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Psychiatrist Patrice Harris, M.D., participates in “White Coat Wednesday,” when an estimated
10,000 physicians around the nation flooded Capitol Hill with phone calls demanding that Con-
gress act to avert a threatened pay cut for doctors treating Medicare patients. Harris is chair of the
AMA’s Gouncil on Legislation, which is instrumental in formulating the AMA’s legislative goals and
activities. The call-in event was originally scheduled for Wednesday, November 17, but because
the physician response was so great, it was continued the next day. See story at right.

AMA Describes Principles
"To Guide New Care Model

Hospital and large health systems will have an advantage in the forma-
tion of accountable care organizations and are poised to capture market
share, so an important consideration is how to level the playing field for
physicians in small-group or solo practices.

ccountable care organizations
A(ACOS)—the coalitions of physi-

cians and hospitals being touted as
models for coordinated care—should be
physician led, ensure voluntary physician
and patient participation, and enable inde-
pendent physicians to participate.

That’s what delegates to the AMA
House of Delegates asserted last month
during the AMA’s Interim Meeting in San
Diego. Delegates approved 13 principles
for ACOs (see page 8) addressing gover-
nance, voluntary participation of patients
and doctors, use of revenues and savings,
flexibility in patient referral and anti-
trust laws, costs associated with starting

physician-led ACOs

including geographic
and patient selection
differences,  quality
reporting, and use of
electronic records.
ACOs have become
a potential model for
coordinated delivery

BY MARK MORAN

of medical care within a reformed health
care system and were designated in the
Patient Protection and Affordable Care
Act (the health care reform law approved
by Congress earlier this year) for a dem-
onstration project within the Medicare
program. Generally, ACOs refer to coali-
tions of physicians and hospitals responsi-
ble for coordinating medical care for pop-
ulations of patients across the continuum
of care, yet questions remain about what
kind of entities will qualify as ACOs and
how they will be structured and operate.

(An October 2009 report by the
Urban Institute titled “Can Account-
able Care Organizations Improve the
Value of Health Care by Solving the
Costand Quality Quandaries?” outlines
the potential of ACOs for more efficient,
cost-effective quality care, as well as the
problems still to be resolved. Thatreport
cited three essential characteristics of an
ACO: the ability to provide and manage
the continuum of care across different

please see ACOs on page 8
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Congress Votes
Another Delay
In Large
Medicare Cuts

The Congressional action followed
an AMA-sponsored “White Coat
Wednesday” in which physicians
swamped Congress with phone
calls demanding that legislators
undo the pay cut and reform the
payment formula.

BY MARK MORAN

expensive one.

Congress once again postponed—
this time, for one month—a scheduled
across-the-board cut in Medicare physi-
cian payments. The reduction of a stun-
ning 24.9 percent will go into effect on
January 1, 2011, unless Congress heeds
the demands of organized medicine for a
permanent fix to the Medicare physician
payment formula.

(The 24.9 percent payment cut was
mandated by the 2011 Medicare Physi-
cian Fee Schedule Proposed Rule, issued
earlier this year.)

On November 18, Senate leaders agreed
to a 31-day reprieve from the 23 percent
Medicare physician payment cut that was
scheduled to take effect on December 1,
and on November 26 the House of Repre-
sentatives followed suit.

The congressional action followed
urgent lobbying by physician groups and
a “White Coat Wednesday” coordinated

please see Medicare Cut on page 29

I t has become a familiar story, and an

Don’t
Forget
To Vote!

APA voting
members with
an e-mail address on file with APA will
receive an e-mail link to their personalized
online ballot for APA's 2011 election on
December 22; paper ballots will be mailed
that same day. The deadline for receipt of
ballots is February 7. Information about
the candidates and the election can be
accessed on APA's Web site at <http://
www.psych.org/Resources/Governance/
Elections.aspx>.
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PROFESSIONAL NEWS
AMA Describes Strategies
To Minimize ED Violence

Hospitals and physicians gain valu-
able guidance on responding to violence
in emergency departments with a newly
approved AMA resource document that

cites APA’s work in this area.

Deployment Status Affects
Frequency of Child Visits

A study of general and mental health
pediatric visits of children whose military
parents are deployed overseas uncovers
differences in several domains.

AMA Endorses Principles

To Guide New Care Model

Policymakers at the recent AMA
meeting approve 13 principles for how
accountable care organizations should be
configured and operated.

Judges Vow to Alter Plight

Of Mentally lll Arrestees

The American Psychiatric Founda-
tion is supporting judges’ efforts to shift
the focus in their states from criminal-
ization of mental illness to providing
treatment.

3
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Health Reform in Peril

APA and other medical and advocacy
groups worry that recent Republican
House victories could threaten the parity
law and reform-law provisions expanding
access to care.
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To Order Prisoner Release

APA joins an amicus brief in a Supreme
Court case charging that prison over-
crowding is a barrier to inmates’ constitu-
tional right to receive mental health care.
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humans?
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DB Says Governor’s Order

sychiatrists in Arizona are

opposing a new requirement

by the state thatall patients in

publically funded treatment

programs—other than Med-
icaid—provide documentation of their
legal residency.

The Arizona Psychiatric Society (APS)
wrote Gov. Jan Brewer (R) in October to
oppose a new requirement thatall patients
treated in the state’s mental health pro-
grams document their legal U.S. resi-
dency status by November to remain in
those programs.

“Not only must care be suspended, but
there has been no provision for the appro-
priate transfer of care to any alternate
heath care entity, governmental author-
ity, etc.,” said the letter from APS Presi-
dent Michael Brennan, M.D.

The result of dropping treatment for
such patients could leave them vulner-
able to suicide and place people in the
public at risk of homicide by those whose
untreated illnesses lead them to violence,
he wrote.

Jeopardizes MH Care

BY RICH DALY

The new policy, enacted through an
executive order by the governor, may
end treatment for an estimated 7,000
Arizona residents, most of whom are
illegal aliens. However, the documen-
tation requirement also could affect
U.S. citizens and legal residents who are
too poor or too ill to locate or obtain
the necessary paperwork, according to
Brennan.

“Some people just don’t have the doc-
uments to prove their citizenship,” Bren-
nan told Psychiatric News, and thus the new
policy imperils the health of some citizens
who are not targets of the new rule.

In addition, the policy change has cre-
ated a potential ethics violation for physi-
cians under their “duty to protect” their
patients from suicide, he said.

“It essentially required physicians to
stop their patients’ care,” he said.

The governor had not responded to the
APS letter as of late November, and her
representatives did not respond to requests
for comment from Psychiatric News.

please see Order on page 28

Important Annual Meeting Announcements
Early-Bird Registration Ends January 3!

¢ Register Early and Save on Fees!

APA members can now register, enroll in courses,
and make hotel reservations for APA’s 2011
annual meeting in Hawaii at advanced registration

fees. Registration and hotel information,

including hotel rates and descriptions, can be
accessed on APA’s Web site at <www.psych.org/
annualmeeting>. This year’s Convocation lecturer
is human-rights activist and Nobel Peace Prize

recipient Archbishop Desmond Tutu.

Transforming Mental Health
Through Leadership, Discovery
And Collaboration

»*

¢ Look for Annual Meeting Information Online

Visit <www.psych.org/annualmeeting> to view
the entire Annual Meeting Advance Registration
Packet. This contains information on airline

164th Annual Meeting
American Psychiatric Association

reservations, registration, housing, courses, local information about Hawaii, and other
topics. The site will be updated as specific details on the scientific program are finalized.

* New This Year!

Pre- and post-meeting tours will be offered to the outer Hawaiian islands. While in
Honolulu, be sure to take advantage of the many tours and fun activities available for the
whole family. Don’t be left out—sign up now! Information on tour packages is posted on

APA’s Web site.

More information is available by calling the APA Meetings and Conventions
Department at (703) 907-7822 or by e-mailing apa@psych.org.
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~ ftrom the president
How Does APA ‘Work’?

any of our mem-
bers have told me
that they have little

understanding of APA’s gov-
ernance structure through
which the Association car-
ries out its work to meet
its missions: to promote
the highest quality care for
individuals with mental ill-
ness and substance use dis-
orders and their families,
promote psychiatric educa-
tion and research, advance
and represent the profession of psychia-
try, and serve the professional needs of its
membership.

If you find your eyes glazing over as you
read this and your finger itching to turn
the page, please resist the urge. Every APA
member has a role to play in the Association
and making it effective, and APA’s successes
benefit you and your patients. This is no
time to be on the sidelines. Understanding
how APA works will demystify the process
and, I hope, encourage you to become more
involved in your Association. We need your
help to make APA even more relevant to
members and strengthen its function as the
voice of psychiatry.

Hereisabrief overview: APA isa member
organization with a full-time staff of about
187 in Arlington, Va. It is led by our medi-
cal director and CEO, Dr. Jay Scully, who is
responsible for day-to-day operations.

The Board of Trustees, composed of offi-
cers and trustees elected by the member-
ship, governs the Association. The Board’s
primary function is to manage the affairs of
the Association and formulate and imple-
ment its policies. Reporting to the Board
are 10 councils, most of which are organized
around topic areas important to psychiatry:
advocacy and government relations, com-
munications, medical education and lifelong
learning, research and quality care, minority
mental health and health disparities, addic-
tion psychiatry, adult psychiatry, and chil-
dren, adolescents, and their families.

Another important part of APA consists
of its district branches (DBs) and state asso-
ciations (SAs). There are 74 DBs, most of
which are statewide, and two SAs—New
York and California—that encompass mul-
tiple DBs. All of these entities are separately
incorporated and have no direct operational
connection to APA. Members pay dues to
the national APA and their DB/SA. The
amount of “local dues” varies widely. For
most DBs, the national organization col-
lects the total amount and then distributes
the local dues to the DBs/SAs.

While members, through components
and the Board of Trustees, set policies and
directions for APA’s work at the national
level, most of the implementation is done
by staff. That work includes advocating on
behalf of the field and our patients in Con-
gress on issues such as parity, reimburse-
ment, and health care access; publishing
our journals and books, including DSM,;
providing educational opportunities to our
members through annual meetings in May
and October; working with media (print,
digital, T'V, and radio) to address major psy-
chiatric issues of concern to the public; and

BY CAROL A. BERNSTEIN, M.D.

collaborating with other
organizations such as the
AMA, American Board
of Psychiatry and Neurol-
ogy, American Association
of Directors of Psychiat-
ric Residency Training,
American Association of
Chairs of Departments of
Psychiatry, and others that
address subspecialty prac-
tice, psychiatric education,
and research.

On the DB level, much
work focuses around local legislative issues
pertaining to insurance, liability, scope of
practice, and access to care. Each DB is rep-
resented at the national level through elected
representatives to the APA Assembly, which
meets twice a year. The role of the Assembly
is to provide information and advice to the
Board of Trustees and to facilitate commu-
nication about local and member issues to
and from the Board and the national orga-
nization. Through their Assembly represen-
tatives, APA members have input into APA
policies and programs.

One of the biggest challenges to helping
our members be knowledgeable about our
Association has been in the area of commu-
nication. Over the years, both the Assem-
bly and the Board have worked on develop-
ing more effective ways of communicating
with the members. I anticipate that with the
development of a new Web site and elec-
tronic communication vehicles in the next
year, we will be able to streamline our deliv-
ery of information and make it easy for you
to access the vast amount of information
that APA has available, in the right amount
and in a timely way.

The communication gap is a particular
issue for our young psychiatrists: our resi-
dents, fellows, and early career psychiatrists
who are eager for mentorship and career
development. Without understanding the
work of APA and its significance to our pro-
fession, itis unlikely that they will be willing
to get involved and stay involved. I believe
that local leadership must work with Board
and Assembly members and leaders in aca-
demia to reach out to our members where
they live and work. One idea under discus-
sion is holding one grand rounds a year at
each academic facility on the major issues
that APA is addressing and how local mem-
bers can get involved. This would be an
opportunity for DB and national leadership
not only to educate members about APA’s
work for them and our profession, butalso to
engage membersin a personal way and invite
their input, commitment, and involvement.

I hope you will join me in advocating
for this type of initiative to ensure that
APA members connect in a meaningful
way at the local level. We must continue to
enhance our governance structure so that
it works synergistically with national and
local staff to engage the membership in
activities that are significant for our field.

I welcome your thoughts about these
ideas and other ways in which we can reach
out to you to make sure that you are up to
date on our work and how we can be of
greater assistance to you and your patients
on a day-to-day basis. l
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Sheppard Pratt

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

X/
o%e’

4+ Intermediate Length of Stay
4+ Elegantly Appointed Environment
4+ NEW: TMS for Depression

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

410-938-4040

Visit our website: www.retreatatsp.org

Have you ever had a patient
with Clozapine-Induced

R | Agranulocytosis?
—

-

The National Institutes of Mental Health has funded a study (led
by Drs. Jeffrey Lieberman and Patrick Sullivan) to understand
the genetic basis of clozapine-induced agranulocytosis. One
goal of this research is to develop a predictive test to determine
an individual’s risk of developing agranulocytosis. This could
eliminate the need for ongoing white blood cell monitoring in
many patients.

Physicians with current or former patients who developed
agranulocytosis or granulocytopenia (ANC < 1000) while taking
clozapine are asked to help make their patients aware of this
study. Physicians will be compensated $100 for their efforts.
Patients will also be compensated.

If you have a current or former patient who has developed
clozapine-induced agranulocytosis, then please contact:

Victoria Huan, M.D.
(212) 543-6750 OR
vh2204@columbia.edu

James Gangwisch, Ph.D.
(212) 543-5577
gangwisj@pi.cpmc.columbia.edu

L-Gta CoLusmpia UNIVERSITY
— Memcar CENTER

Déscorirr. Falfuguide. Care. Ll
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AMA Recommends Strategies

To Reduce Violence in ED

A key AMA council notes that psychiatric patients who are appropriately
medicated are no more likely to be violent than the general population.

resource document outlin-

ing essential services nec-

essary to address emer-

gency department violence

was approved atlast month’s

meeting of the AMA House of Delegates.

The document, in the form of a report

by the AMA’s Council on Science and

Public Health (CSAPH), is designed to

assist in the implementation of proce-

dures to protect physicians and other staff

in emergency departments (EDs) and to

assure optimal care for patients, including

those with psychiatric or behavioral con-

ditions. The AMA will make it available

to hospitals, emergency medicine depart-

ments, physicians, mental health clini-

cians, patient advocates, and law-enforce-
ment organizations.

Child psychiatrist Louis Kraus, M.D.,

vice chair of the Section Council on Psy-

Credit: Mark Moran

BY MARK MORAN

Louis Kraus, M.D., a member of the Section
Council on Psychiatry and the AMA Council
on Science and Public Health, testifies at
last month’s meeting of the AMA House of
Delegates in San Diego.

chiatry and a member of the CSAPH who
helped write the report, told Psychiatric
News that care and management of patients
with psychiatricillness is a critical focus of
the document. “The report emphasizes—
and a number of people testified in hear-
ings on the document—that psychiatric
patients who are appropriately medicated
are no more likely to be violent than the
general population,” Kraus said.

The report notes that hospital EDs are
treating an increasing number of patients
with mental and substance use disorders
because of the decline in availability of fed-
eral-, state- , and community-funded ser-
vices.

The report also draws attention to
APA’s Practice Guideline for the Psychi-
atric Evaluation of Adults, which describes
specific approaches for the emergency
evaluation of psychiatric patients. The
AMA report also notes that a monograph
available on the APA Web site titled Safe
MD discusses practical applications and
approaches to safe practices including
those recommended for managing aggres-
sive patients.

“Several patient characteristics that
may increase the risk of aggression are
noted, as are several tips for working safely
with potentially dangerous patients,”
according to the CSAPH report. “Use of a

AMA Holds Firm on Support
Of Health Insurance Mandate

Support for the individual mandate to buy insurance was approved as
AMA policy in 2006 and is necessary for other health insurance market
reforms contained in the new health care reform law.

hen the AMA House of Delegates
W votes to approve policy, people

take notice. But sometimes what
this policymaking body decides not to
decide is also noteworthy.

Two high-profile items on the house
agenda—rescinding the AMA’s support
for the individual mandate to buy health
insurance as part of health care reform
and a resolution supporting civil mar-
riage for same-sex couples and repeal of
the Defense of Marriage Act—were the
subject of lengthy and sometimes passion-
ate debate but were ultimately “referred”
for later decision.

A resolution brought to the house by
delegations from Kansas, Alabama, the
District of Columbia, Florida, and Geor-
gia, as well as the American Society of
General Surgeons, would have called on
the AMA to “support the use of tax incen-
tives and other noncompulsory measures,
rather than a federally imposed require-
ment that individuals purchase health
insurance.”

The individual mandate—which was
included in the Patient Protection and
Affordable Care Act (PPACA)—is one of
the more politically charged elements of
the new health care reform law. And the
resolution brought by the surgeons and the
five states asserted that “polling through-
out the pastyear has repeatedly shown that
a solid majority of the American people
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oppose a federal mandate that individuals
must purchase health insurance.”

The resolution also noted that 21 states
are challenging the constitutional author-
ity of Congress to mandate that individu-
als must either purchase health insurance
or pay a tax as a fine.

Supporters of the resolution testi-
fied during reference committee hear-
ings (where all items are debated prior to
the meeting of the house) that the man-
date conflicts with existing AMA policy in
support of pluralism and free-market eco-
nomic approaches, and that there are non-
compulsory measures—such as tax incen-
tives and health savings accounts—that
could effectively serve as alternatives to a
federally imposed requirement.

But John McIntyre, M.D., APA senior
delegate to the Section Council on Psy-
chiatry and a member of the AMA’s Coun-
cil on Medical Services (which has been
central in formulating AMA health care
reform policy), emphasized that the indi-
vidual mandate was approved by the House
of Delegates as AMA policy more than
four years ago, in June 2006. And he said
that the mandate—which was a require-
ment of the private insurance industry for
its support of the law passed this year by
Congress—was necessary to win support
for other health insurance reforms advo-
cated by the AMA.

“The mandate is a part of the AMA’s

(3

Psychiatrist Paul 0’Leary, M.D., testifies at
the AMA House of Delegates in support of a
resolution calling on the AMA to support civil
marriage for same-sex couples and the repeal
of the Defense of Marriage Act.

support for the principle of individual
responsibility to purchase insurance,”
Mclntyre told Psychiatric News after the
meeting. “You can’t have these other
reforms, such as elimination of exclusions
based on preexisting conditions, unless
the pool of insured is large enough. And
during the negotiations around the law, it
was the private insurers that required it, or
they wouldn’t participate.”

During reference committee hearings,
Erick Eiting, M.D., M.P.H., assistant com-
missioner for government relations for the
Medical Society of the State of New York,
said the PPACA was far from perfect for

please see Insurance Mandate on page 20
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predetermined emergency department tri-
age system or scale to ensure timely and
appropriate treatment of patients who are
very distressed, acutely psychotic, violent,
oraggressive can be helpful. Where possi-
ble, EDs should have dedicated treatment
rooms for psychiatric patients that avoid
exacerbation of the patient’s illness. Facil-
ities with significant psychiatric presen-
tations should consider hiring dedicated
psychiatrically trained staft.”

The CSAPH report examines data
on the occurrence of violence in the ED,
explains current standards that apply to
workplace safety and security in hospital
settings, and reviews recommendations of
various organizations on how to mitigate
violence in the ED, with some attention
to handling patients with psychiatric con-
ditions.

The CSAPH has for several years
addressed some of the issues most impor-
tant to psychiatry. A report on use of anti-
psychotic medication in children, which
Kraus has been instrumental in writing, will
be brought to the House of Delegates at the
June 2011 meeting in Chicago, for example.

A CSAPH report on health programs
for impaired physicians was also the sub-
ject of considerable debate at the Novem-
ber meeting, but was ultimately referred
back to the CSAPH for reconsideration.
Thatreport gives an overview of the devel-
opment and operation of physician health
programs and addresses the barriers to
use of these programs and the effective-
ness of their confidentiality safeguards. It
also recommends the following as essential
components of a state-sponsored physician
health program:

¢ Contingency management thatincludes
both positive and negative consequences
* Random drug testing

* Linkage with the 12-step programs

* Management of relapses by intensified
treatment and monitoring

* Use of a continuing-care approach and
a focus on lifelong recovery

But in reference committee hearings,
some delegates expressed concern that the
report focused too exclusively on addic-
tion without sufficiently addressing other
issues relevant to physician impairment,
including other psychiatric illness and the
so-called “disruptive physician.”

Kraus, in an interview with Psychiatric
News, said that disruptive behavior is not
an uncommon reason for referring physi-
cians for treatment, but is a problematic
designation that can be misused. “It’s not
in the DSM, and hospital personnel can
use this construct to discipline a physi-
cian who challenges the administration,”
he said.

Other items that the CSAPH dealt with
that were approved by the AMA include a
report on health risks associated with the
BP Gulf oil spill and resolutions on pos-
sible rescheduling of medical cannabis,
return of children and adolescents to play
or sports practice following a concussion,
and improved residency training on the
care of gay and transgender patients.

The reports on ED violence and phy-
sician bealth programs as well as other
items addressed by the CSAPH are
posted at <www.ama-assn.org/amal/pub/
meeting/reports-resolutions.shtml>. B



Stimulant Treatment Doesn’t Appear
To Raise Drug-Abuse Risk

Having attention-deficit/hyperactivity disorder in childhood may raise the
risk of using alcohol or drugs in adolescence, but stimulant treatment does

not appear to increase that risk.

ttention-deficit/hyperac-

tivity disorder (ADHD) is

associated with increased

risk of illicit drug use. How-

ever, the slowly growing
body of scientific literature on the topic
shows mixed outcomes about the rela-
tionship between stimulant treatment
and drug use, said Brooke Molina, Ph.D.,
an associate professor of psychiatry at the
University of Pittsburgh, at the American
Academy of Child and Adolescent Psychia-
try (AACAP) annual meeting in New York
in October.

“Some studies show protective effects
of stimulants, some show predisposing
effects, and some show no association at
all,” said Molina. “This literature is still
relatively new, and we cannot say if stimu-
lant treatment protects against later drug
abuse.”

These studies also have problems,
including a large range of sample sizes, dif-
ferent age ranges at follow-up, and varying
ways that treatment and outcomes were
operationalized, she pointed out.

Molina began her career by studying
children of alcoholics and noticed that
their symptoms overlapped with those of
children with ADHD. In addition, core
symptoms of ADHD, such as inattention,
impulsivity, hyperactivity, and restless-
ness, are also implicated in addiction.

“There are also similarities in brain
areas implicated and in genetic vulnera-
bilities,” she said. “In ADHD, we need to
think about both impairments and symp-
toms.”

At the AACAP meeting, Molina
reported on eight-year outcomes of the
association between ADHD treatment
and substance use from the NIMH-spon-
sored Multimodal Treatment Study of
Children With ADHD (MTA).

The MTA was a large, multisite, ran-
domized treatment trial of 436 patients
with a narrow age range (7 to 9.9 years at
baseline).

The initial MTA trial randomly
assigned patients to one of four treatment
conditions: medication only, behavioral
treatment only, combined medication and
behavioral, or assessment and referral.

Molina studied risk for substance use
among these children in the years after
the formal end of treatment. Treatment
didn’t appear to have much effect on rates
of substance use, which were fairly high
in both the ADHD and control groups.
At the two-year follow-up, the two groups
receiving behavioral therapy showed slight
protective effects, but that disappeared at
three years, she said.

“By eight years, there was no visible
harm, but no protective effect either,”
said Molina. “Use of behavioral therapies
was associated with reduced substance use
or experimentation in early adolescence.

BY AARON LEVIN

We'll have more information at 12 years,
but adolescent substance abuse appears to
be episodic and socially mediated.”

Early ADHD symptom patterns were
the most predictive, regardless of treat-
ment type.

“ADHD increases risk for substance
use disorders—especially tobacco and
marijuana—in adolescents, but [use of]
stimulants is not associated with any vis-
ible harm,” commented discussant Paula
Riggs, M.D., a professor of psychiatry
at the University of Colorado at Denver
School of Medicine.

Psychiatrists need to be aware of other
factors as well, said Riggs.

“The neurological literature is report-
ing that dopamine agonists in adults with
Parkinson’s disease are associated with new
onset of pathological gambling and com-
pulsive sexual behavior, but the psychiat-
ric literature is not yet onto this,” she said.

There may also be social forces acting
to affect teen drug use, said Riggs. The rise

found in 2008 and 2009 in teenagers’illicit
drug use may have been due to a reduction
in perceived risk paralleling increased vis-
ibility of medical marijuana.

“Does ADHD itself increase the risk of
conduct disorder, which is a leading risk
factor for substance disorder?” she asked.
Possibly, although diagnosis of persistent
oppositional defiant disorder after treat-
ment may also indicate that the youth are
hanging out with bad peers.

On the same panel, Sylvie Mrug, Ph.D.,
of the University of Alabama-Birming-
ham, discussed data on peer rejection from
the MTA study.

Mrug hypothesized that peer rejec-
tion may be one of the missing links that

please see Stimulant on page 29
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Combat Reactions Oceans Apart
For British, U.S.

Soldiers

British and American experts in military psychiatry discuss the often di-
vergent ways that troops from the two countries have reacted to similar

combat experiences.

he wars in Iraq and

Afghanistan may be a nat-

ural experiment in mili-

tary mental health, one

that has allowed research-
ers to observe similarities and differences
between the two Western armies provid-
ing the bulk of the fighting forces.

The United States and the United
Kingdom have been allies in those two
struggles for twice as long as they were in
World WarIl, said Simon Wessely, M. Sc.,
M.D., a professor and head of the Depart-
ment of Psychological Medicine and
director of the King’s Centre for Military
Health Research at the Institute of Psychi-
atry at King’s College London. He spoke
ata panel discussion with U.S. researchers
in Washington, D.C., in November spon-
sored by King’s College London.

The two countries’ armed forces have
been fighting on the same terrain against
the same enemy and taking proportion-
ately similar casualties.

Those commonalities make it possible
to compare how their troops have dealt
with the mental health aftermath of com-
bat, said Wessely.

There are also methodological parallels
that help researchers study the issue. As the
Iraq war began in 2003, Wessely was asked

BY AARON LEVIN

to set up a study on the health of British
troops in hopes of avoiding mistakes that
occurred in the Gulf War of 1991.

“We agreed to use the same measures
as the U.S. to trace, monitor, and fol-
low up on the health of British forces,”
he said.

These ongoing studies have shown
where the experiences of the two coun-
tries’ soldiers are similar and where they
differ. Combat exposure remains a major
risk factor for soldiers of both nations.

“The differences lie not on the battle-
field, but in the cultural traditions of the
two countries,” Wessely told Psychiatric
News after his talk. “For instance, we have
very different health care systems and very
different attitudes toward alcohol.”

British Soldiers’ PTSD Rates Lower

British posttraumatic stress disorder
(PTSD) rates are surprisingly low, about
2 percent to 3 percent, compared with
U.S. rates of 12 percent to 15 percent,
said Wessely.

This is likely not due to greater British
resilience, but to different stressors facing
the U.S. troops, he noted.

Many of the symptoms of PTSD—
avoidance, numbing, anger, hypervigi-
lance, exaggerated startle response—may

actually be useful in combat. Problems
arise when troops exhibit those reactions
after they return home.

