotional/behav-
ioral issues, readiness to change, potential 
for relapse, and relapse prevention.

“Finally, there is the recovery environ-
ment in which the patient lives: the fam-
ily, legal, work, and fi nancial settings,” 

said Mee-Lee, who is senior vice presi-
dent at the Change Companies in Car-
son City, Nev.

“The stages-of-change process is prob-
lem specifi c, not person specifi c,” Minkoff 
said. “Help people make little bits of prog-
ress without struggling. Breaking down 
the process into small steps makes it eas-
ier to do.”

For these patients, treatment 
is about learning fi rst how to 
play an informed role in plan-
ning and managing their own 
treatment, and then in gain-
ing self-management skills and 
a willingness to seek help from 
professionals, family, and peers 
when they hit rough spots.

And since hurdles do arise on 
the road to recovery, some kind 
of contingency planning is nec-
essary, he said. “Don’t create a 
learning process that moves faster 
than the person can handle.”

If a patient was taking medi-
cations 75 percent of the time, 
try to get him or her to 80 per-
cent, rather than 100 percent, 
for example.

Rewards are better than pun-
ishment, so applaud any small 
increment of success, he said. 

Ultimately, the clinical team 
and the patient have to share an 
understanding of the patient’s 
condition from his or her point 
of view, the diagnoses that the 
doctors have given the patient, 
and the treatment plan.

The patient’s “job” means 
fi rst coming to terms with the reality of 
having a substance abuse problem along 
with another psychiatric illness and then 
deciding that he or she wants neither and 
develops an identity than involves treat-
ment for both, said Minkoff.

“It is our job to understand the patients’ 
job, to join them in it, and help them do 
better,” he said. ■

David Mee-Lee, M.D., senior vice president of the 
Change Companies in Carson City, Nev., says that for 
patients with co-occurring disorders, psychiatrists 
should follow up a thorough biopsychosocial assess-
ment with recovery planning that draws on patients’ 
strengths, resources, and supports, as well as resolves 
their pathologies.
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declared. Carise is senior vice-president 
and chief clinical offi cer of Phoenix 
House, which encompasses more than 
100 substance abuse treatment programs 
in 10 states. The new health insurance 
law—the Patient Protection and Afford-
able Care Act—states that insurance 
companies must offer substance abuse 
treatment, so those programs need to 
gear up to treat more patients than they 
do now, she said.

Robert Morrison, executive direc-
tor of the National Association of State 
Alcohol and Drug Abuse Directors, con-
curred: “We see federal health [insur-
ance] reform having a huge impact on 
[substance abuse] services.” The passage 
of universal health insurance in Maine, 
Massachusetts, and Vermont before the 
federal law was enacted increased demand 
for substance abuse treatment in those 
states, he said.

“We have a wealth of new substance 
abuse treatment knowledge out there wait-
ing to be applied,” Flynn observed.

For example, Katherine Watkins, 
M.D., a psychiatrist and researcher at 
the Rand Corp. in Santa Monica, Calif., 
and colleagues conducted a study to see 
whether addiction counselors could 
achieve competence in delivering group 
CBT for depression to substance abuse 
patients who were also depressed. The 
study showed that these counselors 

were effective in providing such ther-
apy, Watkins reported. Furthermore, 
patients who received the counselors’ 
help not only engaged in significantly 
less alcohol and drug use by the end of 
the study, but were significantly less 
depressed by then as well. “The study 
was for three years, and we conducted 
three- and six-month follow-ups,” Wat-
kins explained. “We finished data col-
lection about a year ago.”

Dissemination Is Under Way
Efforts to disseminate evidence-

based practices in the substance abuse 
treatment fi eld are also under way. For 
instance, Randolph Muck, M.Ed., chief 
of the Targeted Populations Branch of 
SAMSHA’s Center for Substance Abuse 
Treatment, and colleagues are training 
clinicians how to deliver evidence-based 
treatment to adolescents with substance 
abuse problems. After Muck and his 
colleagues have worked with clinicians 
intensively for three years, the clinicians 
should be able to replicate the treatment 
at their own site, Muck said.

Technology is likewise galvanizing 
substance abuse treatment.

For instance, Richard Rawson, Ph.D., 
associate director of the Semel Institute 
for Neuroscience and Human Behavior at 
the University of California at Los Ange-
les, and colleagues found, in a study in 
South Africa, that videoconferencing was 
an effective and economic way to train 
substance abuse treatment providers.

In another example of technology in 
service to substance abuse treatment, there 
is a Web-based program from the Neth-
erlands called “Drinking Less” that offers 
the public a chance to assess their drinking 
habits and, if they are overdoing it, attempt 
to quit or cut down with the help of CBT 
and self-control techniques, McKellar 
reported. A randomized, controlled study 
conducted in 2003-2004 showed that indi-
viduals who had participated in the pro-
gram drank signifi cantly less a year later 
than did those who had not participated, 
he said.

 During an 11-month period, more than 
18,000 people visited the “Drinking Less” 
Web site, and 24 percent of them took part 
in its program, according to information 
available on the site.

“Developing more accessible inter-
ventions such as this one could expand 
the reach of treatment,” McKellar 
remarked.

Where to Go From Here?
But where should the substance abuse 

treatment fi eld go from here?
“I think we are starting to view addic-

tion care as a broader health issue than we 
used to, and thus we are more interested 
in bringing it into the medical care sys-
tem,” Harold Perl, Ph.D., ventured. That’s 
a positive shift, he believes. Perl is senior 
lead for behavioral research, dissemina-
tion, and training at the National Insti-
tute on Drug Abuse’s Center for the Clini-
cal Trials Network. 

“If we’re going to look at the larger 
picture, then let’s also consider preven-
tion,” one discussant proposed. “Maybe 
we should focus more on changing peo-
ple’s environments than on changing peo-
ple themselves to reduce substance abuse 
and addiction.”

“That’s a good point,” Perl said. “We 
cannot change individual behavior in iso-
lation.”

Roman agreed, citing an example 
of how environment infl uences alcohol 
consumption at the University of Geor-
gia. Back in the 1960s, Athens, the town 
where the university is located, was “dry” 
and had no bars. Today, there are 117 
bars, and the University of Georgia was 
rated the fourth-biggest party school in 
the United States by the Princeton Review 
in 2009.

“I think the American way is to let 
the drinking or drugging environment 
blossom without any intervention, with 
a few exceptions, for example, stron-
ger drinking and driving laws,” Roman 
declared. ■

Need Help?
Are you having problems with payers? 
Do you need help with coding or other 
practice management issues? Contact 
APA’s Practice Management Help Line 
for one-on-one assistance at (800) 343-
4671 or hsf@psych.org.
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BY ARSHYA VAHABZADEH, M.D. 
JUSTINE WITTENAUER, M.D.

Recession Imposes New Challenges
On Psychiatric Care

F ew people in the United States have 
escaped the dramatic economic and 
social impact of the recession that 

has plagued the country for several years 
now. Many people with mental health 
problems, especially chronic disorders, 
have found themselves especially disad-
vantaged since they may possess lower 
skill sets and have fewer social supports 
than most of the U.S. populace.

Atlanta, where we are both residents, 
has turned out to be no exception to 
the economic downturn and its conse-
quences, and since the recession began, 
we have encountered myriad diffi culties 
in delivering the psychiatric care that our 
patients need. 

With millions of jobs lost nationwide, 
many have found themselves not only los-
ing their homes but also their health care 
coverage. This has led to more than 50 
million Americans being uninsured, sev-
eral million more than was the case just a 
few years ago. This rise has been coupled 
with an increased demand for psychiatric 
services, especially emergency and crisis 
services. Our outpatient clinics have his-
torically served Georgia’s uninsured indi-
gent population, but staff are now seeing 
much greater diversity in the patient base. 
Our waiting rooms have teachers, business 
people, and academics sitting alongside 
our indigent patients, and in this economy 
some of those professionals may be indi-
gent as well. Diversifi cation in the patient 
population has presented new challenges 
for residents who now encounter different 
patient expectations, ideas, and concerns. 

We have seen how disruption to 
patients’ support networks can destabilize 
them in the community and negatively 
affect adherence to medications and atten-
dance at psychiatric follow-up visits, which 
in turn increase the use of crisis interven-
tion and inpatient treatment. For example, 
relatives and caregivers who are now deal-
ing with more limited fi nances and time 
may struggle to provide their usual levels 
of support to our patients. A family’s loss 
of its car can prevent a patient from being 
transported to an outpatient appointment 
or to get a prescription fi lled.

It has thus become routine that we 
need to inquire about patients’ support 
networks and understand how recent 
fi nancial changes may be related to our 
patients’ current presentation. It is more 
crucial than ever that we work collabora-
tively with patients to produce plans that 
will safeguard their adherence to medica-
tions and psychiatric follow-up if circum-
stances have changed their support sys-
tem. Our medications might not work for 
everyone, but left uncollected on a phar-
macy shelf, they will certainly help no one. 
It is important to appreciate that our role 
can’t end with the signing of a prescription 

but in collaborative efforts that enable our 
patients to receive the full care they need. 

An important aspect of psychiatric treat-
ment is continuity of care. Several media 
reports have indicated that many patients 
who need psychiatric crisis intervention 
have recently moved to Atlanta, either to 
fi nd work or to move in with family mem-
bers who can support them. Often patients 

have made few if any provisions for their 
mental health care needs in Atlanta prior to 
their move. As a result, patients frequently 
lose the continuity of their care, which is 
especially crucial for psychiatric patients. 
They experience decreased social support 
and fi nd diffi culty in obtaining medication 
refi lls in their new and unfamiliar environ-
ment. These factors, combined with the 
stress of moving and unemployment, create 
conditions that are ripe for causing a relapse 
or development of new mental health prob-
lems. It is important for us to recognize 
these stressors and be knowledgeable about 
local community services such as outpatient 
clinics and shelters. We should also remem-
ber to seek help from social workers expe-
rienced in connecting patients with appro-
priate resources. 

Nationwide, our economic problems 
led to 32 state mental health agencies 
reporting budget cuts in 2009, despite a 
considerable rise in demand for services. 
This situation has forced both public and 
private hospitals to look closely at the ser-
vices they provide, but even minor cut-
backs affect accessibility of these services, 
often for people with few alternatives. An 
example of such a cutback was the loss of 
FOCUS, an intensive day program for 
uninsured adults with severe and persis-

Arshya Vahabzadeh, M.D., and Justine Wit-
tenauer, M.D., are PGY-1 residents in the 
Department of Psychiatry and Behavioral Sci-
ences at Emory University School of Medicine. 

tent mental illness at Atlanta’s largest pub-
lic hospital, Grady Memorial. The pro-
gram was widely acclaimed and provided a 
unique learning opportunity for residents, 
but it was not immune to the reorganiza-
tion of services seen in many psychiatric 
hospitals in the last few years. 

The loss of signifi cant resources cou-
pled with a rise in the need for psychiatric 
emergency services raises two points for 
residents. First, it illustrates how crucial 
it is that we take an active role in advo-
cacy for our patients, our hospitals, and 
our profession. We must take the time 
to contact and meet with local and state 
policymakers to ensure that our voice is 
heard and our mental health resources are 
safeguarded. Second, we must remain up 
to date with local service availability and 
referral routes so we can minimize delays 
and obtain the care our patients need.

Thankfully, as residents we are for-
tunate to have the support and guidance 
of our experienced teachers to help us 
understand and navigate these new obsta-
cles as well as traditional ones as we try to 
get the best care possible for our patients. 
At this especially diffi cult time, learning, 
resolve, and commitment will not only 
help our clinic practice but benefi t our 
patients’ lives. ■

Arshya Vahabzadeh, M.D., and 
Justine Wittenauer, M.D.

into patient reports of their symptoms and 
functioning. 

These brief measures are easy for 
patients to complete and evaluate numer-
ous important domains of functioning, 
such as mood, anxiety level, change in 
cognition, sleep quality, substance use, and 
more. They also give patients an opportu-
nity to discuss more concerns than if the 
clinician had concentrated primarily on 
the chief complaint.

Many of the questionnaires used in the 
fi eld trials are drawn from the National 
Institutes of Health’s aptly titled research 
initiative, Patient Reported Outcome 
Measure Information System (PROMIS). 
For instance, a patient who reports expe-
riencing depressed mood or loss of interest 
would complete the eight-item PROMIS 
mood scale. This should alert the clinician 
to the level of depressed mood and the pos-
sible presence of a mood disorder or the 
presence of signifi cant mood disturbance 
as part of any other disorder in the DSM. 

The inclusion of these measures does 
add extra time to the fi eld trial clinic vis-
its, but the opportunity to gather poten-
tially useful clinical data—and, in doing 
so, making patients active participants in 
their own care—outweighs the minor time 
cost. In fact, in the JAMA survey, visits in 
which patients completed their entire list 
of concerns lasted on average 15 minutes 
and 18 seconds—a mere 26 seconds lon-
ger than visits in which patients’ concerns 
were not completely solicited (14 minutes 
and 52 seconds, on average). The forms 
completed by fi eld trial clinicians include 
a reminder to ask whether the patient has 
any additional concerns not refl ected in 
the measures. Of course, one of the goals 
of the fi eld trials is to determine how feasi-
ble or realistic DSM-5 revisions are to real-

DSM-5
continued from page 5

world settings. If patient feedback suggests 
the questionnaires are burdensome, their 
role in DSM-5 may need to be reconsid-
ered and reduced in importance. 

Another aspect of the fi eld trials 
designed with patients in mind is the struc-
ture of the study visits, which are staggered 
in a way to mimic routine clinic visits. All 
patients are asked to take part in a clinical 
interview during their fi rst study appoint-
ment, and the interview is then repeated by 
a different clinician at a second visit. In the 
large-setting fi eld trials, this second inter-
view can occur as soon as four hours after 
the initial visit, enabling patients to com-
plete both interviews in one day, or as late 
as two weeks later, allowing patients the 
fl exibility to schedule the interviews con-
currently with other appointments. The 
third study visit can occur anywhere from 
four to 12 weeks after the second. Since 
many patients see their psychiatrist for 
monthly or bimonthly medication checks, 
the third interview can take place at a time 
that coincides with a regularly scheduled 
appointment. 

For the routine clinical-setting fi eld tri-
als, patients are asked to participate in only 
two interviews. The second study visit is 
scheduled four to 12 weeks after the fi rst, 
again providing some fl exibility to help 
reduce inconvenience to patients.

Asking patients to do anything beyond 
what they normally do at their appoint-
ments always carries some risk for creating 
burden. Then why are we asking patients 
to complete these forms? It is our hope that 
revisions to DSM-5 will lead clinicians to 
perform more complete evaluations, and 
these questionnaires are designed to facili-
tate this. Patient measures are also informa-
tive to the clinician and provide a systematic 
method for collecting contemporaneous 
information. And based on fi ndings from 
patient-satisfaction studies, we expect that 
many, perhaps even most, patients will 

appreciate and value the opportunity to 
have a fuller dialogue with their health care 
provider about their problems. 

Whether this prediction is accurate and 
whether the forms help improve diagnosis 
and treatment planning remain to be seen. 
The routine clinical-practice fi eld trials 
will be particularly helpful in answering 
these and other questions, and in the next 
column, I will discuss some important 
advantages these routine clinical-practice 
fi eld trials offer over the larger, academic 
fi eld trials. ■ 

APA Members Get
Bigger Discount!

When you are 
purchasing books and 

other products published by American 
Psychiatric Publishing Inc., you will 
get faster service and a new, steeper 
discount when you buy them online 
at <www.appi.org>. You will now get 
a 20 percent discount instead of the 
previous 10 percent discount. Members-
in-training get a 25 percent discount. 
When ordering, be sure to include your 
member number in the appropriate 
section of the shopping cart. Discounts 
are also available when purchasing 
by phone, e-mail, mail, or fax. More 
information is posted at <www.appi.org/
Resources/Pages/ForAPAMembers.
aspx>. And don’t forget to keep up with 
the latest news from APPI on Twitter at 
<http://twitter.com/APPI_Publishing> 
and Facebook at <www.facebook.
com/pages/American-Psychiatric-
Publishing-Inc/247299263799> 
and <www.facebook.com/pages/
APPIorg/61523802410#/pages/
PsychiatryOnline/15283853375>.

W

th d t

20%



37WWW.PSYCHNEWS.ORG

gists, and APA staff (including Ellen Mer-
cer, director of APA’s Offi ce of International 
Affairs) traveled to the U.S.S.R. to conduct 
systematic videotaped interviews with hos-
pitalized and released psychiatric patients 
and their relatives, and to investigate con-
ditions at Soviet psychiatric hospitals. 

“It was an extraordinary visit and a 
very well-coordinated work of diplo-
macy involving three major organiza-
tions—the State Department, APA, and 
the National Institute of Mental Health,” 
recalled forensic psychiatrist Loren Roth, 
M.D., who was the psychiatric leader of 
the American delegation. “It took an enor-
mous amount of planning and prepara-
tion to accomplish two fundamental pur-
poses—a truly valid scientifi c assessment 
of Soviet psychiatry, including its diag-
nostic procedures, and assessment of the 
extent of abuse of psychiatry.”

Most extraordinary was the unusual 
degree of access accorded the delegation: 
the Americans interviewed and videotaped 
patients—and where possible their rela-
tives—without interference from author-
ities and in a neutral setting. Released 
patients were interviewed in a hotel room, 
while hospitalized patients were trans-
ferred and interviewed in a single Moscow 
hospital. The delegation was able to access 
records, collect urine samples, and assess 
the validity of Soviet diagnoses against 
American standards. 

Moreover, they were allowed to enter 
Soviet psychiatric hospitals—including 
some of those most notorious for hous-
ing political dissidents—and interview 
patients at will. 

“We were later told by the State 
Department and [then] Ambassador for 
Human Rights Richard Shifter that this 
was likely the most invasive human inter-
change one nation had ever conducted 
in another nation in the area of medical 
investigation,” Roth told Psychiatric News. 

It was a measure of the change under 
way in the U.S.S.R. and of the despera-
tion on the part of the Soviet government 
to rejoin its economy with the Western 

Visit
continued from page 9

professional news
world. As delegation member William 
Carpenter, M.D., remarked, “Sovereign 
nations just don’t normally allow this kind 
of invasiveness.”

Snapshot of a System in Flux
The visit took place in an atmosphere 

of high drama and some tension. Memo-
ries of the trip, as related by delegation 
members to Psychiatric News, include 
some dramatic f lourishes—among them 
a former patient, then on the run, who 
was brief ly interviewed while in hiding; 
and more than one delegation member 
recalled eyebrow-raising approaches 
from prostitutes and merchants of 
black-market contraband, which were 
regarded as efforts to ensnare members 
of the delegation in compromising sit-
uations.

But the grave purpose was evident in 
the remarkable “snapshot” of a Soviet psy-
chiatric system in fl ux that emerged and 
was recorded in a special book-length issue 
of Schizophrenia Bulletin titled “Assessment 
of Recent Changes in Soviet Psychiatry” 
published in English with side-by-side 
Russian translation. (The book appears as 
a supplement to Schizophrenia Bulletin, vol-
ume 15, number 4, 1989.) 

APA Director of Research Darrel Regier, 
M.D., M.P.H., who was at the time direc-
tor of the Division of Clinical Research 
at NIMH, designed and implemented—
along with Deputy Director Samuel Keith, 
M.D.—the standardized assessment meth-
ods used in the interviews. 

Three teams—headed by a research 
psychiatrist and including a Russian-
speaking psychiatrist, a forensic psychi-
atrist or psychologist, and two profes-
sional interpreters provided by the State 
Department—interviewed patients. The 
sample of patients for the interviews was 
derived from Amnesty International, a 
State Department list of possible dissi-
dents, the National Academy of Sciences, 
and the International Association on the 
Political Use of Psychiatry.

That list included 33 then-hospitalized 
patients and 12 individuals who had been 
released from hospitals within the pre-
vious two years. Of the 33 hospitalized 

patients, 17 were released prior to or con-
current with the delegation visit in what 
Regier called “the most miraculous recov-
ery from mental illness ever visited upon 
a country.” 

Of the 16 remaining hospitalized 
patients, the U.S. team found evidence of 
severe psychotic disorder in nine patients, 
with diagnoses that broadly corresponded 
to those of the Soviet psychiatrists. Five 
of the hospitalized individuals, however, 
were found to have no mental illness at all, 
including one who had been diagnosed with 
schizophrenia following a period of active 
involvement in human-rights protests. 

Additionally, the U.S. team found that 
neuroleptic medications had been used 
to treat patients for “delusions of reform-
ism” and “anti-Soviet thoughts” in the 
absence of accepted indications of psycho-
sis. Charges of the use of sulfazine injec-
tions, ostensibly to enhance neuroleptic 
treatment but typically producing pain, 
immobility, and muscle necrosis (suggest-
ing punitive rather than therapeutic pur-
poses), were also confi rmed by the Ameri-
can delegation. 

Among the 12 recently released 
patients, the U.S. team found no evidence 
of past or current mental disorder in nine, 
and the remaining three had mild symp-
toms that would not typically warrant 
involuntary hospitalization in Western 
countries (see box on page 9). 

Emergence of Independent Civil Society 
The denouement of the remark-

able confrontation between Western 
and Soviet psychiatry in the 1970s and 
1980s—culminating in the 1989 delega-
tion visit—was complex and not to every-
one’s liking. 

At the meeting of the WPA that year 
in Athens, Greece, the All-Union Soci-
ety was readmitted to the world body 
with conditions that some—such as 
Dutch human-rights activist Robert 
van Voren (author of a new book this 
year, Cold War in Psychiatry: Human Fac-
tors, Secret Actors)—considered weak and 
that were, in van Voren’s view, largely 
ignored. Soviet psychiatry would remain 
well behind the West in standards of care, 
with some of those most culpable for past 
abuses still in power at the time of their 
readmittance to the WPA. 

Others, like former APA medical direc-
tor Melvin Sabshin, M.D., whose leader-
ship was central throughout, said the most 
blatant state-sponsored abuses were ended 
and that the episode was a victory for eth-
ics and for an empirical, evidence-based 
psychiatry over ideology. 

Regier pointed to a follow-up visit of 
Soviet psychiatrists to the United States 
in 1990 in which they witnessed Western 
standards of care, and to renewed dialogue 
generally that included joint initiatives 
on mental health consequences of disas-
ter and on treatment of depression in pri-
mary care. 

He added that the 1989 visit and the 
publication of the Schizophrenia Bulletin 
report in Russian aided in the emergence 
over time of a new generation of psychia-
trists determined to protect the profession 
from the arm of the state.

“One of the benefits of the report was 
to help them understand what had hap-
pened to their society and to their pro-
fession,” Regier said. 

That viewpoint was echoed by delega-
tion member Richard Bonnie, J.D., a pro-
fessor of law and medicine at the Univer-
sity of Virginia School of Law. “One of the 
most important lessons from the period is 
the importance of a civil society, includ-
ing independent professional organiza-
tions, separate and apart from the state,” 
he told Psychiatric News. “The deformed 
nature of the Soviet psychiatric profession 
is one of the explanations for why it was so 
easily bent toward the repressive purposes 
of the state. 