“If the symptoms of PTSD are adap-
tive, maybe U.S. troops are better adapted
to war,” said another panelist, Col. David
Benedek, with some irony. Benedek is a pro-
fessor of psychiatry and deputy chair of the
Department of Psychiatry at the Uniformed
Services University of the Health Sciences
and associate director of the university’s
Center for the Study of Traumatic Stress.

In addition, the United States uses
more reservists, who have proven to be
more vulnerable psychologically, and it
deploys troops for a year at a time, lon-
ger than the usual British tour of duty.
British troops also stay at home for twice
the length of time that they are deployed.
American soldiers remain at home for only
one year following a deployment. Military
psychiatrists have said that is not enough
time to recover from the stresses of war.

Another difference between the two
countries is the increase in mental health
problems that appear as time passes fol-
lowing deployment, said Wessely.

American troops are screened as they
return to their home bases in the United
States or Europe and again six to nine
months later. They report more symptoms
at the second assessment, indicating either
a delay in onset or a greater willingness to
acknowledge symptoms.

The United Kingdom doesn’t screen
its troops on the way home. “But we have
observed no similar [rise in symptoms over
time] in the U.K.,” said Wessely, although
rates of psychological problems did rise
among British troops when their time in
Iraq was extended without warning in the
middle of their scheduled tours of duty.

Children of Deployed Parents Taken
For More Mental Health Visits

In military families, the rates of visits to clinicians are quite different if the
children’s mothers or fathers are deployed overseas than if the parents are

stationed stateside.

hildren of military parents who were
c deployed overseas had significantly

fewer overall visits to health care
providers than did children whose parents
were stationed at home, but children of
deployed parents had more mental health
visits, according to a new study published
online November 8 in Pediatrics.

The children of deployed parents
recorded 11 percent fewer outpatient vis-
its for physical health issues during the
parent’s deployment, but 11 percent more
visits for mental or behavioral health,
wrote Gregory Gorman, M.D., M.H.S,,
an assistant professor of pediatrics at the
Uniformed Services University of the
Health Sciences in Bethesda, Md., and
colleagues.

Those percentages may seem modest
but have significant implications, given
the large absolute numbers involved, said
Gorman in an interview with Psychiat-
ric News.

“That’s an extra 60,000 visits for which
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providers—mostly in primary care—need
to be ready to recognize and manage men-
tal health symptoms at a time when pediat-
ric mental health resources are already in
great demand,” he said.

“Visits” covered outpatient office visits
to any type of provider, whether primary
care or mental health specialists.

The retrospective cohort study linked
medical records from October 2005
through September 2007 for 642,397
children of military personnel with the
deployment records of 442,722 parents.

The children were aged 3 to 8, with an
average age of 5. The deployed parents’
average age was 34, and about 90 percent
were male.

Over two-thirds of the visits in the study
were made to civilian providers under the
authority of Tricare, the Department of
Defense’s health insurance management
contractor.

The study covered more than 6.5 mil-
lion patient visits, including 611,115 men-

tal health visits. The most common men-
tal health diagnosis was attention-deficit/
hyperactivity disorder, accounting for 30.1
percent of all mental health diagnoses.

Among the mental health visits, the rel-
ative rate of mental disorders was 1.19, and
of stress disorders was 1.18. The relative
rate of anxiety disorders was 1.14, but was
not statistically significant.

“The overall outcomes are not only sta-
tistically significant, they are also mean-
ingful in the real world; I'm just relieved
that they are not greater,” said Shelley
MacDermid Wadsworth, Ph.D., M.B.A.,
a professor of child development and fam-
ily studies and director of the Center for
Families and the Military Family Research
Institute at Purdue University.

The pattern of mental health visits
diverged sharply depending on whether
the father or mother was deployed. When
the mother deployed and the father was
home taking care of the children, the inci-
dence rate ratio for mental health visits was
0.70. When the father deployed and the
mother was at home, the rate rose to 1.19.

The difference may arise because moth-
ers, generally the primary caregivers, are
more attuned to their children’s emotional
status and were thus more likely to take
them to the doctor when they saw behavior
that concerned them, said Gorman.

Men’s attitudes toward symptoms might
plausibly account for some of the gender dif-

please see Children on page §

“That taught us to manage the expecta-
tions of our troops,” he said. “You have to
stick with your promise.”

Alcohol Problems Fewer in U.S. Troops

Wessely noted another difference in
military cultures. About 15 percent to 20
percent of British troops are returning
with significant alcohol problems, higher
than rates for U.S. troops.

“Our rates of alcoholism trouble me,”
he said.

To illustrate the greater comfort with
alcohol that characterizes British mili-
tary culture, Wessely said that parts of his
research planning had taken place while
sharing a few rounds of drinks with his
colleagues.

That would never be acknowledged by
U.S. personnel, said Benedek.

“No American military leader would
ever admit that anything good came out
of having alcohol at a discussion,” he said.

Systems of care within the military ser-
vices are similar, noted Wessely, but differ
once a soldier leaves active service. Brit-
ish veterans are treated by their country’s
National Health Service, while former
U.S. soldiers can either enter the Depart-
ment of Veterans Affairs system or use pri-
vate medical resources.

Stigma Affects Both Nations’ Troops

Like their American counterparts, Brit-
ish troops are reluctant to seek help for psy-
chological problems because doing so goes
against the grain of the warrior culture.

Returning U.S. soldiers report being
easily startled, avoiding crowds, shutting
down emotionally, and driving in the mid-
dle of the road, as they did in Iraq to avoid
roadside bombs, said psychiatric epide-
miologist Charles Hoge, M.D., a retired
U.S. Army colonel and former director of
the Division of Psychiatry and Behavioral
Sciences at Walter Reed Army Institute of
Research in Silver Spring, Md.

Furthermore, once they are home, half of
U.S. troops who screen positive for PTSD
won’t come in for treatment, he said, and
many who do begin treatment don’t com-
plete a 10- or 12-session course of therapy.

The way the mental health profes-
sion presents itself to soldiers may be yet
another source of stigma, Hoge sug-
gested. “Perhaps we shouldn’t be using
terms like ‘wound’ or ‘illness,” but rather
‘transitions,” ” he said.

And how troops are asked about their
psychological symptoms may play an
important role in the answers they pro-
vide. Questionnaire responses are differ-
ent on anonymous surveys than on ones
in which the soldier gives his or her name,
said Benedek.

“[Just administering] the surveys tells
them that we’re checking for illness and we
suspect it’s there,” he said. “Perhaps we’re
sending a message that there is an expec-
tation in U.S. society to see symptoms.”

Yet, there is hope for improving the
lives of veterans returning from the cur-
rent fighting.

“Military culture is changing,” said
Hoge. “This s the first war where there was
a commitment to study the mental health
of the people fighting it as it was going on.”

Information about the King’s Centre
for Military Health Research is posted at
<www.kcl.acuk/kcmbr>. B
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ACOs

continued from page 1

institutional settings, including ambu-
latory, inpatient and postacute care; the
capacity to plan budgets and resource
needs prospectively; and sufficient size to
support comprehensive, valid, and reli-
able performance measurement. Accord-
ing to the Urban Institute report, pay-
ers would contract directly with ACOs,
and physician payment might be config-
ured in a variety of ways with two being
prominently discussed: capitation, in
which the ACO would be paid a lump
sum for care of a population of patients,
or a “shared savings program.” Under
the latter, physicians would continue
to be paid on a fee-for-service basis but
the payer would establish expected total
expenditures, and if the ACO provides
the care its patients need for less than
expected and quality standards are met,
the ACO is rewarded with a portion of
the savings as a bonus.)

Debate about ACOs and the role of
physicians took center stage at the AMA
meeting that occurred in the immediate
aftermath of the November 2 elections
in which Republicans took control of the
U.S. House of Representatives.

Several other reports and resolutions
related to public health and advocacy
were approved with the support or active
involvement of members of the Section
Council on Psychiatry (see page 4). But the
political uncertainty created by the mid-
term elections overshadowed debate about
other high-profile topics such as support
of civil marriage for same-sex couples and
repeal of AMA support for an individual
insurance mandate as part of health care
reform, causing both of those items to be
referred to the AMA Board of Trustees
(see page 4).

John Mclntyre, M.D., APA senior del-
egate to the Section Council on Psychi-

atry and a member of the AMA’s Coun-
cil on Medical Services, said that ACOs
are a promising model for expanding
access and containing cost within a coor-
dinated system of care, but that many
issues remain to be resolved regarding
how they would be structured, financed,
and operated.

One especially prominent issue for
physicians is that under existing laws gov-
erning the referral of patients to hospitals
or other entities in which a physician has
a financial interest, doctors cannot legally
form an ACO.

“We need to have some form of anti-
trust relief,” he told Psychiatric News.
“Otherwise, physicians who try to bond
together to form an ACO or clinical inte-
gration system will run afoul of existing
laws. The Affordable Care Actaddresses
this subject in terms of so-called ‘safe
harbors’ to protect physicians, and the
principles approved by the house express
the AMA’s support for that kind of pro-
tection.”

The AMA principles state that “federal
and state anti-kickback and self-referral
laws and the federal Civil Monetary Pen-
alties (CMP) statute (which prohibits pay-
ments by hospitals to physicians to reduce
or limit care) should be sufficiently flex-
ible to allow physicians to collaborate
with hospitals in forming ACOs without
being employed by the hospitals or ACOs.
This is particularly important for physi-
cians in small- and medium-sized practices
who may want to remain independent but
otherwise integrate and collaborate with
other physicians . . . for purposes of par-
ticipating in the ACO.”

Asecond crucial issue, McIntyre said, is
how to level the playing field so that phy-
sicians in small-group practices can com-
pete with hospitals and other large systems
of care in the formation of ACOs.

“Hospital systems and large group
practices are going to be able to grab mar-
ket share as ACOs, and smaller physician-

Children

continued from page 6

ferences, Wadsworth, who was not involved
in the study, told Psychiatric News.

“Men and women behave differently
toward the health care system,” she said.
“Women may respond to symptoms when
a child complains, while men take more of
a ‘shake-it-off’ attitude.”

The researchers also found that fewer
mental health visits were recorded during
deployment for children of single parents
than for children of married parents. That
may occur because many of those children
are cared for during the parent’s deploy-
ment by adults outside the immediate fam-
ily who may be less aware of the child’s
changing emotional states, said Gorman.
Those caregivers may also be taking the
children in their charge to outside civilian
practitioners, and thus the visits were not
recorded in the military database.

In any case, the data emphasize the need
to continue extra support to children and
families of deployed troops and collabora-
tion between providers of primary care ser-
vices to children and child mental health
specialists, Gorman emphasized.
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“We have to educate these pediatric
providers to be more comfortable in man-
aging these issues and these patients,” he
said.

The researchers did not have access
to parental medical records and so could
not know if the parents had been diag-
nosed with any mental conditions that
might have contributed to the symp-
toms or behaviors that led to the child’s
mental health visit. Without further
research that includes such data, they
caution against assigning direct causation
between parents’ deployment and their
children’s visits for mental and behavioral
health issues.

“The good thing about the study is
that the numbers are large, so there’s good
population data, butit’s hard to know why
something has happened,” said Wad-
sworth.

Gorman and his colleagues are address-
ing that issue as they continue research
into specific diagnostic subgroups of chil-
dren.

“Wartime Military Deployment and
Increased Pediatric Mental and Bebav-
ioral Health Complaints” is posted at
<http://pediatrics.aappublications.org/
cgi/reprint/peds.2009-2856vi>. B

led groups are liable to be squeezed out,”
Meclntyre said. “So the question is how
ACOs can be developed in such a way that
physicians have a central role and small-
group practices can be included.”

According to the latest AMA Physi-
cian Practice survey, 78 percent of office-
based physicians in the United States
work in practices with nine or fewer phy-
sicians. A majority of those are in either
solo practices or practices of two to four
physicians.

Meclntyre said the Council on Medical
Services will examine issues surrounding
ACOs at its meeting in January and bring
a report back to the House of Delegates
next June.

At the meeting in San Diego, delegates

also called on the AMA to develop a tool-
kit that provides physicians with best prac-
tices for starting and operating an ACO,
including governance structures, organi-
zational relationships, and quality report-
ing and payment distribution mechanisms.
The toolkit should include legal gover-
nance models and financial business mod-
els to assist physicians in making decisions
about potential physician-hospital align-
ment strategies.

“The take-away message is that if phy-
sician-led ACOs are going to be financially
viable, there need to be significant changes
in federal laws and regulations concern-
ing how physicians work together as part
of a collaborative organization,” McIntyre
said. W

Principles for Accountable Care

Organizations

At the Interim Meeting of the AMA House of Delegates last month in San Diego, delegates
approved the following 13 principles for how accountable care organizations would be
configured and operate. Here is a summary of those principles:

e The goal of an accountable care organization (ACO) is to increase access to care,
improve the quality of care, and ensure the efficient delivery of care. Within an ACO, a
physician’s primary ethical and professional obligation is the well-being and safety of the

patient.

e ACOs must be physician-led to ensure that a physician’s medical decisions are not based
on commercial interests but rather on professional medical judgment that puts patients’
interests first. Where a hospital is part of an ACO, the governing board of the ACO should be
separate and independent from the hospital governing board.

e Physician and patient participation in an ACO should be voluntary. Any physician
organization or other entity that creates an ACO must obtain the written affirmative consent
of each physician to participate in the ACO. Physicians should not be required to join an ACO
as a condition of contracting with any public or private payer or being admitted to a hospital

medical staff.

e Any savings and revenues of an ACO should be retained for patient care services and
distributed to the ACO participants. (Savings might accrue if, for instance, an ACO provides
care for a defined population for less than the capitated amount or the expenditure target

established by a payer.)

e Federal and state anti-kickback and self-referral laws should be sufficiently flexible to
allow physicians to collaborate with hospitals in forming ACOs without being employed by

the hospitals or ACOs.

o Additional resources should be provided up-front to encourage ACO development, and
the Centers for Medicare and Medicaid Services should provide grants to physicians to

finance up-front costs of creating an ACO.

e The ACO spending benchmark should be adjusted for differences in geographic practice
costs and risk adjusted for individual patient risk factors.

e Quality performance standards must be consistent with AMA policy regarding quality,
including the use of nationally accepted, physician specialty—validated clinical measures
developed by the AMA Physician Consortium for Performance Improvement (in which APA

is a participant).

e An ACO must be afforded procedural due process if a contract with any payer-public or
private—is terminated because of ACO failure to meet quality performance standards.

e ACOs should be allowed to use different payment models, including fee-for-service,
capitation, partial capitation, medical homes, care management fees, and shared savings
(see related story). Any capitation payments must be risk-adjusted.

e The Consumer Assessment of Healthcare Providers and Systems Patient Satisfaction
Survey should be used as a tool to determine patient satisfaction and whether an ACO
meets the patient-centeredness criteria required by the ACO law.

¢ |nteroperable health information technology and electronic health record systems are
key to the success of ACOs. Medicare must ensure systems are interoperable to allow
physicians and institutions to effectively communicate and coordinate care and report on

quality.

e [fan ACO bears risk (as may be possible in a capitated payment arrangement), the ACO
must abide by the financial solvency standards pertaining to risk-bearing organizations.

The full text of the AMA’s principles for ACOs is posted at <www.ama-assn.
org/assets/meeting/2010i/i-10-ref-comm-j.pdf>.
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Genilourinzry Condilions

Conditions that raise unine oH may ceceease the urinary eliminalion of
memanting resuting in incregses plasma levels of memanting.

Special Papulalions

Hepatic Impairment

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

Renal Impalrment

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

Drug-Drug Interactiens

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

st Iaformakon foe

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

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

Nursing Malhers

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

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

ADVERSE AEACTIONS

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

ANIMAL TOXHO0LOGY

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

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

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

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

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

Other Adverse Evenls Observed Quring Clinical Trials

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

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

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

DRUG ABUSE AMD DEPENDEWCE

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

OVERDOSAGE

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

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

A partnership between the American Psychiatric Foundation and a
national judges’ group will train jurists to recognize mental iliness in
defendants and understand when treatment is more appropriate than

incarceration.

athryn Zenoff, an Illinois
appellate court judge, has
noticed a growing trend
throughout her judicial
career: the same small
group of defendants would repeatedly
appear before her, usually on misdemeanor
criminal charges, be convicted, and then
sentenced for short periods to the local jail.

These defendants were not career crim-
inals, she realized, but part of a growing
number of people with untreated mental
illness who were pulled into the criminal-
justice system when they suffered a psy-
chiatric crisis.

“I’ve seen this issue in my career as a
judge, up close and personal,” Zenoft told
Psychiatric News.

She and other judges nationwide
took action, sometimes individually and
recently in partnership, to address the
problem through reforms of their local or
state criminal-justice and health systems
that aimed to reduce incarceration rates
while increasing treatment for people with
mental illness.

And now the American Psychiatric
Foundation (APF) has joined in these
judges’ mission. In July the APF launched
a partnership with the Judges’ Leader-
ship Initiative (JLI)—a group that has
provided technical support since 2004
to judges, like Zenoff, seeking to change
jurisdictions’ approaches to people whose
untreated mental illness escalated into a
psychiatric crisis, resulting in their arrest.

The partnership held its inaugural
meeting October 26 at APA headquarters
in Arlington, Va., The focus of the meet-
ing was the creation and dissemination of

Blumenthal ‘Rocks’

Susan Blumenthal, M.D., M.P.A., aretired
rear admiral in the Public Health Service
and former U.S. assistant surgeon general,
has been named a Rock Star of Science by
Geoffrey Beene Gives Back and GQ mag-
azine to raise public awareness about the
importance of science to society. She joins a
list of 17 other medical researchers and eight
celebrity musicians in the campaign.

Blumenthal was the country’s first dep-
uty assistant secretary for women’s health.
She is now director of the Health and Med-
icine Program at the Center for the Study
of the Presidency and Congress, where
she directs and co-chairs the Commission
on U.S. Federal Leadership in Health and
Medicine, which has been influential in
promoting research, global health, and
health care reform efforts.

More information is posted on the
Rock Stars of Science Web site at <www.
rockstarsofscience.org/>. B

BY RICH DALY

Kathryn Zenoff (center), a judge for the lllinois Appellate Court, discusses ways to better inform
judges nationwide that untreated mental illness may lead some defendants into the criminal
justice system. Pictured with her at the inaugural meeting of the Judges’ Leadership Initiative
partnership are Wesley Sowers, M.D., a clinical associate professor of psychiatry at the Univer-
sity of Pittsburgh Medical School, and Stephanie Le Melle, M.D., an associate clinical professor
of psychiatry at Golumbia University Medical Center.

guides for judges to help them recognize
arrestees with untreated mental illness
and understand the treatments and local
resources available for this population.

Judges “have moved forward in their
communities and developed a range of pro-
gramming,” said Fred Osher, M.D., direc-
tor of health systems and services policy
at the Council of State Governments Jus-
tice Center (CSGJC), who is helping to
lead the partnership, in an interview with
Psychiatric News before the meeting. But
“they have not been at the table with the
psychiatric leaders in their communities,
and [theirs] has been a missing voice in too
many of the communications” about the
problem of the criminalization of mental
illness. “At the end of the day this is all
about collaboration.”

More Judges Need to Participate

Steven Leifman, an associate adminis-
trative judge for Miami-Dade County and
a board member of APF, likened the type
of training needed by state judges to the
approach used when Cirisis Intervention
Teams (CIT) are created in police depart-
ments. CIT police units receive special-
ized training to guide their interactions
with people experiencing a psychiatric cri-
sis, and all of the members of a police force
with a CIT unit also receive generalized
training on mental illness.

While specialized mental health courts
are a key part of the answer, he said, men-
tal illness is so pervasive among criminal
defendants that all judges need training to
at least recognize it and know what alter-
natives are available.

“We'’re kind of driving blindly some-
times, so it’s a good thing to collaborate
with the psychiatric community,” Leifman
told Psychiatric News at the meeting.

Evelyn Stratton, a justice of the Ohio
Supreme Court, told Psychiatric News at
the meeting that the initiative’s success

will depend on producing information and
outreach that interests all judges, not just
those who are specialists or already have an
interest in mental health issues.

The APF partnership adds to a grow-
ing effort to address untreated mental ill-
ness among criminal defendants—men-
tal health courts have increased from a
handful in the mid-1990s to more than
500 today. However, the problem of how
best to deal with mentally ill defendants
remains daunting.

For example, approximately 16.9 per-
cent of inmates in U.S. jails and prisons
have a serious mental illness, while only an
estimated 5.4 percent of the general U.S.
population have such a condition, accord-
ing to a 2009 CSGJC study.

Such high rates of incarceration of peo-
ple with mental illness stem largely from
the overreliance of states and localities on
the justice system to accommodate peo-
ple with mental illness, while underfund-
ing their public mental health care system,
according to the judges and psychiatrists
at the meeting. That funding imbalance
also is evident in the May finding by the
Treatment Advocacy Center that three
times as many people with serious men-
tal illness are in jails and prisons than are
in hospitals.

Ironically, prison is the one place
where people are constitutionally guaran-
teed to receive needed mental health care.
In practice, such care often is elusive in
overcrowded and underfunded prisons,
according to psychiatrists involved in the
partnership. Avoiding the need for incar-
ceration by using clinically effective com-
munity treatment options and steering
untreated people toward mental health
care is another goal of the new partner-
ship.

Judges also can help address the dearth
of quality mental health care in their com-
munities by not only acting as influential

Credit: Rich Daly

Participating in a meeting at APA headquarters
on the new partnership between the Judges’
Leadership Initiative and the American
Psychiatric Foundation (APF) are (from left)
Fred Osher, M.D., director of health systems
and services policy at the Gouncil of State
Governments Justice Center; Steven Leifman,
an associate administrative judge for Miami-
Dade County and a board member of the APF;
and Paul Burke, executive director of APF. One
goal of the partnership is to develop a training
module for judges on mental ilinesses and the
criminal justice system.

supporters for expanded mental health
facilities and programs but by acting as
advocates for the specific types of pro-
grams that their psychiatrist partners have
identified as having demonstrated efficacy.

“Judges are among the most respected
members of their communities, and they
are assumed to not have any [financial or
political] interests in the outcome,” Osher
said at the meeting. “That’s why there are
not any better advocates of [expanded]
mental health services” than these jurists.

Grant Sparked Changes

Such judicial advocacy on behalf of peo-
ple with mental illness in Miami-Dade
County began 10 years ago when local
judges used a grant from the National
GAINS Center of the Substance Abuse
and Mental Health Services Administra-
tion to “map out” how the criminal-justice
system and the mental health system inter-
acted (Psychiatric News, November 19).

“They didn’t” was the chief finding of
that initiative, Leifman said at the meet-
ing.

What the Miami-Dade judges learned
led to a judges’ partnership thaturged local
elected officials to enact systemic reforms,
such as mental illness awareness training
for local police, a jail-diversion program
for people with mental illness, and passage
of 2 $22 million bond issue to build a first-
of-its-kind combined jail, treatment, and
reintegration housing facility. The results
of those and related efforts include sus-
tained drops in both misdemeanor and fel-
ony recidivism rates in recent years, Leif-
man said.

“The goal of the court should not be
to develop a system of mental health care
within the justice system,” Leifman said.
“We should be aiming to prevent peo-
ple from entering that system in the first
place.”

Informationonthe JLIispostedat <wwuw.
psychfoundation.org/OurPrograms/
Fudges-Leadership-Initiative.
aspx> and <bttp://consensusproject.org/
FJLI/>. Information on the National
GAINS Center’s initiatives is posted at
<bttp://gainscenter.sambsa.gov/btml/>. W
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Cymbalta is L of:
* The treatment of
(MDD). The efficacy
established in 4 shor

3rm trials and
1 maintenance trial. r

* The treatment of generalized anxiety
disorder (GAD). The efficacy of Cymbalta
was established in 3 short-term trials and
1 maintenance trial.

* The management of diabetic peripheral
neuropathic pain (DPNP).

* The management of fiboromyalgia.

Reference: 1. Cymbalta full Prescribing Information.
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Reimbursement offered for up to 60 days of Cymbalta
therapy to a maximum of $700. Prescriptions for more than
2 capsules per day are not eligible for reimbursement.
Limit one';reimbu?gment per person.

Offer void where pc_ohib}?ed by law. Valid only in the United
States for US residents. Offer not valid for patients whose

prescription elaims for Cymbalta are reimbursed, in whole

or in part, by (1) any governmental program, including, without
limitation, Medicaid, Medicare, or any other federal or state
program, such as Champus, the VA, TRICARE, or a state phar-
maceutical assistance program, or (2) any third-party payer

in the state of Massachusetts. By accepting this offer, patient
agrees to notify his/her insurance carrier of reimbursement if
required to do so by law or under the terms of coverage.

Additional exclusions may apply and this offer may be
terminated, rescinded, revoked, or amended by Lilly USA, LLC,
at any time without notice. Cymbalta® and the Cymbalta Logo
are registered trademarks of Eli Lilly and Company.




Every Day, I think about what medication
1s the right choice for my patients.

Introducing the Cymbalta Promise program—a part of Every Day Connections. The Cymbalta
Promise program is designed to help get the right patients on the right treatment—whether

it’'s Cymbalta or not. If you and your patients who are new to Cymbalta are not satisfied, your
patients may be reimbursed 100% of their out-of-pocket prescription costs for up to the first

60 days on Cymbalta. Ask your Cymbalta representative or visit cymbaltapromise.com

to learn more. Restrictions apply. See full Terms and Conditions below. This program is not

a guarantee of efficacy. It provides a trial period that may help patients and doctors assess

the efficacy, safety, and tolerability of Cymbalta.
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Important Safety Information About Cymbalta

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 Cymbalta 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. Cymbalta is not
approved for use in pediatric patients.

Contraindications

» Concomitant use in patients taking monoamine oxidase

inhibitors (MAQIs) is contraindicated due to the risk

of serious, sometimes fatal, drug interactions with
serotonergic drugs. These interactions may include
hyperthermia, rigidity, myoclonus, autonomic instability
with possible rapid fluctuations of vital signs, and
mental status changes that include extreme agitation
progressing to delirium and coma. These reactions
have also been reported in patients who have recently
discontinued serotonin reuptake inhibitors and are
then started on an MAOI. Some cases presented with
features resembling neuroleptic malignant syndrome.

At least 14 days should elapse between discontinuation
of an MAOI and initiation of therapy with Cymbalta.

In addition, at least 5 days should be allowed after
stopping Cymbalta before starting an MAOI.

See Important Safety Information, including
Boxed Warning, above and on next page, and
Brief Summary of full Prescribing Information
on following pages.

DD64897 0910 PRINTED IN USA. © 2010, Lilly USA, LLC. ALL RIGHTS RESERVED.
Cymbalta is a registered trademark of Eli Lilly and Company.
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Important Safety Information About Cymbalta (Cont.)

Contraindications (Cont.)

* Cymbalta was associated with an increased risk of mydriasis;

therefore, it should not be used in patients with uncontrolled
narrow-angle glaucoma and used cautiously in patients with
controlled narrow-angle glaucoma.

Warnings and Precautions

* Clinical Worsening and Suicide Risk

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 within the
first few months of treatment and when changing the
dose. Consider changing the therapeutic regimen, including
possibly discontinuing the medication, in patients whose
depression is persistently worse or includes symptoms

of anxiety, agitation, panic attacks, insomnia, irritability,
hostility, aggressiveness, impulsivity, akathisia (psychomotor
restlessness), hypomania, mania, or suicidality that are
severe, abrupt in onset, or were not part of the patient’s
presenting symptoms. If discontinuing treatment, the
medication should be tapered. Families and caregivers
of patients being treated with antidepressants for any
indication should be alerted about the need to monitor
patients. Prescriptions for Cymbalta should be written
for the smallest quantity of capsules consistent with
good patient management, in order to reduce the risk
of overdose.