“So one of the things we wanted to  sup-
port was the emergence of truly indepen-
dent professional organizations that could 
develop and enforce codes of ethical con-
duct, advocate for the well-being of patients, 
and, when necessary, criticize regressive 
policies proposed by the state.” ■

Readers are invited to submit letters not 
more than 500 words long for possible 
publication. Psychiatric News reserves the 
right to edit letters and to publish them in 
all editions, print, electronic, or other media. 
Receipt of letters is not acknowledged. 
Letters should be sent by mail to Psychi-
atric News, APA, Suite 1825, 1000 Wilson 
Boulevard, Arlington, Va. 22209 or by e-mail 
to pnews@psych.org. Clinical opinions 
are not peer reviewed and thus should be 
independently verifi ed.

letters to the editor

In the art icle “Bipolar-Depression 
Improvement Follows Ketamine Infu-

sion” in the September 17 issue, dissocia-
tion is described as a common side effect 
of ketamine. Actually, dissociation based 
on the loss of short-term memory has long 
been considered a major effect of ketamine. 
This function even led to the use of Sernyl, 
a ketamine, as an animal anesthetic. For 
a short time, there was also some experi-
mentation with its use in pediatric surgery. 

Instead of researchers’ dismissing dis-
sociation as an unrelated side effect of ket-
amine, it might be of interest to study the 
antidepressant effects of short-term mem-
ory loss. Such a study would be of spe-
cial interest because of the possible link 
between the antidepressive effects of ECT 

and post-ECT memory loss. 
In my book Multiple Realities in Clinical 

Practice, I have written about the effects of 
a ketamine, specifi cally Sernyl, on human 
subjects. 

JOHN S. KAFKA, M.D. 
Bethesda, Md.

Ketamine and Memory 
Loss

Based on discussions with the patients 
and clinicians in her study, Alegria offered 
preliminary recommendations for train-
ing clinicians in diagnosing and treating 
patients of diverse backgrounds.

“First, make providers more uncer-
tain about the use of intuition in patient 
encounters,” she said. “Encourage them to 
be more self-refl ective as well.”

To those ends, she suggests using video-
tapes of doctor-patient encounters for later 
analysis, but not only by the clinicians. Ask 
patients to review the videos, too, and ask 
them when they felt connected to the thera-
pist and when they did not, she said.

Ultimately, since the mental health 
workforce is so small relative to the need, 
and the patient population is becoming 
ever more diverse, perfectively match-
ing provider and patient race or ethnicity 
is unlikely. If patients and clinicians can, 
however, make adjustments in their per-
ceptions of groups different from their 
own, their encounter may prove to be a 
much more productive therapeutic experi-
ence than is now often the case, she said. ■

Cultural Views
continued from page 10

Active in AMA?
Let Us Know!

The AMA House of Delegates is composed 
primarily of physicians representing 
specialty organizations and physicians 
representing state medical societies. 
The AMA Section Council on Psychiatry 
continues to work well with the other 
medical specialty organizations involved 
in the AMA. It also wants to strengthen 
its relationship with the state medical 
societies, which comprise slightly more 
than half of the House of Delegates. To 
that end, APA would like to connect with 
psychiatrists who hold (or have held) 
leadership positions in their state or county 
medical society.

If you are a leader in your local or state 
medical society, or if you know of a psy-
chiatrist colleague who has such involve-
ment, please contact Becky Yowell at 
BYowell@psych.org or the section council 
chair, Carolyn Robinowitz, M.D., at 
carolynrobinowitz@usa.net. 
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Md., public schools, said she and other 
program participants there noticed that 
teachers were much more engaged and 
responsive if they used a conversational 
approach instead of the scripted presenta-
tion provided by the program.

Implementing other suggestions would 
lead to a deeper revamping of the pro-
gram. For example, Nadja Reilly, Ph.D., 
director of the Swensrud Depression Pre-
vention Initiative at Children’s Hospital 
Boston, suggested that program organiz-
ers add “peer leadership” elements to edu-
cate children to identify troubling signs 
among their fellow students. Additionally, 
elementary-school teachers might bene-
fi t from an amended version targeted to 
educators of younger children, according 
to Reilly.

Another major change that might ben-
efi t high-school seniors and garner more 

cern the difference between typical teen 
behavior and the warning signs of mental 
illness, according to surveys that present-
ers conducted at the end of each session 
and that were compiled by APF. A simi-
lar percentage of educators were able to 
describe the warning signs of psychiat-
ric illness among students. Approximately 
75 percent were able to identify the pro-
fessional services available to students in 
their school systems.

Of concern were the lower-than-
hoped-for rates of program participants 
who identifi ed students exhibiting the 
warning signs of a mental illness and 
took follow-up action, such as either 
talking to the students or their parents 
or referring them to a mental health pro-
fessional in the school system. For exam-
ple, in 2009 about 70 percent of the pro-
gram’s educator participants said they 
would talk to these students or their 
parents about a possible mental disor-

der, and about 80 percent said that they 
would refer the students to a mental 
health professional.

The program evaluation did not ask edu-
cators why they preferred referring students 
to mental health workers instead of talking 
to the student or parents, but Linda Bueno, 
director of industry relations for APF, sug-
gested that the preference stemmed from 
teachers’ belief that mental health profes-
sionals are better trained to address psychi-
atric conditions with students and parents, 
and the teachers may be uncomfortable in 
conveying such information. Organizers of 
the program, which briefl y addresses ways 
to discuss mental illness with students but 
provides no guidance on talking to par-
ents, are considering adding information 
about communication with both students 
and parents.

APF is now conducting a follow-up sur-
vey to determine the extent to which par-
ticipation in the program affected teacher 
responses to signs of mental illness in the 
months after the presentation.

Possible Improvements Identifi ed
The challenges of presenting unfa-

miliar information to educators during 

APF Program
continued from page 1

sessions that are usually wedged into 
packed teacher in-service and work days 
may require some tweaks to the pro-
gram to grab their interest and improve 
its effectiveness, according to educators 
and others who have participated in the 
program and spoke at the October con-
ference.

Michelle Timmons, a teacher-skills 
consultant and trainer of Typical or 
Troubled presenters in Ohio, suggested 
that teachers might absorb more of the 

information presented if the program was 
divided into mini-sessions scheduled over 
the course of a school year, instead of in 
the one- or two-hour sessions that the pro-
gram now uses.

Jeanette Kaufmann, a counselor who 
has presented the Typical or Troubled 
program throughout Charles County, 

In the letter, Wrynn stated that the 
offi ce has become aware that “certain 
insurers refuse to accept and initiate the 
processing of E/M CPT codes when psy-
chiatrists or other physicians submit those 
codes for the treatment of a mental, ner-
vous, or emotional disorder or ailment.” 
He added that insurers who do so are in 
violation of state law.

“Because psychiatrists are physicians, 
an insurer must accept and initiate pro-
cessing of all health care claims submit-
ted by a psychiatrist pursuant to, and 
consistent with, the current version of 
the AMA’s CPT codes, reporting guide-
lines, and conventions,” Wrynn wrote. 
“Accordingly, an insurer that refuses to 
accept or initiate processing of an E/M 
CPT code submitted by a psychiatrist 
violates insurance law.”

Staff in APA’s OHSF said that the deci-
sion is a signifi cant one that other states 
should model. OHSF will be writing to 
insurance commissioners in all of the 
states informing them of the New York 
directive and requesting them to send out 
a similar letter if necessary.

“As physicians, psychiatrists have access 
to the general medical CPT E/M codes 
(99201-99499) when these codes appro-

priately describe the patient care they’ve 
provided,” Ellen Jaffe, Medicare special-
ist with OHSF, told Psychiatric News. “The 
E/M codes are generic in the sense that 
they are intended to be used by all phy-
sicians, nurse practitioners, and physi-
cian assistants, and to be used in primary 
and specialty care alike. The decision to 
use one set of codes over another should 
be based on which code most accurately 
describes the services provided to the 
patient. The E/M codes give psychiatrists 
fl exibility for reporting their services when 
the service provided is more medically ori-
ented or when counseling and coordina-
tion of care are being provided more than 
psychotherapy.”

The decision in New York was preceded 
by a similar one by Blue Cross/Blue Shield 
(BCBS) of Massachusetts in August. The 
new policy went into effect in September. 

“We think this is momentous,” Greg 
Harris, M.D., chair of the Committee on 
Managed Care of the Massachusetts Psy-
chiatric Society (MPS), told Psychiatric 
News. “We have been working on this for 
a lot of years.”

Harris, who is also a member of APA’s 
Council on Healthcare Systems and 
Financing, said that psychiatric practice 
has evolved in such a way that the services 
clinicians provide today to medically com-
plicated patients no longer fi t neatly into 

Coding Bias
continued from page 1

interest would be adding information to 
help college-bound students prepare for 
the psychological stresses and substance 
abuse issues they will likely face, said Bill 
Mecca, a crisis-intervention specialist in 
Trumbull, Conn.

“That could help them or other peo-
ple they might interact with in college,” 
Mecca added.

National Version Coming?
Conference participants were excited 

that the Typical or Troubled program, 
which has drawn the attention of the 
Obama administration, could help inspire 
a national initiative.

Sen. Amy Klobuchar (D-Minn.) is 
expected to introduce legislation to train 
public-school teachers to identify the early 
warning signs of mental illness. The bill 
is based on an established program called 
Family-to-Family in Minnesota, which 
takes a slightly different approach than 
that of Typical or Troubled by training 
teachers to inform other educators and 
families about the warning signs of men-
tal illness.

Although the fate of the expected fed-
eral legislation is uncertain, the need 
for this type of program is clear. Burke 
and other speakers highlighted the per-
sistent, unmet mental health care needs 
of children in the United States, approx-
imately 4 million of whom suffer from 
major mental health disorders, according 
to recent research. About 90 percent of 
these youngsters display warning signs 
of mental illness by age 15, but people 
around them need far more education to 
identify them.

“If this resulted in one less tragedy, 
then it would be worth everything,” 
Burke said.

Information about the Typical or 
Troubled program is posted at <www.
psychfoundation.org/OurPrograms/
TypicalorTroubled.aspx>. ■

either psychotherapy or medical manage-
ment, the service categories traditionally 
used by psychiatrists. 

Harris said use of the generic E/M 
codes allows for a more fl uid approach 
to coding that better refl ects the diverse 
services psychiatrists provide. “There are 
people for whom you are doing traditional 
psychotherapy, and there are patients for 
whom you are doing more medical-type 
evaluation and management services that 
are not strictly medication management,” 
he said. 

For example, a psychiatrist may be 
seeing a patient with bipolar disorder 
and advising the patient about all man-
ner of issues related to general medi-
cal health without necessarily strictly 
managing psychiatric medications, he 
explained.

 “We have argued that restricting us to 
the psychotherapy codes is discriminatory 
because it limits the scope of practice [to 
either psychotherapy or medication man-
agement],” he said. “And it is discrimina-
tory because the restriction hasn’t applied 
to other physicians. So we have argued for 
this as a matter of parity.”

Harris added that MPS leaders hope to 
use the BCBS decision, as well as that by 
the New York State Offi ce of Insurance, as 
a model for all insurers in Massachusetts 
to follow. ■ 
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Soundhari Balaguru, Ph.D., a psychology 
instructor at Harvard Medical School, offers 
suggestions on how to help educators identify 
the warning signs of serious mental illness 
among their students.

Bill Mecca, a crisis intervention specialist in 
Trumbull, Conn., says that a side benefi t of 
the Typical or Troubled program is that it has 
helped schools overcome staff “territorial-
ism” and better coordinate needed care for 
students.

Jeannette Kaufman, a counselor for Charles 
County, Md., public schools, tells conference 
attendees about her efforts to inject more 
informal elements into her presentation of the 
program to increase its appeal to teachers.
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professional news

• Carsten Nielsen, Ph.D., Ernest Gallo 
Clinic and Research Center, University of 
California, San Francisco, “Delta Opioid 
Receptors as Novel Targets for the Treat-
ment of Schizophrenia.” 

Since 1987, NASARD has awarded 
a total of $262 million in 3,832 research 
grants to scientists in the United States 
and 28 other countries. To date for 2010, 
NARSAD has awarded $5 million in 57 
new grants. 

Benita Shobe, NARSAD president 
and CEO, emphasized that while nearly 
all charitable causes have seen a decline in 
donations due to the economic challenges 
of recent years, NARSAD strives to con-
tinue funding at the same rate. 

“Economic uncertainty and instabil-
ity have certainly impacted many of our 
donors and the support we’ve seen dur-
ing the recession,” Shobe said. “Through-
out the economic recovery, NARSAD has 
been working tirelessly to maintain con-

NARSAD
continued from page 12

• “Mercy” (NBC) for the episode “Pull-
ing the Goalie” addressing the effects of 
PTSD on military families.
• “Parenthood” (NBC) for the episodes 
“Pilot,” “Man Versus Possum,” and “The 
Deep End of the Pool” addressing Asperg-
er’s syndrome.
• “Temple Grandin” (HBO) for address-
ing autism.

Film Category
• “Adam” addressing Asperger’s syndrome.
• “The Dry Land” for addressing the 
effects of PTSD on military families.
• “Precious” for addressing depression.

Documentary Category
• “Coming Home: Military Fami-
lies Cope With Change” for addressing 
the effects of PTSD and traumatic brain 
injury on military families.
• “No Kidding, Me Too!” for  addressing 
the effects of clinical depression, PTSD, 
bipolar disorder, and attention-defi cit/
hyperactivity disorder on military families.
• “This Emotional Life”  (PBS) for 
addressing PTSD, depression, and anxi-

Voice Awards
continued from page 12

ety and their effects on military families. 

A number of individuals were also hon-
ored for their work in raising awareness of 
mental health issues.

First Lady Rosalynn Carter was hon-
ored with the SAMHSA Special Career 
Recognition Award for her work in advanc-
ing mental health awareness for 40 years. 

Mental health advocate and Vietnam 
veteran Moe Armstrong received a Life-
time Achievement Award for his contribu-
tions to the mental health recovery move-
ment and for establishing Vet-to-Vet, a 
peer recovery program for veterans strug-
gling with mental health problems. 

Five consumer advocates and lead-
ers also received Consumer Leadership 
Awards: Gayle Blueburd of Gainesville, 
Fla; Fredrick Frese, Ph.D., of Akron, 
Ohio; Clarence Jordan of Nashville, 
Tenn.; LaVerne Miller of Delmar, N.Y.; 
and Janet Paleo of San Antonio, Tex.

Lorrin Gehring of Provo, Utah, received 
the Young Adult Leadership Award. 

More information about the Voice 
Awards is posted at <www.transitionyear.
org>. Episodes of “Healthy Minds” can 
be accessed at <www.wliw.org/healthy
minds>. ■

sistent support for its investigators and 
mental health research. In most cases, gift 
levels have stayed the same, signifying the 
importance of supporting NARSAD and 
its unique role in funding cutting-edge 
mental health research.”

Exploring a better understanding of 
the “normal” function of the brain to bet-
ter address the challenges of perceived 
“abnormality” is a key element to future 
research.

NARSAD’s research funds are 
generated through personal philan-
thropic donations and are not permit-
ted from pharmaceutical companies. All 
of NARSAD donations go directly to 
research, as all operational expenses are 
underwritten by two family foundations. 
NARSAD maintains a Web site with a 
community billboard featuring per-
sonal fundraisers sponsored by families 
who want to see donations go directly 
to research and events that highlight 
the scientifi c discoveries of NARSAD 
researchers.

More information about NASARD is 
posted at <www.nasard.org>. ■ 

based on their health conditions. 
ACOs that fail to meet certain qual-

ity and cost-savings targets will face lower 
payments from Medicare. Likewise, indi-
vidual clinicians who continue as uninte-
grated fee-for-service medical specialists 
are expected to face declining referrals, 
as ACOs look to partner with physicians 
who have shown they can lower costs and 
increase quality of care.

“The primary care doctors are going to 
have to work well with the specialists, and 
it is going to involve major cultural change 
in a lot of cases,” Zezza said.

ACOs
continued from page 24

government news
Although future private and publi-

cally funded ACOs will undoubtedly 
seek to include psychiatrists, the design 
of these ACOs will likely vary. Some 
ACOs are expected to use formally con-
tracted specialists who will be commit-
ted solely to that ACO. But other ACOs 
will likely be open to nonexclusive agree-
ments with specialists. That won’t be 
an option for primary care physicians 
because each will be limited to treating 
patients in only one ACO, according to 
the health care law.

“Specialists can work with multiple 
ACOs, so maybe nothing has to change 
too much in terms of their business prac-
tices,” Zezza said. 

Physicians could benefi t from ACO par-
ticipation by taking advantage of HIT or 
cost-saving initiatives in those specifi c ACOs.

“So ideally it would help them become 
more effi cient and work better with pri-
mary care physicians,” Zezza said.

Fred Ralston Jr., M.D., president of 
the American College of Physicians, told 
Psychiatric News that psychiatrists consid-
ering the future of the practice of medi-
cine should weigh “the hassles” and cost of 
joining an ACO against “the risk of being 
left out of an ACO that directs patients to 

other physicians in their specialty.”
Psychiatrists interested in ACOs, 

Sanders said, should look for private 
insurers or employers in their area that 
are already launching such initiatives for 
information on whether psychiatrists 
would fi t in that specifi c type of ACO. 
The PCPCC identifi es emerging col-
laborative care pilot projects across the 
nation on its Web site. 

More information on local collabora-
tive care initiatives is posted at <www.
pcpcc.net/pcpcc-pilot-projects>. ■

“We feel that we will not have suffi cient 
numbers of primary care doctors to support 
this [post health care reform] system,” said 
Michael Barr, M.D., senior vice president 
of medical practice, professionalism, and 
quality at the American College of Phy-
sicians, during an October summit at the 
Carter Center Mental Health Program.

The summit convened medical experts 
to analyze the poten-
tial of the looming phy-
sician shortage to impact 
patients’ access to needed 
mental health care and to 
suggest ways to address 
that. Their recommen-
dations are expected this 
winter.

The growing physician 
shortage also is expected to 
exacerbate the problem of 
most medical schools inad-
equately training their stu-
dents to closely coordinate 
the treatment they provide 
to patients who are also 
receiving care from other 
physicians. The lack of 
care-coordination train-
ing in both residency and at many medi-
cal schools, said Bartlett, is most apt to 
affect patients with mental illness. That’s 
because when a patient suffers from mul-
tiple chronic illnesses, psychiatric illness is 
usually one of them. And when mental ill-
ness is left untreated, it can undermine the 
ability of patients to follow the treatments 
for their other illnesses.

Scully noted that access to men-
tal health care should improve as recent 
changes requiring public and private 
insurers to pay for such care are imple-
mented under the 2008 federal insurance 
parity law and Medicare, which is now 
phasing in the same copayment for men-
tal health care as it has for other types of 
health care. 

“Changing the ways of paying for 
[mental health] care may affect more peo-
ple than anything else,” Scully said.

Additionally, he acknowledged that 
research has found shortcomings in the 
quality of mental health care provided 
by primary care physicians and urged 
primary care physician associations to 
enhance the mental health training they 
provide to their members.

Bartlett said both public and private 
insurers will spend “a lot of money” in the 
coming years to retrain physicians to bet-
ter coordinate care with other clinicians.

Efforts to increase the overall number 

of medical school slots have had some suc-
cess in recent years, Scully said. For instance, 
the increase in the number of new medical 
schools will help add 7,000 additional gradu-
ates every year over the next decade. Nearly 
two dozen medical schools either have 
opened recently or are expected to open in 
the next few years, which are the most new 
schools since the 1970s, Scully noted.

However, the estimated shortage 
of nonprimary care specialty physi-
cians such as psychiatrists will remain, 

according to the AAMC, unless Con-
gress increases Medicare-funded res-
idency training slots by at least a 15 
percent (that would add 4,000 physician-
graduates a year). Medicare funding for 
residency positions has been capped at 
100,000 slots since 1997.

The Department of Health and Human 
Services (HHS) estimates that the over-
all physician supply will increase by just 
7 percent in the next decade, which also is 
the expected growth rate for the number 
of psychiatrists. During the same period, 
one-third of all practicing physicians are 
expected to retire, and the number of 
Americans aged 65 and older is projected 
to grow by 36 percent, according to the 
AAMC fi gures.

Both APA and the AAMC are lob-
bying Congress for additional medical 
school and residency training funding. 
Specifi cally, new legislation is expected in 
the next Congress that would authorize 
a 15 percent increase in Medicare fund-
ing for residency slots, according to an 
AAMC offi cial.

More AAMC projections are posted at 
<www.aamc.org/download/150584/data/
physician_shortages_to_worsen_with-
out_increases_in_residency_tr.pdf>. The 
HHS physician-supply estimates are post-
ed at <ftp://ftp.hrsa.gov/bhpr/workforce/
physicianworkforce.pdf>. ■

Health Reform Could Worsen 
Physician Shortage
New physician workforce projections suggest that the health care reform 
law will accelerate the severity of the physician-shortage problem in the 
coming years as millions more Americans gain health insurance. The 
situation raises the concerns of mental health advocates.

Source: AAMC Center for Workforce Studies, June 2010 Analysis  
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We support a safe, healthy and drug-free work environment through
background checks and controlled substance screening. EOE/AA/LEP

Psychiatric opportunities
Gundersen Lutheran Health System, based in La Crosse, Wis., is seeking
to expand its psychiatric services by recruiting talented psychiatrists and
psychiatric nurse practitioners. A medical director position for our expanding
inpatient unit is a primary need and a full time outpatient opportunity is
available in Decorah, Iowa. Subspecialists (e.g. addiction psychiatrists, child
psychiatrists, geropsychiatrists, C/L psychiatrists, etc.) are invited to apply,
as well as generalists.

Practice amongst a full continuum of psychiatric care that includes inpatient
and outpatient settings, child/adolescent services, ECT, eating disorder
clinic, DBT, partial hospitalization, chemical dependency services, and more.
Other opportunities include working with palliative care, neurology, sleep
medicine, women’s health, outreach, pain medicine, education, research
and many others in a fully integrated multispecialty health care system.
Join nine adult psychiatrists (including one addiction psychiatrist and two
geropsychiatrists), five child psychiatrists, seven psychologists, three nurse
practitioners and numerous Master’s level therapists and other providers.

Contact: Paula Stoner, Medical Staff Recruitment,
(800) 362-9567, ext. 54242, or submit curriculum vitae

via email to pjstoner@gundluth.org
Apply online at gundluth.jobs

About Gundersen
Lutheran…
Gundersen Lutheran

is a dynamic top-rated

healthcare organization

based in scenic

La Crosse, Wis. At

GundersenLutheran,

we serve residents of

western Wisconsin,

southeastern Minnesota

and northeastern Iowa.

Our healthcare system is

anchored by one of the

largest multi-specialty

group practices and a

teaching hospital with

Level II Trauma Center.

La Crosse is a historic,

vibrant city of more than

50,000 people nestled

between bluffs and the

legendary Mississippi

River. La Crosse boasts

a historic downtown

and riverfront, a host

of festivals and

annual

celebrations,

some of

the best

outdoor

recreation,

excellent

schools including

three universities,

affordable housing in

safe neighborhoods, an

endless variety of live

entertainment and

breathtaking beauty,

making this a great place

to call home.

VA NJ Health Care System

PSYCHIATRISTS
ON-CALL

The VA New Jersey Health Care System draws on the united capabilities of its
East Orange and Lyons campuses as well as their community-based
satellites to offer seamless medical assistance. 

Currently, both campuses are recruiting On-Call physicians to provide
coverage for all psychiatric care needs after normal working hours. The
selected candidates will be responsible for providing psychiatric evaluations
for veterans seen in the emergency room and for in-house patients as needed
on the off tours, i.e. overnight, weekends, and holidays. Pay is $80/hour.

In order to be considered, please visit the
USAJOBS website at http://www.usajobs.opm.gov

and search for Announcement Number: CO-11-3353, 
Job Title: PSYCHIATRIST- Physician Of The Day (POD), Fee-Basis & apply.