* Hepatic failure, sometimes fatal, has been reported in
patients treated with Cymbalta. Cymbalta should be
discontinued in patients who develop jaundice or other
evidence of clinically significant liver dysfunction and should
not be resumed unless another cause can be established.

* Because it is possible that Cymbalta and alcohol may
interact to cause liver injury or that Cymbalta may aggravate
pre-existing liver disease, Cymbalta should ordinarily not
be prescribed to patients with substantial alcohol use or
evidence of chronic liver disease.

Orthostatic hypotension and syncope have been reported
with therapeutic doses of Cymbalta. This tends to occur
within the first week of therapy but can occur at any time
during Cymbalta treatment, particularly after dose increases.
Consideration should be given to discontinuing Cymbalta

in patients who experience symptomatic orthostatic
hypotension and/or syncope.

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 Cymbalta treatment, but particularly

with concomitant use of serotonergic drugs (including
triptans) with drugs which impair metabolism of serotonin
(including MAOQIs), or with antipsychotics or other dopamine
antagonists. Serotonin syndrome symptoms may include
mental status changes (e.g., agitation, hallucinations, coma),
autonomic instability (e.g., tachycardia, labile blood pressure,
hyperthermia), neuromuscular aberrations (e.g., hyperreflexia,
incoordination), and/or 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

e monitored for the emergence of serotonin syndrome

or NMS-like signs and symptoms. Concomitant use with
serotonin precursors (e.g., tryptophan) is not recommended.
Treatment with duloxetine 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.

SSRIs and SNRIs, including Cymbalta, may increase the
risk of bleeding events. Patients should be cautioned about
the risk of bleeding associated with concomitant use of
Cymbalta and NSAIDs, aspirin, warfarin, or other drugs that
affect coagulation.

On abrupt or tapered discontinuation, spontaneous reports
of adverse events, some of which may be serious, have
been reported during the marketing of SSRIs and SNRIs.
A gradual reduction in dose rather than abrupt cessation is
recommended when possible.

(cont.)




Important Safety Information About Cymbalta (Cont.)

Warnings and Precautions (Cont.) Use in Specific Populations

* Cymbalta should be used cautiously in patients with a history
of mania or with a history of a seizure disorder.

* Pregnancy and Nursing Mothers: Use only if the potential
benefit justifies the potential risk to the fetus or child.
* |n clinical trials across indications relative to placebo,

treatment with Cymbalta was associated with mean Adverse Events

increases of up to 2.3 mm Hg systolic and diastolic blood « The most commonly reported adverse events (5% and at

pressure. There was no significant difference in the frequency least twice placebo) for Cymbalta vs placebo in controlled

of sustained (3 consecutive visits) elevated blood pressure. clinical trials (N=4843 vs 3048) were: nausea (25% vs 9%),

Blood pressure should be measured prior to initiating dry mouth (14% vs 6%), somnolence* (11% vs 3%),

treatment and periodically measured throughout treatment. constipation* (11% vs 4%), decreased appetite* (8% vs 2%),
e Co-administration of Cymbalta with potent CYP1A2 inhibitors and increased sweating (7% vs 2%).

ioridazi hould b ided.
o iR SR SEe In addition to the adverse events listed above, DPNP

* SSRIs and SNRIs, including Cymbalta, have been associated trials also included: dizziness (13% vs 6%) and asthenia
with cases of clinically significant hyponatremia that (5% vs 1%).
appeared to be reversible when Cymbalta was discontinued.
Elderly patients may be at greater risk of developing * Bvents for which there was a significant dose-
hyponatremia with SSRIs and SNRIs. dependent relationship in fixed-dose studies,

excluding three MDD studies that did not have

* The effect that alterations in gastric motility may have o e e R sered o cess firaton

on the stability of the enteric coating of Cymbalta is

unknown. As duloxetine is rapidly hydrolyzed in acidic * In placebo-controlled clinical trials, the overall discontinuation
media to naphthol, caution is advised in using Cymbalta rates due to adverse events were: MDD: 9% vs 5%:;
in patients with conditions that may slow gastric emptying GAD: 15% vs 4%; DPNP: 14% vs 7%; FM: 20% vs 12%.

e.g., some diabetics).
g ) The common adverse events reported as a reason for

» Cymbalta should ordinarily not be administered to patients discontinuation and considered to be drug related were:
with any hepatic insufficiency or patients with end-stage MDD: nausea (1.3% vs 0.5%). GAD: nausea (3.7% vs
renal disease (requiring dialysis) or severe renal impairment 0.2%), vomiting (1.3% vs 0%), dizziness (1.0% vs 0.2%).
(creatinine clearance <30 mL/min). DPNP: nausea (3.5% vs 0.4%), dizziness (1.6% vs 0.4%),

somnolence (1.6% vs 0%), fatigue (1.1% vs 0%).
FM: nausea (1.9% vs 0.7%), somnolence (1.5% vs 0%),
fatigue (1.3% vs 0.2%).

* As observed in DPNP trials, Cymbalta treatment worsens
glycemic control in some patients with diabetes. In the
extension phases (up to 52 weeks) of the DPNP studies,
an increase in HbA 1. in both the Cymbalta (0.5%) and the
routine care groups (0.2%) was noted. See Brief Summary, including Boxed Warning,

« Cymbalta is in a class of drugs known to affect urethral of full Prescribing Information on following pages.

resistance. If symptoms of urinary hesitation develop
during Cymbalta treatment, this effect may be drug-related.
In postmarketing experience, urinary retention has

been observed.

DD64897 0910 PRINTED IN USA. © 2010, Lilly USA, LLC. ALL RIGHTS RESERVED.
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CYMBALTA®
(duloxetine hydrochloride) Delayed-Release Capsules for Oral use

Brief Summary: Consult the package insert for complete prescribing
information.

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 Cymbalta 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. Cymbalta is not approved for use in pediatric patients.
[See Warnings and Precautions and Use in Specific Populations.]

INDICATIONS AND USAGE: Major Depressive Disorder—Cymbalta is
indicated for the acute and maintenance treatment of major depressive
disorder (MDD). The efficacy of Cymbalta was established in four
short-term trials and one maintenance trial in adults.

Generalized Anxiety Disorder—Cymbalta is indicated for the a
treatment of generalized anxiety disorder (GAD). The efficacy of Cymbalta
wasdelstablished in three short-term trials and one maintenance ftrial
in adults.

Diabetic Peripheral Neuropathic Pain—Cymbalta is indicated for
the management of neuropathic pain (DPNP) associated with diabetic
peripheral neuropathy.

Fibromyalgia—Cymbalta is indicated for the management of

fibromyalgia (FM).
CONTRAINDICATIONS: Monoamine Oxidase Inhibitors—Concomitant
use in patients taking monoamine oxidase inhibitors (MAOQIs) is
contraindicated due to the risk of serious, sometimes fatal, drug
interactions with serotonergic drugs. These interactions may include
hyperthermia, rigidity, myoclonus, autonomic instability with possible
rapid fluctuations of vital signs, and mental status changes that include
extreme agitation progressing to delirium and coma. These reactions
have also been reported in patients who have recently discontinued
serotonin reuptake inhibitors and are then started on an MAQI. Some
cases presented with features resembling neuroleptic malignant
syndrome [see Warnings and Precautions].

Uncontrolled Narrow-Angle Glaucoma—In clinical trials, Cymbalta
use was associated with an increased risk of mydriasis; therefore,
its use should be avoided in patients with uncontrolled narrow-angle
glaucoma [see Warnings and Precautions].

WARNINGS AND PRECAUTIONS: Clinical Worsening and Suicide
Risk—Patients with major depressive disorder (MDD), both adult and
pediatric, may experience worsening of their depression and/or the
emergence of suicidal ideation and behavior (suicidality) or unusual
changes in behavior, whether or not they are taking antidepressant
medications, and this risk may persist until significant remission occurs.
Suicide is a known risk of depression and certain other psychiatric
disorders, and these 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 antidepressants compared to
placebo in adults beyond age 24; there was a reduction with antidepressants
compared to placebo in adults aged 65 and older.

The pooled analyses of placebo-controlled trials in children and
adolescents with MDD, obsessive compulsive disorder (OCD), or other
psychiatric disorders included a total of 24 short-term trials of
9 antidepressant drugs in over 4400 patients. The pooled analyses
of placebo-controlled trials in adults with MDD or other psychiatric
disorders included a total of 295 short-term trials (median duration of
2 months) of 11 antidepressant drugs in over 77,000 patients. There
was considerable variation in risk of suicidality among drugs, but a
tendency toward an increase in the younger patients for almost all drugs
studied. There were differences in absolute risk of suicidality across the
different indications, with the highest incidence in MDD. The risk of
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.
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It is unknown whether the suicidality risk extends to longer-term use,
i.e., beyond several months. However, there is substantial evidence
from placebo-controlled maintenance trials in adults with depression
that the use of antidepressants can delay the recurrence of depression.

All patients being treated with antidepressants for any indication
should be monitored appropriately and observed closely for clinical
worsening, 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 precursors to emerging suicidality.

Consideration should be given to changing the therapeutic regimen,
including possibly discontinuing the medication, in patients whose
depression is persistently worse, or who are experiencing emergent
suicidality or symptoms that might be precursors to worsening depression
or suicidality, especially if these symptoms are severe, abrupt in onset, or
were not part of the patient’s presenting symptoms.

If the decision has been made to discontinue treatment, medication
should be tapered, as rapidly as is feasible, but with recognition that
discontinuation can be associated with certain symptoms [see Warnings
and Precautions, Discontinuation of Treatment with Cymbalta].

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. Prescriptions for Cymbalta
should be written for the smallest quantity of capsules consistent with
good patient management, in order to reduce the risk of overdose.

Screening Patients for Bipolar Disorder—A major depressive
episode may be the initial presentation of bipolar disorder. It is generally
believed (though not established in controlled trials) that treating such
an episode with an antidepressant alone may increase the likelihood
of precipitation of a mixed/manic episode in patients at risk for bipolar
disorder. Whether any of the symptoms described above represent such
a conversion is unknown. However, prior to initiating treatment with an
antidepressant, patients with depressive symptoms should be
adequately screened to determine if they are at risk for bipolar disorder;
such screening should include a detailed psychiatric history, including
a family history of suicide, bipolar disorder, and depression. It should
be noted that Cymbalta (duloxetine) is not approved for use in treating
bipolar depression.

Hepatotoxicity—There have been reports of hepatic failure, sometimes
fatal, in patients treated with Cymbalta. These cases have presented
as hepatitis with abdominal pain, hepatomegaly, and elevation of
transaminase levels to more than twenty times the upper limit of normal
with or without jaundice, reflecting a mixed or hepatocellular pattern
of liver injury. Cymbalta should be discontinued in patients who develop
jaundice or other evidence of clinically significant liver dysfunction and
should not be resumed unless another cause can be established.

Cases of cholestatic jaundice with minimal elevation of transaminase
levels have also been reported. Other postmarketing reports indicate
that elevated transaminases, bilirubin, and alkaline phosphatase have
occurred in patients with chronic liver disease or cirrhosis.

Cymbalta increased the risk of elevation of serum transaminase levels
in development program clinical trials. Liver transaminase elevations
resulted in the discontinuation of 0.3% (82/27,229) of Cymbalta-treated
patients. In these patients, the median time to detection of the
transaminase elevation was about two months. In placebo-controlled
trials in any indication, elevation of ALT >3 times the upper limit of normal
occurred in 1.1% (85/7,632) of Cymbalta-treated patients compared
to 0.2% (13/5,578) of placebo-treated patients. In placebo-controlled
studies using a fixed dose design, there was evidence of a dose response
relationship for ALT and AST elevation of >3 times the upper limit of
normal and >5 times the upper limit of normal, respectively.

Because it is possible that duloxetine and alcohol may interact to
cause liver injury or that duloxetine may aggravate pre-existing liver
disease, Cymbalta should ordinarily not be prescribed to patients with
substantial alcohol use or evidence of chronic liver disease.

Orthostatic Hypotension and Syncope—Orthostatic hypotension
and syncope have been reported with therapeutic doses of duloxetine.
Syncope and orthostatic hypotension tend to occur within the first week
of therapy but can occur at any time during duloxetine treatment,
particularly after dose increases. The risk of blood pressure decreases
may be greater in patients taking concomitant medications that induce
orthostatic hypotension (such as antihypertensives) or are potent
CYP1A2 inhibitors [see Warnings and Precautions and Drug
Interactions] and in patients taking duloxetine at doses above 60 mg
daily. Consideration should be given to discontinuing duloxetine in
patients who experience symptomatic orthostatic hypotension and/or
syncope during duloxetine therapy.

Serotonin Syndrome or Neuroleptic Malignant Syndrome (NMS)-like
Reactions—The development of a potentially life-threatening serotonin syndrome
or NMS-like reactions have been reported with SNRIs and SSRs alone, including
Cymbalta treatment, but particularly with concomitant use of serotonergic drugs
(including triptans) with drugs which impair metabolism of serotonin (including
MAQIs), or with antipsychotics or other dopamine antagonists. Serotonin
syndrome symptoms may include mental status changes (e.g., agitation,
hallucinations, coma), autonomic instability (e.g., tachycardia, 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 monitored for the emergence of serotonin
syndrome or NMS-like signs and symptoms.

Cymbalta® (duloxetine hydrochloride) PV 7211 AMP

The concomitant use of Cymbalta with MAOIs intended to treat
depression is contraindicated /see Contraindications].

If concomitant treatment of Cymbalta with a 5-hydroxytryptamine
receptor agonist (triptan) is clinically warranted, careful observation of
the patient is advised, particularly during treatment initiation and dose
increases [see Drug Interactions].

The concomitant use of Cymbalta with serotonin precursors (such as
tryptophan) is not recommended /see Drug Interactions].

Treatment with duloxetine 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.

Abnormal Bleeding—SSRIs and SNRIs, including duloxetine, may
increase the risk of bleeding events. Concomitant use of aspirin,
non-steroidal anti-inflammatory drugs, warfarin, and other anti-coagulants
may add to this risk. Case reports and epidemiological studies (case-
control and cohort design) have demonstrated an association between
use of drugs that interfere with serotonin reuptake and the occurrence
of gastrointestinal bleeding. Bleeding events related to SSRIs and
SNRIs use have ranged from ecchymoses, hematomas, epistaxis,
and petechiae to life-threatening hemorrhages.

Patients should be cautioned about the risk of bleeding associated
with the concomitant use of duloxetine and NSAIDs, aspirin, or other
drugs that affect coagulation.

Discontinuation of Treatment with Cymbalta—Discontinuation
symptoms have been systematically evaluated in patients taking
duloxetine. Following abrupt or tapered discontinuation in placebo-
controlled clinical trials, the following symptoms occurred at a rate
greater than or equal to 1% and at a significantly higher rate in
duloxetine-treated patients compared to those discontinuing from
placebo: dizziness, nausea, headache, fatigue, paresthesia, vomiting,
irritability, nightmares, insomnia, diarrhea, anxiety, hyperhidrosis
and vertigo.

During marketing of other SSRIs and SNRIs (serotonin and
norepinephrine reuptake inhibitors), there have been spontaneous reports
of adverse events occurring upon discontinuation of these drugs,
particularly when abrupt, including the following: dysphoric mood,
irritability, agitation, dizziness, sensory disturbances (e.g., paresthesias
such as electric shock sensations), anxiety, confusion, headache, lethargy,
emotional lability, insomnia, hypomania, tinnitus, and seizures. Although
these events are generally self-limiting, some have been reported to
be severe.

Patients should be monitored for these symptoms when discontinuing
treatment with Cymbalta. A gradual reduction in the dose rather than
abrupt cessation is recommended whenever possible. If intolerable
symptoms occur following a decrease in the dose or upon discontinuation
of treatment, then resuming the previously prescribed dose may be
considered. Subsequently, the physician may continue decreasing the
dose but at a more gradual rate.

Activation of Mania/Hypomania—In placebo-controlled trials in
patients with major depressive disorder, activation of mania or hypomania
was reported in 0.1% (2/2,489) of duloxetine-treated patients and
0.1% (1/1,625) of placebo-treated patients. No activation of mania or
hypomania was reported in DPNP, GAD, or fibromyalgia placebo-
controlled trials. Activation of mania or hypomania has been reported in
a small proportion of patients with mood disorders who were treated
with other marketed drugs effective in the treatment of major depressive
disorder. As with these other agents, Cymbalta should be used
cautiously in patients with a history of mania.

Seizures—Duloxetine has not been systematically evaluated in
patients with a seizure disorder and such patients were excluded from
clinical studies. In placebo-controlled clinical trials, seizures/convulsions
occurred in 0.03% (3/9,445) of patients treated with duloxetine and
0.01% (1/6,770) of patients treated with placebo. Cymbalta should be
prescribed with care in patients with a history of a seizure disorder.

Effect on Blood Pressure—In clinical trials across indications, relative
to placebo, duloxetine treatment was associated with mean increases of
up to 2.1 mm Hg in systolic blood pressure and up to 2.3 mm Hg in
diastolic blood pressure. There was no significant difference in the
frequency of sustained (3 consecutive visits) elevated blood pressure.
In a clinical pharmacology study designed to evaluate the effects
of duloxetine on various parameters, including blood pressure at
supratherapeutic doses with an accelerated dose titration, there was
evidence of increases in supine blood pressure at doses up to 200 mg
twice daily. At the highest 200 mg twice daily dose, the increase in mean
pulse rate was 5.0 to 6.8 beats and increases in mean blood pressure
were 4.7 to 6.8 mm Hg (systolic) and 4.5 to 7 mm Hg (diastolic) up to
12 hours after dosing.

Blood pressure should be measured prior to initiating treatment and
periodically measured throughout treatment [see Adverse Reactions,
Vital Sign Changes].

Clinically Important Drug Interactions—Both CYP1A2 and CYP2D6
are responsible for duloxetine metabolism.

Potential for Other Drugs to Affect Cymbalta—CYP1A2 Inhibitors—
Co-administration of Cymbalta with potent CYP1A2 inhibitors should be
avoided [see Drug Interactions].

CYP2D6 Inhibitors—Because CYP2D6 is involved in duloxetine
metabolism, concomitant use of duloxetine with potent inhibitors of
CYP2D6 would be expected to, and does, result in higher concentrations
(on average of 60%) of duloxetine [see Drug Interactions].

Potential for Cymbalta to Affect Other Drugs—Drugs Metabolized by
CYP2D6—Co-administration of Cymbalta with drugs that are extensively
metabolized by CYP2D6 and that have a narrow therapeutic index,
including certain antidepressants (tricyclic antidepressants [TCAs],
such as nortriptyline, amitriptyline, and imipramine), phenothiazines
and Type 1C antiarrhythmics (e.g., propafenone, flecainide), should be
approached with caution. Plasma TCA concentrations may need to
be monitored and the dose of the TCA may need to be reduced if a TCA
is co-administered with Cymbalta. Because of the risk of serious
ventricular arrhythmias and sudden death potentially associated with
elevated plasma levels of thioridazine, Cymbalta and thioridazine should
not be co-administered [see Drug Interactions].

Other Clinically Important Drug Interactions—Alcohol—Use of
Cymbalta concomitantly with heavy alcohol intake may be associated
with severe liver injury. For this reason, Cymbalta should ordinarily not
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be prescribed for patients with substantial alcohol use [see Warnings
and Precautions and Drug Interactions].

CNS Acting Drugs—Given the primary CNS effects of Cymbalta, it
should be used with caution when it is taken in combination with or
substituted for other centrally acting drugs, including those with a
similar mechanism of action [see Warnings and Precautions and
Drug Interactions].

Hyponatremia—Hyponatremia may occur as a result of treatment
with SSRIs and SNRIs, including Cymbalta. In many cases, this
hyponatremia appears to be the result of the syndrome of inappropriate
antidiuretic hormone secretion (SIADH). Cases with serum sodium
lower than 110 mmol/L have been reported and appeared to be
reversible when Cymbalta was discontinued. Elderly patients may be at
greater risk of developing hyponatremia with SSRIs and SNRlIs. Also,
patients taking diuretics or who are otherwise volume depleted may
be at greater risk [see Use in Specific Populations]. Discontinuation
of Cymbalta should be considered in patients with symptomatic
hyponatremia and appropriate medical intervention should be instituted.
Signs and symptoms of hyponatremia include headache, difficulty
concentrating, memory impairment, confusion, weakness, and
unsteadiness, which may lead to falls. More severe and/or acute cases
have been associated with hallucination, syncope, seizure, coma,
respiratory arrest, and death.

Use in Patients with Concomitant lliness—Clinical experience with
Cymbalta in patients with concomitant systemic illnesses is limited.
There is no information on the effect that alterations in gastric motility
may have on the stability of Cymbalta’s enteric coating. In extremely
acidic conditions, Cymbalta, unprotected by the enteric coating, may
undergo hydrolysis to form naphthol. Caution is advised in using
Cymbalta in patients with conditions that may slow gastric emptying
(e.g., some diabetics).

Cymbalta has not been systematically evaluated in patients with a
recent history of myocardial infarction or unstable coronary artery
disease. Patients with these diagnoses were generally excluded from
clinical studies during the product’s premarketing testing.

Hepatic Insufficiency—Cymbalta should ordinarily not be used in
patients with hepatic insufficiency [see Warnings and Precautions and
Use in Specific Populations].

Severe Renal Impairment—Cymbalta should ordinarily not be used
in patients with end-stage renal disease or severe renal impairment
(creatinine clearance <30 mL/min). Increased plasma concentration
of duloxetine, and especially of its metabolites, occur in patients
with end-stage renal disease (requiring dialysis) [see Use in Specific
Populations].

Controlled Narrow-Angle Glaucoma—In clinical trials, Cymbalta was
associated with an increased risk of mydriasis; therefore, it should be
used cautiously in patients with controlled narrow-angle glaucoma [see
Contraindications].

Glycemic Control in Patients with Diabetes—As observed in DPNP
trials, Cymbalta treatment worsens glycemic control in some patients
with diabetes. In three clinical trials of Cymbalta for the management of
neuropathic pain associated with diabetic peripheral neuropathy, the
mean duration of diabetes was approximately 12 years, the mean
baseline fasting blood glucose was 176 mg/dL, and the mean baseline
hemoglobin A, (HbAi) was 7.8%. In the 12-week acute treatment
phase of these studies, Cymbalta was associated with a small increase
in mean fasting blood glucose as compared to placebo. In the extension
phase of these studies, which lasted up to 52 weeks, mean fasting blood
glucose increased by 12 mg/dL in the Cymbalta group and decreased
by 11.5 mg/dL in the routine care group. HbAs, increased by 0.5% in
the Cymbalta and by 0.2% in the routine care groups.

Urinary Hesitation and Retention—Cymbalta is in a class of drugs
known to affect urethral resistance. If symptoms of urinary hesitation
develop during treatment with Cymbalta, consideration should be given
to the possibility that they might be drug-related. In post marketing
experience, cases of urinary retention have been observed. In
some instances of urinary retention associated with duloxetine use,
hospitalization and/or catheterization has been needed.

Laboratory Tests—No specific laboratory tests are recommended.

ADVERSE REACTIONS: Clinical Trial Data Sources—The data
described below reflect exposure to duloxetine in placebo-controlled
trials for MDD (N=2327), GAD (N=668), DPNP (N=568) and FM
(N=876). The population studied was 17 to 89 years of age; 64.8%,
64.7%, 38.7%, and 94.6% female; and 85.5%, 84.6%, 77.6%, and 88%
Caucasian for MDD, GAD, DPNP, and FM, respectively. Most patients
received doses of a total of 60 to 120 mg per day.

The stated frequencies of adverse reactions represent the proportion
of individuals who experienced, at least once, a treatment-emergent
adverse reaction of the type listed. A reaction was considered treatment-
emergent if it occurred for the first time or worsened while receiving
therapy following baseline evaluation. Reactions reported during the
studies were not necessarily caused by the therapy, and the frequencies
do not reflect investigator impression (assessment) of causality.

Because clinical trials are conducted under widely varying condi-
tions, adverse reaction rates observed in the clinical trials of a drug can-
not be directly compared to rates in the clinical trials of another drug
and may not reflect the rates observed in practice.

Adverse Reactions Reported as Reasons for Discontinuation of
Treatment in Placebo-Controlled Trials—Major Depressive Disorder—
Approximately 9% (209/2,327) of the patients who received duloxetine
in placebo-controlled trials for MDD discontinued treatment due to an
adverse reaction, compared with 4.7% (68/1,460) of the patients receiving
placebo. Nausea (duloxetine 1.3%, placebo 0.5%) was the only
common adverse reaction reported as a reason for discontinuation and
considered to be drug-related (i.e., discontinuation occurring in at least
1% of the duloxetine-treated patients and at a rate of at least twice that
of placebo).

Generalized Anxiety Disorder—Approximately 15.3% (102/668) of
the patients who received duloxetine in placebo-controlled trials for
GAD discontinued treatment due to an adverse reaction, compared with
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4.0% (20/495) for placebo. Common adverse reactions reported as a
reason for discontinuation and considered to be drug-related (as defined
above) included nausea (duloxetine 3.7%, placebo 0.2%), vomiting
(duloxetine 1.3%, placebo 0.0%), and dizziness (duloxetine 1.0%,
placebo 0.2%).

Diabetic Peripheral Neuropathic Pain—Approximately 14.3% (81/568)
of the patients who received duloxetine in placebo-controlled trials for
DPNP discontinued treatment due to an adverse reaction, compared
with 7.2% (16/223) for placebo. Common adverse reactions reported as
a reason for discontinuation and considered to be drug-related
(as defined above) were nausea (duloxetine 3.5%, placebo 0.4%),
dizziness (duloxetine 1.6%, placebo 0.4%), somnolence (duloxetine
1.6%, placebo 0.0%), and fatigue (duloxetine 1.1%, placebo 0.0%).

Fibromyalgia—Approximately 19.5% (171/876) of the patients who
received duloxetine in 3 to 6 month placebo-controlled trials for FM
discontinued treatment due to an adverse reaction, compared with
11.8% (63/535) for placebo. Common adverse reactions reported as a
reason for discontinuation and considered to be drug-related (as
defined above) included nausea (duloxetine 1.9%, placebo 0.7%),
somnolence (duloxetine 1.5%, placebo 0.0%), and fatigue (duloxetine 1.3%,
placebo 0.2%).

Adverse Reactions Occurring at an Incidence of 5% or More and at
least Twice Placebo Among Duloxetine-Treated Patients in Placebo-
Controlled Trials—Pooled Trials for all Approved Indications—The
most commonly observed adverse reactions in Cymbalta-treated
patients (incidence of at least 5% and at least twice the incidence in
placebo patients) were nausea, dry mouth, constipation, somnolence,
hyperhidrosis, and decreased appetite.

In addition to the adverse reactions listed above, DPNP trials also
included dizziness and asthenia.