If you have questions please contact Miklos F. Losonczy, M. D., Ph.D
ACOS/Mental Health & Behavioral Services at (973)676-1000, ext 1421.

The VA is an Equal Opportunity Employer M/F/V/H

Staff Clinician in Experimental
Therapeutics & Pathophysiology Branch
Division of Intramural Research Program
National Institute of Mental Health

Bethesda, MD, USA
The National Institute of Mental Health (NIMH) Intramural Research
Program, a major research component of the National Institutes of Health
(NIH) and the Department of Health and Human Services (DHHS), housed at
one of the premier research sites in the U.S., the 300 acre Bethesda campus of
the NIH, near Washington D.C. with state-of-the-art clinical research unit and
neuroimaging facilities (MRI, MRS, MEG, and polysomnography) dedicated
to research, is recruiting a staff clinician to join the Experimental Therapeutics
& Pathophysiology Branch of the Intramural Research Program of NIMH.
Minimum qualifications are a doctoral degree, post-doctoral training, strong
publication record, and demonstrated the ability to manage patients in research
protocols and to effectively administrate resources when conducting clinical
research (including recruitment, protocol development and implementation,
and conducting single-site studies). The successful candidate will be primarily
involved in patient research care and be part of a multidisciplinary team
examining novel therapeutics and using neuroimaging and electrophysio-
logical technologies to map brain activity associated with clinical response in
patients with mood disorders. In addition to collaborative work within the
team, there is opportunity for outstanding candidates to develop their own
projects within the Branch.

Salaries are competitive and depend on level of experience. This is a full time
position located in Bethesda, Maryland. Interested applicants should send a
curriculum vitae, bibliography, statement of research interests, and three
letters of recommendation to: Carlos Zarate, MD (zaratec@mail.nih.gov),
Experimental Therapeutics & Pathophysiology Branch, NIMH, CRC, Bld. 10,
Unit 7 Southeast, Room 7-3465, Bethesda, MD 20892-1282.

DHHS and NIH are Equal Opportunity Employers

Student Mental Health, University of Florida
Psychiatric Opening

Program Director and Clinical Assistant | Clinical Associate | Professor
Position #  00019653

The University of Florida Student Health Care Center and the University of Florida College of 
Medicine, Department of Psychiatry is seeking a full time, non-tenure track, Clinical Psychia-
trist with leadership roles as Medical Director for Student Mental Health Psychiatry group 
and the Counseling and Wellness Center.  Student Mental Health Services is comprised of 
the General Mental Health Clinic, Center for Sexual Assault/Abuse Recovery and Education, 
Eating Disorders Program, Alcohol and Substance Abuse Program, and Psychiatry Services. 
The successful candidate would collaborate with a large multidisciplinary staff made up of 
psychologists, mental health counselors, psychiatrists, psychiatric ARNP’s and other medical 
providers.  In addition, this person will also have the opportunity to be involved in teaching 
and research through the Department of Psychiatry within the University of Florida, a major 
research university.  

The University of Florida is a large state university, which provides undergraduate, graduate, 
and professional education to an ethnically and culturally diverse population. Applicants 
must have an M.D./D.O. degree, must hold or be eligible for Florida Medical Licensure, be 
Board Certifi ed or eligible for Board Certifi cation and have a demonstrated record of clini-
cal experience in assessment, brief treatment and psychopharmacological management.  
Experience in Medical Student teaching, scholarly activities and research with college age 
students and related problems is also desired.  Salary and rank will be commensurate with 
experience.  

Application deadline is December 31, 2010.

Interested applicants should send a letter of interest, a current Curriculum Vitae, and three 
letters of recommendation to Search Committee Chairperson:

Michelle Jacobs-Elliott, M.D.
Assistant Professor and Assistant Dean

Student Mental Health Care Center
University of Florida College of Medicine

Department of Psychiatry
P.O. Box 100256

Gainesville, Florida  32610-0256

An Equal Opportunity Institution

Student Mental He
Psychiatric O

sistant | Clinical Associate | Professor
19653
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Adult Outpatient Psychiatry

HealthPartners Medical Group is a top multispecialty group 

practice based in Minneapolis/St. Paul, Minnesota and 

neighboring western Wisconsin communities. We seek BC/BE 

psychiatrists to join our talented team in providing 

comprehensive outpatient services, shared call and hospital 

rounding. Full-time or part-time practices are available.

Amery, Wisconsin

This full-time outpatient practice is based at the Amery Regional 

Medical Center, and teams with another of our psychiatrists in 

providing comprehensive behavioral health services to this 

charming western Wisconsin community and busy service area. 

St. Paul, Minnesota

Based at HealthPartners Maplewood Clinic and the Center for 

International Health, this practice provides care for a diverse 

patient base, with shared hospital and call coverage at Regions 

Hospital in St. Paul.

Forward your CV and cover letter to

lori.m.fake@healthpartners.com or apply online at

www.healthpartners.jobs. For more details, call

1-800-472-4695 x1. EOE

healthpartners.com         regionshospital.com

Department of
Veterans Affairs

Chief of Psychiatry
VA Boston Healthcare System

VA Boston Healthcare System (BHS) is searching for the position of Chief of Psychiatry.
Psychiatrists represent a major portion of the Mental Health Service at BHS and provide
mental health services across the continuum of care to 12,000 Veterans. Annually,
50 psychiatry residents and fellows from the Harvard South Shore Residency, Boston
University School of Medicine (BUSM), Boston Medical Center and Brigham &
Women's Hospital receive training at BHS. Students, residents, and fellows from all sites
are taught by VA faculty of both medical schools, including 40 psychiatrists. The Mental
Health Service provides a unique and full spectrum of inpatient, residential and specialty
outpatient services. Areas of expertise include programs for posttraumatic stress
disorders, addictions, serious mental illness, women's mental health, and treatment for
Returning Veterans from Iraq and Afghanistan. Basic, translational, and clinical research
programs in mental health are funded by NIH, VA, and Department of Defense.

BHS is the principal tertiary care referral center for all of New England. BHS comprises
three main campuses: Jamaica Plain, West Roxbury, and Brockton, and six outpatient
clinics in the greater Boston area and central Massachusetts. BHS has a total capacity of
622 acute, chronic and residential beds, treats a population of 62,000 Veterans, and hosts
over 600,000 outpatient visits. There are 126 inpatient and 100 residential beds in
Mental Health. BHS is strongly affiliated with Harvard Medical School (HMS), BUSM
and multiple HMS- and BUSM-affiliated hospitals. BHS received $55 million in
research dollars in fiscal year 2010; mental health research was the largest component.

This position offers a highly competitive VA salary and a faculty appointment at BUSM
or HMS commensurate with experience. The Chief of Psychiatry will play a clinical,
leadership, and academic role under the direction of the Director of the Mental Health
Service. We seek a distinguished clinician-teacher or clinician-researcher. Applicants
must have at least five years of major administrative experience.

VA Boston Healthcare System is an Equal Opportunity/Affirmative Action Employers
actively committed to increasing the diversity of our staff: women and members of
underrepresented minority groups are therefore strongly encouraged to apply.

Please submit a letter of intent and CV to

Must be U.S. citizen.

bostonchiefpsychiatrysearch@va.gov

The Department of Psychiatry and Behavioral Sciences, Allan Tasman, MD, Chair
 is seeking dynamic, academically-oriented Assistant or Associate Professor psychiatrists to 
join our expanding faculty in a rapidly growing medical center complex with fi ve hospitals. 
The city of Louisville is a metropolitan area with nearly one million people. The cost of 
living is low, cultural amenities are extensive, schools are excellent, and outdoor and family 
oriented activities abound. 

Responsibilities for these faculty positions include clinical assignments in inpatient, outpa-
tient, psychiatric emergency, or consult/liaison teaching services, and medical student/resi-
dent teaching outside the primary clinical assignment. In addition, there are opportunities 
to collaborate in ongoing clinical and basic science research. Candidates should be Board 
Certifi ed or Board Eligible in Psychiatry. These positions are full-time faculty appointments 
in the Department of Psychiatry and Behavioral Sciences at the University of Louisville 
School of Medicine. Competitive compensation and a comprehensive benefi ts package is 
included.

Ackerly Endowed Chair in Child Psychiatry

This outstanding opportunity for a child and adolescent psychiatrist with a strong track re-
cord of extramural funding allows the successful candidate to continue his or her research 
program in an academic setting where research growth and development is the highest 
priority.  Interested candidates should mail or e-mail a curriculum vitae and a letter of 
interest to: 

Kelly Moore, Faculty Affairs Coordinator
Department of Psychiatry and Behavioral Sciences

401 E. Chestnut Street, Suite 610, Louisville, KY 40202
P: 502-813-6664 ; F: 502-813-6665; kelly.moore@louisville.edu

The University of Louisville is an Affi rmative Action, Equal Opportunity, Americans with Disabili-
ties Employer, committed to diversity and in that spirit, seeks applications from a broad variety of 
candidates.

The University of Louisville School of Medicine
Department of Psychiatry and Behavioral Sciences

Clinician-Educator Positions Available
General Psychiatry  Geriatric Psychiatry
Depression Center   Women’s Mental Health
Ambulatory Behavioral Medicine: Med/Psych
Child and Adolescent Psychiatry: ADHD or Eating Disorders Emphasis 

Work for the national leader in

correctional healthcare services.

PRISON HEALTH SERVICES...

The largest correctional healthcare provider in the U.S. provides
healthcare services for inmates at Rikers Island in Queens, NY.

Correctional medicine offers work independence,
diversity of duties, continuity of care and an opportunity
to provide care to the underserved and in need of help.

Make a Difference...

� Looking for new challenges? � Want to make a real difference?
� Have questions about this unique environment?

PHS is an Equal Opportunity Employer M/F/D/V

PRISON HEALTH
MEDICAL SERVICES, PC
49-04 19th Ave., Astoria, NY 11105

 FULL TIME/PART TIME/PER DIEM. FLEXIBLE SHIFTS

Work for the national leader in

correctional healthcare services.

PSYCHIATRISTS

Prison Health Services Medical P.C. invites you to join its substantial,
comprehensive, multi-disciplined M.H. team at Riker’s Island.

Tours: 8am-4pm; 4pm-12am; 12am-8am with some flexibility.

Salaries and benefits are competitive.

For more info please contact

David Rosenberg MD, Supervising Psychiatrist
Tel: 646 717 4061

or email us your resume:

PHSNYC@riepf.com
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You’re an Inpatient Attending Psychiatrist 
experienced in adult care. You’re feeling burned 
out from increased patient loads, increasing 
service requirements, and a hospital teetering 
on the financial edge – all of which leaves you 
unsure of your future. 

If this describes you, I invite you to join Lutheran Medical Center’s thriving 
35-bed inpatient psychiatric adult unit in the world’s most exciting city, New York. 
With defined teams, ample SW, RN, tech support, in a booming, academic, 476-
bed hospital, physicians are offered top regional market base salary, benefits, 
and quarterly bonuses. We have been in existence for 125 years. Our full-time 
psychiatrists enjoy real stability.

You must have more than two years of experience, and if you need a NYS license, 
we will help you get one. I encourage you to talk to me, so that you can feel 
hopeful about your future once again.

To schedule an interview, please email: bgoffny@yahoo.com, fax 718.630.8594 
or send your CV to: Bradford M. Goff, M.D., Chairman, Department of 
Psychiatry and Behavioral Health Sciences, Lutheran Medical Center, Suite 
2-41A, 150 55th St., Brooklyn, NY 11220. EOE/AA M/F/D/V.  For more 
information visit our website.

An open invitation to 
Inpatient Psychiatrists 
seeking change.

www.LutheranMedicalCenter.com

Bradford M. Goff, M.D.
Chairman

Department of Psychiatry and 
Behavioral Health Sciences

    
Staff Psychiatrist
Pathways, Inc., the longest operating multi-service mental health 
agency in St. Mary’s County, located on Maryland’s western shore of 
the Chesapeake Bay, has an excellent opportunity to serve Southern 
Maryland residents.  We seek a licensed, board certifi ed/board 
eligible Psychiatrist to assume the position of Staff Psychiatrist in 
our outpatient mental health clinic.  The preferred candidate will be 
credentialed with most major insurance companies.  The selected 
candidate will provide psychiatric evaluations, prescribe and manage 
medications, assume responsibility for the medical aspects of quality 
management for his/her patients, and consult with clinical staff on 
shared patients.

St. Mary’s County is scenically bordered on either side by two major 
rivers: the Patuxent and Potomac.  The Southern Maryland region, the 
fastest growing in the state, uniquely offers a blend of colonial history 
and advanced technology-based industry in a location adjacent to the 
Baltimore-D.C corridor.   

We offer strongly competitive compensation with no on-call 
requirement.  Wage and other terms are negotiable.  If interested 
please submit your C.V. and letter of interest to:

   Jack Dent, Administrative Offi cer
   Pathways, Inc.
   P.O. Box 129
   Hollywood, MD 20636
   301- 373- 3065 ext. 208
   Fax 301-373-3265
   E-mail jdent@pathwaysinc.org
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Nationwide

Universal Health Services, Inc. (UHS) is one 
of the nation’s largest and most respected hos-
pital management companies, operating through 
our subsidiaries behavioral health treatment fa-
cilities nationwide. We are currently recruiting 
new Psychiatrists for diverse practice positions 
at our facility locations below as well as in other 
areas.

For more detailed information about indi-
vidual locations or other UHS locations con-
tact: Joy Lankswert, In-house Physician Re-
cruiter @ 866-227-5415 ext: 222 or email joy.
lankswert@uhsinc.com.

•  ALASKA- Anchorage- Inpatient & Residen-
tial OR Outpatient

•  COLORADO- Boulder
•  FLORIDA- Orlando- Medical Director 

(Child)
•  GEORGIA- Atlanta & MoultrieILLINOIS- 

Chicago Suburb (Child)
•  MASSACHUSETTS- BOSTON - Brook-

line, Westwood, Pembroke, Attleboro
•  MICHIGAN- Grand Rapids
•  MISSOURI- Kansas City (General/Geriatric)
•  NEVADA- Las Vegas
•  NEW JERSEY- Westampton (just east of 

Philadelphia)
•  PENNSYLVANIA- Philadelphia and State 

College, Shippensburg
•  SOUTH CAROLINA- Columbia and Aiken
•  TENNESSEE- Nashville area - Medical Di-

rector (Child)
•  TEXAS- Austin, Dallas, San Angelo
•  WYOMING- Casper & Cheyenne

Competitive compensation packages and ben-
efits if employed, including bonus and student 
loan assistance opportunity depending on loca-
tion. See the UHS website: www.uhsinc.com for 
full list of facility locations.

Locum Leaders is the psychiatry jobs leader. 
Locum tenens, perm, adult and child psych po-
sitions. Weekly pay, direct deposit, occurrence 
malpractice insurance, paid travel and housing, 
free CME and more. Visit www.locumleaders.
com or call 877-562-8656.

www.LocumTenens.com/pn 
 thill@locumtenens.com 

1-888-223-7950

THE 1ST CHOICE IN
 PSYCHIATRIC RECRUITMENT

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

 800-783-9152

ALASKA

ANCHORAGE: 2 positions - Inpatient and 
RTC (Child/Adol) OR Outpatient (Adult/Adol 
or Child/Adol).  Salary, benefits & bonus - lim-
ited call. Contact Joy Lankswert, In-house re-
cruiter @ 866-227-5415; OR email joy.           
lankswert@uhsinc.com.

ARIZONA

Medical Director

Come live and work in the Tucson, Arizona, 
area, a vibrant Southwestern community located 
in the incomparable Sonoran Desert!

Community Partnership of Southern Ari-
zona (CPSA) is recruiting for a Medical Direc-
tor to oversee the daily activities in our Medical 
Management departments including Perfor-
mance Improvement/Quality Management, 
Care Management/Utilization Management and 
Pharmacy Services Management.

The successful candidate will possess an unre-
stricted license to practice medicine (MD/DO) 
in the State of Arizona and be board certified or 
qualified in psychiatry by the American Board 
of Psychiatry and Neurology or the American 
Osteopathic Board of Neurology and Psychiatry; 
and have at least two years experience working 
in a managed care setting with two years experi-
ence in medical administration and manage-
ment. Knowledge of quality management and 
performance improvement and utilization man-
agement principles and practices is also required.

CPSA is the administrative organization respon-
sible for coordination of publicly funded behav-
ioral health treatment and prevention services 
in Southern Arizona (Pima County). We are a 
community-based, nonprofit organization ded-
icated to ensuring that individuals and families 
receive accessible, high-quality behavioral health 
services that are member and family driven, re-
covery oriented, respectful of cultural differ-
ences, and that foster hope and self-determina-
tion.

For more information about us, please access 
our website at www.cpsa-rbha.org. For more 

information about this career opportunity, 
please contact Edward M. Gentile, D.O., 
M.B.A., at 520-901-6816, or upload your cur-
riculum vitae to our career webpage or email to 
hrrecruiting@cpsa-rbha.org. EEO Employer.

CALIFORNIA

Outpatient Adult Psychiatrist needed for a 
progressive county mental health system, in the 
Central Valley less than two hours from San 
Francisco and Yosemite. Recovery-oriented 
treatment provided in a multidisciplinary set-
ting. Excellent salary scale with steps starting 
from 179K to 217K; additional 5% differential 
for board certification.  No call requirements at 
this time. Full benefit package including medi-
cal, vision/dental, vacation, sick time. Excellent 
retirement package with deferred comp. plan 
avail.

Fax CV to Uday Mukherjee, MD at 209-525-
6291 or call 209-525-6119; e-mail at 

umukherjee@stanbhrs.org.

Butte County Behavioral Health Depart-
ment invites applications for the position of 
Psychiatrist, regular help and contracted.  This 
position, under general direction, provides clin-
ical assessments and treatment services to allevi-
ate suffering in clients with behavioral health 
disorders.  The regular help monthly equivalent 
salary range for this position is $11,803-$15,817, 
and includes a comprehensive benefits package 
featuring retirement, health insurance, leave 
time, life insurance, and more.  The contracted 
psychiatrist position is paid at $125.00 an hour 
and does not include a benefits package.

For Regular Help psychiatrist, please submit 
a Butte County regular help application to:  
Butte County Human Resources, 3-A County 
Center Drive, Oroville, CA  95965, Recruit-
ment# 104125045.  The application can be ob-
tained and submitted to the Human Resources 
Department website at www.buttecounty.net/
personnel.  Applications may also be mailed to 
the above address.  For additional information, 
please feel free to call (530) 538-6950 or (530) 
538-7651.  The Regular Help Psychiatrist is a 
continuous recruitment.

For Contract Psychiatrist, please e-mail a cur-
riculum vitae or resume to: DBH-HR@butte-
county.net.

Contracts are on an annual basis, and 
positions are to be filled immediately. 

Butte County is an EOE/AA Employer.

 
CALIFORNIA

BC/BE STAFF PSYCHIATRIST

Patton State Hospital is recruiting board certi-
fied/eligible psychiatrists.  Patton is a Joint 
Commission accredited, 1500 bed, adult foren-
sic psychiatric hospital, with an extremely inter-
esting and challenging patient population.  The 
hospital is nestled below Arrowhead and the San 
Bernardino Mountains, 65 miles east of Los An-
geles; an hour’s drive to beaches, Palm Springs, 
or mountain lakes and skiing.  Salary with Board 
Certification starts at $18,622 and goes to 
$21,311 monthly.  Salary for Board Eligible 
starts at $18,146 and goes to $20,711 monthly.  
In addition, Patton offers excellent benefits 
(health, dental, and vision; license renewal; mal-
practice insurance; tax-deferred compensation; 
paid annual leave and 12 holidays (plus one per-
sonal holiday), as well as seven days per fiscal 
year of Continuing Medical Education leave).  
Voluntary on call duty is compensated on an 
hourly basis over and above base salary.  We 
provide civil service security and retirement 
plans (including safety retirement).  For confi-
dential consideration, send CV to George Chris-
tison, M.D., (A) Medical Director, 3102 East 
Highland Avenue, Patton, California 92369, 
(909) 425-7326 or Fax (909) 425-6635.
 
BE/BC Psychiatrists for CA locations. $160-
185/hr. Up to $44k/month 8-12hr/day Wknds 
$42/hr on call. H1 and J1 welcome.

Tel:(707)694-6890/707)226-2426/
(707)694-3805 Fax:(415)814-5764

 bayareadoctors@gmail.com

Large psychiatric medical/legal practice 
throughout CA is expanding. We are looking for 
psychiatrists to perform workers’ compensation 
evaluations. Interested? CA QME Certification 
required. Please call, 310-517-1883 direct line- 
ask for Angela.

Medical Director
for San Diego County Psychiatric Hospital

The San Diego County Psychiatric Hospital is 
a free-standing adult facility located in the heart 
of the County and is a key component in the 
County Behavioral Health Division’s continuum 
of care. The Medical Director can play a leading 
role in the development of the overall County 
safety net health system, and is a key medical 
leader in the dynamic, innovative Health & 
Human Services Agency. Teaching opportunities 
available. Requires proven leadership and super-
visory skills. Interest in primary care integration 
helpful. Salary competitive.

CV and letter of interest can be submitted online 
at www.sdcounty.ca.gov/hr.  For questions about 
the application process, please contact Gloria 
Brown, Human Resources Analyst at (619) 531-
5117 or Gloria.Brown@sdcounty.ca.gov.  

Strengthen your recruitment effort 
through the APA Job Bank!

Post your career opportunity online, 
receive candidate responses 

instantly, and access all of APA's 
resume database of psychiatrists.

Call 703.907.7331 
for more information.

C L A S S I F I E D  A D V E R T I S I N G  I N F O R M A T I O N

2010 RATES: 
• $25 per line for orders of 1 to 2 insertions
•  $23 per line for orders of 3 or more consecutive 

insertions if your written order specifies a 3 or 
more consecutive issue run

• $22 per line for orders of 6 or more insertions if  
 your written order specifies a 6 or more issue run
• 1 line = approximately 42 characters
• 6 line minimum 
• $35 extra for confidential blind box number              
•  Classified rates are non-commissionable 
•  Overseas and “Practice for Sale” advertisers are 

required to prepay in full with a credit card

FREE ONLINE ADVERTISING:
Psychiatric News classified ads are posted on         
pn.psychiatryonline.org on the date of 
publication.

EMAIL AND WEB PAGE LINKS:  For an additional $50 
your prospects can e-mail a response to your ad in 
seconds.  A web link transports prospects directly 
to your web site in just one click.

LOGOS:  Insert a 4-color logo above your ad for 
$275 per issue or a black-and-white logo for $195 
per issue.  Submit logo as 300 dpi TIFF or EPS. 

BLIND BOX REPLIES:  A blind box address is available 
to provide confidentiality to advertisers. Please 
address all blind box advertising replies to:

ATTN.: Box P-XXX
Psychiatric News Classifieds
American Psychiatric Publishing Inc.
1000 Wilson Blvd, Suite 1825
Arlington, Virginia 22209-3901

SUBMISSIONS:  Email, Fax or Mail ad copy, including 
issue dates desired, contact name, phone number, 
and billing address, to:
Lindsey Fox
Psychiatric News Classifieds
American Psychiatric Publishing
1000 Wilson Blvd, Suite 1825
Arlington, Virginia 22209-3901 
(703) 907-7331 • Fax (703) 907-1093 
classads@psych.org   

The publisher reserves the right to accept or reject 
advertisments for Psychiatric News and is not liable 
for the failure, for any reason, to publish an ad.  
Advertisements will be typeset as submitted.  Lines 
of space separating headlines and paragraphs are 
counted as chargeable lines. We do not provide 
proofs of ads before publication. 