Adverse Reactions Occurring at an Incidence of 5% or More
Among Duloxetine-Treated Patients in Placebo-Controlled Trials—
The incidence of treatment-emergent adverse reactions in placebo-
controlled trials (N=4843 Cymbalta; N=3048 placebo) for approved
indications that occurred in 5% or more of patients treated with duloxetine
and with an incidence greater than placebo were: nausea, headache, dry
mouth, fatigue (includes asthenia), insomnia* (includes middle insomnia,
early morning awakening, and initial insomnia), dizziness, somnolence™
(includes hypersomnia and sedation), constipation®, diarrhea, decreased
appetite™ (includes anorexia), and hyperhidrosis. *Events for which
there was a significant dose-dependent relationship in fixed-dose
studies, excluding three MDD studies which did not have a placebo
lead-in period or dose titration.

Adverse Reactions Occurring at an Incidence of 2% or More
Among Duloxetine-Treated Patients in Placebo-Controlled Trials—
Pooled MDD and GAD Trials—Table 3 in full PI gives the incidence of
treatment-emergent adverse reactions in MDD and GAD placebo-
controlled trials (N=2995 Cymbalta; N=1955 placebo) for approved
indications that occurred in 2% or more of patients treated with duloxetine
and with an incidence greater than placebo were: Cardiac Disorders—
palpitations; Eye Disorders—vision blurred; Gastrointestinal
Disorders—nausea, dry mouth, diarrhea, constipation®, abdominal
pain (includes abdominal pain upper, abdominal pain lower, abdominal
tenderness, abdominal discomfort, and gastrointestinal pain), vomiting;
General Disorders and Administration Site Conditions—fatigue
(includes asthenia); Investigations—weight decreased*; Metabolism
and Nutrition Disorders—decreased appetite (includes anorexia); Nervous
System Disorders—dizziness, somnolence (includes hypersomnia and
sedation), tremor; Psychiatric Disorders—insomnia (includes middle
insomnia, early morning awakening, and initial insomnia), agitation
(includes feeling jittery, nervousness, restlessness, tension, and
psychomotor agitation), anxiety, decreased libido (includes loss of
libido), orgasm abnormal (includes anorgasmia), abnormal dreams
(includes nightmare); Reproductive System and Breast Disorders—
erectile dysfunction, ejaculation delayed, ejaculation disorder (includes
ejaculation failure and ejaculation dysfunction); Respiratory, Thoracic,
and Mediastinal Disorders—yawning; Skin and Subcutaneous Tissue
Disorders—hyperhidrosis; Vascular Disorders—hot flush. *Events for
which there was a significant dose-dependent relationship in fixed-dose
studies, excluding three MDD studies which did not have a placebo
lead-in period or dose titration.

Diabetic Peripheral Neuropathic Pain—Treatment-emergent adverse
events that occurred in 2% or more of patients treated with Cymbalta
in the premarketing acute phase of DPNP placebo-controlled trials
(N=115 Cymbalta 20 mg once daily; N=228 Cymbalta 60 mg once daily;
N=225 Cymbalta 60 mg twice daily; N=223 placebo) with an incidence
greater than placebo were: Gastrointestinal Disorders—nausea,
constipation, diarrhea, dry mouth, vomiting, dyspepsia, loose stools;
General Disorders and Administration Site Conditions—fatigue, asthenia,
pyrexia; Infections and Infestations—nasopharyngitis; Metabolism and
Nutrition Disorders—decreased appetite, anorexia; Musculoskeletal
and Connective Tissue Disorders—muscle cramp, myalgia; Nervous
System Disorders—somnolence, headache, dizziness, tremor; Psychiatric
Disorders—insomnia; Renal and Urinary Disorders—pollakiuria;
Reproductive System and Breast Disorders—erectile dysfunction;
Respiratory, Thoracic and Mediastinal Disorders—cough, pharyngola-
ryngeal pain; Skin and Subcutaneous Tissue Disorders—hyperhidrosis.

Fibromyalgia—Treatment-emergent adverse events that occurred in
2% or more of patients treated with Cymbalta in the premarketing acute
phase of FM placebo-controlled trials (N=876 Cymbalta; N=535 placebo)
and with an incidence greater than placebo were: Cardiac Disorders—
palpitations; Eye Disorders—vision blurred; Gastrointestinal
Disorders—nausea, dry mouth, constipation, diarrhea, dyspepsia;
General Disorders and Administration Site Conditions—fatigue
(includes asthenia); Immune System Disorders—seasonal allergy;
Infections and Infestations—upper respiratory tract infection, urinary
tract infection, influenza, gastroenteritis viral; Investigations—weight
increased; Metabolism and Nutrition Disorders—decreased appetite
(includes anorexia); Musculoskeletal and Connective Tissue Disorders—
musculoskeletal ~ pain, muscle spasm; Nervous System
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Disorders—headache, dizziness, somnolence (includes hypersomnia
and sedation), tremor, paraesthesia, migraine, dysgeusia; Psychiatric
Disorders—insomnia (includes middle insomnia, early morning
awakening, and initial insomnia), agitation (includes feeling jittery,
nervousness, restlessness, tension, and psychomotor agitation), sleep
disorder, abnormal dreams (includes nightmare), orgasm abnormal
(includes anorgasmia), libido decreased (includes loss of libido);
Reproductive System and Breast Disorders—ejaculation disorder
(includes ejaculation failure and ejaculation dysfunction), penis disorder;
Respiratory, Thoracic, and Mediastinal Disorders—cough, pharyngola-
ryngeal pain; Skin and Subcutaneous Tissue Disorders—hyperhidrosis,
rash, pruritus; Vascular Disorders—hot flush.

Effects on Male and Female Sexual Function—Changes in sexual
desire, sexual performance and sexual satisfaction often occur as
manifestations of psychiatric disorders or diabetes, but they may also
be a consequence of pharmacologic treatment. Because adverse sexual
reactions are presumed to be voluntarily underreported, the Arizona
Sexual Experience Scale (ASEX), a validated measure designed to
identify sexual side effects, was used prospectively in 4 MDD placebo-
controlled trials. In these trials, patients treated with Cymbalta
experienced significantly more sexual dysfunction, as measured by the
total score on the ASEX, than did patients treated with placebo. Gender
analysis showed that this difference occurred only in males. Males treated
with Cymbalta experienced more difficulty with ability to reach orgasm
(ASEX Item 4) than males treated with placebo. Females did not
experience more sexual dysfunction on Cymbalta than on placebo as
measured by ASEX total score. Physicians should routinely inquire
about possible sexual side effects. See Table 6 in full PI for specific
ASEX results.

Vital Sign Changes—In clinical trials across indications, relative to
placebo, duloxetine treatment was associated with mean increases of
up to 2.1 mm Hg in systolic blood pressure and up to 2.3 mm Hg in
diastolic blood pressure. There was no significant difference in the
frequency of sustained (3 consecutive visits) elevated blood pressure
[see Warnings and Precautions]. Duloxetine treatment, for up to
26-weeks in placebo-controlled trials typically caused a small increase
in heart rate compared to placebo of up to 3-4 beats per minute.

Weight Changes—In placebo-controlled clinical trials, MDD and
GAD patients treated with Cymbalta for up to 10-weeks experienced a
mean weight loss of approximately 0.5 kg, compared with a mean
weight gain of approximately 0.2 kg in placebo-treated patients. In DPN
placebo-controlled clinical trials, patients treated with Cymbalta for up
to 13-weeks experienced a mean weight loss of approximately 1.1 kg,
compared with a mean weight gain of approximately 0.2 kg in placebo-
treated patients. In fibromyalgia studies, patients treated with Cymbalta
for up to 26 weeks experienced a mean weight loss of approximately
0.4 kg compared with a mean weight gain of approximately 0.3 kg in
placebo-treated patients. In one long-term fibromyalgia 60-week
uncontrolled study, duloxetine patients had a mean weight increase
of 0.7 kg.

Laboratory Changes—Cymbalta treatment in placebo-controlled
clinical trials, was associated with small mean increases from baseline
to endpoint in ALT, AST, CPK, and alkaline phosphatase; infrequent,
modest, transient, abnormal values were observed for these analytes in
Cymbalta-treated patients when compared with placebo-treated patients
[see Warnings and Precautions].

Electrocardiogram Changes—Electrocardiograms were obtained
from duloxetine-treated patients and placebo-treated patients in clinical
trials lasting up to 13-weeks. No clinically significant differences were
observed for QTc, QT, PR, and QRS intervals between duloxetine-treated
and placebo-treated patients. There were no differences in clinically
meaningful QTcF elevations between duloxetine and placebo. In a
positive-controlled study in healthy volunteers using duloxetine up to
200 mg twice daily, no prolongation of the corrected QT interval
was observed.

Other Adverse Reactions Observed During the Premarketing and
Postmarketing Clinical Trial Evaluation of Duloxetine—Following is
a list of treatment-emergent adverse reactions reported by patients treated
with duloxetine in clinical trials. In clinical trials of all indications,
27,229 patients were treated with duloxetine. Of these, 29% (7,886)
took duloxetine for at least 6 months, and 13.3% (3,614) for at least one
year. The following listing is not intended to include reactions
(1) already listed in previous tables or elsewhere in labeling, (2) for
which a drug cause was remote, (3) which were so general as to be
uninformative, (4) which were not considered to have significant clinical
implications, or (5) which occurred at a rate equal to or less than placebo.

Reactions are categorized by body system according to the following
definitions: frequent adverse reactions are those occurring in at least
1/100 patients; infrequent adverse reactions are those occurring
in 1/100 to 1/1000 patients; rare reactions are those occurring in fewer
than 1/1000 patients. Cardiac Disorders—Frequent: palpitations;
Infrequent: myocardial infarction and tachycardia; Ear and Labyrinth
Disorders—Frequent: vertigo; Infrequent: ear pain and tinnitus;
Endocrine Disorders—/nfrequent: hypothyroidism; Eye Disorders—
Frequent: vision blurred; Infrequent: diplopia and visual disturbance;
Gastrointestinal Disorders—Frequent: flatulence; Infrequent: eructation,
gastritis, halitosis, and stomatitis; Rare: gastric ulcer, hematochezia,
and melena; General Disorders and Administration Site Conditions—
Frequent: chills/rigors; Infrequent: feeling abnormal, feeling hot and/or
cold, malaise, and thirst; Rare: gait disturbance; Infections and
Infestations—Infrequent: gastroenteritis and laryngitis; Investigations—
Frequent: weight increased; Infrequent: blood cholesterol increased;
Metabolism and Nutrition Disorders—/nfrequent: dehydration and
hyperlipidemia; Rare: dyslipidemia; Musculoskeletal and Connective
Tissue Disorders—Frequent: musculoskeletal pain; /nfrequent: muscle
tightness and muscle twitching; Nervous System Disorders—Frequent:
dysgeusia, lethargy, and parasthesia’hypoesthesia; Infrequent:
disturbance in attention, dyskinesia, myoclonus, and poor quality sleep;
Rare: dysarthria; Psychiatric Disorders—Frequent: abnormal dreams and
sleep disorder; Infrequent: apathy, bruxism, disorientation/confusional
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state, irritability, mood swings, and suicide attempt; Rare: completed
suicide; Renal and Urinary Disorders—/nfrequent: dysuria, micturition
urgency, nocturia, polyuria, and urine odor abnormal.; Reproductive
System and Breast Disorders—Frequent: anorgasmia/orgasm abnormal;
Infrequent: menopausal symptoms, and sexual dysfunction; Respiratory.
Thoracic and Mediastinal Disorders—Frequent: yawning; Infrequent:
throat tightness; Skin and Subcutaneous Tissue Disorders—
Infrequent: cold sweat, dermatitis contact, erythema, increased tendency
to bruise, night sweats, and photosensitivity reaction; Rare: ecchymosis;
Vascular Disorders—Frequent: hot flush; Infrequent: flushing, orthostatic
hypotension, and peripheral coldness.

Postmarketing Spontaneous Reports—The following adverse reactions
have been identified during postapproval use of Cymbalta. Because
these reactions are reported voluntarily from a population of uncertain
size, it is not always possible to reliably estimate their frequency or
establish a causal relationship to drug exposure.

Adverse reactions reported since market introduction that were
temporally related to duloxetine therapy and not mentioned elsewhere
in labeling include: anaphylactic reaction, aggression and anger
(particularly early in treatment or after treatment discontinuation),
angioneurotic edema, erythema multiforme, extrapyramidal disorder,
glaucoma, gynecological bleeding, hallucinations, hyperglycemia,
hypersensitivity, hypertensive crisis, muscle spasm, rash, restless legs
syndrome, seizures upon treatment discontinuation, supraventricular
arrhythmia, tinnitus (upon treatment discontinuation), trismus,
and urticaria.

Serious skin reactions including Stevens-Johnson Syndrome that
have required drug discontinuation and/or hospitalization have been
reported with duloxetine.

DRUG INTERACTIONS: Both CYP1A2 and CYP2D6 are responsible for
duloxetine metabolism.

Inhibitors of CYP1A2—When duloxetine 60 mg was co-administered
with fluvoxamine 100 mg, a potent CYP1A2 inhibitor, to male subjects
(n=14) duloxetine AUC was increased approximately 6-fold, the Crax
was increased about 2.5-fold, and duloxetine t1/2 was increased
approximately 3-fold. Other drugs that inhibit CYP1A2 metabolism
include cimetidine and quinolone antimicrobials such as ciprofloxacin
and enoxacin [see Warnings and Precautions].

Inhibitors of CYP2D6—Concomitant use of duloxetine (40 mg once
daily) with paroxetine (20 mg once daily) increased the concentration of
duloxetine AUC by about 60%, and greater degrees of inhibition
are expected with higher doses of paroxetine. Similar effects would be
expected with other potent CYP2D6 inhibitors (e.g., fluoxetine, quinidine)
[see Warnings and Precautions].

Dual Inhibition of CYP1A2 and CYP2D6—Concomitant administration
of duloxetine 40 mg twice daily with fluvoxamine 100 mg, a potent
CYP1A2 inhibitor, to CYP2D6 poor metabolizer subjects (n=14) resulted in
a 6-fold increase in duloxetine AUC and Crax.

Drugs that Interfere with Hemostasis (e.g., NSAIDs, Aspirin, and
Warfarin)—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 this risk of bleeding.
Altered anticoagulant effects, including increased bleeding, have been
reported when SSRIs or SNRIs are coadministered with warfarin.
Patients receiving warfarin therapy should be carefully monitored when
duloxetine is initiated or discontinued [see Warnings and Precautions].

Lorazepam—Under steady-state conditions for duloxetine (60 mg Q
12 hours) and lorazepam (2 mg Q 12 hours), the pharmacokinetics of
duloxetine were not affected by co-administration.

Temazepam—Under steady-state conditions for duloxetine (20 mg ghs)
and temazepam (30 mg ghs), the pharmacokinetics of duloxetine were
not affected by co-administration.

Drugs that Affect Gastric Acidity—Cymbalta has an enteric coating
that resists dissolution until reaching a segment of the gastrointestinal
tract where the pH exceeds 5.5. In extremely acidic conditions,
Cymbalta, unprotected by the enteric coating, may undergo hydrolysis
to form naphthol. Caution is advised in using Cymbalta in patients with
conditions that may slow gastric emptying (e.g., some diabetics). Drugs
that raise the gastrointestinal pH may lead to an earlier release of
duloxetine. However, co-administration of Cymbalta with aluminum-
and magnesium-containing antacids (51 mEq) or Cymbalta with
famotidine, had no significant effect on the rate or extent of duloxetine
absorption after administration of a 40 mg oral dose. It is unknown
whether the concomitant administration of proton pump inhibitors
affects duloxetine absorption [see Warnings and Precautions].

Drugs Metaholized by CYP1A2—/n vitro drug interaction studies
demonstrate that duloxetine does not induce CYP1A2 activity.
Therefore, an increase in the metabolism of CYP1A2 substrates (e.g.,
theophylline, caffeine) resulting from induction is not anticipated,
although clinical studies of induction have not been performed.
Duloxetine is an inhibitor of the CYP1A2 isoform in in vitro studies,
and in two clinical studies the average (90% confidence interval)
increase in theophylline AUC was 7% (1%-15%) and 20% (13%-27%)
when co-administered with duloxetine (60 mg twice daily).

Drugs Metaholized by CYP2D6—Duloxetine is a moderate inhibitor
of CYP2D6. When duloxetine was administered (at a dose of 60 mg
twice daily) in conjunction with a single 50 mg dose of desipramine, a
CYP2D6 substrate, the AUC of desipramine increased 3-fold [see
Warnings and Precautions].

Drugs Metaholized by CYP2C9—Duloxetine does not inhibit the
in vitro enzyme activity of CYP2C9. Inhibition of the metabolism of
CYP2C9 substrates is therefore not anticipated, although clinical studies
have not been performed.

Drugs Metabolized by CYP3A—Results of in vitro studies demonstrate
that duloxetine does not inhibit or induce CYP3A activity. Therefore, an
increase or decrease in the metabolism of CYP3A substrates (e.qg., oral
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contraceptives and other steroidal agents) resulting from induction
or inhibition is not anticipated, although clinical studies have not
been performed.

Drugs Metabolized by CYP2CG19—Results of in vitro studies
demonstrate that duloxetine does not inhibit CYP2C19 activity at
therapeutic concentrations. Inhibition of the metabolism of CYP2C19
substrates is therefore not anticipated, although clinical studies have
not been performed.

Monoamine Oxidase Inhibitors—Switching Patients to or from a
Monoamine Oxidase Inhibitor—At least 14 days should elapse between
discontinuation of an MAOI and initiation of therapy with Cymbalta. In
addition, at least 5 days should be allowed after stopping Cymbalta before
starting an MAOI [see Contraindications and Warnings and Precautions].

Serotonergic Drugs—Based on the mechanism of action of SNRIs
and SSRIs, including Cymbalta, and the potential for serotonin
syndrome, caution is advised when Cymbalta is co-administered with
other drugs that may affect the serotonergic neurotransmitter systems,
such as triptans, linezolid (an antibiotic which is a reversible non-selective
MAQOI), lithium, tramadol, or St. John's Wort. The concomitant use of
Cymbalta with other SSRIs, SNRIs or tryptophan is not recommended
[see Warnings and Precautions].

Triptans—There have been rare postmarketing reports of serotonin
syndrome with use of an SSRI and a triptan. If concomitant treatment
of Cymbalta with a triptan is clinically warranted, careful observation of
the patient is advised, particularly during treatment initiation and dose
increases [see Warnings and Precautions].

Alcohol—When Cymbalta and ethanol were administered several
hours apart so that peak concentrations of each would coincide,
Cymbalta did not increase the impairment of mental and motor skills
caused by alcohol.

In the Cymbalta clinical trials database, three Cymbalta-treated
patients had liver injury as manifested by ALT and total bilirubin
elevations, with evidence of obstruction. Substantial intercurrent
ethanol use was present in each of these cases, and this may have
contributed to the abnormalities seen [see Warnings and Precautions].

CNS Drugs—/see Warnings and Precautions].

Drugs Highly Bound to Plasma Protein—Because duloxetine is
highly bound to plasma protein, administration of Cymbalta to a patient
taking another drug that is highly protein bound may cause increased
free concentrations of the other drug, potentially resulting in adverse
reactions.

USE IN SPECIFIC POPULATIONS: Pregnancy—TIeratogenic Effects
Pregnancy Category C—In animal reproduction studies, duloxetine has
been shown to have adverse effects on embryo/fetal and postnatal
development.

When duloxetine was administered orally to pregnant rats and
rabbits during the period of organogenesis, there was no evidence of
teratogenicity at doses up to 45 mg/kg/day (7 times the maximum
recommended human dose [MRHD, 60 mg/day] and 4 times the human
dose of 120 mg/day on a mg/m? basis, in rat; 15 times the MRHD and
7 times the human dose of 120 mg/day on a mg/m? basis in rabbit).
However, fetal weights were decreased at this dose, with a no-effect
dose of 10 mg/kg/day (2 times the MRHD and =1 times the human dose
of 120 mg/day on a mg/m? basis in rat; 3 times the MRHD and 2 times
the human dose of 120 mg/day on a mg/m? basis in rabbits).

When duloxetine was administered orally to pregnant rats throughout
gestation and lactation, the survival of pups to 1 day postpartum and
pup body weights at birth and during the lactation period were
decreased at a dose of 30 mg/kg/day (5 times the MRHD and 2 times
the human dose of 120 mg/day on a mg/m? basis); the no-effect dose
was 10 mg/kg/day. Furthermore, behaviors consistent with increased
reactivity, such as increased startle response to noise and decreased
habituation of locomotor activity, were observed in pups following
maternal exposure to 30 mg/kg/day. Post-weaning growth and
reproductive performance of the progeny were not affected adversely
by maternal duloxetine treatment.

There are no adequate and well-controlled studies in pregnant
women,; therefore, duloxetine should be used during pregnancy only if
the potential benefit justifies the potential risk to the fetus.

Nonteratogenic Effects—Neonates exposed to SSRIs or serotonin
and norepinephrine reuptake inhibitors (SNRIs), late in the third trimester
have developed complications requiring prolonged hospitalization,
respiratory support, and tube feeding. Such complications can arise
immediately upon delivery. Reported clinical findings have included
respiratory distress, cyanosis, apnea, seizures, temperature instability,
feeding difficulty, vomiting, hypoglycemia, hypotonia, hypertonia,
hyperreflexia, tremor, jitteriness, irritability, and constant crying. These
features are consistent with either a direct toxic effect of SSRIs and
SNRIs or, possibly, a drug discontinuation syndrome. It should be noted
that, in some cases, the clinical picture is consistent with serotonin
syndrome [see Warnings and Precautions].

When treating pregnant women with Cymbalta during the third
trimester, the physician should carefully consider the potential risks and
benefits of treatment. The physician may consider tapering Cymbalta in
the third trimester.

Labor and Delivery—The effect of duloxetine on labor and delivery
in humans is unknown. Duloxetine should be used during labor and
delivery only if the potential benefit justifies the potential risk to
the fetus.

Nursing Mothers—Duloxetine is excreted into the milk of lactating
women. The estimated daily infant dose on a mg/kg basis is approximately
0.14% of the maternal dose. Because the safety of duloxetine in infants
is not known, nursing while on Cymbalta is not recommended.
However, if the physician determines that the benefit of duloxetine
therapy for the mother outweighs any potential risk to the infant, no
dosage adjustment is required as lactation did not influence duloxetine
pharmacokinetics.

Pediatric Use—Safety and effectiveness in the pediatric population
have not been established [see Boxed Warning and Warnings and
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Precautions]. Anyone considering the use of Cymbalta in a child or
adolescent must balance the potential risks with the clinical need.

Geriatric Use—Of the 2,418 patients in premarketing clinical studies
of Cymbalta for MDD, 5.9% (143) were 65 years of age or over. Of the
1,074 patients in the DPNP premarketing studies, 33% (357) were
65 years of age or over. Of the 1,761 patients in FM premarketing
studies, 7.9% (140) were 65 years of age or over. Premarketing
clinical studies of GAD did not include sufficient numbers of subjects
age 65 or over to determine whether they respond differently from
younger subjects. In the MDD and DPNP studies, no overall differences
in safety or effectiveness were observed between these subjects and
younger subjects, and other reported clinical experience has not
identified differences in responses between the elderly and younger
patients, but greater sensitivity of some older individuals cannot be
ruled out. SSRIs and SNRIs, including Cymbalta have been associated
with cases of clinically significant hyponatremia in elderly patients, who
may be at greater risk for this adverse event [see Warnings
and Precautions].

Gender—The half-life of duloxetine is similar in men and women.
Dosage adjustment based on gender is not necessary.

Smoking Status—Duloxetine bioavailability (AUC) appears to be
reduced by about one-third in smokers. Dosage modifications are
not recommended for smokers.

Race—No specific pharmacokinetic study was conducted to investigate
the effects of race.

Hepatic Insufficiency—/see Warnings and Precautions].

Severe Renal Impairment—/see Warnings and Precautions].

DRUG ABUSE AND DEPENDENCE: Abuse—In animal studies, duloxetine
did not demonstrate barbiturate-like (depressant) abuse potential. While
Cymbalta has not been systematically studied in humans for its potential
for abuse, there was no indication of drug-seeking behavior in the
clinical trials. However, it is not possible to predict on the basis of
premarketing experience the extent to which a CNS active drug will be
misused, diverted, and/or abused once marketed. Consequently,
physicians should carefully evaluate patients for a history of drug abuse
and follow such patients closely, observing them for signs of misuse or
abuse of Cymbalta (e.g., development of tolerance, incrementation
of dose, drug-seeking behavior).

Dependence—In drug dependence studies, duloxetine did not
demonstrate dependence producing potential in rats.

OVERDOSAGE: Signs and Symptoms—In postmarketing experience,
fatal outcomes have been reported for acute overdoses, primarily with
mixed overdoses, but also with duloxetine only, at doses as low as
1000 mg. Signs and symptoms of overdose (duloxetine alone or with
mixed drugs) included somnolence, coma, serotonin syndrome,
seizures, syncope, tachycardia, hypotension, hypertension, and vomiting.
Management of Overdose—There is no specific antidote to
Cymbalta, but if serotonin syndrome ensues, specific treatment (such
as with cyproheptadine and/or temperature control) may be considered.
In case of acute overdose, treatment should consist of those general
measures employed in the management of overdose with any drug.

NONCLINICAL TOXICOLOGY: Carcinogenesis, Mutagenesis, and
Impairment of Fertility—Carcinogenesis—Duloxetine was administered
in the diet to mice and rats for 2 years.

In female mice receiving duloxetine at 140 mg/kg/day (11 times the
maximum recommended human dose [MRHD, 60 mg/day] and 6 times
the human dose of 120 mg/day on a mg/m? basis), there was an
increased incidence of hepatocellular adenomas and carcinomas. The
no-effect dose was 50 mg/kg/day (4 times the MRHD and 2 times
the human dose of 120 mg/day on a mg/m? basis). Tumor incidence
was not increased in male mice receiving duloxetine at doses up to
100 mg/kg/day (8 times the MRHD and 4 times the human dose
of 120 mg/day on a mg/m? basis).

In rats, dietary doses of duloxetine up to 27 mg/kg/day in females
(4 times the MRHD and 2 times the human dose of 120 mg/day on a
mg/m? basis) and up to 36 mg/kg/day in males (6 times the MRHD and
3 times the human dose of 120 mg/day on a mg/m? basis) did not
increase the incidence of tumors.

Mutagenesis—Duloxetine was not mutagenic in the in viro bacterial
reverse mutation assay (Ames test) and was not clastogenic in an in
vivo chromosomal aberration test in mouse bone marrow cells.
Additionally, duloxetine was not genotoxic in an Jn vitro mammalian
forward gene mutation assay in mouse lymphoma cells or in an in vitro
unscheduled DNA synthesis (UDS) assay in primary rat hepatocytes,
and did not induce sister chromatid exchange in Chinese hamster bone
marrow in vivo.

Impairment of Fertility—Duloxetine administered orally to either male
or female rats prior to and throughout mating at doses up to 45 mg/kg/day
(7 times the maximum recommended human dose of 60 mg/day and
4 times the human dose of 120 mg/day on a mg/m? basis) did not alter
mating or fertility.

PATIENT COUNSELING INFORMATION: See FDA-approved Medication
Guide and Patient Counseling Information section of full PI.

Literature revised January 13, 2010

PV 7211 AMP

Eli Lilly and Company
Indianapolis, IN 46285, USA

www.Cymbalta.com
Copyright © 2010, Eli Lilly and Company. All rights reserved.