DEADLINES:  All new advertising copy, changes, 
and cancellations must be received in writing by 
Friday, 2 p.m. (E.T) two weeks prior to publication 
date.  All advertising copy, changes and cancella-
tions received after the deadline will be placed in 
the next available issue.  Publication dates are the 
first and third Fridays of every month. Upcoming 
deadlines are:

Issue  Deadline (Friday, 2 p.m. E.T.)
January 7  December 17
January 21  January 7  
 
All advertisers in this section must employ without 
regard for race, sex, age, nationality, or religion in accor-
dance with the law. APA policy also prohibits discrimina-
tion based on sexual orientation or country of origin. 
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Questions about the position may be directed to 
Marshall Lewis, MD, Behavioral Health Clinical 
Director, HHSA at Marshall.Lewis@sdcounty.
ca.gov.
 

PSYCHIATRIC JOB FAIR!

The Northern California Psychiatric Soci-
ety’s 26th Annual JOB FAIR for residents and 
all psychiatrists seeking full or part-time posi-
tions to be held Saturday, January 29, 2011 
8:30 am  in the Millberry Union Conference 
Center of UCSF in San Francisco.  This  estab-
lished event connects more than 20 employers 
and 100 job seekers throughout the western US. 
For further information, call (415) 334-2418, 
ext. 105; FAX (415) 239-2533; or email rgeor-
gulas@ncps.org.
 
Board Certified or Board Eligible Psychia-
trist for Mental Health Rehabilitation Center 
specializing in treatment resistant patients.  Full 
or Part Time positions available.  98 bed locked 
facility including a 54 rehabilitation unit, a 12 
bed personality disorder unit, and a 32 bed fo-
rensic diversion unit.

Seek experienced psychiatrist with interest in 
major psychiatric illnesses complicated by per-
sonality disorders and/or substance abuse.  
Strong medical skills and good supportive psy-
chothreapy skills required.  Familiarity with 
Clozaril therapy; dynamic supportive psycho-
therapy and Cognitive Behavioral Therapy en-
couraged.

Competitive salary.  Negotiable based on expe-
rience.  Congenial environment and well trained 
staff.  Please contact Administrator Donna 
McGowan at (209) 667-9304 ext. 101, or 
email resume to dmcgowan@cptmhrc.com.

COLORADO

Horizon Health seeks Medical Director and 
Attending Psychiatrist in Greeley, CO for a 
22-bed Adult and Adolescent inpatient program 
and an outpatient psychotherapy and medication 
management clinic that sees all ages. Inpt srvcs 
operated on modified hospitalist model with 
core of three doctors covering inpt and outpt 
srvcs following either 6 adults or 4 adolescents 
based upon a 50% assign’t to inpt and a 50% 
assign’t in outpt. Call only every third week 
Monday through Thursday. Physicians hand off 
call responsibilities to our dedicated weekend 
doctors at 5:01 pm on Friday and enjoy week-
ends off with their families free of call responsi-
bilities!

One hour from Denver, Boulder, and Estes 
Park! Great quality of life with outstanding sal-
ary and benefits.  For more information contact: 
Mark Blakeney, Voice: 972-420-7473, Fax: 972-
420-8233; email: mark.blakeney@horizonhealth.
com  EOE.

IMMEDIATE OPENING for full-time psy-
chiatrist in new High Security Forensic Institute 
at the Colorado Mental Health Institute @ 
Pueblo.  Employed by the University of Colo-
rado School of Medicine with full benefits, 4 1/2 
weeks paid vacation, excellent CME program on 
campus, a strong, stable medical staff with little 
turnover, option for flexible schedule, including 
4 ten-hour days, and a new salary schedule with 
optional paid call.  We have no J1-Visa oppor-
tunities at this time.

For further information, phone or e-mail
A.O. Singleton, III, M.D.

Chief of Medical Staff
(719) 546-4637; al.singleton@state.co.us. 

CONNECTICUT

Yale University - CMHC

The Yale University School of Medicine seeks 
psychiatrists for 2 full-time faculty positions at 
the Connecticut Mental Health Center 
[CMHC] for July 2011 that will carry academic 
appointments at the Assistant or Associate Pro-
fessor level in the Department of Psychiatry. 
One is for the Medical Director of the Substance 
Abuse Treatment Unit [SATU], a program with 
strong clinical, research, and training compo-
nents.  Preference will be given to applicants 
with special training in Addictions who will be 
eligible for certification in Addiction Psychiatry 
at the time of appointment.  The second position 
is within the Hispanic Clinic and preference will 
be given to candidates who are bilingual.  Out-
standing clinical and teaching skills are required 

in both positions for roles in patient care as well 
as supervision of psychiatry residents and other 
trainees at CMHC, a core site for training and 
research within Yale’s Department of Psychiatry. 
The positions include protected time for par-
ticipation in a variety of Departmental research 
and educational activities.  Applicants must be 
board certified or eligible in psychiatry, licensed 
to practice in CT and be legally employable.

Please send a CV and 3 references by January 
15, 2011 to Jeanne Steiner, D.O., Medical Di-
rector CMHC, 34 Park St., New Haven, CT, 
06519.  Direct inquiries to jeanne.steiner@yale.
edu.  Yale University is an affirmative action/
equal opportunity employer. Yale values diver-
sity in its faculty, students, and staff, and espe-
cially encourages applications from women and 
underrepresented minority scholars.
  
VA Connecticut Healthcare System and Yale 
University School of Medicine, Department 
of Psychiatry is recruiting a Staff Psychiatrist 
in the field of posttraumatic stress disorder 
(PTSD).  The candidate will be responsible for 
the development of a research program in the 
field of PTSD and as such will have protected 
research time.  For clinical work, this person will 
function as a staff psychiatrist, providing psychi-
atric care to veterans within the psychiatry ser-
vice and will work with a team of psychiatrists, 
psychologists and other members of a multidis-
ciplinary team at the VA Connecticut Healthcare 
System and the National Center for Posttrau-
matic Stress Disorder.  Applicants must have 
successfully completed psychiatric residency 
training in an accredited, U.S. program, be 
board certified (or eligible), licensed to practice 
in CT and legally employable.  Preference will 
be given to applicants who have independent 
grant funding, show academic productivity and 
be in a position to grow a research program.

VACHS and Yale University are Equal Oppor-
tunity/Affirmative Action Employers. Women 
and members of underrepresented minority 
groups are encouraged to apply.  All applicants 
tentatively selected for VA employment in a test-
ing designated position are subject to urinalysis 
to screen for illegal drug use prior to appoint-
ment.  Applicants who refuse to be tested will be 
denied employment with VA.   This announce-
ment is a solicitation for applications from cur-
rent, former federal and the general public, U.S. 
CITIZENSHIP: All applicants for federal em-
ployment must be a U.S. Citizen.  Actions to fill 
this position will not be based on discrimination 
which is prohibited by law.  Academic rank will 
be dependant upon review of academic achieve-
ments and must meet qualifications to fulfill the 
Yale University School of Medicine criteria for 
faculty appointments.

Please mail, e-mail or fax CV/application  (VA 
10-2850), OF306 most recent SF-50 if, latest 
proficiency and training and award records no 
later than December 15, 2010, if applicable, to:

Department of Veterans Affairs
VA Connecticut Healthcare System
Human Resources Management Service/05
950 Campbell Avenue, West Haven, CT  06516
Attention: Emily I. Wayne-Lane
Or email emily.wayne-lane@va.gov
Fax (203) 937 4740 or 203-937-4718.
 
LEADERSHIP INPATIENT ADULT PSYCHIATRIST 

OPPORTUNITY
CENTRAL CONNECTICUT

Opportunity for leadership role on 16-bed in-
patient service within a community hospital.  
This position would provide clinical leadership 
and psychiatric care with a multidisciplinary 
team of mental health professionals.  Crisis Cen-
ter located in Emergency Department.  Call is 
shared with colleagues from Department of Psy-
chiatry and most is beeper call from home.  Very 
competitive salary and benefits and adaptable 
hours for the right individual.  We invite you to 
join an expanding team of psychiatrists who are 
part of Bristol Hospital’s mission to serve its 
community and be recognized as one of the best 
community hospitals in Connecticut.

The practice is located in a family-oriented city 
located approximately two hours from NYC and 
Boston.  Enjoy the charm of New England’s four 
seasons with a choice of attractive communities 
with Connecticut’s best rated schools, shopping, 
award-winning restaurants, and regional theatre 
and easy access to skiing and coastline.

For more information about this opportunity, 
please contact  Carolyn Doughtie at 

800.892.3846 or fax/email your CV to 
860.714.8835.  EOE.

Email address:
cdoughti@bristolhospital.org

Visit our website:  www.bristolhospital.org

FLORIDA

Attractive Practice Opportunity Near Cocoa 
Beach - Beautiful Area - Seeking Board Certi-
fied (or recent grad) Psychiatrist to join busy 
inpatient/outpatient practice in the area.  Hos-
pital-based adult/geropsych unit. Relocation 
package available.  Please call Terry B. Good 
at 1-804-684-5661, Fax #: 804-684-5663; 
Email: terry.good@horizonhealth.com.
 
PSYCHIATRIST; FULL TIME, FL LI-
CENSE REQUIRED; Aventura, FL; private 
practice located equidistant between Miami and 
Ft. Lauderdale; children/adolescent/adult/geri-
atric pts; email CV to aventuraoffices@bellsouth.
net or FAX to Dusty: 305-935-1717.

DAYTONA - MELBOURNE - ORLANDO 
- OCALA-
Psychiatrists needed for rapidly expanding 
Nursing Home Service.  Great support.  No call.  
Average Salary 210K + benefits.  Part-time avail-
able.  Some travel required.  Must have FL 
Medicare & FL Medicaid individual provider #s.  
No Restrictions (H1B Candidates Considered).  
Call our Clinical Coordinator, Linda at 866-
936-5250.

GEORGIA

Medical College of Georgia
Augusta, GA

Growing Department Seeks New Faculty in 
Adult, Child and Adolescent, Neuroscience and 

Public Psychiatry Programs

The Medical College of Georgia (MCG) De-
partment of Psychiatry and Health Behavior 
is recruiting MD and PhD faculty in adult, con-
sultation/liaison, forensic, child and adolescent 
and public psychiatry.  Both clinician-educator 
and research intensive positions are available, 
including a dedicated research neuroscientist 
position in psychotic disorders. The department, 
which is growing and financially stable, has 
strong training programs in general, child and 
adolescent, and forensic psychiatry, an intern-
ship program in health psychology, and com-
petitively funded clinical and preclinical re-
search. Our new public psychiatry partnership 
with the Georgia Department of Behavioral 
Health and Developmental Disabilities to man-
age and provide clinical care to the regional state 
hospital (located only five miles from the medi-
cal school campus), expands our faculty recruit-
ment, educational and clinical research oppor-
tunities.  MCG’s strong research infrastructure 
includes core laboratories, statistical consulta-
tion and core genetics facilities. Extensive re-
search training program for junior faculty in-
cludes a master’s program in clinical transla-
tional, internal grant programs with generous 
career development awards.

Augusta, home of Masters Golf Tournament, is 
a charming Southern city with low cost of living 
(particularly housing), and is close to Georgia/
Carolina mountains and Georgia/Florida coast.  
The position has excellent salary and benefits.  
Academic appointment depends on qualifica-
tions.  MCG is an equal employment, equal ac-
cess and equal educational opportunity and af-
firmative action institution.  It is the policy of 
the University to recruit, hire, train, promote 
and educate persons without regard to age, dis-
ability, gender, national origin, race, religion, 
sexual orientation or veteran status.

See http://www.mcg.edu/som/psychiatry/ for 
more information.  Contact: Donald Manning, 
MD, Director of Public Psychiatry, dmanning@
mcg.edu or (706) 721-6719.

Psychiatrist - Metro-Atlanta (contract)

Cobb-Douglas Community Services Board, 
a behavioral healthcare organization in metro 
Atlanta, seeks a part-time, BC/BE Psychiatrist 
for Community Outpatient Behavioral Health 
clinic. Please email CV to cholt@cobbcsb.com.

CONSULTATION-LIAISON PSYCHIATRIST -

Emory University School of Medicine, De-
partment of Psychiatry and Behavioral Sci-
ences in Atlanta, Georgia is seeking a qualified 
candidate for consult liaison psychiatrist at the 
Assistant and/or Associate Professor (M.D.) 
rank.  The successful candidate should be board 
eligible or board certified in Psychiatry.  The 
institution offers nationally competitive salaries 
commensurate with experience.  The position is 
located at Emory University Hospital Midtown, 
conveniently located in midtown Atlanta, Geor-
gia. Emory University Hospital Midtown is eas-
ily accessible to the major interstates and is ap-
proximately one mile from CNN Center, Cen-
tennial Olympic Park, and The Georgia Aquar-
ium. The position involves providing clinical 
consultative services to departments including 
medicine, surgery, and ob/gyn as well as on a 
long term acute care medical unit. The applicant 
will have the opportunity to supervise residents 
and students, as well as participate in relevant 
clinical research.  Send CV and letter of intent 
to: Steven T. Levy, M.D., EUSOM, Department 
of Psychiatry and Behavioral Sciences, Tuft’s 
House, 2004 Ridgewood Drive, Atlanta, GA 
30322. AA/EOE.

PRIVATE PRACTICE OPPORTUNITY

Be the only psychiatrist accepting new patients 
in Hall County. GA. 50 miles north of Atlanta. 
Earning potential well over $200,000.  Email 
CV to mkingphd@gmail.com.

ILLINOIS

Methodist Medical Center in Peoria, Illinois 
seeks two general adult Psychiatrists for its busy 
behavioral health service.  Methodist, a 353-bed 
teaching facility affiliated with the University of 
Illinois College of Medicine, is the predominant 
behavioral health caregiver in the community 
and offers a full continuum of care in a modern 
state-of-the-art facility. The current physicians 
provide a mixture of inpatient/outpatient care 
and share a reasonable call coverage situation. 
An outstanding compensation and benefit pack-
age is offered. 

Peoria is a great mid-size city centrally located 
2 1/2 hours from Chicago and St. Louis. The 
community offers affordable housing, excellent 
schools, and a safe quality lifestyle notorious in 
the Midwest. Please respond to: Sheri Johns, 
Physician Recruiter, Methodist Medical Center 
of Illinois, 800-621-8543, email: sjohns@mmci.
org. Please visit our website: www.my-
methodist.net.

Chicago Area
Psychiatrist Addiction & Pain Program

Advocate Christ Medical Center, Depart-
ment of Psychiatry seeks a qualified and expe-
rienced Liaison Psychiatrist for our addiction 
and pain program. Candidates must be experi-
enced in addiction psychiatry and psychosomatic 
medicine, hold a current Illinois license and be 
board certified or board eligible.

Advocate Christ Medical Center (ACMC) is 
a 695-bed, not-for-profit teaching, research and 
referral medical center located in the southwest 
suburbs of Chicago. ACMC is part of Advocate 
Health Care, Chicago’s largest provider of care 
and one of the nation’s leading integrated health 
systems. The selected candidate for this highly 
visible position will lead the addictions detox and 
medical psych unit which is joined with an active 
pain program and cooperate with a multidisci-
plinary consultation liaison service for hospital 
based medical and surgical services.  There fur-
ther exists the opportunity to teach and super-
vise medical students and residents. This excit-
ing part time salaried position includes health 
and retirement benefits. The incumbent may 
also enjoy an opportunity to perform out patient 
work seeing substance abuse patients and gen-
eral psychiatry as part of a progressive multi 
specialty psychiatric group practice located in 
Orland Park, Illinois. To apply directly, please 
submit a CV and cover letter to: donna.kutka@
advocatehealth.com or for more information 
contact Donna C. Kutka, RN, MS,  Director, 
Physician Recruitment, at 708.684.5009.
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Chicago Suburb-Streamwood Child Psychia-
trists. Diverse position options - Inpatient, 
Residential, and Outpatient. Salary and Benefits 
for fulltime or hourly for part-time O/P only. 
Contact Joy Lankswert, In-house recruiter @ 
866-227-5415 or email joy.lankswert@uhsinc.
com.

Immediately seeking Child/Adolescent Psy-
chiatrist for Summit Clinical Services, a well-
established multidisciplinary mental health prac-
tice, composed of M.Ds, Licensed Psychologists, 
Licensed Clinical Social Workers, and Licensed 
Clinical Professional Counselors, in Chicago’s 
western suburbs.  The position offers an excel-
lent opportunity to quickly build a practice 
among experienced professionals known for pro-
viding quality mental health services in a caring 
and respectful manner.  Willingness to also be 
on staff at nearby hospital is desirable.  Must be 
comfortable working with a conservative Chris-
tian patient population. Flexible hours, set by 
individual clinician, and generous compensation 
based on the number of hours worked.  Benefits 
include health insurance and Flexible Spending 
Account; disability insurance, 401K; and oppor-
tunity for partnership and profit sharing.

For more information about our practice, see 
our Website at www.summitclinical.com. Con-
tact Dan Wyma, M.D., at Summit Clinical Ser-
vices, (630) 260-0606.

IOWA

The University of Iowa Roy J. and Lucille A. 
Carver College of Medicine, Department of 
Psychiatry is currently recruiting a Clinical As-
sistant Professor (non-tenure track) for the 
Medical Psychiatry (Med-Psych) unit and con-
sultation service.  This position may also have a 
joint appointment with the Department of In-
ternal Medicine and Iowa City Veterans Affairs 
(VA) Medical Center. Our Med-Psych unit con-
sists of 15 beds in a newly renovated (fall 2009), 
state-of-the-art inpatient unit.

Physicians must hold MD or DO degrees and 
have completed an internal medicine and psy-
chiatry residency or combined internal medi-
cine/psychiatry residency.  At the time of the 
appointment, applicants must be dual board 
eligible or dual board certified in internal med-
icine and psychiatry and have experience in 
working at  the interface of  medicine and psy-
chiatry preferably within a dual medical-psychi-
atric diagnosis unit.  The candidate must also 
have a commitment to and experience in patient 
care and teaching in a combined medicine psy-
chiatry residency program. Some research expe-
rience is highly desirable. The Department of 
Psychiatry at the University of Iowa Hospitals 
and Clinics has a wide range of clinical programs 
as well as residency and research programs. Iowa 
City provides the unique combination of a safe, 
small, and attractive college town with the op-
portunity to take advantage of abundant local 
and world-class cultural events. The school sys-
tem is ranked among the best in the nation.

To apply for the positions, visit our website at 
http://jobs.uiowa.edu, requisition 57313. The 
University of Iowa is an Affirmative Action/
Equal Opportunity Employer. Women and mi-
norities are strongly encouraged to apply.

The University of Iowa Roy J. and Lucille A. 
Carver College of Medicine, Department of 
Psychiatry is currently recruiting a Medical 
Director for its Neuromodulation Service.  The 
Medical Director will be appointed to a position 
as Assistant Professor, Associate Professor or 
Professor for Clinical (Non-Tenure) and Tenure 
Track in adult psychiatry.  This position will be 
responsible for managing and developing a neu-
romodulation service that includes electro-con-
vulsive treatment, deep brain stimulation and 
rTMS.  The successful candidate will have ex-

perience with one or more of these interventions 
and have interest in developing additional skills 
and knowledge about these treatment modali-
ties.  The Medical Director will be a provider of 
clinical care in these modalities as well as the 
clinical director.

Requirements: Physicians who hold MD or 
DO degrees and have completed a psychiatry 
residency. Applicants must be board eligible or 
board certified and have a commitment to pa-
tient care, teaching, and research.  Applicants 
must also have experience with the delivery of 
the treatment modalities identified above and be 
interested in the development of new interven-
tions as they become available.  The Department 
of Psychiatry at the University of Iowa Hospitals 
and Clinics has a wide range of clinical programs 
as well as residency and research programs. Iowa 
City provides the unique combination of a safe, 
small, and attractive college town with the op-
portunity to take advantage of abundant local 
and world-class cultural events. The school sys-
tem is ranked among the best in the nation.

To apply for the positions, visit our website at 
http://jobs.uiowa.edu, requisition #58651. The 
University of Iowa is an Affirmative Action/
Equal Opportunity Employer. Women and mi-
norities are strongly encouraged to apply.

KANSAS

Civilian General/Adult Psychiatrist Opportunity
at Fort Riley, KS.

Work as a civilian Psychiatrist at Irwin Army 
Community Hospital and help serve those who 
serve our country! Trustaff hires healthcare pro-
fessionals to work as civilians at military and VA 
hospitals nationwide. We are seeking Psychia-
trists for immediate long term full-time oppor-
tunities at Irwin Army Community Hospital, 
located at Fort Riley near Kansas State Univer-
sity in greater Manhattan, KS.

Working as a part of the hospital’s Behavioral 
Health Team, you will have the rewarding op-
portunity to care for active duty military and 
their dependents. As a company we are offer-
ing: Exceptional Compensation Plan $270-
$300k per year,Relocation, Continuing Educa-
tion Assistance, 40 hour work week, 4 or 5 days 
per week M-F., limited on-call,Malpractice 
100% Covered, Any state license is acceptable 
to work at this facility. Contact: Christine Fuka, 
877-880-0346 x 1105, Fax: 866-546-3115, 
Email: cfuka@trustaff.com, www.trustaffgovern-
menthealthcare.com. 

MAINE

Adult inpatient psychiatrist. Mid Coast Hos-
pital is an independent, non-profit community 
hospital located in beautiful coastal Maine one 
of Maine’s most desirable regions. We are 
searching for a second inpatient psychiatrist for 
our 12-bed unit. Our team uses a multi-disci-
plinary approach to treat both voluntary and 
involuntary patients. This is a full-time position 
for a BC/BE psychiatrist. Share on-call respon-
sibilities with eight other physicians.  40-hour 
week.  Generous benefits, excellent work envi-
ronment. Please send letter of introduction with 
CV to: mmackellar@midcoasthealth.com.

MARYLAND

Faculty Opportunity
Division of Child and Adolescent Psychiatry

University of Maryland, Baltimore

The University of Maryland School of Medi-
cine, Division of Child and Adolescent Psychia-
try is seeking a full-time child and adolescent 
psychiatrist, psychologist, and social worker.  
The positions carry faculty appointments at the 
University and offer exciting opportunities for 
clinical care, teaching and research. Academic 
rank and salary are commensurate with experi-
ence.

Send a letter of introduction and CV to: 
David B. Pruitt, M.D, Professor of Psychiatry 
and Pediatrics, Director, Division of Child and 
Adolescent Psychiatry, 701 W. Pratt Street, 
#429, Baltimore, Maryland 21201.

The University of Maryland is an AA, EOE, 
and ADA Employer. Minorities and women 

are encouraged to apply.

Springfield Hospital Center is seeking Board-
certified or Board-eligible general psychiatrists 
for our 350-bed MHA adult inpatient facility. 
Salary is negotiable, within MHA guidelines. 
Our rural, tobacco-free campus is 22 miles west 
of Baltimore, convenient to the Chesapeake Bay, 
Washington, and a variety of cultural, historic, 
sports, and recreational venues. Benefits include 
27 paid days off in the first year, subsidized 
health insurance, free parking, a generous retire-
ment program, and a truly pleasant workplace. 
A Medical Services physician is always on cam-
pus to attend to patients’ somatic needs. Staff 
psychiatrists are not expected to work after 
hours, but some choose to supplement their sal-
ary by providing evening and weekend/holiday 
coverage under contract. In addition, we offer 
after-hours coverage contracts to psychiatrists 
who are not full-time staff members. Please send 
CV to Jonathan Book, M.D., Clinical Direc-
tor, SHC, 6655 Sykesville Road, Sykesville, 
MD 21784. For questions, call (410)970-
7006 or e-mail JBook@dhmh.state.md.us.  
EOE
   
The VA Maryland Health Care System 
(VAMHCS,), Mental Health Clinical Center 
(MHCC) is actively recruiting for a full time 
psychiatrist to work at the Perry Point Med-
ical Center as clinical manager of inpatient 
mental health.  This position is 50% administra-
tive and 50% clinical; providing clinical care on 
the two inpatient units.  Perry Point is a small 
town on the Chesapeake Bay about 35 miles 
north of Baltimore City.  The MHCC is the 
largest clinical center within the VAMHCS and 
is organized into four Sub-Product lines: Inpa-
tient Mental Health; Residential Treatment; 
Community (outpatient) Mental Health; and 
Special Programs (Addictions and Trauma).  
Mental health activities are conducted at all divi-
sions and sites.  Mental Health Professionals 
assigned across the various Sub-Product Lines 
consist of nurse practitioners, addiction thera-
pists, vocational rehabilitation specialist, physi-
cian assistants, etc.  The hospital has inpatient, 
outpatient, and residential programs for sub-
stance abuse, PTSD, and the chronically men-
tally ill.  It also has a program in schizophrenia 
affiliated with the University of Maryland.  The 
VAMHCS offers competitive salary rates, 
health, and life insurance, retirement planning 
including Thrift Savings Plan, generous paid 
leave and educational opportunities plus the sat-
isfaction of serving those who served.  Please 
mail your CV and Letter of Interest to 
Human Resources Management Service, 
Attn: Kenneth Reil, Jr., HR Specialist, P.O. 
Box 1045, Perry Point, MD  21902 or send 
by e-mail to Kenneth.ReilJr@va.gov.  The 
VAMHCS is an Equal Opportunity Employer. 

MASSACHUSETTS

Exceptional Professional Opportunity for 
psychiatrist to provide high quality care as part 
of a well respected multidisciplinary private 
group practice loacted 2 hours north of NYC in 
Columbia County/Hudson Valley, NY and 
neighboring Berkshire County, MA.  Inpt/
outpt.  Flexible hours.

Excellent salary packages $200,000 + (with op-
portunity for additional income).  Call Dennis 
Marcus, M.D. at (413)528-1845, fax CV to 
(413)528-3667 or email to scppcmd@yahoo.
com.

Child and/or Adult Psychiatrist to join, busy, 
large, established private psychiatric group prac-
tice.  Work consists of outpatient psychiatric 
treatment, both psychotherapy and psychophar-
macology, and some hospital consultations.  A 
lot of flexibility in terms of job and schedule.  
Please send C.V. to Paul Menitoff, M.D. Greater 
Lowell Psychiatric Associates, LLC 9 Acton 
Road Suite 25 Chelmsford, MA 01824.

Starr Psychiatric Center seeks a 20-40 hr psy-
chiatrist for dynamic established psychiatric 
practice On Boston’s South Shore.  Medical 
model, multi-disciplinary staff.  Stimulating en-
vironment, good pay.  Clinic has a reputation for 
successful care, where others have failed.  Email 
davidzstarr@juno.com or call 508.580.2211.

CAMBRIDGE:  Consultation Liaison    
Psychiatry Position

PSYCHIATRIST: Cambridge Health Alliance 
is seeking a half- to full-time psychiatrist to join 
our Consultation-Liaison Psychiatry Service 
serving a multi-ethnic and diverse patient popu-
lation.  The position will include some inpatient 
work but will be focused on outpatient  work and 
program development within Women’s Health, 
Medical Specialty, and Primary Care Clinics.  
The Department of Psychiatry at Cambridge 
Health Alliance is an appointing department at 
Harvard Medical School.  Our public health 
commitment coupled with a strong academic 
tradition and existing collaboration with medi-
cine, make this an ideal opportunity for candi-
dates interested in integrated medical and psy-
chiatric care with underserved populations.  We 
have strong training programs in Primary Care, 
Adult and Child Psychiatry, and Psychosomatic 
Medicine and innovative educational programs 
for medical students.  These programs provide 
many opportunities for teaching and research.  
Academic appointment is anticipated, as deter-
mined by the criteria of Harvard Medical 
School.

Qualifications: BC, strong clinical skills, com-
mitment to public sector populations, team ori-
ented, problem solver, interested in working 
closely with primary care and medical specialists.  
Fellowship training in Psychosomatic Medicine, 
as well as bilingual and/or bicultural abilities, is 
desirable.  Interest and experience with sub-
stance use disorders preferred.  We offer com-
petitive compensation and excellent benefits 
package.

Cambridge Health Alliance is an Equal Em-
ployment Opportunity employer, and women 
and minority candidates are strongly encouraged 
to apply.  CV & letter to Susan Lewis, Depart-
ment of Psychiatry, 1493 Cambridge Street, 
Cambridge, MA; Fax:  617-665-1204.  Email 
preferred: SLewis@challiance.org.

Associate Director of Psychiatry        
Residency Training

University of Massachusetts Medical School

Board certified Psychiatrist educator wanted to 
serve as Associate Director of Adult Psychiatry 
Residency Training at UMass Memorial Health-
care/University of Massachusetts Medical 
School.  The Associate Director provides teach-
ing and supervision to psychiatry residents, par-
ticipates in residency administration, and has 
major responsibility for the residency curricu-
lum.  Candidates should have expertise in psy-
chotherapy and/or psychopharmacology educa-
tion, excellent administrative experience, a de-
sire to contribute to innovative program devel-
opment, and an identified clinical or research 
interest in adult psychiatry.  The Associate Di-
rector will be expected to devote half time to 
residency training and the other half to research 
or clinical work based on qualifications and in-
terests.  The position offers a competitive salary, 
excellent benefits, and a faculty appointment 
with the University of Massachusetts Medical 
School.  UMMHC is an AA/EOE. Send letter 
of interest and curriculum vitae to: Sheldon 
Benjamin, M.D., Vice Chair for Education and 
Residency Training Director, University of 
Massachusetts Medical School Department 
of Psychiatry, Rm. S7-823, 55 Lake Avenue 
North, Worcester, MA 01655, Phone: 508-856-
4087  Fax: 508-856-5000, Email: sheldon.ben-
jamin@umassmed.edu.

The Department of Psychiatry at Mount Au-
burn Hospital, affiliated with Harvard Medical 
School, is recruiting for a full-time and a half-
time position in our Outpatient Psychiatry Ser-
vice.  Responsibilities include evaluation and 
treatment of adult patients with a variety of psy-
chiatric disorders, including dual diagnosis pa-
tients, and coordination of care with other psy-
chiatric clinicians and with primary care and 
specialty physicians.   Position includes partici-
pating in the teaching activities of the Depart-
ment.  Academic appointment to the clinical 
faculty at Harvard Medical School is anticipated.

Please send letter of interest and cv to:  Jo-
seph D’Afflitti, M.D., Chair, Department of 
Psychiatry, Mount Auburn Hospital, 330 Mount 
Auburn Street, Cambridge, MA 02138;  tel: 617 
499-5008;  email: jdafflit@mah.harvard.edu. 
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MICHIGAN

Lakeland Healthcare, located in beautiful 
southwest Michigan, is currently seeking a Man-
ager of Psychiatric Services for our hospital. 
Must be a RN with a Masters Degree in Psychi-
atric or Behavioral Health Nursing. Please apply 
at www.lakelandhealth.org. EOE.
 
Directorship Position - An Easy Income of 
$220k to $240k (Or More) - No long work-
days necessary to make a great income.  Clinical 
and part-time admin. responsibilities on adult 
psychiatric services in the Saginaw, MI area.  
C/A work is also available. Salary w/benefits or 
contract arrangement available. Close to Lake 
Huron. Only an hour and a half to Detroit and 
Ann Arbor. Staff Psychiatry position also avail-
able. Please call Terry B. Good at 1-804-684-
5661, Fax #: 804-684-5663; Email: terry.good@
horizonhealth.com. 

MISSOURI

Very Lucrative Opportunity Right Near 
Springfield- Outpatient work and consults.  
Also share call for 10-bed geropsychiatric unit.  
Offering very attractive employment compensa-
tion package.  Springfield is a great city (161,000 
population)-not too large and not too small. 
Branson is an hour away.  Please call Terry B. 
Good at 1-804-684-5661, Fax #: 804-684-5663; 
Email:  terry.good@horizonhealth.com.

MONTANA

Horizon Health invites you to consider an ex-
citing practice opportunity for two NEW dis-
tinct Adult and Geriatric Inpatient Psychiatric 
Units, comprised of 26 total beds in Helena, 
MT. Nestled beneath the foothills of the Mon-
tana Rockies, Helena, the Capital of Montana, 
is alive with history and culture. This charming 
and beautiful Victorian city of 70,000 people 
provides a diverse attraction with many street 
festivals, theater, museums, symphonies, fairs 
and rodeos. There is truly something for every-
one here! Excellent practice opportunity with 
great income ($200K+) and unparalleled quality 
of life! For more information contact: Mark 
Blakeney, Voice: 972-420-7473, Fax: 972-420-
8233; email: mark.blakeney@
horizonhealth.com  EOE. 

NEW JERSEY

Westampton - East of Philadelphia.  2 posi-
tions. General/Addiction AND Geriatric Psy-
chiatrists.  Fulltime positions - no on site call!  
Contact Joy Lankswert, In-house recruiter @ 
866-227-5415 or email joy.lankswert@uhsinc.
com.

FULL-TIME INPATIENT ADULT PSYCHIATRIST

Carrier Clinic, a private Psychiatric Hospital 
located 3 miles North of Princeton, NJ is look-
ing for an inpatient Adult,  General Psychiatry 
and Dual Diagnosis Psychiatrist.  This staff psy-
chiatrist coordinates and administers medical 
care to Adult Dual Diagnosis and General Psy-
chiatry patients.  Requires current NJ Medical 
license and DEA and CDS certifications.  ASAM 
certification preferred.  Must be board eligible 
or board certified in General Psychiatry, Addic-
tion Psychiatry or Addiction Medicine pre-
ferred. Send CV to: sladyman@carrierclinic.
com or fax to: Carrier Clinic 908-281-1470.

NEW YORK CITY & AREA

Child and Adolescent Psychiatrist
P/T - 10-15 hours per week (evenings and/or 
weekends) in a Child and Family Mental Health 
Center in Brooklyn. Excellent compensation. 
No call. Fax resume to (718) 553-6769, or email 
to clinicaldirector@nypcc.org

General Adult and Addiction Psychiatrists

The Department of Psychiatry at The Mount 
Sinai Medical Center (MSMC) in Manhattan 
has openings for General Adult and Addiction 
Psychiatrists.  The FT/PT positions include 
outpatient work at the World Trade Center 
Mental Health Program with opportunities for 
teaching and clinical research. An academic ap-
pointment will be offered at Mount Sinai School 
of Medicine (MSSM) commensurate with expe-
rience. Applicants who have completed their 
residency training prior to July 2005 must be 
certified in General Adult Psychiatry by The 
American Board of Psychiatry and Neurology. 
Qualified candidates must possess an MD or DO 
degree, be comfortable with using an electronic 
medical record, and preferably have experience 
in treating mood and anxiety disorders. Spanish 
and/or Polish speaking physicians are strongly 
encouraged to apply. The MSMC is a premier 
1,171 bed tertiary-care facility internationally 
acclaimed for excellence in clinical care, educa-
tion and scientific research in nearly every aspect 
of medicine. The MSMC/MSSM is an equal 
opportunity/affirmative action employer. We 
recognize the power and importance of a diverse 
employee population and strongly encourage 
applicants with various experiences and back-
grounds.

Interested applicants should contact Fatih 
Ozbay, MD, Associate Medical Director of the 
WTC Mental Health Program by sending their 
CVs via email to natacha.lamour@mssm.edu.

PSYCHIATRIST

Stony Brook University’s Department of 
Psychiatry and Behavioral Science has a F/T 
or P/T position immediately available for a 
board certified/eligible psychiatrist in Univer-
sity-affiliated inpatient service located at Eastern 
Long Island Hospital, 23-bed adult unit in sce-
nic Greenport, NY. Position includes faculty 
appointment and academic opportunities. N.Y. 
State license necessary. To apply, submit cover 
letter and CV to Mark J. Sedler, M.D., MPH, 
Department of Psychiatry and Behavioral Sci-
ence, Health Sciences Center, T-10, Room 020, 
Stony Brook University, Stony Brook, NY 
11794-8101; or fax (631) 444-1560.  For a full 
position description or application procedures, 
visit www.stonybrook.edu/jobs (Ref. #F-6508-
10-09).

Stony Brook University/SUNY is an equal 
opportunity/affirmative action employer.

  
PSYCHIATRISTS

Moonlighting/FT positions
BEST IN BROOKLYN!

•  Night/weekends/Holidays
•  IP/ED/CL/ Detox/Assisted Living
•  Physician friendly staff!
•  No insurance calls!
•  Competitive hourly rates/salaries
•  Additional pay per encounter possible

Please FAX 718.630.8594 or send CV to: 
Tracey Irvin, Dept. of Psychiatry, Lutheran 
Medical Center, Suite 2-41A, 150 55th St., 
Brooklyn, NY 11220.  EOE/AA M/F/D/V. 
www.LutheranHealthCare.com.

On Call Psychiatrists: Psychiatrists, Fellows 
and Senior Residents to cover days, nights, 
weekends and Holidays in the Psychiatric Emer-
gency Department at the Long Island College 
Hospital. Please fax resume to:  THE LONG 
ISLAND COLLEGE HOSPITAL, DEPART-
MENT OF PSYCHIATRY, 339 Hicks Street, 
FAX:  (718) 780-1827. Attn: Deborah Dwoskin, 
718-780-1159.

Rockland Psychiatric Center, a state psychi-
atric hospital affiliated with NYU and located 
30 minutes north of NYC in the scenic lower 
Hudson Valley, has openings for inpatient psy-
chiatrists.  We offer regular hours, optional on-
call for extra pay, excellent benefits including 
state retirement system.  Weekly grand rounds, 
large medical staff, collegial atmosphere.  With 
430 inpatient beds and 11 clinics in 5 surround-
ing counties, there are many opportunities for 
movement and advancement once on staff.

Send CV to Mary Barber, MD,          
Clinical Director

rpmeb01@omh.state.ny.us.

Medical Director - Opioid Treatment Program 
(OTP)

The Addiction Institute of New York at St. 
Luke’s-Roosevelt Hospitals seeks an enthusiastic 
psychiatrist who is dedicated to helping patients 
with substance use and other psychiatric disor-
ders.

You will deliver psychiatric care and, in collabo-
ration with the clinic manager, provide overall 
leadership at the OTP. You will also supervise 
the Columbia University Addiction Fellows with 
eligibility for faculty appointment at Columbia 
University College of Physicians and Surgeons. 
The position is half-time and requires buprenor-
phine prescribing privileges (the bup waiver) and 
Board Certification (or Eligibility) in Psychiatry.

Competitive salary and full benefits offered. In-
terested applicants should send CV to: Petros 
Levounis, MD, MA, Director of The Addiction 
Institute of New York, 1000 Tenth Avenue, Suite 
8C-02, New York, NY 10019. Tel: 212-523-
6876. E-mail: PLevounis@chpnet.org. EOE.

NEW YORK STATE

Assistant Attending Psychiatrist - (Elmhurst, 
NY) - Supervises clinical activities of housestaff 
(incl. chief resident, residents, & interns) & 
medical students in Psychiatry dept.  Conducts 
direct patient care & manages assigned patient 
caseload.  Conducts independent evaluation of 
patients seen by housestaff & med. students.  
Serves as consultant for housestaff & med. stu-
dents regarding patient diagnostic eval., treat-
ment plan, consultations, disposition, & follow-
up care, util. knowledge of normal child devel-
opment, psychopharmacology, psychotherapeu-
tic modalities incl. play therapy, trauma-focused 
cognitive-behavioral therapy, & family therapy.  
Evaluates clinical performance & progress of 
housestaff & medical students.  Req’s: Doctor of 
Medicine or foreign equivalent, and 2 yr Fellow-
ship in Child & Adolescent Psychiatry:  Clinical 
training incl. normal child development, military 
psychiatry, family crisis intervention, psycho-
therapeutic modalities incl. play therapy, 
trauma-focused cognitive-behavioral therapy, & 
additional exposure treating children w/ mental 
retardation & developmental delays.  Eligible 
for License w/ NY State Board of Medicine & 
American Board of Psychiatry and Neurology 
w/ specialty in Adolescent and Child Psychiatry, 
& passed FLEX examination or equivalent (i.e. 
NMBE III or USMLE III).  Must have demon-
strated excellence in teaching, research and 
clinical treatment.

Contact:  HR, IP
Mount Sinai Medical Center

1 Gustave L. Levy Pl., Box 1514
NY, NY 10029.
Ref. #: 1960847.

Western New York-Chautauqua Region: 
Jamestown Psychiatric PC is seeking a Psychia-
trist to join our rapidly growing Adult and Child 
Psychiatric team. Competitive salary and flexible 
growth opportunities are offered.  We will offer 
a starting bonus to eligible candidates. Loan re-
payment, J1 or H1 assistance available. Please 
contact Mrs. Linda Jones, office manager @ lj@
psychwebmd.com or Phone 716-483-2603. Fax 
CV and qualifications to 716-483-2828.

Exceptional Professional Opportunity for 
psychiatrist to provide high quality care as part 
of a well respected multidisciplinary private 
group practice loacted 2 hours north of NYC in 
Columbia County/Hudson Valley, NY and 
neighboring Berkshire County, MA.  Inpt/
outpt.  Flexible hours.

Excellent salary packages $200,000 + (with op-
portunity for additional income).  Call Dennis 
Marcus, M.D. at (518)697-8010, fax CV to 
(413)528-3667 or email to scppcmd@yahoo.
com.

Exciting Opportunity for a Child Psychiatrist.

Northeast Parent & Child Society, one of 
New York State’s most innovative human service 
agencies, is seeking to add a highly energized 
and committed psychiatrist to its dynamic men-
tal health team.

Meet the Challenge!
Located in Schenectady NY, Northeast is a $40 
million dollar, nationally accredited organiza-
tion, which serves as the county’s designated 
child and family mental health agency.  Under 
the supervision of one the top psychiatrists in 
Upstate NY, the psychiatrist will work with a 
team of mental health therapists and psychiatric 
nurse practitioners dedicated to meeting the 
needs of children and families with a broad array 
of emotional and psychiatric challenges.

Live in a Great Community!
Offering a lifestyle for every personality, New 
York’s Capital Region boasts unrivaled quality 
of life at a low cost of living.  School systems, 
healthcare and recreational activities here are 
among the best in the country.  Moreover, its 
central location places it only three hours from 
some of the top destinations in the world: New 
York City, Boston and Montreal.

Make a Difference!
Many children and families suffer from lack of 
access to mental health and psychiatric care. The 
new psychiatrist will work collaboratively with 
community leaders dedicated to improving the 
quality behavioral health care for Schenectady 
County’s most vulnerable residents.

Salary & Benefits
NPCS offers a compensation package on par 
with large city providers.  Moreover, the lower 
cost of living, option of city, suburban or coun-
tryside communities allows for a richer and bet-
ter quality of life.

Qualifications
Qualified MD/DO candidates will be able to 
meet the following requirements:
•  Graduation from at an accredited US psychi-

atric residency
•  Completion of specialty fellowship in child 

and adolescent psychiatry.
•  Licensed/Eligible to practice in the State of 

New York.
•  Possess a current DEA registration.
•  Be board certified/eligible.

Candidate must also have adesire toserve a high 
needs population, and be comfortable evaluat-
ing, diagnosing, and treating the mental, emo-
tional, and behavioral disorders of children and 
adolescents.

To Apply- Email your cover letter and résumé 
to Christopher.Burky@NEParentChild.org- 
enter the title of interest in the subject field. 
Northeast Parent & Child Society is an equal 
opportunity, affirmative action employer.

St. Lawrence County Mental Health Clinic 
in Canton, NY seeks full time (35 hrs/week) BC/
BE psychiatrist to join interdisciplinary treat-
ment team in providing outpatient mental health 
services to both children and adults.  Competi-
tive salary and excellent fringe package and mal-
practice coverage.

Canton is situated between the Adirondack foot-
hills and the St. Lawrence River Valley with four 
universities nearby.  St. Lawrence County is an 
EO/AAE, federally designated as MHPSA.

Submit letter of interest and CV to Dan Dodge, 
LCSW-R, St. Lawrence County Mental Health 
Clinic, 80 State Highway 310, Suite 1, Canton, 
NY  13617.  Email: ddodge@co.st-lawrence.
ny.us. If you have questions, please call 315-386-
2167.  

View your ad online for free!  
All line classified ads are posted 
on the Psychiatric News web-site: 

pn.psychiatryonline.org
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NORTH CAROLINA

Adult Staff Psychiatrist
Emergency Room Psychiatrist

Charlotte, NC

Carolinas HealthCare System has unique op-
portunities for Adult Staff Psychiatrists at its 
Behavioral Health Center. The center is part of 
a 874- bed regional teaching facility nestled in 
the heart of Charlotte. Join an outstanding team 
of psychiatrists in a very collegial working envi-
ronment.
Adult Staff Position - Inpatient and outpatient.
Emergency Room Psychiatry Position - 
Work in the facility’s in-house emergency de-
partment. Rotating shifts.
Excellent benefits package which includes:
•  Two weeks CME
•  Paid vacation
•  Short and long-term disability
•  401K, 457B and pension plan
Opportunity for extra income by seeing private 
patients or by taking shifts in the ER
Interested applicants should email their CV 
to Elaine Haskell at: elaine.haskell@caro-
linashealthcare.org or call 800-847-5084 for 
more information.

EOE/AA

Carolina Partners in Mental HealthCare, 
PLLC is seeking BE/BC psychiatrists for our 
practices in Wake Forest and Raleigh, NC.  PAs 
and NPs also welcome to apply.  Private outpa-
tient practices, full partnership from day one - 
no investment required.  FT, PT flexible.  Car-
olina Partners has ten offices in Raleigh, Dur-
ham, Cary, Chapel Hill, Burlington and Wake 
Forest, North Carolina. Good opportunity to 
control your life and clinical practice, while 
making a good income!

Contact Executive Director or send CV to: 
Carolina Partners in Mental HealthCare, 1502 
W. Hwy 54, Suite 103, Durham, NC 27707. 
Phone 919-967-9567; Fax 919-882-9531; Email 
carolinapartners@bellsouth.net. Find us online 
at www.carolinapartners.com.

OHIO

Geriatric Psychiatrist

The Department of Psychiatry at The Me-
troHealth System, a major teaching hospital of 
Case Western Reserve University, is expanding 
under the leadership of the new Chair, Ewald 
Horwath, M.D. We are currently seeking a 
board-certified (or board eligible) geriatric psy-
chiatrist, who will provide clinical care, teaching 
of residents and students and have the opportu-
nity for academic and career development at the 
largest medical research institution in Ohio and 
a top1% ranked hospital.  Benefits include a 
competitive salary, incentive potential, health 
insurance, paid time off, liability insurance, an 
academic appointment and CME opportunities.