PV 7211 AMP

PRINTED IN USA

Cymbalta® (duloxetine hydrochloride)



1

resite

" foPum

How the AMA Is Working
To Secure Your Future

he AMA and its Resi-
T dent and Fellow Sec-
tion (RFS) metin San
Diego for five days in early
November and demon-
strated that the field of psy-
chiatry continues to have a
strong presence in the RES.
Among the psychiatry resi-
dents attending the meeting
were our current APA resi-
dent delegate, Paul O’Leary,
M.D., and Steve Koh, M.D.,
the APA alternate resident delegate and chair
of the APA Assembly Committee of Area
Members-in-Training Representatives.
The recent RFS meeting focused on
the AMA’s advocacy agenda, and there
was considerable discussion about how
the recent national election results might
change health care reform efforts on Capi-
tol Hill, particularly the outlook for imple-
mentation of the new health reform law. At
least partly at the urging of its student, res-
ident, and young physician members, the
AMA has shifted over the past five years
into being a strong advocate of coverage
for the uninsured, through a system much
like the one President Obama signed into
law. Unfortunately, the AMA’s resulting
support of federal health reform also pro-
voked anger from some of its members,
particularly in high-resource specialties
that could face tighter utilization review
and lower incomes.

Despite the criticisms, at this meeting
AMA leadership reaffirmed what psychi-
atrists have known for years: our country
cannot survive when our patients cannot
access even basic health services.

The AMA continues working to keep our
future practices viable, with renewed con-
gressional lobbying to end Medicare’s use of
the sustainable growth rate (SGR) to deter-
mine physician reimbursement (see page 1).
The SGR is a complex economic formula
that has led to threatened Medicare pay cuts
to all specialties of about 23 percent by the
end of this year. Even if you don’t treat Medi-
care patients, your hospital and your program
depend on Medicare revenues, and these cuts
would mean a massive decrease in the finan-
cial support available for medical education
and training. Your AMA delegation and the
RES are also working hard to restore Medi-
care payment for consultations (eliminated
earlier this year), an issue of serious concern
to psychiatrists.

On residency issues in particular, the
AMA Council on Medical Education
provided a report on its efforts to expand
access to economic-hardship and public-
service-based loan repayment programs,
on which many of us will depend if we
choose to work in academia or in the com-
munity mental health system. Sadly, with
massive federal budget cuts looming, espe-
cially in light of the Republican takeover

Kayla Pope, M.D., J.D., is APA's member-in-
training trustee, the Robert L. Stubblefield
AACAP resident member to the AMA, and a
clinical research fellow at NIMH and Chil-
dren’s National Medical Center.
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of the House of Representa-
tives, we are unlikely to see
major loan relief in the near
future.

Every AMA meeting also
includes a wide variety of
focused requests from pas-
sionate physician-advocates
nationwide. We debated
and adopted a report of the
Council on Ethical and Judi-
cial Affairs addressing physi-
cians’ use of social-network-
ing sites, the rescheduling of cannabis to
permit more research into its beneficial and
harmful effects, and routine HIV screen-
ing that does not require special consent.
An issue that received considerable atten-
tion was a resolution advocating for federal
recognition of same-sex civil marriages,
which was referred to the AMA Board of
Trustees for study (see page 4). APA has
already adopted a policy supporting the
right of same-sex couples to marry.

All of us who work with gay and lesbian
patients have seen how strongly they are
affected because our nation considers them
second-class citizens. A number of psychi-
atrists, including Drs. O’Leary and David
Fassler, made impassioned statements in
support of the resolution on same-sex mar-
riage rights, and it was a shining moment
for APA and for psychiatry.

The AMA meeting is also a venue for
residents to caucus with leaders of APA and
other psychiatric societies. Our biggest
question was: where are the jobs? Residents
in many parts of the country are having dif-
ficulty finding that firstjob, especially those
who do not want to start a solo practice.

In response, APA said it is work-
ing to improve its job bank, but we were
reminded that we have a much more
important resource: our district branch
(DB). If your department chair or pro-
fessors aren’t able to help with your job
search, your DB’s leadership is made up of
psychiatrists who know their local com-
munity and can give you a helping hand.
Most DBs meet every month and welcome
residents to their meetings—drop them an
e-mail and start networking!

Finally, all of us from the APA mem-
ber-in-training leadership want to thank
those of you who have gone the extra mile
and become members of both APA and the
AMA. As the only organization in which
all of medicine speaks with one voice, the
AMA is the strongest advocate for improv-
ing the quality of our training, our lives,
and our careers. When you join AMA,
we as psychiatrists get more representa-
tion and a stronger ability to carry your
issues forward, and the organization gets
the funding it needs to solve those issues.
Many of you face financial difficulties, and
it is not easy to pay your dues each year.
Still, every time you do so, you are making
a solid investment in your own future and
ensuring thatyou will be respected, heard,
and fairly compensated.

When the AMA asks for your support,
please join or renew—we need your help to
secure psychiatry’s future! H
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Innovative MH Programs Win
APA Achievement Awards

PA presented its annual Psy-
chiatric Services Achieve-
ment Awards at the 2010
Institute on Psychiatric
Services in Boston in Octo-
ber to innovative programs that deliver
services to mentally ill or disabled persons,
have overcome obstacles, and can serve as
models for other programs. The award
competition was supported by Pfizer Inc.
The awards have been given since 1949.
Following a video shown at the Open-
ing Session about the Achievement Awards
program and the 2010 winning programs,
the awards were presented by Jill Wil-
liams, M.D., chair of the Achievement
Awards Committee. All winning pro-
grams participated in a workshop at the
institute highlighting their unique efforts.
Two Gold Award winners each received
a $10,000 check and a plaque. Silver and
Bronze Award winners were presented
with a $7,500 and $5,000 check, respec-
tively, and a plaque.

Gold Achievement Awards

¢ St. Bernard Family Resiliency Project
of the Louisiana State University Health
Sciences Center’s Department of Psychia-
try in New Orleans won in the category of

Mary Ward is a staff member of APA's Office
of Healthcare Systems and Financing.

BY MARY WARD

academically or institutionally sponsored
programs. The program was recognized
for successful integration of mental health
services into the school system and youth
leadership and community outreach for
children and families recovering from the
traumatic effects of Hurricane Katrina.
Howard Osofsky, M.D., program direc-
tor, and Joy Osofsky, Ph.D., program co-
director, accepted the award.

¢ The DIAMOND Program (Depres-
sion Improvement Across Minnesota,
Offering a New Direction) of the Insti-
tute for Clinical Systems Improve-
ment won the Gold Award for commu-
nity-based programs. The award was
accepted by Pam Pietruszewski, M.A.,
Michael Trangle, M.D., and Mark Wil-
liams, M.D.

The program was recognized for its
innovative, evidence-based collaborative
treatment model, which integrates psy-
chiatric consultation and care manage-
ment into the treatment of major depres-
sion in primary care clinics.

Silver Achievement Award

* The Project for Psychiatric OQutreach
to the Homeless of the Center for Urban
Community Services in New York City
was recognized for its efforts and inno-
vative approaches to bringing psychiat-

— _ =

Seated, from left: Jill Williams, M.D., chair, Achievement Awards Committee; Linda Bueno, Ameri-
can Psychiatric Foundation; Pam Pietruszewski, the DIAMOND Program; llise Lombardo, M.D.,
Pfizer Inc.; Beatrice Kovasznay, M.D., Ph.D., Achievement Awards Committee. Second row, from
left: Mary Ward, APA; Van Yu, M.D., Project for Psychiatric Outreach to the Homeless; Howard
0Osofsky, M.D., and Joy Osofsky, Ph.D., St. Bernard Family Resiliency Project; Michael Trangle,
M.D., the DIAMOND Program; James Tew, M.D., Behavioral Health Laboratory at Philadelphia

and Pittsburgh VA Medical Centers; Mark Williams, M.D., the DIAMOND Program; Johanna Klaus,
Ph.D., Behavioral Health Laboratory at Philadelphia and Pittsburgh VA Medical Centers; and
Gerard Gallucci, M.D., Achievement Awards Committee.

ric treatment services to homeless adults
and individuals living in supportive hous-
ing. Van Yu, M.D., director of the center,
accepted the award.

Bronze Achievement Award

* The Behavioral Health Laboratory at
the Philadelphia and Pittsburgh Veter-
ans Affairs Medical Centers in Pennsyl-
vania received the Bronze Award in recog-
nition of its leadership in the dissemination
of psychiatric expertise and evidence-based
behavioral health management in primary

care settings. The award was accepted by
Johanna Klaus, Ph.D., and James Tew, M.D.

More information about the 2010
winners can be accessed at <http://
ps.psychiatryonline.org/content/vol61/
issuel O/index.dtl> by scrolling down to
“APA Achievement Awards.” A video
about the winning programs is posted at
<www.psych.org/achievementawards>.
Information about the 2011 competition
is available from Mary Ward at (202)
907-8592 or mward@psych.org. B

Screening Mandate Will Be Boon
To Early Mental lliness Detection

Private insurers and many Medicaid plans will be required to cover the
cost of screening beneficiaries for psychiatric iliness, which is expected to
decrease the number of individuals whose mental illness goes undetected.

creening for psychiatric illness in
S adults and children nationwide is

expected to increase as coverage
mandates in the new health care law for
both private and public insurance pro-
grams go into effect over the next few
years. And thatincrease could help cut the
rates of untreated mental illness, said men-
tal health advocates.

Supporters of increased access to mental
health care gathered for a Capitol Hill brief-
ingin November to hail the expected benefits
of the health care reform law. Those benefits
came via provisions that include a require-
ment that all health insurance plans par-
ticipating in the new state health insurance
exchanges—planned for launch by 2014—
cover services recommended by the U.S.
Preventive Services Task Force (USPSTF),
the Advisory Committee of Immunization
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Practices at the Centers for Disease Control
and Prevention, and the Health Resources and
Services Administration.

Among the recommendations are an
annual depression screening for all youth
aged 12 to 18 and depression screenings
for adults “when staff-assisted depression
care supports are in place to ensure accu-
rate diagnosis, effective treatment, and
follow-up,” according to the USPSTF.

Importantly, the law mandates that
all insurance plans that were issued after
September cover 100 percent of the cost
of preventive care, including mental health
screenings, when they are offered by in-
network providers.

These coverage requirements serve
only as a floor, and thus more-generous
screening coverage requirements estab-
lished in some states could remain in place.

Credit: Rich Daly

Rep. Doris Matsui (D-Calif.) describes her
efforts to include insurance coverage require-
ments for prevention services under the health
care reform legislation enacted in March. She
spoke at a briefing on Capitol Hill in November.

“There are too many people who do
not receive the care they need,” said Rep.
Doris Matsui (D-Calif.) at the Novem-
ber briefing, which was sponsored by the
TeenScreen National Center for Mental
Health Checkups at Columbia University.
“This law will help address that.”

As a member of one of the committees
that wrote the House version of the health
care legislation, Matsui advocated for the
inclusion of preventive care and “wellness
provisions.”

Alsoincluded in the law was an expansion
of the federal Medicaid Early and Periodic
Screening, Diagnostic, and Treatment ben-
efit, which includes a mental health assess-
ment as part of its covered well-child vis-
its. Many Medicaid plans are required to
offer such assessments to comply with the
requirements of the federal insurance parity
law enacted in 2008. The parity law requires
most private insurers to offer the same level
of coverage for screening, diagnosis, and
treatment of psychiatric disorders as they do
for other types of medical conditions.

Researchers and public-health policy-
makers have long touted the benefits of
mental health screening, including that
for substance use disorders, in primary
care, which is the only medical point of
contact for the vast majority of the popu-
lation. They maintain that routine screen-
ing for mental illness is the most effective
way to lower the rate of untreated men-
tal illness, which in 2009 stood at 62 per-
cent of people with symptoms of such ill-
ness, according to a Substance Abuse and
Mental Health Services Administration

Dplease see Screening on page 28
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Health Reform Opponents May
Undo MH Access Expansion

Efforts to thwart threats to health care reform provisions that benefit
people with mental illness could be complicated by the law’s unpopularity
and potential problems with its implementation.

public that is still split over
the Democrat-led health
care law and the increase
in Republican members of
Congress after the Novem-
ber elections could endanger provisions of
the law that benefit people with psychiat-
ric disorders, say mental health advocates.

These advocates, including APA, are
nervously watching congressional Repub-
licans for indications of how they will target
the wide-ranging health care law enacted in
March. Since the bill passed without sup-
port from any Republicans in Congress,
members of that party have declared their
intent to “repeal and replace” the law with
more limited “market-based reforms.”

Mental health advocates are especially
concerned that provisions considered criti-
cal to expanding access to treatment for
people with mental illness will be those
targeted for repeal.

“Regardless of the party in charge in
Congress or media narrative, APA is always
concerned about defending the advances
in mental health treatment and coverage
that have been enacted into law,” said Mat-
thew Sturm, an associate director of APA’s
Department of Government Relations, in
an interview with Psychiatric News.

Beyond Republicans’ announced inten-
tions to target some or all of the law for
repeal, supporters of various provisions of
the law are concerned that their efforts to
protect it could be complicated by prob-
lems such as insurers’ dropping coverage
for certain populations. Several insurers
have dropped their individual, child-only,
or Medicare Advantage policies, including
Harvard Pilgrim Health Care in New Eng-
land, which ended its Medicare Advantage
plan for 22,000 seniors over concerns about
“the long-term viability” of the plan in light
of the health care law’s changes.

Additionally, the Kaiser Family Foun-
dation’s September tracking poll of public
opinion found likely voters equally divided
at about 45 percent each on whether they
supported or opposed the law, percent-
ages that have changed little in the past
sixmonths. The poll results have been dis-
appointing to President Obama and con-
gressional leaders who were hopeful that
the legislation would quickly gain popu-
larity after its passage.

The law’s defenders also face challenges
from unexpected implementation compli-
cations. For instance, about 30 compa-
nies providing limited-coverage policies
to 1 million employees have received one-
year exemptions from the Department of
Health and Human Services to the law’s
coverage mandates after the companies
found their policies would not meet the
law’s minimum coverage requirements.
The exemptions angered health care
reform advocates who were concerned that
the move weakened the law.

BY RICH DALY

These factors could feed Republican
efforts to push through repeals of some
provisions of the law—possibly even with
the support of some Democrats, according
to advocates.

Short of a repeal of the entire health
care law, it remains unclear what provisions
the GOP will target first. One of the most
likely approaches could entail cutting off
funding for the federal agencies or depart-
ments, such as Health and Human Services,
that are responsible for implementing the
law’s provisions, according to advocates.
Such a move worries advocates because it
could affect the implementation of the law’s
state-based insurance exchanges—or mar-
ketplaces—which require participating
insurers to provide mental health care cov-
erage at parity with that for other types of
medical care.

Republicans would likely have the sup-
port of insurers if they moved to roll back
the requirement for parity coverage within
those state exchanges, said Andrew Sper-
ling, director of federal legislative advo-
cacy for the National Alliance on Men-
tal Illness, in an interview with Psychiatric
News. Insurers have long opposed various
parity-law requirements over concerns
that they will raise the cost of the policies
that the companies sell.

The best indication of other likely
Republican targets in the health law
may be provisions they have already tar-
geted for repeal in the current Congress.
For instance, in September the Senate
came within four votes of approving an
amendment to tax legislation that would
have eliminated funding for the federal
health care law’s $11 billion Prevention and
Public Health Fund. The fund was needed,
according to a letter APA and other health
care advocates sent to members of Con-
gress, to pay for local health departments’
illness-prevention programs, such as those
that provide immunizations.

The nonprofit Center on Budget and
Policy Priorities estimated that the amend-
ment would have cut the number of people
gaining insurance under the law by 2 mil-
lion and would have increased premiums
by as much as 4 percent for people with
coverage through the new health insur-
ance exchanges—due to the smaller num-
ber of healthy people being included in
insurance pools.

Another likely target for Republican
repeal efforts is the Community Living
Assistance Services and Supports (CLASS)
Act, avoluntary long-term-care insurance
program that will provide cash benefits to
help cover the cost of nursing-home care, a
home-care attendant, equipment and sup-
plies, and home improvements to aid dis-
abled beneficiaries. Mental health advo-
cates said the program is needed to keep
the soaring cost of long-term services

please see Health Reform on page 28
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APA Backs Order for
Major Prisoner Release

APA’s amicus brief urges the Supreme Court to order California to cut its
prison population dramatically to provide the mental health treatment that
many inmates need but do not receive.

wo decades of legal fights

over California’s treat-

ment of prisoners with

mental illness reached the

Supreme Court this year
when the Court agreed to review the cen-
tral issue of prison overcrowding.

The case has drawn amicus briefs from
APA and other mental health organiza-
tions and advocacy groups, which view
overcrowded prison populations nation-
wide as one of the biggest barriers to the
provision of quality mental health care for
prisoners with mental illness.

APA and other groups in the mental
health field filed their amicus brief at the
beginning of November in support of a
lower federal court’s ruling that Califor-
nia must release more than 38,000 inmates
from a state system thatis at twice its capac-
ity so that the state can provide mental and
other types of medical care to which pris-
oners are entitled under Supreme Court
interpretations of the U.S. Constitution’s
protections from “cruel and unusual pun-
ishments.”

California opposes the lower-court
order on the basis that the overcrowd-
ing issue is beyond the mandate of the
three-judge panel that issued it and that
has provided oversight of medical reforms
(including the extent of and manner in
which mental health care is provided) in
the state’s prison system.

The Supreme Court review of the case,
Schwarzenegger v. Plata, follows hearing
20 years of California lawsuits by inmates’
advocates seeking improved mental and
other types of health care. The Court
heard arguments in the case on Novem-
ber 30.

The Court’s eventual ruling on the
overcrowding issue is critical to prisoner
health, according to mental health advo-
cates, and is potentially precedent-setting
for prisons across the nation.

“The key [issue] is the extent and
impact of overcrowding on the mental
health care of prisoners,” said Paul Appel-
baum, M.D., a past president of APA and a
member and former chair of APA’s Coun-
cil on Psychiatry and Law, in an interview
with Psychiatric News. APA’s amicus brief,
he said, outlines the extent to which over-
crowding is “the prime negative factor for
mental health delivery.”

Overcrowding has undercut the deliv-
ery of mental health care in the Califor-
nia penal system, according to the amicus
brief, resulting in inadequate medication
management, poor access to clinicians,
lack of suicide prevention programs, defi-
ciencies in medical-record keeping, and
other problems. Appelbaum and others
noted that the inmate population is too
large to recruit enough clinicians to pro-
vide quality care, given budget constraints.

Additionally, the amicus brief cited
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research and clinical knowledge of mental ill-
ness factors showing that prison overcrowd-
ing can exacerbate existing mental illness.

Treatment Requirements Lacking

“Clinical experience supports the con-
clusion that crowding may create pervasive
and intractable problems for the provi-
sion of minimally adequate mental health
care,” the brief states. “To ensure that pris-
oners are evaluated for mental illness and
afforded minimally adequate treatment,
there must be sufficient clinical staff, space
in which to provide treatmentand perform
screening and clinical evaluations, and
clinical facilities to accommodate inmates
requiring higher levels of care.”

Such overcrowding, which necessitates
the use of gyms and community rooms
as dormitories, has additional negative
effects on inmates’ mental health. The
unavailability of gyms and community
rooms for their designed purposes and
the lack of proper sleeping facilities pre-
vent activities needed to help keep pris-
oners mentally healthy, including proper

16V

sleep, exercise, and vocational activities,
Lewis Bossing, a senior staff attorney at
the Bazelon Center, told Psychiatric News.

APA was joined in its brief by the Cali-
fornia Psychiatric Association, American
Psychological Association, California Psy-
chological Association, American Acad-
emy of Psychiatry and the Law, Forensic
Mental Health Association of California,
National Alliance on Mental Illness, and
Bazelon Center for Mental Health Law.

“We thought it was important to
remind everyone that there is a constitu-
tional standard for mental health care,”
Bossing said.

Despite a federal court takeover of the
supervision of California’s prisoner health
care system in the 1990s and successive
increases in clinical staff and treatment
facilities, the state has been overwhelmed
by a “tidal wave” of new prisoners in the
last 15 years, Appelbaum said. An increase
in the prison population was accompa-
nied by a flood of inmates with mental ill-
ness, including up to 18,000 such inmates
in 1995 and 34,000 in 2008, according to
state estimates.

Law Said Judges Can Intervene

Such burgeoning prisoner popula-
tions nationwide led to the Prison Liti-
gation Reform Act (PL 104-134), which
was enacted in 1996 and authorized pan-
els of federal judges to issue prisoner-
release orders in state prison systems but
only when prison overcrowding is the
primary cause of a violation of a consti-
tutional right and when no other action

will correct the problem.

A three-judge in California ruled in
January that although prison overcrowd-
ing was not the only cause of the constitu-
tional violations, it was the primary cause
of a lack of constitutionally adequate
mental and general health care. The panel
of judges concluded that reforms of the
prison health care system were impossi-
ble until the overcrowding was addressed.
They ordered California to cut its prison
population within two years from 200
percent of its design capacity to 137.5
percent, which would require the early
release of up to 46,000 inmates.

The California prison system popula-
tion is currently 165,000, though it was
designed to house only 80,000.

Any long-term solution to the conflict
between the needs of burgeoning prison
populations and the needs of inmates with
psychiatric disorders, Bossing said, will
have to include aggressive jail-diversion
programs and other treatment interven-
tions for those who are arrested. Oth-
erwise large numbers of people with
untreated psychiatric conditions will
continue to add to the overcrowding and
aggravate the problems of prisons’ already
inadequate treatment system.

The APA amicus brief in Schwar-
zenegger v. Plata is posted at <www.
abanet.org/publiced/preview/briefs/
pdfs/09-10/09-1233_AppelleeAmCu9
MentalHealthGrps.pdf>. More informa-
tion onthe caseispostedat <www.scotusblog.
com/case-files/cases/schwarzenegger-v-
platas>. B

Insurance Mandate

continued from page 4

doctors or patients, but did provide mean-
ingful insurance reform—especially guar-
anteed issue and an end to discrimination
based on preexisting conditions.

“Though we need these reforms to pro-
tect our patients, they also create an incen-
tive to delay purchasing private insurance
until they become sick,” Eiting testi-
fied. “An individual mandate is the safe-
guard that prevents this from happening.
It ensures that healthy people contribute
to the pool so they can get the care they
need when they become sick. Without a
mandate, healthy people opt out of cov-
erage, leaving a pool of only sick people.
This drives up costs of insurance, creat-
ing a greater incentive for more healthy
people to opt out, eventually creating a
death spiral.

“My fear is that without an individ-
ual mandate, private insurance will go
away. We already see this happening with
BlueCross BlueShield in Oregon, where
they have stopped writing policies for
child-only coverage,” Eiting said. “We
cannot have a system that drives insurance
companies to deny coverage to the sickest
people who need it the most.”

Even more indicative of divisions
within the House of Delegates was pro-
tracted debate on a resolution written by
the Medical Student Section that would
have, if approved, called on the AMA to
recognize that denial of civil marriage to
same-sex couples contributes to health

care disparities among gay and lesbian
individuals and to support the repeal of the
Defense of Marriage Act (DOMA).

The resolution received the vocal sup-
port of members of the Section Council
on Psychiatry who noted that APA has a
policy supporting civil marriage. But most
striking was the virtually unanimous sup-
port for the resolution among the youngest
members of the House of Delegates, who
have brought to the AMA a keen interest
in public health and social-justice issues.

“Same-sex couples form long-term,
healthy, and satisfying relationships simi-
lar to those of heterosexual couples,” said
psychiatrist Paul O’Leary, M.D., a dele-
gate from the Resident and Fellow Section.
He added that there are advantages to civil
marriage—emotional, physical, and eco-
nomic—that accrue to parents and chil-
dren of same-sex couples.

But a number of physicians said they
believed support of civil marriage is a
social and political issue, not a medical
one, that is divisive within American soci-
ety generally and within the House of Del-
egates.

The influence on the debate of the
recent Republican sweep to victory in mid-
term Congressional elections—which
occurred just four days prior to the meet-
ing of the AMA delegates—was evident in
remarks made by Madelyne Butler, M.D.,
president of the Florida Medical Associa-
tion.

She said the AMA would need Repub-
lican support for the Medicare Patient
Empowerment Act, an AMA-sponsored

bill allowing Medicare patients to keep
their benefits when they contract privately
with a physician of their choice. (Under
current regulations, the only way phy-
sicians can negotiate a separate fee is by
formally “opting out” of Medicare, which
removes the physician from Medicare for
two years and necessitates each patient’s
signing a statement acknowledging that
he or she cannot be reimbursed by Medi-
care for services provided by that physi-
cian. The AMA-sponsored bill would
allow physicians and patients to contract
privately with each other for a fee different
from the Medicare fee, while still allow-
ing patients to use Medicare benefits for
partial reimbursement. With little or no
debate at all, delegates at the San Diego
meeting approved a resolution calling on
the AMA to “commit to a well-funded
and top-priority legislative and grassroots
campaign” to ensure passage of the bill.)

But Butler said support for civil mar-
riage and repeal of DOMA by the House of
Delegates would dominate headlines and
jeopardize Congressional support for the
private-contracting bill.

“This will be a headline item if we pass
this resolution,” she told delegates dur-
ing reference committee hearings on the
civil-marriage resolution. “It will alienate
our patients, and it will alienate the new
Republican majority that has taken over
the House [of Representatives]. I would
not want it put forth that this is the major
issue facing medicine today or trumpeted
in the newspapers that this is the only
thing we have done at this meeting.” W



Treat your patients with

the demonstrated efficacy
of LEXAPRO™

In adults with MDD and Generalized
Anxiety Disorder (GAD)"

In adolescents aged 12 to 17 with
Major Depressive Disorder (MDD)'

Lexapro

escitalopram ~oxalate

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.



See the effect of LEXAPRO

Proven efficacy in MDD In
adolescents aged 12to 17,*

and in MDD and GAD in adults'”

There is no generic
available for LEXAPRO

e Significantly improved MDD
symptoms in adolescents?

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.

IMPORTANT SAFETY INFORMATION (continued)

Warnings and Precautions
e All patients treated with antidepressants should be

Contraindications
e L exaproiscontraindicatedin patients takingmonoamine

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

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

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



e Significantly higher rates of response and remission
vs placebo in MDD and GAD in adults*?

e 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 MAQIs).
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

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

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

-
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LEXAPRO: Proven efficacy in MDD in adolescents
aged 12 to 17, and in MDD and GAD in adults™®

Warnings and Precautions (continued)
e SSRIs (including Lexapro) and SNRIs may increase

Adverse Reactions

In clinical trials of MDD, the most commmon adverse

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

In clinicaltrials 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.

References: 1. LEXAPRO [package insert]. St. Louis, Mo: Forest Pharmaceuticals, Inc.; 2009.
2. Emslie GJ, Ventura D, Korotzer A, Tourkodimitris S. Escitalopram in the treatment of adolescent
depression: a randomized placebo-controlled multisite trial. J Am Acad Child Adolesc Psychiatry.
2009;48:721-729. 3. Burke WJ, Gergel |, Bose A. Fixed-dose trial of the single isomer SSRI escitalopram
in depressed outpatients. J Clin Psychiatry. 2002;63:331-336. 4. Davidson JRT, Bose A, Korotzer A,
Zheng H. Escitalopram in the treatment of generalized anxiety disorder: double-blind, placebo
controlled, flexible dose study. Depress Anxiety. 2004;19:234-240. 5. Wade A, Lemming OM, Hedegaard KB.
Escitalopram 10 mg/day is effective and well tolerated in a placebo-controlled study in depression
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LEXAPRO® (escitalopram oxalate) TABLETS/ORAL SOLUTION
Brief Summary: For details, please see full Prescribing Information for Lexapro.
WARNINGS: SUICIDALITY AND ANTIDEPRESSANT DRUGS

the risk to placebo of suicidal thinking and behavior (suicidality) in
children, adolescents, and young adults in short-term studies of major depressive disorder (MDD) and

Rx Only

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

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

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 nareglvers should be advised of the need for close observation and communication with the
i Lexapro is not app for use in pediatric patients less than 12 years of age. [See Warnlnys

and Precautions: Clinical Worsening and Suicide Risk, Patient C for
Patients, and Used in Specific Populations: Pediatric Use].
INDICATIONS AND USAGE: Major Depressive Disorder-Lexapro (escitalopram) is indicated for the acute
and maintenance treatment of major depressive disorder in adults and in adolescents 12 to 17 years of age
[see Clinical Studies]. A major depressive episode (DSM-1V) implies a prominent and relatively persistent
(nearly every day for at least 2 weeks) depressed or dysphoric mood that usually interferes with daily func-
tioning, and includes at least five of the following nine symptoms: depressed mood, loss of interest in usual
activities, significant change in weight and/or appetite, insomnia or hypersomnia, psychomotor agitation or
retardation, increased fatigue, feelings of guilt or worthlessness, slowed thinking or impaired concentration,
a suicide attempt or suicidal ideation. Generalized Anxiety Disorder-Lexapro is indicated for the acute treat-
ment of Generalized Anxiety Disorder (GAD) in adults [see Clinical Studies]. Generalized Anxiety Disorder
(DSM-1V) is characterized by excessive anxiety and worry (apprehensive expectation) that is persistent for
at least 6 months and which the person finds difficult to control. It must be associated with at least 3 of
the following symptoms: restlessness or feeling keyed up or on edge, being easily fatigued, difficulty
concentrating or mind going blank, irritability, muscle tension, and sleep disturbance.
CONTRAINDICATIONS: Monoamine oxidase inhibitors (MAOIs)-Concomitant use in patients taking
monoamine oxidase inhibitors (MAQIs) is contraindicated [see Warnings and Precaut/ans] Pimozide-
Concomitant use in patients taking pimozide is contraindicated [see Drug itivity to
escitalopram or citalopram-Lexapro is contraindicated in patients with a hypersensmvny 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 antidepressants compared
to placebo in adults aged 65 and older. The pooled analyses of placebo-controlled trials in children and
adolescents with MDD, obsessive compulsive disorder (OCD), or other psychiatric disorders included a total
of 24 short-term trials of 9 antidepressant drugs in over 4400 patients. The pooled analyses of placebo-
controlled trials in adults with MDD or other psychiatric disorders included a total of 295 short-term trials
(median duration of 2 months) of 11 antidepressant drugs in over 77,000 patients. There was considerable
variation in risk of suicidality among drugs, but a tendency toward an increase in the younger patients for
almost all drugs studied. There were differences in absolute risk of suicidality across the different indications,
with the highest incidence in MDD. The risk differences (drug vs. placebo), however, were relatively stable
within age strata and across indications. These risk differences (drug-placebo difference in the number of
cases of suicidality per 1000 patients treated) are provided in Table 1.
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No suicides occurred in any of the pediatric trials. There were suicides in the adult trials, but the
number was not sufficient to reach any conclusion about drug effect on suicide. It is unknown whether the
suicidality risk extends to longer-term use, i.e., beyond several months. However, there is substantial evi-
dence from placebo-controlled maintenance trials in adults with depression that the use of antidepressants
can delay the recurrence of depression. All patients being treated with antidepressants for any indication
should be monitored appropriately and observed closely for clinical worsening, suicidality, and unusual
changes in behavior, especially during the initial few months of a course of drug therapy, or at times of dose
changes, either increases or decreases. The following symptoms, anxiety, agitation, panic attacks, insomnia,
irritability, hostility, aggressiveness, impulsivity, akathisia (psychomotor restlessness), hypomania, and
mania, have been reported in adult and pediatric patients being treated with antidepressants for major
depressive disorder as well as for other indications, both psychiatric and nonpsychiatric. Although a causal
link between the emergence of such symptoms and either the worsening of depression and/or the emergence
of suicidal impulses has not been established, there is concern that such symptoms may represent precur-
sors to emerging suicidality. Consideration should be given to changing the therapeutic regimen, including
possibly discontinuing the medication, in patients whose depression is persistently worse, or who are expe-
riencing emergent suicidality or symptoms that might be precursors to worsening depression or suicidality,
especially if these symptoms are severe, abrupt in onset, or were not part of the patient’s presenting symp-
toms. If the decision has been made to discontinue treatment, medication should be tapered, as rapidly as is
feasible, but with recognition that abrupt discontinuation can be associated with certain symptoms [see
Dosage and Administration). Families and caregivers of patients being treated with antidepressants for major
depressive disorder or other indications, both psychiatric and nonpsychiatric, should be alerted about the
need to monitor patients for the emergence of agitation, irritability, unusual changes in behavior, and the
other symptoms described above, as well as the emergence of suicidality, and to report such symptoms
immediately to health care providers. Such monitoring should include daily observation by families and
caregivers [see also Patient Counseling Information]. Prescriptions for Lexapro should be written for the
smallest quantity of tablets consistent with good patient management, in order to reduce the risk of over-
dose. Screening Patients for Bipolar Disorder-A major depressive episode may be the initial presentation of
bipolar disorder. It is generally believed (though not established in controlled trials) that treating such an
episode with an antidepressant alone may increase the likelihood of precipitation of a mixed/manic episode
in patients at risk for bipolar disorder. Whether any of the symptoms described above represent such a
conversion is unknown. However, prior to initiating treatment with an antidepressant, patients with depres-
sive symptoms should be adequately screened to determine if they are at risk for bipolar disorder; such
screening should include a detailed psychiatric history, including a family history of suicide, bipolar disorder,
and depression. It should be noted that Lexapro is not approved for use in treating bipolar depression.

or M Syndrome (NMS)-like Reactions-The development of
a potentially life- -threatening serotonin syndrome or Neuroleptic Malignant Syndrome (NMS)-like reactions
have been reported with SNRIs and SSRIs alone, including Lexapro treatment, but particularly with concomi-
tant use of serotonergic drugs (including triptans) with drugs which impair metabolism of serotonin
(including MAQIs), or with antipsychotics or other dopamine antagonists. Serotonin syndrome symptoms
may include mental status changes (e.g., agitation, hallucinations, coma), autonomic instability (e.g., tachy-
cardia, labile blood pressure, hyperthermia), neuromuscular aberrations (e.qg., hyperreflexia, incoordination)
and/or gastrointestinal symptoms (e.g., nausea, vomiting, diarrhea). Serotonin syndrome, in its most severe
form can resemble neuroleptic malignant syndrome, which includes hyperthermia, muscle rigidity, autonomic
instability with possible rapid fluctuation of vital signs, and mental status changes. Patients should be moni-
tored for the emergence of serotonin syndrome or NMS-like signs and symptoms. The concomitant use of
Lexapro with MAQIs intended to treat depression is contraindicated. If concomitant treatment of Lexapro with
a 5-hydroxytryptamine receptor agonist (triptan) is clinically warranted, careful observation of the patient is
advised, particularly during treatment initiation and dose increases. The concomitant use of Lexapro with sero-

ion is recc ded 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 malor depressnve dlsorder Lexapro should be introduced with care in patients
with a history of seizure disorder. Acti ia-In placebo-controlled trials of Lexapro in
major depressive disorder, activation of manla/hypomama 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 Iliness-Clinical experience with
Lexapro in patients with certain concomitant systemic illnesses is limited. Caution is advisable in using
Lexapro in patients with diseases or conditions that produce altered metabolism or 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 A k jon]. Because esci am 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 patlems [see Dosage and Administration). Potential for
wi ine Oxidase Inhi In patients receiving serotonin reuptake inhibitor drugs in
combination with a monoamine oxidase inhibitor (MAOI), there have been reports of serious, sometimes




fatal, reactions including hyperthermia, rigidity, myoclonus, autonomic instability with possible rapid fluctu-
ations of vital signs, and mental status changes that include extreme agitation progressing to delirium and
coma. These reactions have also been reported in patients who have recently discontinued SSRI treatment
and have been started on an MAOI. Some cases presented with features resembling neuroleptic malignant
syndrome. Furthermore, limited animal data on the effects of combined use of SSRIs and MAOIs suggest
that these drugs may act synergistically to elevate blood pressure and evoke behavioral excitation. Therefore,
it is reccommended 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%). Incii of Adverse ions in Placebo 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.

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.

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

ation of racemic citalopram (titrated to 40 mg/day for 28 days) and the CYP3A4 substrate
triazolam (single dose of 0.25 mg) did not significantly affect the pharmacokinetics of either citalopram or
triazolam. Ketoconazole-Combined administration of racemic citalopram (40 mg) and ketoconazole
(200 mg), a potent CYP3A4 inhibitor, decreased the Cy,, and AUC of ketoconazole by 21% and 10%,
respectively, and did not significantly affect the pharmacoklnetlcs of citalopram. Ritonavir-Combined admin-
istration of a single dose of ritonavir (600 mg), both a CYP3A4 substrate and a potent inhibitor of CYP3A4,
and escitalopram (20 mg) did not affect the pharmacokinetics of either ritonavir or escitalopram. CYP3A4
and -2C19 Inhibitors-/n vitro studies indicated that CYP3A4 and -2C19 are the primary enzymes involved in
the 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-/n vitro studies did not reveal
an inhibitory effect of escitalopram on CYP2D6. In addition, steady state levels of racemic citalopram were
not significantly different in poor metabolizers and extensive CYP2D6 metabolizers after multiple-dose

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

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

TABLE 5
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

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

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

Pi jons]. The concomitant use of Lexapro with other SSRIs, SNRIs or tryptophan is not recommended.
Triptans-There have been rare postmarketing reports of serotonin syndrome with use of an SSRI and a
triptan. If concomitant treatment of Lexapro with a triptan is clinically warranted, careful observation of
the patient |s advised, particularly during treatment initiation and dose increases [see Warnings and
Pi ]. CNS Drugs Given the primary CNS effects of escitalopram, caution should be used when it is

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

and Warnings and Pr ]. Drugs That With (NSAIDs,
Aspirin, Warfarin, etc.)-Serotonin release by platelets plays an important role in hemostasis.
Epidemiological studies of the case-control and cohort design that have demonstrated an association
between use of psychotropic drugs that interfere with serotonin reuptake and the occurrence of upper
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
x 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 C,,,, of pimozide.
The

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

Dry Mouth 9% 5%

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

Headache 24% 17%

Paresthesia 2% 1%
Gastroi Disorders

Nausea 18% 8%

D|arrhea 8% 6%

Cc i 5% 4%

Indigestion 3% 2%

Vomiting 3% 1%

Abdominal Pain 2% 1%

Flatulence 2% 1%

Toothache 2% 0% 506 C
General

Fatigue 8% 2%

Influenza-like Symptoms 5% 4%
M System Disorder

Neck/Shoulder Pain 3% 1%
Psychiatric Disorders

Somnolence 13% 7%

Insomnia 12% 6% citalopram AUC and Cp,

Libido Decreased 7% 2%

Dreaming Abnormal 3% 2%

Appetite Decreased 3% 1%

Lethargy 3% 1%

p y System Disorders

Yawning 2% 1%
Urogenital

Ejaculation DisorderT-2 14% 2%

Anorgasmia3 6% 1%

Menstrual Disorder 2% 1%

1ananly 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).

ism 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

ation of citalopram, suggesting that coadministration, with escitalopram, of a drug that inhibits
CYP2D6, is unlikely to have clinically significant effects on escnalopram 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 Gy, 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 Gy, and 82% increase in AUC of the beta-
adrenergic blocker metoprolol (given in a single dose of 100 mg). Fncreased metoprolol plasma levels have
been associated with decreased cardioselectivity. Coadministration of Lexapro and metoprolol had no
clinically significant effects on blood pressure or heart rate. Electroconvulsive Therapy (ECT)-There are no
clinical studies of the combined use of ECT and escitalopram.
USE IN SPECIFIC POPULATIONS: Pregnancy; Pregnancy Category C-In a rat embryo/fetal development
study, oral administration of escitalopram (56, 112, or 150 mg/kg/day) to pregnant animals during the
period of organogenesis resulted in decreased fetal body weight and associated delays in ossification at the
two higher doses (approximately = 56 times the maximum recommended human dose [MRHD] of 20 mg/day
on a body surface area [mg/m2] basis). Maternal toxicity (clinical signs and decreased body weight gain and
food consumption), mild at 56 mg/kg/day, was present at all dose levels. The developmental no-effect dose
of 56 mg/kg/day is approximately 28 times the MRHD on a mg/m?2 basis. No teratogenicity was observed at
any of the doses tested (as high as 75 times the MRHD on a mg/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 malntenance efficacy in adolescent patients with Major
Depressive Disorder has not been sy m efficacy can be extrapolated from
adult data along with comparisons of escitalopram pharmacoklnenc parameters in adults and adolescent
patients. Safety and effectiveness of Lexapro has not been established in pediatric patients less than 18 years
of age with Generalized Anxiety Disorder. Geriatric Use-Approximately 6% of the 1144 patients receiving
escitalopram in controlled trials of Lexapro in major depressive disorder and GAD were 60 years of age or
older; elderly patients in these trials received daily doses of Lexapro between 10 and 20 mg. The number
of elderly patients in these trials was insufficient to adequately assess for possible differential efficacy and
safety measures on the basis of age. Nevertheless, greater sensitivity of some elderly individuals to effects
of Lexapro cannot be ruled out. SSRIs and SNRIs, including Lexapro, have been associated with cases of
clinically significant hyponatremia in elderly patients, who may be at greater risk for this adverse event [see
Hyponatremia). In two pharmacokinetic studies, escitalopram half-life was increased by approximately 50%
in elderly subjects as compared to young subjects and Cy,,, Was unchanged [see Clinical Pharmacology].
10 mg/day is the recommended dose for elderly patients [see Dosage and Administration). Of 4422 patients
in clinical studies of racemic citalopram, 1357 were 60 and over, 1034 were 65 and over, and 457 were 75
and over. No overall differences in safety or effectiveness were observed between these subjects and younger
subjects, and other reported clinical experience has not identified differences in responses between the
elderly and younger patients, but again, greater sensitivity of some elderly individuals cannot be ruled out.
DRUG ABUSE AND DEPENDENCE: Abuse and Dependence; Physical and Psychological Dependence-Animal
studies suggest that the abuse liability of racemic citalopram is low. Lexapro has not been systematically
studied in humans for its potential for abuse, tolerance, or physical dependence. The premarketing clinical
experience with Lexapro did not reveal any drug-seeking behavior. However, these observations were not
systematic and it is not possible to predict on the basis of this limited experience the extent to which a
CNS-active drug will be misused, diverted, and/or abused once marketed. Consequently, physicians should
carefully evaluate Lexapro patients for history of drug abuse and follow such patients closely, observing them
for signs of misuse or abuse (e.g., development of tolerance, incrementations of dose, drug-seeking behavior).
OVERDOSAGE: Human Experience-In clinical trials of escitalopram, there were reports of escitalopram
overdose, including overdoses of up to 600 mg, with no associated fatalities. During the postmarketing
evaluation of escitalopram, Lexapro overdoses involving overdoses of over 1000 mg have been reported. As
with other SSRIs, a fatal outcome in a patient who has taken an overdose of escitalopram has been rarely
reported. Symptoms most often accompanying escitalopram overdose, alone or in combination with other
drugs and/or alcohol, included convulsions, coma, dizziness, hypotension, insomnia, nausea, vomiting, sinus
tachycardia, somnolence, and ECG changes (including QT prolongation and very rare cases of torsade de
pointes). Acute renal failure has been very rarely reported accompanying overdose. Management of
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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Depression Symptoms Linked

To Nighttime Light Exposure

Dim-light exposure at night—comparable to having a television on in
a darkened room—appears to be capable of triggering depression in

animals.

xposure to constant bright

light at night seems to be a

trigger for depression-like

symptoms in mice, Randy

Nelson, Ph.D., a professor
and chair of neuroscience at Ohio State
University, reported in the December 28,
2009, Bebavioral Brain Research.

Now Nelson, Tracy Bedrosian, a doc-
toral student in neuroscience at Ohio
State University, and their colleagues have
found that exposure to even dim light at
night appears to be capable of triggering
depression-like symptoms in hamsters.

Bedrosian presented these new study
data on November 17 at the annual meet-
ing of the Society for Neuroscience in San
Diego.

The study involved 16 female Siberian
hamsters that had their ovaries removed
to ensure that ovarian hormones would
not interfere with the study’s results. Half
were housed in a standard light-dark cycle
of 16 hours of light (at 150 lux) followed by
eight hours of total darkness. The other

BY JOAN AREHART-TREICHEL

half were exposed to a different light-dark
cycle—16 hours of light (at 150 lux) fol-
lowed by eight hours of dim light (5 lux),
which was the equivalent of having a tele-
vision on in a darkened room.

After eight weeks in their lighting con-
dition, the animals were tested for depres-
sion-like behaviors.

The researchers used two tests for
depression-like behaviors—the sucrose-
intake test and Porsolt’s swim test—that
are used in basic research and in the pre-
clinical testing of antidepressants by phar-
maceutical companies.

In the sucrose-intake test, rodents are
offered sugar water, which they usually
like. If they do not show much interest in
it, it is interpreted to be a sign of the anhe-
donia that depressed patients exhibit.

In the swim test, rodents are placed
in a swim tank and observed to see
whether they continue to search for an
escape from the water or give up and just
float on top of the water. If they give up,
it is interpreted as a sign of the despair

or helplessness that depressed patients
often feel.

The hamsters exposed to dark nights
enjoyed sugar water, whereas the hamsters
exposed to dim-light nights enjoyed it less,
suggesting that the dim-light hamsters
were experiencing anhedonia. The ham-
sters exposed to dark nights did not give
up in their search for an escape from water,
whereas the hamsters exposed to dim-light
nights did, suggesting that the dim-light
hamsters were experiencing despair or
helplessness.

In brief, it looked as if the dim light at
night might have initiated depression in
hamsters that had been exposed to it, the
researchers concluded.

The researchers then compared the
brains of the hamsters that had been
exposed to dim-light nights with the brains
of the hamsters that had been exposed to
dark nights to gain some understanding
of how the dim light might have actuated
depression.

The hippocampi from the dim-light
group had significantly fewer dendritic
spines than those from the dark night
group. Since the hippocampus is known
to play a key role in depressive disorders,
the researchers concluded that dim light
might have reduced the number of den-
dritic spines in the hippocampus and
thereby initiated the depression-like
symptoms.

But how might dim light have brought
about dendritic spine changes? The stress
hormone cortisol didn’t seem to be impli-

cated since the researchers found no dif-
ference in cortisol levels between the two
groups of hamsters. Their hypothesis is
that the hormone melatonin might have
been the culprit. They are planning to
conduct further research to see whether
that is the case.

Meanwhile, whether the results from
these two animal studies hold implica-
tions for humans remains to be seen. “In
seasonal affective disorder (SAD), people
receive less light than normal due to the
short day lengths,” Bedrosian told Psychi-
atric News. “Since we studied more light,
not less, our work is not directly related
to SAD. However, our findings do sug-
gest that chronic exposure to light at
night could be one contributor to depres-
sive disorders unrelated to predispositions
for SAD or other conditions.”

Regarding the question of whether
people should avoid even night-lights to
minimize the risk of getting night-light-
initiated depression, Bedrosian had this to
say: “We will need to do future work to
understand how light at night affects mood
in humans. However, if there is indeed a
link, then perhaps people should minimize
exposure to artificial light at nighttime.
So, avoiding sleeping with a night-light,
not falling asleep with the bedroom TV
on all night long, and perhaps using dark
curtains to block out street light might be
a good idea. Exposure to light at night is
unnatural and has only arisen in the past
century, so minimizing exposure certainly
can’thurt.” W

Are Clinicians too Quick to Diagnose
Bipolar lliness in Children?

Treatment for the extreme emotional outbursts seen in some children may
benefit more from family therapy than from psychopharmacology.

he statistical rise in diagnoses of
T pediatric bipolar disorder over the

last several years has stirred debate
among child psychiatrists, and there’s no
lack of argument about its implications,
said Allan Josephson, M.D.

“Office-based visits with a diagnosis of
bipolar disorder for youth have risen 40
times in 10 years, from 25 per 100,000 in
1994-95 to 1,003 per 100,000 in 2002-03,”
he said at the annual meeting of the Ameri-
can Academy of Child and Adolescent Psy-
chiatry in New York in October.

There are good and bad outcomes of
this development, said Josephson, a profes-
sor and vice chair for child and adolescent
psychiatry services and CEO of the Bing-
ham Child Guidance Center at the Uni-
versity of Louisville.

Bipolar disorder does exist in chil-
dren and adolescents and may well have
been underdiagnosed in the past, so the
increased attention to the disorder has
brought needed treatment to children.

However, some irritable, explosive chil-
dren are lumped into the bipolar category,
possibly because no other label seems to fit,
said discussant Gabrielle Carlson, M.D., a
professor of psychiatry and pediatrics and
director of child and adolescent psychiatry
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at Stony Brook University School of Medi-
cine in New York.

Other researchers have proposed a
diagnosis of “severe mood dysregulation”
for these children, who are character-
ized by chronic irritability, hyperarousal,
and hyper-reactivity, but not the episodic
manic symptoms typical of DSM-IV bipo-
lar illness.

“The emphasis on bipolar disorder as
an explanation [for this behavior] has also
communicated the unhealthy idea that
children’s behavioral problems lie outside
the child’s or the family’s control,” said
Josephson. “It changed the point of con-
trol from the child to ‘chemicals.” That
leads to misguided therapies, focusing on
disease elements to the neglect of psycho-
social aspects of development.”

A number of changes within the profes-
sion of child psychiatry also have contrib-
uted to the confusion over diagnosis and
nomenclature, he said.

These include having less time avail-
able for clinical work and for collecting
developmental and family histories. There
is a narrowing emphasis on neuroscience
today, along with insufficient integration
between the biological and psychological
sides of psychiatry.

In her discussion, Carlson reported that
she sees children with whatshe called “dif-
ficult temperaments.” They have rages and
meltdowns, adapt poorly to change, and
have trouble transitioning. They exhibit
poor sleep patterns, poor planning and
working-memory abilities, and a need for
immediate gratification.

Like children with pervasive develop-
mental disorders, they misread social cues
and can’t put their frustrations into words.

“I call these children ‘diagnostically
homeless’ because there is still not a sys-
tematic way of identifying them,” she said.
“These explosive outbursts are the most
lethal thing we have in child psychiatry
and are responsible for much disability.”

Partof the problem is that the outbursts
appear in a variety of disorders described
in DSM-IV—oppositional defiant disor-
der, attention-deficit/hyperactivitity dis-
order, bipolar disorder, and others. They
are therefore analogous to a high fever:
they complicate a number of disorders,
said Carlson.

“We should consider them as a modi-
fier for existing disorders, like we do with
psychosis,” she said.

Criteria for bipolar disorder can be
confusing in young patients, especially
when discrete episodes of illness are often
less discernable than they are in adults.
Conflicting diagnoses arise from clini-
cal observation of dysregulated affect and
behavior or, more specifically, rages and
other emotional outbursts, said Josephson.

In fact, some dysregulation may be inev-
itable, he said. “All children have poorly
regulated, irritable behavior at some point
in their development, so learning how to

regulate behavior and affect are normal, fun-
damental processes of child development.”

But the extreme outbursts that bring
parents into the clinic are not solely the
responsibility of the child, said Josephson.

“Kids do not do this alone,” he said.
“Regulation in child development s deeply
embedded in the child’s relations with oth-
ers, especially caregivers.”

Thus, poor regulation of affect and
behavior has roots beyond disease, he said.
Many of those roots are planted firmly in
the whole family’s life experience.

For instance, parents who yell at their
children are modeling impulsivity and con-
tributing to the child’s psychopathology.

Many of these children also have a
sense of entitlement, which is often based
in either indulgence or emotional neglect
by the parents. Indulgence removes road-
blocks to frustration and, with them, any
incentive to develop self-regulation, he
said. Neglect communicates the feeling
that the child is on its own in the world
and has to look out for himself or herself
because no one else will.

Intervention involves work with the
entire family, said Josephson. The child’s
view of his entitlement is a target, but so
are parental and marital dynamics. Parents
must be educated to tolerate the child’s
rage. Indulgent parents must learn not to
give in easily, while neglectful ones must
be helped to engage the child.

“Clinicians must hold families empath-
ically accountable for how they inter-
act with their children,” said Josephson.
“Parents must then be empathically avail-
able to their children and must hold them
accountable for their behavior.” W



Don’t Blame Amygdala for
Meth Users’ Aggression

Researchers set out to learn why individuals who use methamphetamine
often act aggressively. The answer, to their surprise, may not lie in the
amygdala, but in the ventral inferior frontal gyrus.

ethamphetamine
(meth) is a powerfully
addictive drug that can
cause aggression and
violent behavior.

But how does it accomplish this? The
answer, or at least part of it, now appears
to have been found—meth works in the
ventral inferior frontal gyrus region of the
prefrontal cortex of the brain.

The study’s senior investigator was
Edythe London, Ph.D., a professor of
psychiatry and behavioral sciences at the
University of California at Los Angeles
Semel Institute. Results were published
online November 1 in the Archives of Gen-
eral Psychiatry.

The study included 76 subjects aged 18
to 55—half were meth-dependent volun-
teers and half were drug-free control vol-
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unteers. They were recruited using radio,
Internet, and newspaper ads. All partici-
pated in the study on a residential basis for
two to four weeks.

First the researchers evaluated sub-
jects for aggression and found, as they had
expected, that the meth-users group was
more aggressive than the control group
was. They also tested subjects for their
ability to recognize emotional states and
to describe them. The meth group turned
out to be less adept at this exercise, and
their deficits in recognizing and describ-
ing their emotional states correlated with
their aggression scores. These results,
too, were not surprising, the researchers
noted.

But then came something that did sur-
prise them. While subjects performed an
emotion-arousing and emotion-regulating

Gene Implicated in Depression
A gene underlying major depression may
have been found.

Scientists examined gene expression
in the hippocampus of postmortem brain
tissue taken from 21 individuals who had
suffered from major depression and from
18 nondepressed controls matched for age,
gender, and postmortem interval. They
found more than twice as much expression
of one gene in the depressed group than in
the control group. The gene, called MKP-
1, is known to be involved in neuronal plas-
ticity, function, and survival.

A model in rats was also included in the
study to assess whether the MKP-1 gene
helps play a role in the function and con-
trol of depressive behaviors. The chronic
unpredictable stress (CUS) model was used,
and according to the authors it is one of the
mostvalidated animal models used to study
depression.

This model allows scientists to study
behaviors commonly seen in depression,
such as anhedonia, helplessness, and other
symptoms, in rats.