In employment, as in education, MetroHealth 
System and Case Western Reserve University 
are committed to Equal Opportunity and World 
Class Diversity.  Please send CV and a letter 
outlining clinical and academic interests to ehor-
wath@metrohealth.org.
  

Child and Adolescent Psychiatrist

The Department of Psychiatry at The Me-
troHealth System, a major teaching hospital of 
Case Western Reserve University, is expanding 
under the leadership of the new Chair, Ewald 
Horwath, M.D. We are currently seeking a 
board-certified (or board eligible) child and 
adolescent psychiatrist, who will provide clinical 
care, teaching of residents and students and have 
the opportunity for academic and career devel-
opment at the largest medical research institu-
tion in Ohio and a top1% ranked hospital.  Ben-
efits include a competitive salary, incentive po-
tential, health insurance, paid time off, liability 
insurance, an academic appointment and CME 
opportunities.

In employment, as in education, MetroHealth 
System and Case Western Reserve University 
are committed to Equal Opportunity and World 
Class Diversity.  Please send CV and a letter 
outlining clinical and academic interests to ehor-
wath@metrohealth.org.

Consultation-Liaison Psychiatrist

The Case Western Reserve University De-
partment of Psychiatry at  MetroHealth is 
expanding under the leadership of the new 
Chair, Ewald Horwath, M.D. We are currently 
seeking a board-certified (or board eligible) 
consultation-liaison psychiatrist, who will pro-
vide clinical care, teaching of residents and stu-
dents and have the opportunity for academic and 
career development at the largest medical re-
search institution in Ohio and a hospital ranked 
in the top 1% for outcomes and efficiency.  Ben-
efits include a competitive salary, incentive po-
tential, health insurance, paid time off, liability 
insurance, an academic appointment and CME 
opportunities.

In employment, as in education, MetroHealth 
System and Case Western Reserve University 
are committed to Equal Opportunity and World 
Class Diversity.  Please send CV and a letter 
outlining clinical and academic interests to ehor-
wath@metrohealth.org.
  

Addiction Psychiatrist

The Department of Psychiatry at The Me-
troHealth System, a major teaching hospital of 
Case Western Reserve University, is expanding 
under the leadership of the new Chair, Ewald 
Horwath, M.D. We are currently seeking a 
board-certified (or board eligible) addiction psy-
chiatrist, who will provide clinical care, teaching 
of residents and students and have the opportu-
nity for academic and career development at the 
largest medical research institution in Ohio and 
a top1% ranked hospital.  Benefits include a 
competitive salary, incentive potential, health 
insurance, paid time off, liability insurance, an 
academic appointment and CME opportunities.

In employment, as in education, MetroHealth 
System and Case Western Reserve University 
are committed to Equal Opportunity and World 
Class Diversity.  Please send CV and a letter 
outlining clinical and academic interests to ehor-
wath@metrohealth.org.

Psychiatrist. The Ohio State University, 
Columbus, OH.

Counseling and Consultation Service at The 
Ohio State University is seeking a board eli-
gible/ board certified psychiatrist for a 1.0 FTE 
Senior Staff position.  The psychiatrist will pro-
vide outpatient services to the student popula-
tion, collaborate with a multidisciplinary staff, 
supervise trainees and consult with other campus 
units.  State of Ohio benefits with no call or 
weekend duties.  Ohio licensure and board eli-
gibility/certification required at time of hire.  To 
assure consideration, please apply by 
01/02/2011 by visiting our web site at www.
jobsatosu.com and search by requisition 
#354089. Candidates should submit a cover let-
ter and curriculum vitae when they apply. To 
build a diverse workforce, Ohio State encour-
ages applications from individuals with disabili-
ties, veterans and women. EEO/AA employer.

JOIN THE VA! - NORTHEAST, OHIO

Louis Stokes Cleveland VA Medical Center a 
teaching affiliate of Case Western Reserve Uni-
versity (CWRU) seeks quality board certified 
applicants for full or part-time Psychiatrist po-
sitions at the Lorain, Mansfield, Sandusky and 
Youngstown Community Outpatient Clinics. 
The primary responsibilities are providing am-
bulatory patient care in a multi-disciplinary set-
ting.  The VA offers a competitive salary with 
comprehensive health care and federal benefits 
package.

Send CV to: Judy Trepkowski, Human Re-
sources Specialist, 05(B), Louis Stokes Cleveland 
VAMC, 10000 Brecksville Road, Brecksville, 
OH 44141, Fax: 440-740-2385. We are a diver-
sified and Equal Opportunity Employer.

OREGON

BC/BE Psychiatrists
Oregon State Hospital (OSH)

Salem, Oregon

Oregon Department of Human Services 
(DHS), OSH is looking for Oregon BC/BE 
Psychiatrists. OSH offers FT, PT and flexible 
opportunities in our general adult, geriatric, and 
forensic programs. A generous and comprehen-
sive benefit and PERS retirement package is 
included, as well as a new hospital in 2011 which 
will incorporate state-of-the-art architecture, 
treatment space and technology. Salary is very 
competitive and includes psychiatric differential, 
certification pay and opportunities for additional 
on-call work. Dr. Mark Diamond, CMO, invites 
you to call and/or send your CV to us today! 
Phone: (503) 945-2887; email: lila.m.lokey@
state.or.us; fax: (503) 945-9910; mail: Human 
Resources, 2600 Center Street NE, Salem, OR 
97301-2682. Please visit our website at www.
oregon.gov/DHS/mentalhealth/osh. The State 
of Oregon is an Equal Opportunity Employer.

PENNSYLVANIA

PHILADELPHIA:  Admission Services Physi-
cian (Mon-Fri)
PHILADELPHIA suburb Doylestown:  
Child Psychiatrist - Inpatient/RTC.
STATE COLLEGE: Child OR General Psy-
chiatrist - Inpatient OR All Outpatient (O/P J1 
eligible). Salary & benefits. Contact Joy Lank-
swert, In-house recruiter @ 866-227-5415; OR 
email joy.lankswert@uhsinc.com.

Horizon Health, in partnership with St. Vin-
cent Health Center (Voted 5th Best Place to 
work in Pennsylvania!), a 436-bed tertiary care 
hospital in Erie, PA, has an exciting opportunity 
for an Adult Psychiatrist for a 32-bed Adult 
and Geriatric Inpatient Psychiatric Program.
Opportunities for input and growth, tertiary 
care, teaching opportunities in FP residency 
program and LECOM medical school.  Excel-
lent compensation package with full benefits.
Located on the shores of Lake Erie with 7 miles 
of beaches, Erie is the fourth largest city in 
Pennsylvania with a metropolitan population of 
280,000.  For more information contact: Mark 
Blakeney, Voice: 972-420-7473, Fax: 972-420-
8233; email: mark.blakeney@horizonhealth.com  
EOE.

ASSOCIATE MEDICAL DIRECTOR

Excellent full time opportunity, Associate Med-
ical Director for our Managed Care Organiza-
tion. The physician in this AMD position will 
have opportunity for creative clinical thinking 
and decision making, and along with a team of 
clinical and medical leaders, will have oversight 
of UM and QI programs. This position provides 
a key interface between the MCO and the pro-
viders, members and MCO customers. It pro-
vides the opportunity to develop clinical pro-
grams based on evidence based practices and to 
monitor clinical outcomes in service delivery 
across the membership. This position uses excel-
lent clinical skills in an innovative way.

Position requires Pennsylvania licensure and 
ABPN Board Certification in Psychiatry. Excel-
lent base salary and performance bonus up to 
10% of annual, paid benefits, and normal busi-
ness hours Monday through Friday.

Please apply to our Recruiter Terri Holub, 
Phone 916-859-5162  or e-mail tmholub@
magellanhealth.com. www.magellanhealth.com.

Psychiatrists:

Currently we have exciting full- and part-
time positions in a rapidly expanding depart-
ment.  Opportunities include responsibilities in 
and outside our five-hospital health system.  
There are immediate openings for child/adoles-
cent, adult and addictions psychiatrists.

There are also practice options in a traditional 
psychotherapy model.  Psychiatric Hospitalist 
positions are available for weekday and weekend 
rounding and Crisis.  Excellent salaries, no on-
call nor rounding responsibilities ever and ex-
ceptional benefits package offered. Send CV to 
Kevin Caputo, M.D., Vice President and Chair-
man, Department of Psychiatry, Crozer-Key-
stone Health System, One Medical Center 
Blvd., Upland, PA 19013 or contact the depart-
ment manager, Kathy Waring at 610-619-7413.

DIRECTOR OF NEUROSTIMULATION

The Penn State Department of Psychiatry is 
recruiting a psychiatrist to be its Director of 
Neurostimulation. Responsibilities include su-
pervising and growing clinical services in ECT, 
DBS, rTMS, and VNS.  Teaching and research 
are expected. There are opportunities for col-
laboration with other neuroscience departments. 

With our clinical partner, Pennsylvania Psychi-
atric Institute, the Department staffs four clinics 
and an inpatient facility with 74 beds.  Our cur-
rent psychiatry faculty numbers 52, and we have 
24 residents and fellows.

The successful candidate should have strong 
clinical and teaching skills and potential for sci-
entific and scholarly achievement. An estab-
lished program of research and a history of ex-
tramural grant funding are desirable. The suc-
cessful candidate will also have a demonstrated 
ability to promote productive collaboration with 
colleagues in psychiatry and other disciplines.

Candidates with interest and skills in this area 
should send a curriculum vitae and cover letter 
to:

Alan J. Gelenberg, M.D.
Professor and Interim Chair

Penn State Hershey Medical Center
Department of Psychiatry, H073

500 University Drive, P.O. Box 850
Hershey, PA 17033

Phone: 717.531.8516
Fax: 717.531.6491

agelenberg@hmc.psu.edu

Penn State Hershey Medical Center is com-
mitted to affirmative action, equal opportunity 
and the diversity of its workforce.

TENNESSEE

New Psychiatry Opportunity in 
well-known Southeastern City

•  We offer stipend and  medical school loan re-
payment

•  Choice of employment or a guarantee
•  NO STATE INCOME TAX
•  Currently a 10 week waiting time for new 

patient appointments.
•  Full patient load and referrals from day one.
•  Opportunity to join existing  private practice 

and cover  voluntary center care.
•  Access to best public and private schools in 

Tennessee.
•  Compensation package includes salary, signing  

bonus, relocation, customary benefits  and re-
tirement.

•  Voted in the TOP 20 PLACES TO LIVE by 
three independent national magazines.

•  Practice is backed by one of the top health 
systems in the country.

For More information contact Stephen Brown-
ing at 404-435-3190 or Stephen-browning@
att.net.

INPATIENT PSYCHIATRIST
Vanderbilt University School of Medicine,

Department of Psychiatry

The Department of Psychiatry is recruiting psy-
chiatrists to lead teaching services at Vanderbilt 
Psychiatric Hospital, an 88-bed teaching hospi-
tal on the campus of Vanderbilt University 
Medical Center. The hospital offers specialized 
inpatient programs for children & adolescents 
and for adults with mood disorders, psychotic 
disorders, addictions, and cognitive disorders. 
Successful BE/BC candidates will receive a fac-
ulty appointment on the clinician-educator 
track, with rank and salary commensurate to 
experience.

Applicants should email or send letter of interest 
with an updated CV to Harsh K. Trivedi, MD, 
Executive Medical Director and Chief of Staff, 
Vanderbilt Psychiatric Hospital, 1601 23rd Av-
enue South, Nashville, TN 37212. Interested 
and eligible candidates may obtain further in-
formation by contacting Dr. Trivedi at 615-327-
7024 or harsh.k.trivedi@vanderbilt.edu.

Bundle your Psychiatric News       
classified with a Psychiatric Services 

classified and receive 10% off.
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TEXAS

Interested in Life on the Texas Gulf Coast?

Corpus Christi State Supported Living Cen-
ter is hiring a FT board certified or board eli-
gible psychiatrist.  Corpus Christi - on the beau-
tiful Texas Gulf Coast has great fishing and 
beaches and offers easy access to Padre Island 
National Seashore. Corpus Christi, home to 
Texas A&M University-CC, Hooks baseball, & 
Ice Rays hockey, averages 288 days of sunshine 
a year with an average daily temperature of 71 
degrees and an average July temperature of 84. 
Corpus Christi has an international airport and 
is a short drive to San Antonio, Houston, Austin 
and Mexico.  The Corpus Christi State Sup-
ported Living Center is a developmental facility 
for people with mental retardation who may also 
have physical disabilities as well as mental illness. 
Typical work schedule is 8 a.m. to 5 p.m. M-F. 
Work environment is casual and medical prob-
lems are challenging.  Strong support system 
with excellent benefits.  200K+, state funded 
pension plan, paid health insurance, paid vaca-
tion and sick days, longevity pay, up to 15 paid 
holidays per year, and more.

For more information, contact: Sandra G. 
Rodrigues, MD, Medical Director @ Sandra.
Rodrigues@dads.state.tx.us or Gloria Grande, 
Administrative Assistant @ Gloria.Grande@
dads.state.tx.us.

VIRGINIA

VIRGINIA COMMONWEALTH UNI-
VERSITY: Department of Psychiatry, School 
of Medicine, in collaboration with the Hunter 
Holmes McGuire Veterans Administration 
Medical Center, and VCU Institute for Drug 
and Alcohol Studies, is recruiting an academic 
physician Chair for the Division of Addiction 
Psychiatry.  Chair is responsible for developing 
research, teaching and clinical programs. 
Funded Addictions Fellowship. Strong programs 
in psychiatric genetics, epidemiology, pharma-
cology, toxicology, and women’s health. State 
funded health practitioner impairment program, 
Behavioral Public Health, laboratory and com-
munity based research are active areas for col-
laboration. Wonderful work environment. De-
partment of Psychiatry has over 75 full-time 
faculty, 39 residents, multiple fellowships and 
research centers including an addiction genetics 
research center. The Veterans Administration 
Medical Center has robust residential and out-
patient addictions programming, and an out-
standing program in Psychiatry and Primary 
Care. VCU is Virginia’s largest university with 
robust health science campus and 750-bed uni-
versity hospital.  Richmond, the State Capital, 
has moderate climate, a rich history, cultural 
activities, excellent choices for urban, suburban, 
or country living, outstanding public/private 
schools.

Send applications to Joel J. Silverman, M.D., 
Chairman, c/o Takeya McLaurin, Department 
of Psychiatry, MCV/VCU Box 980710, Rich-
mond, VA 23298.  Please contact Dr. Joel Silver-
man at (804) 828-9156 or email jsilverman@
mcvh-vcu.edu.

Virginia Commonwealth University is an 
Equal Opportunity/Affirmative Action 
employer. Men, women, persons with 

disabilities, and minorities are encouraged     
to apply.

VIRGINIA COMMONWEALTH UNI-
VERSITY, School of Medicine, is recruiting 
a BE/BC psychiatry educator to serve as Ambu-
latory Care Division Chair in large, financially 
stable department.  Duties include development 
of new programs, resident and student educa-
tion, direction of general and specialty clinics, 
clinical care and a significant role in overall de-
partmental leadership. Experience in academic 
ambulatory care, psychiatric education and ad-
ministration desired.  Ambulatory Care Clinics 
are located at the VCU Medical Campus, and 
have an estimated 16,000 patient visits/year.  
Department of Psychiatry has over 75 full-time 
faculty, 39 residents, multiple fellowships and 
research centers including an addiction genetics 
research center.  Richmond, the State Capital, 
has moderate climate and rich mix of history, a 
diverse multicultural community, excellent 
housing and public/private schools.

Send applications to Joel J. Silverman, M.D., 
Chairman, c/o Takeya McLaurin, Department 
of Psychiatry, MCV/VCU Box 980710, Rich-

mond, VA 23298.  Please contact Dr. Joel Silver-
man at jsilverman@mcvh-vcu.edu.

Virginia Commonwealth University is an 
Equal Opportunity/Affirmative Action 
employer.  Men, women, persons with 

disabilities, and minorities are encouraged     
to apply.

PSYCHIATRIST - INPATIENT TREATMENT
Southwestern Virginia Mental Health Institute

We invite you to consider our psychiatrist open-
ing for inpatient treatment.  Our hospital has 
156 inpatient beds and is located in Marion, Vir-
ginia, in the heart of the Blue Ridge Mountains.

The position offers a new challenge and re-
ward every day and includes:
•  Competitive salary (Call and negotiate with 

us!).
•  Sign-on bonus up to $10,000.
•  Relocation allowance up to $8,000.
•  Generous state benefits including low cost 

health, dental and vision insurance; employer 
paid long and short term disability, long-term 
care, life insurance, and malpractice insurance; 
employee contribution to defined benefit re-
tirement; 457-b Deferred Compensation Plan 
available; and medical and family tax-deferred 
reimbursement accounts.  Assuming a salary 
of $185,000 the total compensation including 
benefits would amount to $258,466.  The 
amount would be approximately $265,000 if 
health benefits included family coverage.

•  No on-call required; compensated on-call 
available.

•  Medical school affiliation.
•  Monday through Friday 8-5 work day affords 

a work/life balance.

Come and see all that Southwestern Virginia 
has to offer:
•  A paradise for outdoor enthusiasts who enjoy 

kayaking, canoeing, hunting, fishing, hiking, 
biking, horseback riding, or camping.

•  Five state parks in the Blue Ridge Highlands 
Region.

•  Historic Barter Theater located in Abingdon, 
Virginia.

•  Historic Lincoln Theater located in Marion, 
Virginia.

•  Numerous arts, crafts, antique, and music fes-
tivals.

•  Several local wineries featuring outdoor sum-
mer concerts and wine-tasting/tours.

•  Local farmers’ markets.
•  Close to several metropolitan areas and air-

ports.

I look forward to your call at (276) 783-1204 to 
discuss the job opportunity we have available, 
and share with you some of the wonderful things 
the region of Southwestern Virginia has to offer.

Ruby L. Wells, Human Resource Analyst
Southwestern Virginia Mental Health Institute
340 Bagley Circle
Marion, VA  24354
Phone:  276-783-1204
Fax: 276-783-0844
E-mail: Ruby.wells@dbhds.virginia.gov
Website:  www.swvmhi.dbhds.virginia.gov
Job Application Site:                                    
https://jobs.agencies.virginia.gov. EOE
 

BC/BE Psychiatrist - Forensic/Civil

Central State Hospital, a JCAHO accredited 
277 bed psychiatric hospital, located 30 miles 
south of Richmond, Virginia and within two 
hours from the Blue Ridge Mountains, the 
beaches and our Nation’s Capital is seeking a 
BC/BE psychiatrist to provide state of the art 
behavioral health and medical care to forensic 
and civilly committed patients in need of a struc-
tured, secure environment.  In addition to our 
civil units, CSH has the Commonwealth’s only 
maximum security Forensic Unit.  Excellent 
benefits offer malpractice, health and life insur-
ance, vacation and sick leave, retirement plan 
and relocation assistance.

Contact: employment@csh.dbhds.virginia.gov.

VIRGINIA COMMONWEALTH UNI-
VERSITY: Department of Psychiatry, School 
of Medicine, in collaboration with the Hunter 
Holmes McGuire Veterans Administration 
Medical Center, and VCU Institute for Drug 
and Alcohol Studies, is recruiting an academic 
physician Chair for the Division of Addiction 
Psychiatry.  Chair is responsible for developing 
research, teaching and clinical programs. 
Funded Addictions Fellowship. Strong programs 
in psychiatric genetics, epidemiology, pharma-
cology, toxicology, and women’s health. State 
funded health practitioner impairment program, 
Behavioral Public Health, laboratory and com-
munity based research are active areas for col-
laboration. Wonderful work environment. De-
partment of Psychiatry has over 75 full-time 
faculty, 39 residents, multiple fellowships and 
research centers including an addiction genetics 
research center. The Veterans Administration 
Medical Center has robust residential and out-
patient addictions programming, and an out-
standing program in Psychiatry and Primary 
Care. VCU is Virginia’s largest university with 
robust health science campus and 750-bed uni-
versity hospital.  Richmond, the State Capital, 
has moderate climate, a rich history, cultural 
activities, excellent choices for urban, suburban, 
or country living, outstanding public/private 
schools.

Send applications to Joel J. Silverman, M.D., 
Chairman, c/o Takeya McLaurin, Department 
of Psychiatry, MCV/VCU Box 980710, Rich-
mond, VA 23298.  Please contact Dr. Joel Silver-
man at (804) 828-9156 or email jsilverman@
mcvh-vcu.edu.

Virginia Commonwealth University is an 
Equal Opportunity/Affirmative Action 
employer. Men, women, persons with 

disabilities, and minorities are encouraged     
to apply.

WASHINGTON

The University of Washington and Harbor-
view Medical Center (HMC) in Seattle, WA 
is accepting applications for a hospital-based 
psychiatrist at the rank of Acting Instructor or 
Acting Assistant Professor.  This position is 1.0 
FTE and will work doing a combination of in-
patient psychiatry and hospital psychiatry con-
sultation work with a large team consisting of 
another psychiatrist, psychologist, nurse and 
social worker. Two half-days a week will be spent 
in an ambulatory outpatient setting seeing pa-
tients.  There is an MD requirement for this 
position.  The position will also be responsible 
for teaching residents and medical students.  Ap-
plication deadline is Sept 15, 2010.  Start date 
Jan 2, 2011 (sooner is possible). 

Please send application and CV to: Peter 
Roy-Byrne MD, Chief Psychiatry, Harborview 
Medical Center 325 9th Ave. Box 359911, Se-
attle, WA 98104 or email roybyrne@uw.edu. 
The UW is building a culturally diverse faculty 
and strongly encourages applications from fe-
males and minority candidates. The UW is and 
EOE/AA employer.

Medical Director
Western State Hospital

The University of Washington (UW) and 
Western State Hospital (WSH) in Tacoma, 
WA are accepting applications for Medical Di-
rector at WSH at the rank of Associate Professor 
(without tenure) or Professor (without tenure).  
Requirements include an MD, completion of an 
accredited psychiatry residency program, ABPN 
board certification, expertise in the treatment of 
individuals with chronic and serious mental 
health disorders, and significant leadership ex-
perience at a major institution.  This is a full-
time position to provide medical oversight and 
direction to WSH treatment programs, assume 
the medical responsibility for all patients, and 
participate in strategic planning and program 
development.  This position is a member of the 
hospital Executive Leadership Team and reports 
directly to the WSH Chief Executive Officer.  
The UW faculty engage in teaching, research, 
and service.

Please send CV and cover letter to Jess C. Ja-
mieson, Ph.D., Chief Executive Officer, 
Western State Hospital, 9601 Steilacoom Blvd. 
SW, Lakewood, WA  98498-7213 or e-mail Jess.
Jamieson@dshs.wa.gov. For questions concern-
ing the faculty appointment, please contact 
Richard C. Veith, MD, Professor and Chair, 

UW Psychiatry and Behavioral Sciences at 
(253) 543-3752 or e-mail rcv@uw.edu.

The UW is building a culturally diverse 
faculty and strongly encourages applications 
from females and minority candidates.  The 

UW is an EOE/AA employer.

Summit Research Network (Seattle) LLC is 
seeking a licensed, board certified Psychiatrist 
to work with adult and pediatric/adolescent 
populations in clinical research trials.  Must be 
comfortable working in a team environment as 
a Sub Investigator and Principal Investigator in 
primarily psychiatric pharmaceutical research at 
our site in Seattle, WA.

This position is part time with the potential to 
increase to full time.  Summit offers competitive 
salary based on experience/credentials with an 
excellent benefit package.

Please send inquiries and CV to: James R. 
Hockley, MBA, Summit Research Network 
Management, Inc., 2701 NW Vaughn St., 
Ste.350; Portland, OR or via email: jhockley@
summitnetwork.com.

WISCONSIN

Psychiatrists - Appleton, Wisconsin. Affinity 
Medical Group an integrated health care orga-
nization in East Central Wisconsin is recruiting 
a BC/BE Child/Adolescent and BC/BE Adult 
Psychiatrists for our Appleton location.  These 
opportunities will encompass the full scope of 
services that support the needs that a psychiatric 
patient may present. Benefit from an industry 
leading compensation and exceptional benefits 
package. The Appleton area offers a unique 
quality of family oriented living, all season rec-
reation, a nationally acclaimed educational sys-
tem, a diverse growing economy, and a host of 
cultural opportunities.

For information, contact Cookie Fielkow, Af-
finity Physician Recruitment; Phone: 800-722-
9989; E-mail: cfielkow@affinityhealth.org; Fax: 
920-727-4350.  Visit our website at: www.af-
finityhealth.org.  EOE.  Not a J-1 opportunity.  
A partnership of Ministry Health Care and 
Wheaton Franciscan Healthcare.

Fellowships

Entering its 34th year, this ACGME-accred-
ited fellowship on Psychosomatic Medicine 
is currently accepting applications for three 
PGY-5 positions to start July 1, 2011.  Under 
the guidance of Dr. Thomas Wise and Dr. 
Catherine Crone, the fellowship offers consul-
tation-liaison training in a wide variety of med-
ical specialties in both inpatient and outpatient 
settings.  This includes: oncology, ob/gyn, HIV, 
trauma, organ transplantation, pulmonary med-
icine, and cardiology.  Didactic seminars address 
clinical, biological, and psychodynamic ap-
proaches to understanding the medically ill.  
Opportunities in teaching, research, and outpa-
tient psychotherapy are readily available.  Train-
ing is tailored to fellow’s area of interest and 
career goals.  The fellowship is based at Inova 
Fairfax Hospital, an 833-bed tertiary care teach-
ing facility located in the suburbs of Washing-
ton, D.C.

Interested individuals should contact:

Catherine Crone, M.D.
PM Fellowship Program Director
George Washington University
Medical Center
c/o Inova Fairfax Hospital
3300 Gallows Road  Falls Church, VA 22042
Phone:  703-776-3380
E-mail: cathy.crone@inova.org
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PGY 5 Fellowship
in University Student Mental Health

 at The University of Chicago

This post-residency training program focuses 
on teaching the knowledge and skills necessary 
to provide mental health care to a university 
student community. The program will train fu-
ture student mental health psychiatrists, and 
includes mentorship by the faculty based at the 
Student Counseling and Resource Service at 
The University of Chicago, an active student 
mental health service staffed by six psychiatrists 
and over 20 non-physician psychotherapists 
serving a population of approximately 14,000 
extraordinary students. Clinical skills for this 
fellowship include training in psychosocial treat-
ments for students including short-term psycho-
therapy, crisis intervention, and group psycho-
therapies that are particularly important in this 
population, such as cognitive behavioral procras-
tination groups and eating disorder groups.  It 
will also include intensive training in the unique 
aspects of psychopharmacology in this setting, 
such as addressing target symptoms without im-
pairing cognition.  Other aspects of training 
would be treatment of Attention Deficit Hyper-
activity Disorder, substance abuse, mood and 
anxiety disorders, and first break psychotic dis-
orders. The fellowship will also include admin-
istrative aspects of student mental health.  This 
includes an understanding of the university’s 
processing of applications for mental health dis-
ability accommodation, consultation for stu-
dents going on and off medical leave for psychi-
atric reasons, providing liaison to the Depart-
ment of Psychiatry for services provided to 
students, and doing training sessions for groups 
around campus who are likely to deal with trou-
bled students. The fellow will receive supervi-
sion and training on becoming a good consultant 
for behavioral health issues on campus.  These 
consultations include inquiries by faculty, Uni-
versity staff, and peers about how to deal with 
troubled students.  The fellow will have experi-
ence and education on how to be an effective 
mental health expert as a member of the team of 
student life and student services professionals.

Please send a personal statement, curriculum 
vitae, and three letters of recommendation by 
February  4, 2011  to: Thomas A. M. Kramer 
M.D.,  Director, Student Counseling and Re-

source Service, The University Of Chicago, 
5737 South University, Chicago, IL 60637.

For information about the Student Counseling 
and Resource Service at 

The University of Chicago:  
http://counseling.uchicago.edu.

 

FELLOWSHIP
PUBLIC PSYCHIATRY at YALE

Yale University School of Medicine is accept-
ing applications for a one-year Fellowship in 
Public Psychiatry for July 2011, based at the 
Connecticut Mental Health Center [CMHC], 
for individuals interested in public mental health 
and administration.  CMHC is a major site for 
training, research and clinical service within the 
Yale and State systems.  As a state-funded, aca-
demic, urban mental health center it provides a 
unique setting for psychiatrists to obtain ad-
vanced training as they pursue careers as leaders 
in the field.  Fellows spend 50% time in semi-
nars, supervision, and administrative/policy 
meetings of CMHC and the CT Dept. of Men-
tal Health and Addiction Services; and up to 
50% effort providing direct clinical service and/
or consultation within public mental health set-
tings in the New Haven area. Child & Adoles-
cent trained psychiatrists may apply for a com-
bined advanced fellowship position with CMHC 
and the Yale Child Study Center. All candidates 
must be eligible for board certification and CT 
licensure.  Minority applicants are encouraged 
to apply.

For further information contact Jeanne Steiner, 
D.O. Medical Director, CMHC - Yale Univ., 34 
Park St New Haven, CT 06519 or Jeanne.
Steiner@yale.edu.

Fellowship at the Massachusetts General 
Hospital

Center for Anxiety and Traumatic Stress 
Disorders and Home Base Program for 

Veterans

The Massachusetts General Hospital Center for 
Anxiety and Traumatic Stress Disorders and the 
MGH-Red Sox Foundation Home Base Pro-
gram for Veterans and Their Families are offer-
ing a joint psychiatric fellowship program.  The 
fellowship is designed to provide comprehensive 
training in the research investigation in anxiety 
related disorders including PTSD, panic disor-
der, social anxiety disorder, generalized anxiety 
disorder and complicated grief in the general 
population as well as PTSD and related disor-
ders in veterans.

Interested MDs should forward a letter of inter-
est, curriculum vitae and list of 3 references to 
Mark Pollack, M.D.  Center for Anxiety and 
Traumatic Stress Disorders and the Home Base 
Program Massachusetts General Hospital; 
mpollack@partners.org.

PSYCHOSOMATIC MEDICINE FELLOWSHIPS
2011-2012

NY Medical College/Westchester Med. Ctr.
FLEXIBLE STARTING TIME

Established C/L Group in tertiary care hospital, 
ACGME accredited.  45 minutes from NYC.  
Opportunity to work in Burn, High-Risk OB, 
HIV, Transplant as well as General Med/Surg.  
Research opportunities.  Psychiatry residency & 
NYS limited permit or license required.  Com-
petitive salary and benefits.  Contact:  Yvette 
Smolin, MD, Training Director, BHC Room 
N301, Valhalla, NY 10595 (914) 493-8424 
smoliny@wcmc.com.

Furniture
ANALYTIC COUCH COMPANY!

Handmade iconic couches. See our online 
catalogue at www.analyticcouch.com  Contact 
Randy for fabric samples 206-855-6888. Some 
custom options available.

Our 2011 Advertising Rates and 
Deadlines are Available!  

Contact Lindsey Fox to receive a 
hard copy of our Media Kit by U.S. 

Mail or to request an                    
electronic version.

Candidates and Employers 
Connect through the 

APA Job Bank

psych.org/jobbank

     
   
Candidates
■ Search the most comprehensive   
 online listing of psychiatric 
 positions at psych.org/jobbank
■ Register to post your resume,   
 receive instant job alerts, use the  
 career tools and more
■ Visit the redesigned and enhanced  
 APA Job Bank website to fi nd the  
 ideal position!

Employers
■ Use the many resources of the   
 APA Job Bank to meet qualifi ed 
 candidates and make a smart   
 recruitment decision
■ Advertise in the Psychiatric News  
 or Psychiatric Services classifi eds 
 and the APA Job Bank and receive  
 a 10% discount on each

For more information, contact
Lindsey Fox at 703-907-7331
or classads@psych.org
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GEODON® (ziprasidone HCl) Capsules 

GEODON® (ziprasidone mesylate) injection for intramuscular use 

BRIEF SUMMARY: See package insert for full prescribing information.

INDICATIONS 
GEODON is indicated for the treatment of schizophrenia, as monotherapy for the acute treatment of bipolar 
manic or mixed episodes, and as an adjunct to lithium or valproate for the maintenance treatment of bipolar 
disorder. GEODON intramuscular is indicated for acute agitation in schizophrenic patients. 

DOSAGE AND ADMINISTRATION 
Schizophrenia GEODON Capsules should be administered at an initial daily dose of 20 mg twice daily with 
food. In some patients, daily dosage may subsequently be adjusted on the basis of individual clinical status up 
to 80 mg twice daily. Dosage adjustments, if indicated, should generally occur at intervals of not less than 2 
days, as steady-state is achieved within 1 to 3 days. In order to ensure use of the lowest effective dose, patients 
should ordinarily be observed for improvement for several weeks before upward dosage adjustment. Effi cacy 
in schizophrenia was demonstrated in a dose range of 20 mg to 100 mg twice daily in short-term, placebo-
controlled clinical trials. There were trends toward dose response within the range of 20 mg to 80 mg twice 
daily, but results were not consistent. An increase to a dose greater than 80 mg twice daily is not generally 
recommended. The safety of doses above 100 mg twice daily has not been systematically evaluated in clinical 
trials. Maintenance Treatment—While there is no body of evidence available to answer the question of how 
long a patient treated with ziprasidone should remain on it, a maintenance study in patients who had been 
symptomatically stable and then randomized to continue ziprasidone or switch to placebo demonstrated a 
delay in time to relapse for patients receiving GEODON. No additional benefi t was demonstrated for doses 
above 20 mg twice daily. Patients should be periodically reassessed to determine the need for maintenance 
treatment. Bipolar I Disorder Acute Treatment of Manic or Mixed Episodes—Dose Selection: Oral ziprasidone 
should be administered at an initial daily dose of 40 mg twice daily with food. The dose may then be increased 
to 60 mg or 80 mg twice daily on the second day of treatment and subsequently adjusted on the basis of 
tolerance and effi cacy within the range 40 mg to 80 mg twice daily. In the fl exible-dose clinical trials, the mean 
daily dose administered was approximately 120 mg. Maintenance Treatment (as an adjunct to lithium or 
valproate)—Continue treatment at the same dose on which the patient was initially stabilized, within the range 
of 40 mg to 80 mg twice daily with food. Patients should be periodically reassessed to determine the need for 
maintenance treatment. Acute Treatment of Agitation in Schizophrenia Intramuscular Dosing —The 
recommended dose is 10 mg to 20 mg administered as required up to a maximum dose of 40 mg per day. 
Doses of 10 mg may be administered every two hours; doses of 20 mg may be administered every four hours 
up to a maximum of 40 mg/day. Intramuscular administration of ziprasidone for more than three consecutive 
days has not been studied. If long-term therapy is indicated, oral ziprasidone hydrochloride capsules should 
replace the intramuscular administration as soon as possible. Since there is no experience regarding the safety 
of administering ziprasidone intramuscular to schizophrenic patients already taking oral ziprasidone, the 
practice of co-administration is not recommended. Ziprasidone intramuscular is intended for intramuscular use 
only and should not be administered intravenously. Intramuscular Preparation for Administration GEODON for 
Injection (ziprasidone mesylate) should only be administered by intramuscular injection and should not be 
administered intravenously. Single-dose vials require reconstitution prior to administration. Add 1.2 mL of 
Sterile Water for Injection to the vial and shake vigorously until all the drug is dissolved. Each mL of reconstituted 
solution contains 20 mg ziprasidone. To administer a 10 mg dose, draw up 0.5 mL of the reconstituted solution. 
To administer a 20 mg dose, draw up 1.0 mL of the reconstituted solution. Any unused portion should be 
discarded. Since no preservative or bacteriostatic agent is present in this product, aseptic technique must be 
used in preparation of the fi nal solution. This medicinal product must not be mixed with other medicinal 
products or solvents other than Sterile Water for Injection. Parenteral drug products should be inspected 
visually for particulate matter and discoloration prior to administration, whenever solution and container permit. 
Dosing in Special Populations Oral: Dosage adjustments are generally not required on the basis of age, 
gender, race, or renal or hepatic impairment. GEODON is not approved for use in children or adolescents. 
Intramuscular: Ziprasidone intramuscular has not been systematically evaluated in elderly patients or in 
patients with hepatic or renal impairment. As the cyclodextrin excipient is cleared by renal fi ltration, ziprasidone 
intramuscular should be administered with caution to patients with impaired renal function. Dosing adjustments 
are not required on the basis of gender or race.

CONTRAINDICATIONS
QT Prolongation Because of ziprasidone’s dose-related prolongation of the QT interval and the known 
association of fatal arrhythmias with QT prolongation by some other drugs, ziprasidone is contraindicated in 
patients with a known history of QT prolongation (including congenital long QT syndrome), with recent acute 
myocardial infarction, or with uncompensated heart failure (see WARNINGS). Pharmacokinetic/
pharmacodynamic studies between ziprasidone and other drugs that prolong the QT interval have not been 
performed. An additive effect of ziprasidone and other drugs that prolong the QT interval cannot be excluded. 
Therefore, ziprasidone should not be given with dofetilide, sotalol, quinidine, other Class Ia and III anti-
arrhythmics, mesoridazine, thioridazine, chlorpromazine, droperidol, pimozide, sparfl oxacin, gatifl oxacin, 
moxifl oxacin, halofantrine, mefl oquine, pentamidine, arsenic trioxide, levomethadyl acetate, dolasetron 
mesylate, probucol or tacrolimus. Ziprasidone is also contraindicated with other drugs that have demonstrated 
QT prolongation as one of their pharmacodynamic effects and have this effect described in the full prescribing 
information as a contraindication or a boxed or bolded warning [see WARNINGS]. Ziprasidone is contraindicated 
in individuals with a known hypersensitivity to the product. 

WARNINGS
Increased Mortality in Elderly Patients with Dementia-Related Psychosis: Elderly patients with 
dementia-related psychosis treated with antipsychotic drugs are at an increased risk of death. 
GEODON is not approved for the treatment of dementia-related psychosis (see BOXED WARNING).  

QT Prolongation and Risk of Sudden Death Ziprasidone use should be avoided in combination with other 
drugs that are known to prolong the QTc interval. Additionally, clinicians should be alert to the identifi cation of 
other drugs that have been consistently observed to prolong the QTc interval. Such drugs should not be 
prescribed with ziprasidone. Ziprasidone should also be avoided in patients with congenital long QT syndrome 
and in patients with a history of cardiac arrhythmias (see CONTRAINDICATIONS).

QT Prolongation in Clinical Trials A study directly comparing the QT/QTc prolonging effect of oral ziprasidone 
with several other drugs effective in the treatment of schizophrenia was conducted in patient volunteers. The 
mean increase in QTc from baseline for ziprasidone ranged from approximately 9 to 14 msec greater than for 
four of the comparator drugs (risperidone, olanzapine, quetiapine, and haloperidol), but was approximately 

14 msec less than the prolongation observed for thioridazine. In this study, the effect of ziprasidone on QTc 
length was not augmented by the presence of a metabolic inhibitor (ketoconazole 200 mg twice daily). In 
placebo-controlled trials, oral ziprasidone increased the QTc interval compared to placebo by approximately 10 
msec at the highest recommended daily dose of 160 mg. In clinical trials the electrocardiograms of 2/2988 
(0.06%) patients who received GEODON and 1/440 (0.23%) patients who received placebo revealed QTc 
intervals exceeding the potentially clinically relevant threshold of 500 msec. In the ziprasidone-treated patients, 
neither case suggested a role of ziprasidone. QT Prolongation and Torsade De Pointes Some drugs that 
prolong the QT/QTc interval have been associated with the occurrence of torsade de pointes and with sudden 
unexplained death. The relationship of QT prolongation to torsade de pointes is clearest for larger increases 
(20 msec and greater) but it is possible that smaller QT/QTc prolongations may also increase risk, or increase 
it in susceptible individuals. Although torsade de pointes has not been observed in association with the use of 
ziprasidone in premarketing studies and experience is too limited to rule out an increased risk, there have been 
rare post-marketing reports (in the presence of multiple confounding factors) (see ADVERSE REACTIONS). 
A study evaluating the QT/QTc prolonging effect of intramuscular ziprasidone, with intramuscular haloperidol 
as a control, was conducted in patient volunteers. In the trial, ECGs were obtained at the time of maximum 
plasma concentration following two injections of ziprasidone (20 mg then 30 mg) or haloperidol (7.5 mg then 
10 mg) given four hours apart. Note that a 30 mg dose of intramuscular ziprasidone is 50% higher than the 
recommended therapeutic dose. The mean change in QTc from baseline was calculated for each drug, using 
a sample-based correction that removes the effect of heart rate on the QT interval. The mean increase in QTc 
from baseline for ziprasidone was 4.6 msec following the fi rst injection and 12.8 msec following the second 
injection. The mean increase in QTc from baseline for haloperidol was 6.0 msec following the fi rst injection and 
14.7 msec following the second injection. In this study, no patients had a QTc interval exceeding 500 msec. 
As with other antipsychotic drugs and placebo, sudden unexplained deaths have been reported in patients 
taking ziprasidone at recommended doses. The premarketing experience for ziprasidone did not reveal an 
excess risk of mortality for ziprasidone compared to other antipsychotic drugs or placebo, but the extent of 
exposure was limited, especially for the drugs used as active controls and placebo. Nevertheless, ziprasidone’s 
larger prolongation of QTc length compared to several other antipsychotic drugs raises the possibility that the 
risk of sudden death may be greater for ziprasidone than for other available drugs for treating schizophrenia. 
This possibility needs to be considered in deciding among alternative drug products. Certain circumstances 
may increase the risk of the occurrence of torsade de pointes and/or sudden death in association with the 
use of drugs that prolong the QTc interval, including (1) bradycardia; (2) hypokalemia or hypomagnesemia; (3) 
concomitant use of other drugs that prolong the QTc interval; and (4) presence of congenital prolongation of 
the QT interval. Electrolyte Disturbances May Increase The Risk of QT Prolongation It is recommended 
that patients being considered for ziprasidone treatment who are at risk for signifi cant electrolyte disturbances, 
hypokalemia in particular, have baseline serum potassium and magnesium measurements. Hypokalemia (and/
or hypomagnesemia) may increase the risk of QT prolongation and arrhythmia. Hypokalemia may result from 
diuretic therapy, diarrhea, and other causes. Patients with low serum potassium and/or magnesium should be 
repleted with those electrolytes before proceeding with treatment. It is essential to periodically monitor serum 
electrolytes in patients for whom diuretic therapy is introduced during ziprasidone treatment. Persistently 
prolonged QTc intervals may also increase the risk of further prolongation and arrhythmia, but it is not clear that 
routine screening ECG measures are effective in detecting such patients. Rather, ziprasidone should be avoided 
in patients with histories of signifi cant cardiovascular illness, e.g., QT prolongation, recent acute myocardial 
infarction, uncompensated heart failure, or cardiac arrhythmia. Ziprasidone should be discontinued in patients 
who are found to have persistent QTc measurements >500 msec. Neuroleptic Malignant Syndrome (NMS)  
A potentially fatal symptom complex sometimes referred to as Neuroleptic Malignant Syndrome (NMS) has 
been reported in association with administration of antipsychotic drugs. The management of NMS should 
include: (1) immediate discontinuation of antipsychotic drugs and other drugs not essential to concurrent 
therapy; (2) intensive symptomatic treatment and medical monitoring; and (3) treatment of any concomitant 
serious medical problems for which specifi c treatments are available. If a patient requires antipsychotic drug 
treatment after recovery from NMS, the potential reintroduction of drug therapy should be carefully considered. 
The patient should be carefully monitored, since recurrences of NMS have been reported. Tardive Dyskinesia 
A syndrome of potentially irreversible, involuntary, dyskinetic movements may develop in patients undergoing 
treatment with antipsychotic drugs. Although the prevalence of the syndrome appears to be highest among the 
elderly, especially elderly women, it is impossible to rely upon prevalence estimates to predict, at the inception 
of antipsychotic treatment, which patients are likely to develop the syndrome. If signs and symptoms of tardive 
dyskinesia appear in a patient on ziprasidone, drug discontinuation should be considered. Hyperglycemia 
and Diabetes Mellitus Hyperglycemia-related adverse events, sometimes serious, have been reported in 
patients treated with atypical anti-psychotics. There have been few reports of hyperglycemia or diabetes in 
patients treated with GEODON, and it is not known if GEODON is associated with these events. Any patient 
treated with atypical antipsychotics should be monitored for symptoms of hyperglycemia.