The administration of the commonly
prescribed selective serotonin reup-
take inhibitor fluoxetine to rats reversed
the expression and up-regulation of the
MKP-1 gene in the hippocampus by
blocking MKP-1 expression. However, an
increase in MKP-1 expression in rodents
exposed to the CUS model but without
antidepressant treatment led to depres-
sion-like behaviors in the animals.

The MKP-1 gene may be a notable player
in major depression and mightserve as a tar-
get for new kinds of depression treatments,
the researchers concluded. Their findings
were published online October 17 in Nazture

BY JENNIFER KELLY

Medicine. The senior investigator was Ron-
ald Duman, Ph.D., a professor of psychiatry
and pharmacology at Yale University.

The study was funded by multiple U.S.
Public Health Service grants and the Con-
necticut Mental Health Center.

An abstract of “A Negative Regula-
tor of MAP Kinase Causes Depressive
Bebavior” is posted at <www.nature.
com/nm/ljournal/vaop/n/current/full/
nm.2219.html>.

Jaundice Linked With Autism

Danish researchers conducted a follow-
up study of all children born in Den-
mark from 1994 to 2004. Out of the some
700,000 children, about 36,000 had neo-
natal jaundice, and about 500 received a
diagnosis of autism. After anumber of pos-
sible confounding factors were considered
in the equation, those with jaundice had
a 67 percent greater risk of having autism
than those without jaundice did—a statis-
tically significant difference.

The lead investigator was Rikke Maim-
burg, Ph.D., of Aarhus University in Den-
mark. The study was reported online
October 11 in Pediatrics and was funded by
the University of Aarhus Research Foun-
dation and the Augustinus Foundation.

An abstract of “Neonatal Faundice,
Autism, and Other Disorders of Psycho-
logical Development” is posted at <http://
pediatrics.aappublications.org/cgi/
content/abstracts/peds.2010-0052v1>.

Should Anxiety or Depression Be Con-
traindication for Surgery?

Individuals who are anxious or depressed
before surgery may have a slightly
increased risk of death within 30 days fol-

task, their brains were imaged with fMRI
scans, and the scans showed that the amyg-
dala in the meth group was just as good
at regulating itself as the amygdala in the
control group was. Therefore it looked as
ifamygdala function could not explain the
aggression often displayed by meth users.

While the researchers were scanning
the subjects’ brains, however, they dis-
covered something else—that the ven-
tral aspect of the inferior frontal gyrus in
the prefrontal cortex of the meth group
was significantly less activated than the
same brain area in the control group.
Thus, a faulty ventral inferior frontal
gyrus emerged as a possible explanation
for aggressive behavior in the meth-using
group.

The question then was how might a
faulty ventral inferior frontal gyrus lead
to aggression in meth users? Perhaps
by dampening emotional insight, the
researchers reasoned, since this area of the
brain is known to be involved in emotional
insight, and this group had difficulty rec-
ognizing and describing emotional states,
and this difficulty in turn correlated with
their aggression scores.

If this conclusion is correct, it has clin-
ical implications, London told Psychiatric
News. “Lack of emotional insight (alexi-
thymia) and the ventral inferior frontal

£ journal digest

lowing surgery, according to a study exam-
ining files of all individuals admitted to an
intensive care unit of Veterans Affairs hos-
pitals. The study, published in the Octo-
ber Archives of Surgery, excluded individ-
uals who were admitted following heart
procedures such as percutaneous catheter-
izations, angioplasty, and stenting, among
others.

Thad Abrams, M.D., M.S., an associ-
ate professor in the Department of Gen-
eral Internal Medicine of the Carver
College of Medicine at the University of
Iowa, and colleagues studied more than
35,000 patients admitted to the intensive
care units of Veterans Health Adminis-
tration hospitals that provided care in an
acute care setting from 2003 to 2006. An
existing psychiatric condition was identi-
fied in one-fourth of the patients, includ-
ing 16 percent with depression, 8 percent
with posttraumatic stress disorder, 7 per-
cent with anxiety disorders, 2 percent with
bipolar disorder, and 2 percent with psy-
chosis. The risk of dying within 30 days of
surgery was associated with depression and
anxiety, but not with the other psychiatric
conditions.

Moreover, the 30-day death rates
among those with psychiatric conditions
were higher for those undergoing respira-
tory or digestive system procedures, but
not procedures involving the circulatory,
nervous, or musculoskeletal system.

The study was funded by a grant from
the Department of Veterans Affairs, Vet-
erans Health Administration; the Health
Services Research and Development Ser-
vice; as well as a postdoctoral fellow-
ship award in health services research to
Abrams by the Office of Academic Affili-
ations at the University of Iowa.

An abstract of “Influence of Psychiat-

gyrus may be more useful therapeutic tar-
gets [for aggressive meth users] than emo-
tional regulation and amygdala function
are.”

London noted as well that drugs other
than meth can make people aggressive.
“A large variety of drugs that affect brain
function have been linked to aggression,”
she pointed out. “These include alcohol,
hallucinogens, psychomotor stimulants
such as amphetamines (including meth),
and cocaine. While, the molecular mecha-
nisms of action of these agents differ from
one another, a unifying mechanism that
can lead to aggression is an imbalance
between subcortical systems that pro-
motes rapid responses to environmental
stimuli before cortical circuits important
for evaluating the circumstances can come
into play.”

The study was funded by the National
Institutes of Health, the UCLA General
Clinical Research Center, the Katherine
K. and Thomas P. Pike Chair in Addiction
Studies, the Marjorie Green Family Trust,
and a Guggenheim grant.

An abstract of “Neural Correlates
of Affect Processing and Aggression
in Methamphetamine Dependence” is
posted at <bttp://archpsyc.ama-assn.org/
cgi/content/abstract/archgenpsychiatry.
2010.154v1>. 1

ric Comorbidity on Surgical Mortality” is
posted at <bttp://archsurg.ama-assn.org/
cgi/content/abstract/145/10/947>.

Fish Oil No Help in Postpartum
Depression

Although some epidemiological studies have
suggested that fish-oil supplements can help
prevent postpartum depression, a random-
ized, controlled trial conducted in Australia
has failed to find that this is the case.

The study, conducted in five Austra-
lian maternity hospitals, included more
than 2,000 women who were less than
21 weeks pregnant. Half of the women
received daily 800 mg DHA-rich fish-
oil capsules, while the other half received
a daily placebo of vegetable-oil capsules
without DHA. The researchers found
that the percentage of women reporting
high levels of depressive symptoms dur-
ing the first six months postpartum did
not differ significantly between the DHA
and control groups.

The study results were reported online
October 19 in the Fournal of the American
Medical Association by Maria Makrides,
Ph.D., of the Women’s and Children’s
Health Research Institute in Adelaide,
Australia, and colleagues. The study was
funded by the Australian National Health
and Medical Research Council.

“Effect of DHA Supplementation
During Pregnancy on Maternal Depres-
sion and Neurodevelopment of Young
Children” is posted at <bttp://jama.ama-
assn.org/cgi/reprint/304/15/1675>.

Rivastigmine Fails to Show Benefits in

ICU Patients

Rivastigmine as an “add-on” therapy to

haloperidol for critically ill ICU patients
please see fournal Digest on page 29
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continued from page 2

In addition to the residency policy,
the state also recently implemented
a series of budget cuts affecting non-
Medicaid beneficiaries in state mental
health programs who are legal residents
and who are able to prove their legal res-
idency status. The cuts, enacted in July
to close the state’s budget deficit, elim-
inated those beneficiaries’ transporta-
tion, psychotherapy, case management,
and inpatient psychotherapy and med-
ical treatments. Specific cuts included
dropping access for these patients to
Assertive Community Treatment and
Intensive Recovery Teams, which are
case-management programs that fol-

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/
APPlorg/61523802410#/pages/
PsychiatryOnline/15283853375>.

low national models.

Additionally, the budget cuts ended
the provision of supported housing for
seriously mentally ill beneficiaries in the
public system. However, in a Web post-
ing, the governor’s office noted that none
of the beneficiaries with serious mental
illness would have to leave their existing
supportive housing “until other safe, stable
housing is found.”

Of particular concern to psychiatrists
treating this patient population was the
elimination of reimbursement for all but
two brand-name antipsychotic medica-
tions.

Karen Sanders, associate director for
publicly funded services at APA, said that
one Arizona psychiatrist has reported that
a patient switched from a antipsychotic
for which coverage was halted to a cov-
ered antipsychotic went into a coma and
required hospitalization before partially
recovering.

“Thisis a draconian measure to enact
simply because of budget constraints,”
said Brennan, about the clinical impact
of the severely restricted drug formu-
lary.

Among patients affected by the formu-
lary cut, Brennan said, are psychologically
impaired veterans whose disability pay-
ments make them ineligible for Medicaid-
funded treatment but who need ongoing
mental health care.

The governor’s office noted that this
non-Medicaid patient population will
continue to have access to crisis tele-
phone services and mobile crisis inter-
vention services.

Additionally, “if funding allows,” then
the state’s regional behavioral health
authorities are authorized to offer inpa-
tient psychiatric stabilization for up to 72
hours.

A future concern, Sanders noted, is that
the legislature is considering adopting the
restricted antipsychotic formulary for the
state’s Medicaid program if more budget
cuts are needed.

More information on the Arizona
budget cuts is posted at <www.azdbs.
gov/bhs/updates/documents/Fact %20
Sheet%20050310.pdf>. R

Applications Sought for Residents’ Journal

he American Journal of Psychiatry is

inviting applications for the position of
associate editor for the A7P Residents’ Four-
nal for the 2011-2012 academic year. The
position begins next July, when the cur-
rent associate editor, Sarah Fayad, M.D.,
becomes editor in chief.

According to Joseph Cerimele, M.D.,
the current editor in chief, applicants must
be an APA member-in-training, as well
as a PGY-3 resident in 2011 or a PGY-4
resident in 2011 with planned ACGME-
approved fellowship training ata U.S. resi-
dency program.

This electronic journal is produced by
and for psychiatry residents. In addition
to articles written and peer reviewed by
residents, each issue contains a table of
contents of the current American Four-
nal of Psychiatry, with special links to the
articles and to A7P Audio, a download-
able MP3 file featuring highlights from
the issue. APA members can access the
journal at <http://ajp.psychiatryonline.
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org/misc/Residents_Journal.dtl>.

The position, which requires 10 to 15
hours of work a week, entails peer review
of manuscripts on a weekly basis; deci-
sions about manuscript acceptance; cor-
respondence with authors; manuscript
editing prior to publication; participa-
tion in biweekly conference calls with
AFP Residents’ Journal editor in chief and
quarterly conference calls with the A7P
editor in chief and editorial staff; col-
laboration with others to develop inno-
vative ideas for the AFP Residents’ Four-
nal; and participation in a presentation
about the A7P Residents’ Fournal at APA’s
annual meeting.

Applicants are asked to e-maila CVand
a personal statement of up to 750 words
describing their professional interests,
qualifications, and reasons for applying for
the position and ideas for journal develop-
ment to joseph.cerimele@mssm.edu. The
deadline for applications is February 15,
2011. =
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Health Reform

continued from page 19

from wiping out the savings of people
who are disabled. However, it likely will
be targeted because critics believe it will
add billions of dollars annually to the fed-
eral budget.

Not all Republican health care initia-
tives may be opposed by APA. For instance,
APA islikely to join other physician groups
in supporting Republicans’ stated plans to
pursue tort reform. A typical package of
tort-reform proposals would produce $54
billion in net government savings, in part,
through a reduction in medical tests used
for defensive medicine by physicians wor-
ried about lawsuits and reimbursed by fed-

erally funded health insurance programs,
according to the Congressional Budget
Office, which is the nonpartisan account-
ing arm of Congress.

Although psychiatrists have one of the
lowest malpractice lawsuit rates in medi-
cine, malpractice reform remains an impor-
tant APA priority. APA has stood with the
AMA and allied medical specialty societies
in supporting tort-reform proposals. These
include caps on noneconomic damages and
the use of health courts to lower the cost
burden for physicians and to cut the cost
defensive medicine.

A copy of the APA letter about the pre-
vention fund is posted at <bttp://bealthy
americans.org/assets/files/Ffobanns %20
Sign%200n.pdf>. B

Screening

continued from page 18

(SAMHSA) report released in November.
Additionally, 40 percent of people with
symptoms of serious mental illness were
found to have gone without treatment,
according to the SAMHSA report.

The economic cost of such widespread
lack of needed treatment—which shows
up in disability, unemployment, substance
abuse, homelessness, inappropriate incar-
ceration, suicide, and “wasted lives”—is
more than $100 billion annually, accord-
ing to the National Alliance on Mental I1l-
ness.

“If care providers consistently screen
and intervene with early-stage substance
abuse, the health care system can avert
enormous human and economic costs,”
said A. Thomas McLellan, Ph.D., deputy
director of the Office of National Drug
Control Policy, in testimony before a
House of Representatives subcommittee
in June.

The need for increased mental illness
prevention and early-detection efforts also
has been stressed as critical by suicide-pre-
vention advocates, who note that the vast
majority of suicide victims had untreated

mental illness.
=l

Kelly Kelleher, M.D., director of the
Center for Innovation in Pediatric Prac-
tice, praised the ability of screening tools
to help detect psychiatric conditions, espe-
cially in children.

“Early detection is key,” said Kelleher,
during the November Capitol Hill brief-
ing. “The earlier we can identify these
conditions, the better the chance we have
to treat and reverse their effects.”

As a member of the American Academy
of Pediatrics Task Force on Mental Health,
Kelleher helped develop a mental health
toolkit for pediatricians that incorporates
mental health screening in patient visits.

A key federal official, Richard Frank,
Ph.D., deputy assistant secretary for plan-
ning and evaluation at the Department of
Health and Human Services, also hailed
the promise of screening tools to help
detectillness early when itis most amenable
to treatment and to get psychiatric treat-
ment to people who might not otherwise
seek it out. The health law’s provisions are
expected to spur wider use of these screen-
ing tools, which physicians have not widely
adopted in the past due in part to a lack of
insurance reimbursement for them.

“This area is ripe for movement now,”
Frank said, about the expanded screening
coverage requirements in the health care
law. W

Brs {0 the editor

Clarification

he treatment afforded to inmates in

the psychiatric special housing unit
in California was mischaracterized in the
article “Psychiatrists Decry Punishment
That Isolates Prisoners” in the Septem-
ber 3 issue.

Inmates on the psychiatric service unit
may attend 10 hours of topic-specific psy-
chotherapy groups a week. Inmates are
seen by a psychologist/case manager at
least weekly and often daily as needed.
They also are seen by a unit psychiatrist at
least weekly as well. They are able to stand
alone in yards where they are within see-
ing and speaking range of other inmates in
the unit. They can earn access to personal
radios and televisions. During the year
I worked in the psychiatric service unit,
many inmates requested to remain in the
facility because of the quality of treatment
they were receiving.

There is still much to be done to treat

Readers are invited to submit letters not
more than 500 words long for possible
publication. Psychiatric News reserves the
right to edit letters and to publish them in
all editions, print, electronic, or other media.
Receipt of letters is not acknowledged.
Letters should be sent by mail to Psychi-
atric News, APA, Suite 1825, 1000 Wilson
Boulevard, Arlington, Va. 22209 or by e-mail
to pnews@psych.org. Clinical opinions

are not peer reviewed and thus should be
independently verified.

incarcerated inmates with mental illness,
but in California the Coleman v. Wilson
lawsuit and the receiver have been some
of the best allies correctional psychiatry
has had. If only mentally ill parolees had
access to similar services, reincarceration
rates would plummet.
LEE HAMILTON, D.O.
Napa, Calif.
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with delirium failed to confer benefit.
In fact, use of the medication in addi-
tion to haloperidol was associated with
worse outcomes. Therefore, the study
was stopped prematurely after reach-
ing an enrollment of only 104 out of 440
planned participants.

The study, reported by Maarten M.]J.
van Eijk, M.D., and colleagues, was pub-
lished online November 5 in The Lancet.
The senior investigator was Arjen Slooter,
M.D., Ph.D., of the University Medical
Center of Utrecht in the Netherlands.

Patients included in the study were
randomized to receive haloperidol plus
placebo, as a control, or haloperidol plus
rivastigmine. Patients randomized to
receive rivastigmine were given 1.5 mg
of that drug two times daily initially, and
this dose was titrated upward to a maxi-
mum dose of 12 mg. Patients in the other
arm of the study received placebo two
times daily.

The researchers found that the use of

rivastigmine increased, although not sig-
nificantly, the rate of death and the dura-
tion of delirium to five days in rivastig-
mine-treated patients compared with
three days in control patients. It was also
reported that patients receiving addi-
tional treatment with rivastigmine had
more severe delirium (p=0.004), longer
stays in the ICU (p < 0.0001), and spent
a greater percentage of days (10 per-
cent vs. 3 percent) during the study in
a coma, compared with control patients
(p<0.0001).

The study was funded by the Nether-
lands Organisation for Health Research
and Development, Netherlands Brain
Foundation, and Novartis.

An abstract of “Effect of Rivastig-
mine as an Adjunct to Usual Care With
Haloperidol on Duration of Delirium
and Mortality in Critically 1l Patients:
A Multicentre, Double-Blind, Placebo-
Controlled Randomised Trial” is posted
at <www.thelancet.com/journals/lancet/
article/PIIS0140-6736(10)61855-7/
abstract>.

Medicare Cut

continued from page 1

by the AMA in which physicians around
the nation flooded Capitol Hill with
phone calls on Wednesday and Thurs-
day, November 17 and 18 (see photo on
page 1). The event was originally sched-
uled for one day, but the response was
so great—the AMA estimated that about
10,000 phone calls were made to con-
gressional offices—that it was extended
for another day.

The AMA is hoping Congress will hold
off on the 2011 pay cut for a full year to
provide time for legislators to work out
a permanent fix to the payment formula,
especially the sustainable growth rate
(SGR) component of that formula. The
SGR requires that increases in expendi-
tures by the government for physician ser-
vices be offset by decreases in physician
payment.

With remarkable regularity since 2003,
the formula has called for ever more sub-
stantial pay cuts, only to have them post-
poned by Congress following lobbying by
individuals and doctor and senior-citizen
groups. But each postponement adds to
the mounting costs to the government;
at APA’s Institute on Psychiatric Services
in October, APA Director of Govern-
ment Relations Nicholas Meyers said each
month the cut is postponed, the cost to
the government is $1.3 billion, so that the
price tag for another 13-month postpone-
ment would be on the order of $16 billion.

Yet pay cuts of the kind now demanded
by the payment formula will make it diffi-
cult for many physicians to continue treat-
ing Medicare patients. Meyers noted at the
institute that for psychiatrists, the pend-
ing cut in payments would mean a reduc-
tion on the order of $20 per service per
CPT code.

So APA, AMA, and other physician
groups continue to demand a complete
overhaul of the formula.

“Congress is to be congratulated for
once again deferring an ill-conceived pay-

ment cut in Medicare payments to physi-
cians,” APA President Carol Bernstein,
M.D., said. “However, we urge our law-
makers to finally enact a permanent fix to
the SGR so that both doctors and patients
can focus their energies on the critical
issues of health care reform and imple-
mentation of parity.”

APA leaders active in the AMA
House of Delegates have been vocal as
well. “Congress must be willing to act
on a replacement to the SGR payment
method,” said Patrice Harris, M.D.,
chair of the AMA’s Council on Legisla-
tion and a member of the Section Coun-
cil on Psychiatry (the psychiatric dele-
gation to the AMA House of Delegates
consisting of APA, the American Acad-
emy of Child and Adolescent Psychiatry,
and the American Academy of Psychia-
try and the Law). “Some people refer to
this effort as a ‘doctor fix,” but it’s really
about ensuring access to health care for
our patients. Itis increasingly impossible
for physicians to participate in Medicare
without fair and adequate reimburse-
ment,” she said.

“Physicians are very worried about
being able to care for older Americans and
veterans under the Medicare and Tricare
plans,” added Kenneth Certa, M.D., also
a member of the Section Council on Psy-
chiatry. “The SGR formula was put into
place in the late ’90s to try to limit the
costs of these programs. Unfortunately,
limiting payment to physicians does not
mean the cost of providing care will be
limited. The rise in overhead costs alone
far exceeds what the SGR supports. Con-
gress has recognized this time and again,
delaying implementing the cuts that the
SGR mandates.

“Physicians will be unable to continue
to care for this important population,”
Certa told Psychiatric News. “They cannot
afford to pay their office staff, rent, equip-
ment costs, and their own expenses—often
hundreds of thousands of dollars of medi-
cal school debt. Seniors and veterans could
lose access to care.” B

£ jonenal digest

Risk of Nonsuicide Mortality With
Ziprasidone

Results of the “Ziprasidone Observational
Study of Cardiac Outcomes” (ZODIAC)
study fail to show an increased risk in non-
suicide deaths in schizophrenia patients
taking ziprasidone, when compared with
deaths for patient taking olanzapine.

The study, published in A7P in Advance
on November 1 by Brian Strom, M.D.,
M.P.H., and colleagues, was required as
part of an agreement by the manufacturer
of ziprasidone, Pfizer Inc., and the Food
and Drug Administration (FDA) in 2000
and the Swedish Medical Products Agency
in 2001, following FDA approval of the
second-generation antipsychotic.

Data from 18,154 patients representing
18 countries were included in the analy-
sis. Patients were enrolled between Feb-
ruary 2002 and March 2007 if their psy-
chiatrist was willing to start or switch the
individual’s medication to either olanzap-
ine or ziprasidone. Patients were random-
ized in a 1:1 fashion to receive treatment
with either ziprasidone or olanzapine and
were followed for one year.

According to the authors, the study was
carried out in order to further document

the safety and risks associated with the use
of ziprasidone concerning the QTc inter-
val. The goal of the open-label, random-
ized study was to evaluate the incidence
of nonsuicide mortality after one year of
treatment. Prior to the drug’s approval,
due to small populations included in clin-
ical trials, the potential effects on cardiac
mortality of ziprasidone in terms of “real-
world use” were considered uncertain.

“Itis very reassuring that, if there is any
clinical importance of the mild QT pro-
longation caused by ziprasidone, it is suf-
ficiently small thatit could not be detected
even in a study this massive,” Strom told
Psychiatric News. He is the chair of the
Department of Biostatistics and Epide-
miology at the University of Pennsylvania
School of Medicine.

The study was fully funded by Pfizer
Inc.

An abstract of “Comparative Mortality
Associated With Ziprasidone and Olan-
zapine in Real-World Use Among 18,154
Patients With Schizophrenia: The Zipra-
sidone Observational Study of Cardiac
Outcomes (ZODIAC)” is posted at <bttp://
ajp.psychiatryonline.org/cgi/content/
abstract/appi.ajp.2010.08040484v1>. A
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explains persistence of symptoms and
impairment into adolescence and adult-
hood.

ADHD not only affects the individual
diagnosed with the disorder but also his or
her relationships with classmates and other
peers, she suggested.

Peer rejection is much more common
in children with ADHD. Mrug and col-
leagues’ studies compared children in the
MTA study with non-ADHD classmates
by asking each member of one group to
rate each member of the other.

Students with ADHD were ranked
lower by their peers on several scales.
About 53 percent of adolescents with
ADHD were rejected by their peers, com-
pared with 14 percent of their randomly
selected classmates. Just 3 percent of the
ADHD subjects were termed “popular,”
compared with 23 percent of the non-
ADHD students.

This rejection persists over time and
is resistant to ADHD treatment, she said.
“As with other children, rejection leads to
antisocial behavior, depression, and anxi-
ety, much like ADHD does.”

Children with ADHD often have
fewer social and cognitive skills and fewer
chances for positive interactions, cooper-
ation, and conflict resolution. They pro-
duce more inept social responses but don’t
see themselves as inept. They are more
likely to be victimized by peers.

Even ateightyearsinto the study, itis still
possible to see greater impairment in those
who were rejected by peers at baseline.

Many children with ADHD are rejected
by their peers but it’s the rejection, rather
than the ADHD itself that explains many
of the negative outcomes in middle adoles-
cence, said Mrug.

“Peer rejection is real, and it is prog-
nostic of long-lasting outcomes,” she said.
“Itis very important to discern peer rejec-
tion early from interviews with parents
and children.”

The Child Behavior Check List also
has useful questions that can provide that
information, she noted.

“With early intervention, children can
be referred to social skills training, but that
alone won’t stop peer rejection,” said Mrug.
They also need to be directed to activities
or places (like field trips or clubs) where
they can develop a sense of social belonging.

“We need to help these children com-
pensate for peer rejection by helping them
form friendships and prevent longer-term
problems like smoking, anxiety, and peer
victimization,” said Mrug. W

APA Creates Forum
On Integrated Care

APA members interested in learning more
about integrated care and how it relates
to psychiatry are invited to join a new
electronic forum created by APA’'s Council
on Healthcare Systems and Financing.
“Integrated care” refers to treatment-
delivery models in which physicians work
together to coordinate their patients’
care. Examples of integrated care models
are patient-centered medical homes,
accountable care organizations (see page
1), medical neighbors, and health homes.

There are about 50 APA members and
staff participating in the electronic forum
so far. It is being staffed by Karen Sand-
ers of APA’s Office of Healthcare Systems
and Financing.

More information is available by con-
tacting Sanders at (703) 907-8590 or
ksanders@psych.org.
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Program General Psychiatrist
Medical Services

General Psychiatrist to work with adults and older adults
within a multidisciplinary treatment team setting, per-
forming psychiatric evaluations and providing medica-
tion management and consultation in a large CMHC
(www.smh.org). Duties largely clinic-based, with limited
nursing home consultation. Work is out-patient with no
after-hours call. Malpractice insurance provided. Active
WA medical license and DEA certificate and ability to
provide services reimbursed by Medicare/Medicaid re-
quired. This is a full time position with excellent benefits
available January 4, 2011.

Send letter of interest and C.V. to:

Sound Mental Health

Attn: Michael L. Snyder, M.D., CMO
1600 E. Olive Street

Seattle, WA 98122

Fax:  (206) 302-2210

Email: MichaelS@smh.org

SMH is an EEO/AA Employer.

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. Must be U.S. citizen.

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 bostonchiefpsychiatrysearch@va.gov

INPATIENT AND OUTPATIENT ADULT PSYCHIATRISTS

NEEDED IN WAUSAU, WISCONSIN

Aspirus Behavioral Medicine Clinic
Seeking BC/BE outpatient Psychiatrists to join their team of
psychiatrists and psychologists. Sorry, this is not a J1/H1B
opportunity. 1:8 weekend call required.

Bridge Community Health Care
Seeking BC/BE outpatient Psychiatrist to help build a new program
due to community need. National Health Service Corp Scholar and
Loan Repayers welcome. This is a J1/H1B opportunity. 1:8 weekend
call required.

North Central Health Care
Seeking 1 BC/BE inpatient and 1 BC/BE outpatient Psychiatrist to
join their team of physicians. Sorry, this is not a J1/H1B opportunity.
1:8 weekend call required.

You'll enjoy a large referral area with a sizeable population outside
of the city limits including 20 counties. Compensation and benefit
packages are highly competitive.

Located in North Central Wisconsin, the area is surrounded by lakes,
forests and hills which provide year-round outdoor recreation. The
Wausau area enjoys the perfect combination of big-city amenities
with small-town hospitality.

We invite you to join a first-rate medical community and a family-
friendly quality of life.

Please forward your CV to Jamie Sitko.