PRECAUTIONS
Leukopenia, Neutropenia, and Agranulocytosis In clinical trial and postmarketing experience, events of 
leukopenia/neutropenia and agranulocytosis (including fatal cases) have been reported temporally related to 
antipsychotic agents. Possible risk factors for leukopenia/neutropenia include pre-existing low white blood cell 
count (WBC) and history of drug induced leukopenia/neutropenia. Patients with a pre-existing low WBC or a 
history of drug induced leukopenia/neutropenia should have their complete blood count (CBC) monitored 
frequently during the fi rst few months of therapy and should discontinue GEODON at the fi rst sign of decline in 
WBC in the absence of other causative factors. Patients with neutropenia should be carefully monitored for 
fever or other symptoms or signs of infection and treated promptly if such symptoms or signs occur. Patients 
with severe neutropenia (absolute neutrophil count <1000/mm3) should discontinue GEODON and have their 
WBC followed until recovery. Rash In premarketing trials with ziprasidone, about 5% of patients developed rash 
and/or urticaria, with discontinuation of treatment in about one-sixth of these cases. The occurrence of rash 
was related to dose of ziprasidone, although the fi nding might also be explained by the longer exposure time in 
the higher dose patients. Several patients with rash had signs and symptoms of associated systemic illness, 
e.g., elevated WBCs. Most patients improved promptly with adjunctive treatment with antihistamines or steroids 
and/or upon discontinuation of ziprasidone, and all patients experiencing these reactions were reported to 
recover completely. Upon appearance of rash for which an alternative etiology cannot be identifi ed, ziprasidone 
should be discontinued. Orthostatic Hypotension Ziprasidone may induce orthostatic hypotension associated 
with dizziness, tachycardia, and, in some patients, syncope, especially during the initial dose-titration period, 
probably refl ecting its �

1
-adrenergic antagonist properties. Syncope was reported in 0.6% of the patients 

treated with ziprasidone. Ziprasidone should be used with particular caution in patients with known 
cardiovascular disease (history of myocardial infarction or ischemic heart disease, heart failure or conduction 
abnormalities), cerebrovascular disease, or conditions which would predispose patients to hypotension 
(dehydration, hypovolemia, and treatment with antihypertensive medications). Seizures In clinical trials, 
seizures occurred in 0.4% of patients treated with ziprasidone. There were confounding factors that may have 
contributed to the occurrence of seizures in many of these cases. As with other antipsychotic drugs, ziprasidone 
should be used cautiously in patients with a history of seizures or with conditions that potentially lower the 
seizure threshold, e.g., Alzheimer’s dementia. Conditions that lower the seizure threshold may be more 
prevalent in a population of 65 years or older. Dysphagia Esophageal dysmotility and aspiration have been 
associated with antipsychotic drug use. Aspiration pneumonia is a common cause of morbidity and mortality in 
elderly patients, in particular those with advanced Alzheimer’s dementia, and ziprasidone and other antipsychotic 
drugs should be used cautiously in patients at risk for aspiration pneumonia (see BOXED WARNING and 
Increased Mortality in Elderly Patients with Dementia-Related Psychosis in WARNINGS). 
Hyperprolactinemia As with other drugs that antagonize dopamine D2 receptors, ziprasidone elevates 
prolactin levels in humans. Tissue culture experiments indicate that approximately one-third of human breast 
cancers are prolactin-dependent in vitro, a factor of potential importance if the prescription of these drugs is 

INCREASED MORTALITY IN ELDERLY PATIENTS WITH DEMENTIA-RELATED PSYCHOSIS—Elderly 
patients with dementia-related psychosis treated with antipsychotic drugs are at an increased risk 
of death. Analyses of seventeen placebo-controlled trials (modal duration of 10 weeks), largely in 
patients taking atypical antipsychotic drugs, revealed a risk of death in drug-treated patients of 
between 1.6 to 1.7 times the risk of death in placebo-treated patients. Over the course of a typical 
10-week controlled trial, the rate of death in drug-treated patients was about 4.5%, compared to 
a rate of about 2.6% in the placebo group. Although the causes of death were varied, most of the 
deaths appeared to be either cardiovascular (e.g., heart failure, sudden death) or infectious (e.g., 
pneumonia) in nature. Observational studies suggest that, similar to atypical antipsychotic drugs, 
treatment with conventional antipsychotic drugs may increase mortality. The extent to which the 
fi ndings of increased mortality in observational studies may be attributed to the antipsychotic drug as 
opposed to some characteristic(s) of the patients is not clear. GEODON (ziprasidone) is not approved 
for the treatment of patients with Dementia-Related Psychosis (see WARNINGS).
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contemplated in a patient with previously detected breast cancer. Neither clinical studies nor epidemiologic 
studies conducted to date have shown an association between chronic administration of this class of drugs and 
tumorigenesis in humans; the available evidence is considered too limited to be conclusive at this time. 
Potential for Cognitive and Motor Impairment Somnolence was a commonly reported adverse reaction in 
patients treated with ziprasidone. In the 4- and 6-week placebo-controlled trials, somnolence was reported in 
14% of patients on ziprasidone compared to 7% of placebo patients. Somnolence led to discontinuation in 
0.3% of patients in short-term clinical trials. Since ziprasidone has the potential to impair judgment, thinking, 
or motor skills, patients should be cautioned about performing activities requiring mental alertness, such as 
operating a motor vehicle (including automobiles) or operating hazardous machinery until they are reasonably 
certain that ziprasidone therapy does not affect them adversely. Priapism One case of priapism was reported 
in the premarketing database. Body Temperature Regulation Although not reported with ziprasidone in 
premarketing trials, disruption of the body’s ability to reduce core body temperature has been attributed to 
antipsychotic agents. Suicide The possibility of a suicide attempt is inherent in psychotic illness and close 
supervision of high-risk patients should accompany drug therapy. Prescriptions for ziprasidone should be 
written for the smallest quantity of capsules consistent with good patient management in order to reduce 
overdose risk. Patients With Concomitant Illnesses Clinical experience with ziprasidone in patients with 
certain concomitant systemic illnesses is limited. Ziprasidone has not been evaluated or used to any appreciable 
extent in patients with a recent history of myocardial infarction or unstable heart disease. Patients with these 
diagnoses were excluded from premarketing clinical studies. Because of the risk of QTc prolongation and 
orthostatic hypotension with ziprasidone, caution should be observed in cardiac patients (see QT Prolongation 
and Risk of Sudden Death in WARNINGS and Orthostatic Hypotension in PRECAUTIONS). Information 
for Patients To assure safe and effective use of GEODON, the information and instructions provided in the 
patient information should be discussed with patients. Laboratory Tests Patients being considered for 
ziprasidone treatment who are at risk of signifi cant electrolyte disturbances should have baseline serum 
potassium and magnesium measurements. Low serum potassium and magnesium should be replaced before 
proceeding with treatment. Patients who are started on diuretics during Ziprasidone therapy need periodic 
monitoring of serum potassium and magnesium. Discontinue ziprasidone in patients who are found to have 
persistent QTc measurements >500 msec (see WARNINGS).

DRUG INTERACTIONS 
(1) Ziprasidone should not be used with any drug that prolongs the QT interval. (2) Given the primary CNS 
effects of ziprasidone, caution should be used when it is taken in combination with other centrally acting drugs. 
(3) Because of its potential for inducing hypotension, ziprasidone may enhance the effects of certain 
antihypertensive agents. (4) Ziprasidone may antagonize the effects of levodopa and dopamine agonists. 
Effect of Other Drugs on Ziprasidone Carbamazepine, 200 mg bid for 21 days, resulted in a decrease of 
approximately 35% in the AUC of ziprasidone. Ketoconazole, a potent inhibitor of CYP3A4, 400 mg qd for 5 
days, increased the AUC and Cmax of ziprasidone by about 35-40%. Cimetidine, 800 mg qd for 2 days, did not 
affect ziprasidone pharmacokinetics. Co-administration of 30 mL of Maalox® did not affect ziprasidone 
pharmacokinetics. Population pharmacokinetic analysis of schizophrenic patients enrolled in controlled clinical 
trials has not revealed evidence of any clinically signifi cant pharmacokinetic interactions with benztropine, 
propranolol, or lorazepam. Effect of Ziprasidone on Other Drugs In vitro studies revealed little potential for 
ziprasidone to interfere with the metabolism of drugs cleared primarily by CYP1A2, CYP2C9, CYP2C19, 
CYP2D6 and CYP3A4, and little potential for drug interactions with ziprasidone due to displacement. Ziprasidone 
40 mg bid administered concomitantly with lithium 450 mg bid for 7 days did not affect the steady-state level 
or renal clearance of lithium. In vivo studies have revealed no effect of ziprasidone on the pharmacokinetics of 
estrogen or progesterone components. Ziprasidone 20 mg bid did not affect the pharmacokinetics of 
concomitantly administered oral contraceptives, ethinyl estradiol (0.03 mg) and levonorgestrel (0.15 mg). 
Consistent with in vitro results, a study in normal healthy volunteers showed that ziprasidone did not alter the 
metabolism of dextromethorphan, a CYP2D6 model substrate, to its major metabolite, dextrorphan. There was 
no statistically signifi cant change in the urinary dextromethorphan/dextrorphan ratio. 

NONCLINICAL TOXICOLOGY 
Carcinogenesis, Mutagenesis, Impairment of Fertility Lifetime carcinogenicity studies were conducted 
with ziprasidone in Long Evans rats and CD-1 mice. In male mice, there was no increase in incidence of tumors 
relative to controls. In female mice, there were dose-related increases in the incidences of pituitary gland 
adenoma and carcinoma, and mammary gland adenocarcinoma at all doses tested. Increases in serum 
prolactin were observed in a 1-month dietary study in female, but not male, mice. Ziprasidone had no effect on 
serum prolactin in rats in a 5-week dietary study at the doses that were used in the carcinogenicity study. The 
relevance for human risk of the fi ndings of prolactin-mediated endocrine tumors in rodents is unknown (see 
Hyperprolactinemia in PRECAUTIONS). Mutagenesis: There was a reproducible mutagenic response in the 
Ames assay in one strain of S. typhimurium in the absence of metabolic activation. Positive results were 
obtained in both the in vitro mammalian cell gene mutation assay and the in vitro chromosomal aberration 
assay in human lymphocytes. Impairment of Fertility: Ziprasidone increase time to copulation in Sprague-
Dawley rats in two fertility and early embryonic development studies at doses of 10 to 160 mg/kg/day (0.5 to 
8 times the MRHD of 200 mg/day on a mg/m2 basis). Fertility rate was reduced at 160 mg/kg/day (8 times the 
MRHD on a mg/m2 basis). There was no effect on fertility at 40 mg/kg/day (2 times the MRHD on a mg/m2 
basis). The fertility of female rats was reduced. 

USE IN SPECIFIC POPULATIONS
Pregnancy Pregnancy Category C: There are no adequate and well-controlled studies in pregnant women. 
Ziprasidone should be used during pregnancy only if the potential benefi t justifi es the potential risk to the fetus. 
Labor and Delivery The effect of ziprasidone on labor and delivery in humans is unknown. Nursing Mothers 
It is not known whether ziprasidone or its metabolites are excreted in human milk. It is recommended that 
women receiving ziprasidone should not breastfeed. Pediatric Use The safety and effectiveness of ziprasidone 
in pediatric patients have not been established. Geriatric Use Of the total number of subjects in clinical studies 
of ziprasidone, 2.4 percent were 65 and over. No overall differences in safety or effectiveness were observed 
between these subjects and younger subjects. Nevertheless, the presence of multiple factors that might 
increase the pharmacodynamic response to ziprasidone, or cause poorer tolerance or orthostasis, should lead 
to consideration of a lower starting dose, slower titration, and careful monitoring during the initial dosing period 
for some elderly patients.

ADVERSE REACTIONS 
Adverse Findings Observed in Short-term, Placebo-Controlled Trials The following fi ndings are based 
on the short-term placebo-controlled premarketing trials for schizophrenia (a pool of two 6-week, and two 
4-week fi xed-dose trials) and bipolar mania (a pool of two 3-week fl exible-dose trials) in which GEODON was 
administered in doses ranging from 10 to 200 mg/day. Adverse Events Associated With Discontinuation  
Schizophrenia:  Approximately 4.1% (29/702) of ziprasidone-treated patients in short-term, placebo-controlled 
studies discontinued treatment due to an adverse reaction, compared with about 2.2% (6/273) on placebo. The 
most common reaction associated with dropout was rash, including 7 dropouts for rash among ziprasidone 
patients (1%) compared to no placebo patients (see PRECAUTIONS). Bipolar Mania: Approximately 6.5% 
(18/279) of ziprasidone-treated patients in short-term, placebo-controlled studies discontinued treatment due 
to an adverse reaction, compared with about 3.7% (5/136) on placebo. The most common reactions associated 
with dropout in the ziprasidone-treated patients were akathisia, anxiety, depression, dizziness, dystonia, rash 
and vomiting, with 2 dropouts for each of these reactions among ziprasidone patients (1%) compared to one 
placebo patient each for dystonia and rash (1%) and no placebo patients for the remaining adverse events. 
Adverse Events at an Incidence of ≥5% and at Least Twice the Rate of Placebo The most commonly 
observed adverse events associated with GEODON in schizophrenia trials were somnolence (14%) and 
respiratory tract infection (8%). The most commonly observed adverse events associated with the use of 
GEODON in bipolar mania trials were somnolence (31%), extrapyramidal symptoms (31%), dizziness (16%), 

akathisia (10%), abnormal vision (6%), asthenia (6%), and vomiting (5%). The following list enumerates the 
treatment-emergent adverse events that occurred during acute therapy, including only those events that 
occurred in 2% of GEODON patients and at a greater incidence than in placebo. Schizophrenia: Body as a 
Whole—asthenia, accidental injury, chest pain. Cardiovascular—tachycardia. Digestive—nausea, constipation, 
dyspepsia, diarrhea, dry mouth, anorexia. Nervous—extrapyramidal symptoms, somnolence, akathisia, 
dizziness. Respiratory—respiratory tract infection, rhinitis, cough increased. Skin and Appendages—rash, 
fungal dermatitis. Special Senses—abnormal vision. Bipolar Mania: Body as a Whole—headache, asthenia, 
accidental injury. Cardiovascular—hypertension. Digestive—nausea, diarrhea, dry mouth, vomiting, increased 
salivation, tongue edema, dysphagia. Musculoskeletal—myalgia. Nervous—somnolence, extrapyramidal 
symptoms, dizziness, akathisia, anxiety, hypesthesia, speech disorder. Respiratory—pharyngitis, dyspnea. Skin 
and Appendages—fungal dermatitis. Special Senses—abnormal vision. Dose Dependency An analysis for 
dose response in the schizophrenia 4-study pool revealed an apparent relation of adverse reaction to dose for 
the following reactions: asthenia, postural hypotension, anorexia, dry mouth, increased salivation, arthralgia, 
anxiety, dizziness, dystonia, hypertonia, somnolence, tremor, rhinitis, rash, and abnormal vision. Extrapyramidal 
Symptoms (EPS) The incidence of reported EPS for ziprasidone patients in the short-term, placebo-controlled 
schizophrenia trials was 14% vs. 8% for placebo. Objectively collected data from those trials on the Simpson-
Angus Rating Scale (for EPS) and the Barnes Akathisia Scale (for akathisia) did not generally show a difference 
between ziprasidone and placebo. Dystonia Symptoms of dystonia, prolonged abnormal contractions of 
muscle groups, may occur in susceptible individuals during the fi rst few days of treatment. While these 
symptoms can occur at low doses, they occur more frequently and with greater severity with high potency and 
at higher doses of fi rst generation antipsychotic drugs. Elevated risk of acute dystonia is observed in males and 
younger age groups. Vital Sign Changes Ziprasidone is associated with orthostatic hypotension (see 
PRECAUTIONS). Weight Gain In short-term schizophrenia trials, the proportions of patients meeting a weight 
gain criterion of ≥7% of body weight were compared, revealing a statistically signifi cantly greater incidence of 
weight gain for ziprasidone (10%) compared to placebo (4%). A median weight gain of 0.5 kg was observed in 
ziprasidone patients compared to no median weight change in placebo patients. Weight gain was reported as 
an adverse event in 0.4% of both ziprasidone and placebo patients. During long-term therapy with ziprasidone, 
a categorization of patients at baseline on the basis of body mass index (BMI) revealed the greatest mean 
weight gain and highest incidence of clinically signifi cant weight gain (>7% of body weight) in patients with low 
BMI (<23) compared to normal (23-27) or overweight patients (>27). There was a mean weight gain of 1.4 kg 
for those patients with a “low” baseline BMI, no mean change for patients with a “normal” BMI, and a 1.3 kg 
mean weight loss for patients who entered the program with a “high” BMI. ECG Changes Ziprasidone is 
associated with an increase in the QTc interval (see WARNINGS). In the schizophrenia trials, ziprasidone was 
associated with a mean increase in heart rate of 1.4 beats per minute compared to a 0.2 beats per minute 
decrease among placebo patients. Other Adverse Events Observed During the Premarketing Evaluation 
of Ziprasidone in Schizophrenia Frequent adverse events are those occurring in at least 1/100 patients; 
infrequent adverse events are those occurring in 1/100 to 1/1000 patients; rare adverse events are those 
occurring in fewer than 1/1000 patients. Body as a Whole—Frequent: abdominal pain, fl u syndrome, fever, 
accidental fall, face edema, chills, photosensitivity reaction, fl ank pain, hypothermia, motor vehicle accident. 
Cardiovascular System—Frequent: tachycardia, hypertension, postural hypotension. Infrequent: bradycardia, 
angina pectoris, atrial fi brillation. Rare: fi rst degree AV block, bundle branch block, phlebitis, pulmonary 
embolus, cardiomegaly, cerebral infarct, cerebrovascular accident, deep thrombophlebitis, myocarditis, 
thrombophlebitis. Digestive System—Frequent: anorexia, vomiting. Infrequent rectal hemorrhage, dysphagia, 
tongue edema. Rare: gum hemorrhage, jaundice, fecal impaction, gamma glutamyl trans-peptidase increased, 
hematemesis, cholestatic jaundice, hepatitis, hepatomegaly, leukoplakia of mouth, fatty liver deposit, melena. 
Endocrine—Rare: hypothyroidism, hyperthyroidism, thyroiditis. Hemic and Lymphatic System—Infrequent: 
anemia, ecchymosis, leukocytosis, leukopenia, eosinophilia, lymphadenopathy. Rare: thrombocytopenia, 
hypochromic anemia, lymphocytosis, monocytosis, basophilia, lymphedema, polycythemia, thrombocythemia. 
Metabolic and Nutritional Disorders—Infrequent: thirst, transaminase increased, peripheral edema, 
hyperglycemia, creatine phosphokinase increased, alkaline phosphatase increased, hypercholesteremia, 
dehydration, lactic dehydrogenase increased, albuminuria, hypokalemia. Rare: BUN increased, creatinine 
increased, hyperlipemia, hypocholesteremia, hyperkalemia, hypochloremia, hypoglycemia, hyponatremia, 
hypoproteinemia, glucose tolerance decreased, gout, hyperchloremia, hyperuricemia, hypocalcemia, 
hypoglycemic reaction, hypomagnesemia, ketosis, respiratory alkalosis. Musculoskeletal System—Frequent: 
myalgia. Infrequent: tenosynovitis. Rare: myopathy. Nervous System—Frequent: agitation, extrapyramidal 
syndrome, tremor, dystonia, hypertonia, dyskinesia, hostility, twitching, paresthesia, confusion, vertigo, 
hypokinesia, hyperkinesia, abnormal gait, oculogyric crisis, hypesthesia, ataxia, amnesia, cogwheel rigidity, 
delirium, hypotonia, akinesia, dysarthria, withdrawal syndrome, buccoglossal syndrome, choreoathetosis, 
diplopia, incoordination, neuropathy. Infrequent: paralysis. Rare: myoclonus, nystagmus, torticollis, circumoral 
paresthesia, opisthotonos, refl exes increased, trismus. Respiratory System—Frequent: dyspnea Infrequent 
pneumonia, epistaxis. Rare: hemoptysis, laryngismus. Skin and Appendages—Infrequent: maculopapular rash, 
urticaria, alopecia, eczema, exfoliative dermatitis, contact dermatitis, vesiculobullous rash. Special Senses—
Frequent: fungal dermatitis. Infrequent: conjunctivitis, dry eyes, tinnitus, blepharitis, cataract, photophobia. 
Rare: eye hemorrhage, visual fi eld defect, keratitis, keratoconjunctivitis. Urogenital System—Infrequent: 
impotence, abnormal ejaculation, amenorrhea, hematuria, menorrhagia, female lactation, polyuria, urinary 
retention, metrorrhagia, male sexual dysfunction, anorgasmia, glycosuria. Rare: gynecomastia, vaginal 
hemorrhage, nocturia, oliguria, female sexual dysfunction, uterine hemorrhage. Adverse Findings Observed 
in Trials of Intramuscular Ziprasidone In these studies, the most commonly observed adverse reactions 
associated with the use of intramuscular ziprasidone (≥5%) and observed at a rate on intramuscular ziprasidone 
(in the higher dose groups) at least twice that of the lowest intramuscular ziprasidone group were headache 
(13%), nausea (12%), and somnolence (20%). Adverse Events at an Incidence of ≥1% in Short-Term 
Fixed-Dose Intramuscular Trials The following list enumerates the treatment-emergent adverse events that 
occurred in ≥1% of patients during acute therapy with intramuscular ziprasidone:  Body as a Whole—
headache, injection site pain, asthenia, abdominal pain, fl u syndrome, back pain. Cardiovascular—postural 
hypotension, hypertension, bradycardia, vasodilation. Digestive—nausea, rectal hemorrhage, diarrhea, 
vomiting, dyspepsia, anorexia, constipation, tooth disorder, dry mouth. Nervous—dizziness, anxiety, insomnia, 
somnolence, akathisia, agitation, extrapyramidal syndrome, hypertonia, cogwheel rigidity, paresthesia, 
personality disorder, psychosis, speech disorder. Respiratory—rhinitis. Skin and Appendages—furunculosis, 
sweating. Urogenital—dysmenorrhea, priapism. Other Events Observed During Post-marketing Use 
Adverse reaction reports not listed above that have been received since market introduction include rare 
occurrences of the following—Cardiac Disorders: Tachycardia, torsade de pointes (in the presence of multiple 
confounding factors), (see WARNINGS); Digestive System Disorders: Swollen Tongue; Reproductive System 
and Breast Disorders: Galactorrhea, priapism; Nervous System Disorders: Facial Droop, neuroleptic malignant 
syndrome, serotonin syndrome (alone or in combination with serotonergic medicinal products), tardive 
dyskinesia; Psychiatric Disorders: Insomnia, mania/hypomania; Skin and subcutaneous Tissue Disorders: 
Allergic reaction (such as allergic dermatitis, angioedema, orofacial edema, urticaria), rash; Urogenital System 
Disorders: Enuresis, urinary incontinence; Vascular Disorders: Postural hypotension, syncope. 

DRUG ABUSE AND DEPENDENCE 
Controlled Substance Class Ziprasidone is not a controlled substance. 

OVERDOSAGE 
In premarketing trials in over 5400 patients, accidental or intentional overdosage of oral ziprasidone was 
documented in 10 patients. All patients survived without sequelae. In the patient taking the largest confi rmed 
amount (3240 mg), the only symptoms reported were minimal sedation, slurring of speech, and transitory 
hypertension (200/95).
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IMPORTANT SAFETY INFORMATION

Elderly patients with dementia-related psychosis treated with 
antipsychotic drugs are at an increased risk of death compared 
to placebo. GEODON is not approved for the treatment of patients 
with dementia-related psychosis.

GEODON is contraindicated in patients with a known history of QT 
prolongation, recent acute myocardial infarction, or uncompensated 
heart failure, and should not be used with certain other QT-prolonging 
drugs. GEODON has a greater capacity to prolong the QT

c
 interval than 

several antipsychotics. In some drugs, QT prolongation has been 
associated with torsade de pointes, a potentially fatal arrhythmia. In 
many cases this would lead to the conclusion that other drugs should 
be tried fi rst. Hypokalemia may increase the risk of QT prolongation 
and arrhythmia.

As with all antipsychotic medications, a rare and potentially fatal 
condition known as neuroleptic malignant syndrome (NMS) has been 
reported with GEODON. NMS can cause hyperpyrexia, muscle rigidity, 
diaphoresis, tachycardia, irregular pulse or blood pressure, cardiac 
dysrhythmia, and altered mental status. If signs and symptoms 
appear, immediate discontinuation, treatment, and monitoring 
are recommended. 

Prescribing should be consistent with the need to minimize tardive 
dyskinesia (TD), a potentially irreversible dose- and duration-
dependent syndrome. If signs and symptoms appear, discontinuation 
should be considered since TD may remit partially or completely.

Hyperglycemia-related adverse events, sometimes serious, have been 
reported in patients treated with atypical antipsychotics. There have 
been few reports of hyperglycemia or diabetes in patients treated with 
GEODON, and it is not known if GEODON is associated with these 
events. Patients treated with an atypical antipsychotic should be 
monitored for symptoms of hyperglycemia.

Precautions include the risk of rash, orthostatic hypotension, 
and seizures.

The most common adverse events associated with GEODON in bipolar 
mania were somnolence, extrapyramidal symptoms, dizziness, 
akathisia, and abnormal vision. 

The most common adverse events (≥5%) associated with GEODON 
in the bipolar maintenance study were tremor and insomnia. 

Please see brief summary of prescribing information on adjacent page.
For more information, please visit www.pfi zerpro.com/GEODON

GEODON is indicated for acute treatment as monotherapy of manic or mixed episodes associated with bipolar I disorder and for maintenance 
treatment of bipolar I disorder as an adjunct to lithium or valproate. For full symptoms and diagnostic criteria, see the DSM-IV-TR® (2000).
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