Phone: 800-792-8728
Email: Jamie.Sitko@aspirus.org
www.aspirus.org
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We have a
psychiatry job
for you. At

LocumTenens.com

we have thousands of
psychiatry jobs available
nationwide. And we take care
of all the details, including
paid travel and housing with
personalized arrangements,
paid occurrence malpractice
insurance, and licensing and
credentialing assistance.

Log on now to www.locumtenens.com/pn
or call 888.223.7950 to speak with our
psychiatry recruiting specialists

today.

o

We know how hard you work. L

Let us work hard for you. /X LocumTenens...

PROFESSIONAL OPPORTUNITIES / pn.psychiatryonline.org



catalyst

PROFESSIONAL SERVICES INC

Psychiatirists Needed

Support those who serve our country!

Catalyst Professional Services is seeking Psychiatrists interested
in advancing their career while working with our military
service members and their families.

We have full time Openings at the following locations:
Ft. Eustis, VA = Ft. Knox, KY = Fi. Bragg, NC = Ff. Drum, NY
There is some travel associated with these positions.

Any state license accepted and malpractice protection
provided at federal workplaces! Competitive salaries
offered. The Behavioral Health specialists are responsible for
diffusing emergent behavioral situations and assisting with the
identification and treatment of soldiers who may show signs
or symptoms of post fraumatic stress disorder, mild fraumatic
brain injury and related conditions.

Contact:
Jeramie Crabtree, Recruiter
Call 303-868-1954 or email Jeramie.Crabtree@catalystpsi.com

Megan Heath, Director of Recruiting
Call 301-518-3490 or email Megan.Heath@catalystpsi.com

a league
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When you’re exploring career opportunities,

you want someone looking out for your best

h interests, right? Psychiatrists Only is the only
h- full-service locum tenens and permanent
,- placement firm that is dedicated exclusively to
P placing psychiatrists. And we’ve been
)

successful at it since 1998. We are committed

to finding the position that’s just right for
you. Our full range of services includes:

® Direct Deposit ® Guaranteed bi-weekly pay
® FHull-service travel department @ In-house
credentialing ® Coordination of licensure.
Does our team approach to your career

search interest you? Then let’s play ball.

gL
)

Psychiatrists

locum tenens and permanent placement

800.583.2256 * 404.315.7889 * psyonly.com

PROFESSIONAL OPPORTUNITIES / pn.psychiatryoniing.org

Department of
Veterans Affairs
' ———

Staff Psychiatrists « erockton, ma

The VA Boston Healthcare System (VABHS) is a New England regional referral center for
Veterans’ healthcare and is recruiting academically oriented residential and outpatient psychiatrists.
The Mental Health Service has strong and longstanding affiliations with Harvard Medical School (HMS)
and Boston University School of Medicine (BUSM) with major campuses
located in Jamaica Plain and Brockton.

We are seeking a Medical Director of our Dual Diagnosis Residential Treatment program
and the ideal candidate will be certified in Addiction Psychiatry. We are also seeking an
Outpatient Staff Psychiatrist with experience in serious mental illnesses and clozapine treatment.
Duties include direct clinical care and support of the academic mission of the
medical center, including supervision of psychiatry residents, medical students and the
opportunity to participate in research.

Candidates must be board certified or board eligible. These positions offer a highly competitive
VA salary and a faculty appointment at BUSM or HMS commensurate with experience.

Please send a letter of interest, CV, and contact information
for three references to:
Gary B. Kaplan, M.D., Director, Mental Health Service
VA Boston Healthcare System
940 Belmont St., Brockton, MA 02301
Email: Eugene.Francois@va.gov and a copy to: vhabhsjobs@med.va.gov

VA Boston is an Affirmative Action/Equal Opportunity Employer with a
K strong institutional commitment to diversity in all areas. U.S. citizenship required. /

Build Your Futré

The Los Angeles County Department of Mental Health offers
rewarding work, opportunities for advancement, and collaborative
work environments. You can build your career in a wide variety of
settings, including clinics, jail and juvenile justice sites, field based
treatment and other specialized programs, while enjoying your
place in the sun.Urgent care positions (FT, PT, evenings and
weekends) are also available.

Annual salaries range from $142,944 to $288,483, with an excellent
benefits package that includes an exceptional retirement plan.

LAC Send your CV via e-mail to: omd@dmh.lacounty.gov

For more information, call (213) 637-2659
DM,,HW Roderick Shaner, M.D.

W MENTAL HEALRH  Medical Director

© Copyright 2010, County of Los Angeles. All Rights Reserved.
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Depa rtment Of The West Palm Beach Department of Veterans Affairs Medical
Vete rans Affa i rs Center has an excellent career opportunity for an Assistant Chief,

Mental Health & Behavioral Science Service (MH&BS) who will
provide input, advice and counsel for the Chief, MH&BS Service.

VA Boston Healthcare System The incumbent will assist in comprehensive Medical Center strategic

planning, programming, and general administration. Responsible
Staﬁ PSYCh iatriStS for direct supervision of all psychiatrists and physician assistants.
Ensures direct compliance with all CPRS documentation procedures
and ensures psychiatrist and PA compliance with national and local
The VA Boston Healthcare System (VABHS) is recruiting academically performance measures, including timely health care screening and
oriented inpatient, residential and outpatient psychiatrists for positions in our completion of clinical reminders for all patients. Responsible for
Mental Health Service. VABHS is a New England regional referral center for providing a complement of comprehensive health care services to our
Veterans' health care. The Service has strong and longstanding affiliations veterans and experience should include a full range of mental health
with Harvard Medical School (HMS) and Boston University School of programs.
Medicine (BUSM) and has major campuses located in Jamaica Plain and

Brockton. An active, unrestricted license in any state is required, as well as U.S.
Citizenship.

Duties include direct clinical care and support of the academic mission of the
medical center, including supervision of psychiatry residents and medical
students and the opportunity to participate in research. Candidates must be
Board Certified or Board Eligible and individuals with ongoing experience in
addiction psychiatry, geriatrics and/or serious mental illnesses are preferred.
These positions offer a highly competitive VA salary and a faculty
appointment at BUSM or HMS commensurate with experience.

Benefits include: comprehensive salary package to include
performance pay; 26 days of vacation, 13 days of sick leave, 10
Federal holidays; excellent health/life insurance coverage and a
retirement package including a tax-deferred savings plan.

Submit: Letter of Introduction, VA Form 2850 (Federal Application)
Please send a letter of interest, CV, and contact information for three and Curriculum Vitae (CV) to:

references to:
VA Medical Center

Gary B. Kaplan, M.D., Director, Mental Health Service Attn: 05/Barbara.Pratte

VA Boston Healthcare System 7305 N. Military Trail
940 ‘Belmon‘t Street, Brockton, MA‘ 02301 West Palm Beach, FL 33410
or email materials to: Eugene.Francois@va.gov

with a copy to vhabhsjobs@med.va.goy Employment Information Center: (561) 422-6694 '“

VA Boston is an Affirmative Action/Equal Opportunity Employer with a strong EOE
institutional commitment to diversity in all areas. Mustbe a U.S. citizen.

Asana Telemedicine

4

Psychiatrists

Adult and Geriatric Psychiatrists

Inpatient and Outpatient Hospital Care programs

Telemedicine ~ BE/BC - J1 and H1 opportunities

Compensation with comprehensive benefits packages or independent contractor compensation
Will assist with relocation process and expenses for professionals residing out of the area

We have positions available in multiple states (AR, AZ, CA, MI, MT, NM, PA and TN)

Geriatric Psychiatrist for Los Angeles, CA

Send your CV to:

Betsy Wallace

Recruitment Coordinator & Administrative Assistant

Asana Telemedicine & Healthcare Management

Asana Integrated Medical Group

Email: bwallace@asanamg.com - Telephone: (818) 532-1294 - Fax: (818) 991-1200

Equal Opportunity Employer
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W MAYO CLINIC

Heal the sick, advance the science, share the knowledge.

Adult Inpatient Psychiatrist

Mayo Clinic’s Department of Psychiatry and Psychology in
Rochester, Minnesota is seeking an outstanding psychiatrist
to join our adult hospitalist team. This primarily clinical position
involves leading a dedicated multidisciplinary team in the
care of acutely ill patients on our inpatient units. Interest and
skills in managing treatment resistant depression, co-morbid
addictive disorders, complex associated medical problems,
and systems improvement is highly desirable. Research and
educational opportunities are available and encouraged. The
position requires leadership expertise and includes extensive
collaboration with residents, allied health professionals, and
medical students.

The position carries an academic appointment at the

Mayo Clinic College of Medicine (rank commensurate with
experience). To learn more about Mayo Clinic and Rochester,
MN, please visit www.mayoclinic.org/physician-jobs/

The compensation package at the Mayo Clinic is highly
competitive and includes exceptional professional benefits.
For further information, please send a detailed letter of intent
and complete curriculum vitae by e-mail or traditional mail by
February 1, 2011, to:

Timothy Lineberry, MD
c/o Sandra J. Stevens
Inpatient Division

Mayo Foundation is Department of Psychiatry and Psychology
an affirmative action ..

and equal opportunity Mayo Clinic

educator and 200 1st Street SW

employer. Post-offer/ Rochester, MN 55905

pre-employment drug . ’

screening s required. Email: Stevens.Sandra@mayo.edu

PLANNING TO ATTEND THE ANNUAL MEETING?

NEED TO BE

RECERTIFIED
IN PSYCHIATRY?

For all Annual Meeting attendees, the APA offers a
new 100-question Self-Assessment examination
approved by the American Board of Psychiatry and
Neurology. This Self-Assessment is designed to help
practicing psychiatrists assess their level of knowl-
edge regarding current psychiatric practice and clini-
cal advances. Results from this activity can be used to

plan your educational schedule at the AM.

PROFESSIONAL OPPORTUNITIES / pn.psychiatryonline.org

Community Psychiatrists Wanted

Adult Psychiatry positions benefit eligible, available immediately. Jobs
entail performance of Psychopharmacologic Evaluations and ongoing
medication management.  Psychiatrist will participate in multi-
disciplinary treatment teams at full-service, public sector Outpatient
clinics located throughout the Greater Boston, MA area. Additional duties
include leadership role at multidisciplinary staff meetings, consultation
to the Substance Abuse Team and/or other Agency Teams, may include
supervision of a prescribing Clinical Nurse Specialist, and supervision of
a PGYIII Resident on Community Rotation possible, which would provide
eligibility for an MGH/Harvard appointment.

Pay commensurate with credentials and experience and includes sign
on bonus. NSMHA offers a comprehensive benefits package including
competitive salaries, medical / dental insurance and generous paid time
off. Benefits available at 20 hours.

Interested candidates should send cover letter and C.V. to:

North Suffolk Mental Health Association
Attn: Recruiter

301 Broadway

(Chelsea, MA 02150

Fax: 617-889-4635

Email: gethired@northsuffolk.org

We are an equal opportunity employer.

APA

Annual Meeting
Self-Assessment
in Psychiatry
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classifieds

pn.psychiatryonline.org

CLASSIFIED ADVERTISING

INFORMATION

2011 RATES:

e $26 per line for orders of 1 to 2 insertions

e $24 per line for orders of 3 or more consecutive
insertions if your written order specifies a 3 or
more consecutive issue run

e $23 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.

Nalionui

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

* ALABAMA- Dothan- Child Psychiatrist

* COLORADO- Boulder AND Colorado
Springs

¢ FLORIDA- Orlando- Medical Director
(Child); Panama City-General and Child Psy-
chiatrist positions

* GEORGIA- Atlanta

¢ ILLINOIS- 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-Student
Loan repayment

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 our facility locations.

HFCS

THE 1ST CHOICE IN
PSYCHIATRIC RECRUITMENT

Visit our website www.fcspsy.com
Over 400 permanent searches nationwide.
800-783-9152

m PSYCHIATRIC NEWS / December 17, 2010

WEB PAGE LINKS: For an additional $50 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.: Lindsey Fox

Psychiatric News Classifieds
American Psychiatric Publishing Inc.
1000 Wilson Blvd, Suite 1825
Arlington, Virginia 22209-3901

www.LocumTenens.com/pn
thill@locumtenens.com
1-888-223-7950

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.

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.lank-

swert@uhsinc.com.

ARIZONA

o Communit
MWL Partnership

of Southern Arizona
Regional Bebavioral Health Authority

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

SUBMISSIONS: Email, Fax or Mail ad copy, including
issue dates desired, contact name, phone number,
and billing address, to:

Lindsey Fox
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American Psychiatric Publishing

1000 Wilson Blvd, Suite 1825

Arlington, Virginia 22209-3901

(703) 907-7331 e Fax (703) 907-1093
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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
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counted as chargeable lines. We do not provide
proofs of ads before publication.

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.

ACADEMIC LEADERS IN CHILD AND
ADOLESCENT PSYCHIATRY

The Department of Psychiatry at UCSD (http://
psychiatry.ucsd.edu/) is seeking candidates for
full-time leaders in child and adolescent psy-
chiatry. Child Psychiatrist candidates must be
board eligible/certified in general and child and
adolescent psychiatry. A research track record
and experience in an important area of child/
adolescent psychopathology is necessary. Due to
the increasing evidence of the long-term de-
structive effects of stress and abuse, experience
in the understanding and study of trauma and
its sequelae secondary to abuse and/or neglect
is particularly encouraged. Individuals must
have or be able to become licensed in the State
of California. Candidates who apply should have
a proven track record in research and leadership
in academic or academic-related settings, and a
capacity to head a program in child and adoles-
cent psychiatry. A demonstrated research track
record of productivity and success in obtaining
peer reviewed research grants is required. Pref-
erence is to make an appointment at the full
professor level, but the candidate’s academic
rank and series will be determined by individual
academic qualifications and achievements. Salary
is based upon University of California salary
scales.

The University of California, San Diego is an
equal opportunity and affirmative action em-
ployer with a strong institutional commitment
to excellence through diversity. Candidates
should send curriculum vitae and other support-
ing documents by January 15, 2011 to Search
Committee C2, UCSD Department of Psychia-
try, 9500 Gilman Drive, La Jolla, CA 92093-
0603.

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 21 January 7
February 4 January 21

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.

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.

BE/BC Psychiatrist for CA Hospitals/Pris-
ons. $160-185/hr. Up to $44k/mo. 8-12hr/day.
Wknds $42/0n call. Alameda Co. up to 270k/yr.
H1/J1 Welcome.

Tel: (707)694-6890/
(707)226-2426/(707)694-3805
Fax: (415)814-5764
bayareadoctors@gmail.com

COMMUNITY PSYCHIATRY FACULTY

The Department of Psychiatry at UCSD (http://
psychiatry.ucsd.edu/) is seeking faculty candi-
dates with expertise in community and public
psychiatry. The faculty selected will provide
leadership for two new Fellowship programs in
Community Psychiatry for Adult and Child Psy-
chiatry. The programs are being initiated by the
UCSD Department of Psychiatry in collabora-
tion with The Community Mental Health Pro-
gram of San Diego County. Strong preference
will be given to candidates with documented
track record of peer-reviewed publications and
research grants. Board Certification in adult
psychiatry is necessary, and Board Certification
or eligibility in Child and Adolescent Psychiatry
will be preferred. Candidates must have or be
eligible for a California Medical licensure. The
academic rank and series will be determined by
the individual’s academic qualifications and
achievements. Salary is based upon University
of California salary scales.

The University of California, San Diego is an
equal opportunity and affirmative action em-
ployer. Candidates should send curriculum vitae
and other supporting documents by January 15,
2011 to Search Committee CPP, UCSD De-
partment of Psychiatry, 9500 Gilman Drive, La
Jolla, CA 92093-0603.
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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.

BC/BE Psychiatrists for CA-CDCR/DMH
locations. $187/hr. PT/FT. On call $43/hr. H1/
J1 considered. (805) 703-3729 Phone. (805) 832-
6469 Fax. intuitivehealthservices@intuitive-
healthservices.com.

FACULTY POSITION

The UCSD Eating Disorder Treatment Pro-
gram seeks applicants for a senior program di-
rector of the UCSD adolescent and adult eating
disorder program. This person must be a psy-
chiatrist or psychologist with familiarity with
empirically supported treatments for eating dis-
orders, program development and management,
business and budgetary responsibilities, and re-
lated administration. This will be a UCSD
faculty position, will report directly to the ex-
ecutive director, Walter Kaye, and will be re-
sponsible for overseeing the management of
clinical programs offering a continuum of care
for adolescents and adults with anorexia and
bulimia nervosa. The academic rank and series
will be determined by the individual’s academic
qualifications and achievements. Salary is based
upon University of California salary scales.

The University of California, San Diego is an
equal opportunity and affirmative action em-
ployer. Candidates should send curriculum vitae
and other supporting documents by January 15,
2011 to Search Committee ED, UCSD Depart-
ment of Psychiatry, 9500 Gilman Drive, La Jolla,
CA 92093-0603.

ndb Mental Health

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’ 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.

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.

GLASSIFIEDS / pn.psychiatryonline.org

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.
Questions about the position may be directed to
Marshall Lewis, MD, Behavioral Health Clinical
Director, HHSA at Marshall. Lewis@sdcounty.
ca.gov.

COLORADO

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, IIT, 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.

FLORIDA

ORLANDO - Medical Director (Child Psy-
chiatrist) - Inpatient and Residential Treat-
ment Programs.

PANAMA CITY - Gulf Coast Living! Gen-
eral and Child Psychiatrist Staff Positions - In-
patient Services. Contact Joy Lankswert, In-
house recruiter @ 866-227-5415; OR email joy.

lankswert@uhsinc.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.

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.

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.

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.

This is your opportunity to live and
work in Hawaii!

The Adult Mental Health Division of the
State of Hawaii Department of Health is re-
cruiting psychiatrists. We have openings for
outpatient psychiatrists to work at Community
Mental Health Centers in Hilo, Kona, Maui,
and in Honolulu County, and for inpatient psy-
chiatry at the Hawaii State Hospital in Kaneohe,
on Oahu.

Employment with the State of Hawaii offers
competitive salaries and benefits. Benefits in-
clude 21 days of vacation per year, 21 days of sick
leave per year, 13 paid state holidays, liability
insurance, medical/vision/dental insurance, and
a generous pension plan with vesting after 5
years of service.

For more information about the outpatient po-
sitions, contact Mr. Wayne Law at 808-832-
5770. For the Hawaii State Hospital, contact Dr.
Jim Westphal at 808-236-8236.

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.

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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Consultation Liaison Medical Director

The Department of Psychiatry and Behav-
ioral Sciences at Northwestern University
Feinberg School of Medicine is recruiting a
psychiatrist for the full-time position of Medical
Director of Consultation-Liaison Psychiatry
Service at Northwestern Memorial Hospital.
Academic rank is open dependent on qualifica-
tions. Additional responsibilities include lead-
ership and teaching responsibilities for our Psy-
chosomatic Medicine Fellowship as well as the
training of psychiatry residents and medical stu-
dents. Must be ABPN board-certified in Psy-
chosomatic Medicine and Illinois licensure pre-
ferred or eligible. Start date is immediate. Posi-
tion open until filled. Applicants should respond
by mailing or emailing a CV and letter of inter-
est by November 1, 2010 to Cathy Frank, M.D.,
Vice-Chair, Department of Psychiatry and Be-
havioral Sciences, 446 E. Ontario, Suite 7-203,
Chicago, IL 60611, or by email to p-zolicoffer@

northwestern.edu.

Northwestern University is an affirmative ac-
tion/equal opportunity employer. Women and
minorities are encouraged to apply. Hiring is
contingent upon eligibility to work in the United
States.

Chicago Suburb - Streamwood. Child Psy-
chiatrists. 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.

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.

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.

ADDICTION PSYCHIATRY - MAINE
COAST. Pen Bay Medical Center has an op-
portunity for a full-time BC/BE adult psychia-
trist with qualifications in addiction medicine to
join our hospital-employed, community-based
integrated behavioral health network. Partici-
pate in a multi-disciplinary team approach to
serve a diverse client base. Competitive salary
and comprehensive benefit package including
loan repayment program. Mid-Coast Maine of-
fers some of the most spectacular natural beauty
and outdoor recreation found anywhere as well
as rich cultural opportunities, great schools and
safe communities. Contact John Bragg at
jbragg@penbayhealthcare.org or (207) 596-
8214.
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MAINE

We are currently recruiting for outpatient psy-
chiatrists to work with children and/or adults.
BC/BE. We have full-time and part-time op-
portunities. Positions involve direct patient care
at one or more of our community mental health
centers located in Kittery, Springvale, Biddeford,
and Westbrook. Our physicians work with a
multi-disciplinary team providing outpatient
services to a variety of programs.

Counseling Services, Inc. is a comprehensive
and integrated community mental health center
serving adults and children with serious mental
health and substance abuse issues. Our pro-
grams are comprised of Community Support
Teams, including Psychiatric Services, Assertive
Community Treatment (ACT), Community
Integration (CI), Outpatient Therapy, Crisis
Response Services, and Complementary Thera-
pies.

We offer a comprehensive salary and benefits
package. If you are interested in exploring op-
portunities with us, please contact the Human
Resources Department at 207-294-7096. A re-
sume and cover letter may be sent to: Counsel-
ing Services, Inc., P.O. Box 1010, Saco, Maine
04072 or human.resources@csimaine.com. We
invite you to visit us online at www.counseling-
services.org. We are an equal opportunity em-
ployer.

BE/BC Adult and Child Psychiatrists
Acadia Hospital, the nation’s first Psychiatric
Magnet Hospital, is a 74 bed community-based,
full service psychiatric hospital located in Ban-
gor, Maine. We are currently recruiting for BE/
BC adult and child psychiatrists to cover our
inpatient and outpatient units. We offer acute
psychiatric care for adults and children, as well
as substance abuse programs, and have recently
opened a 10 bed psychiatric observation unit.
Acadia Hospital is a teaching site for Tufts and
University of New England medical schools.
Positions are tailored to specialty interest. Aca-
dia Hospital offers a competitive salary, full ben-
efits, moving expenses and a loan repayment
program. The area offers an international air-
port, symphony, and the University of Maine
flagship campus. Four season outdoor activities
include boating, hiking, biking, skiing and golf-
ing. The area includes excellent school systems,
affordable housing and a safe living environ-
ment. Bangor is located less than one hour from
Acadia National Park and two hours New Eng-
land’s largest ski resorts. Acadia accepts and
supports candidates working toward/on a J-1
Visa Process. Contact: Nancy Barrows at nbar-
rows@emh.org or apply on line at www.
acadiahospital.org - careers.

MARYLAND

The VA Maryland Health Care System
(VAMHCS,), Mental Health Clinical Center
(MHCQC) 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.

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@dhmbh.state.md.us.
EOE.

MASSACHUSETTS

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.

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.

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.

CAMBRIDGE HEALTH ALLIANCE:
Director, Child/Adolescent Inpatient
Psychiatry Service

Cambridge Health Alliance, Division of Child
and Adolescent Psychiatry, Harvard Medical
School. Full-time Director of Child/Adolescent
Inpatient Psychiatry Services at our Cambridge
campus. Work in a dynamic setting with multi-
disciplinary teams on two inpatient units using
a nationally recognized program for restraint
reduction. Candidates will be expected to con-
tribute to the academic programs of the depart-
ment including teaching child psychiatry fel-
lows, general psychiatry residents, medical stu-
dents, and other trainees. Academic appoint-
ment, as determined by the criteria of Harvard
Medical School, is anticipated.

Qualifications: BC, demonstrated commitment
to public sector populations, strong clinical
skills, strong leadership and management skills,
team oriented, problem solver. Interest and ex-
perience in clinical operations, with proven lead-
ership skills in communication, team building
and conflict resolution. Bilingual and/or bicul-
tural abilities are desirable. Interest and experi-
ence with dual diagnosis and/or substance use
disorders preferred. Competitive compensation,
excellent benefit package.

Cambridge Health Alliance is an Equal Em-
ployment Opportunity employer, and women
and minority candidates are strongly encouraged
to apply. CV & letter to Joel Goldstein, MD,
Dept. of Psychiatry, 1493 Cambridge Street,
Cambridge, MA 02139. Fax 617-665-1204.
Email: JoGoldstein@challiance.org (email pre-
ferred).

Psychiatrist - Fitchburg, MA
Adult Patient Psychiatrist

Community Health Connections is a non-profit
healthcare facility seeking a general psychiatrist
who is Board Certified or a Board eligible grad-
uate of a USGME qualified Adult Psychiatry
Residency Program. The Psychiatrist we seek
will consult with primary care and behavioral
health providers regarding individual cases,
medication management, and care modalities for
our diverse population. This is a full time posi-
tion with generous benefits and excellent work
environment. Qualified applicants please submit
your resume and cover letter to hr@chcfhc.org
or mail to Community Health Connections,
Attn: HR Dept., 275 Nichols Road, Fitchburg,
MA 01420 or fax to 978-665-5959. Reference
Job Listing # 78. EOE.

Medical Director/Teaching Position - Gero-
psychiatric Unit - Horizon Health, in partner-
ship with Cambridge Health Alliance (CHA), a
nationally recognized, innovative health care
system located in Cambridge, Somerville and
Boston’s Metro North area that is comprised of
three campuses and over 15 well established pri-
mary and specialty care practices, seeks a Gero-
psychiatrist for Medical Director on a 22-bed
inpatient Geropsychiatric Unit at CHA’'s Whid-
den Hospital Campus. This position will oversee
the provision of care on the unit, lead quality
initiatives, supervise & teach residents & other
MH trainees, and provide direct patient care.
Academic appointment, as determined by the
criteria of Harvard Medical School, is antici-
pated. Please call Terry B. Good, Horizon
Health, at 1-804-684-5661, Fax #: 804-684-
5663; Email: terry.good@horizonhealth.com.
CHA is an EEO employer, and women and mi-
nority candidates are strongly encouraged to

apply.

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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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.

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.

NEW YORK CITY & AREA

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.

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

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@ombh.state.ny.us.

NEW YORK STATE

PSYCHIATRIST OPENINGS at CEN-
TRAL NEW YORK PSYCHIATRIC CEN-
TER, a State-operated, forensic, JCAHO Ac-
credited Facility, is seeking full time Psychia-
trists for our Inpatient Facility in Marcy, NY,
and for our Correction-based programs includ-
ing: Arthurkill, Auburn, Clinton, Coillins,
Elmira, Five Points, Great Meadow, Grove-
land, Hudson River VT'C, Marcy RMHU,
and Sullivan.

¢ Board Certified: $174,798*.

e Licensed: $168,421.

® Limited Permit: $107,318-119,449*

* A 4% general salary increase is pending.

NY State provides a generous and comprehen-
sive benefits package including an outstanding
Pension Plan; opportunities may exist for ad-
ditional compensation and for NHSC Loan
Forgiveness.

Contact: Dr. Jonathan Kaplan,
Clinical Director (Code 311)
Call at: 845-483-3443, Fax: 845-483-3455.
E-mail: CN00025@OMH.STATE.NY.US.

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.

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 scppecmd@yahoo.
com.

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 HI assistance available. Please
contact Mrs. Linda Jones, office manager @ 1j@
psychwebmd.com or Phone 716-483-2603. Fax
CV and qualifications to 716-483-2828.

PSYCHIATRISTS

The Dutchess County Department of Men-
tal Hygiene has openings for full-time and part-
time BE/BC Psychiatrists in its outpatient men-
tal health programs. Salary is competitive, based
on experience, certification and schedule. 14 - 37
3 hours/week; no evenings, weekends or on-call.
Liberal fringe benefits, including membership
in NYS Retirement System. Extra duty oppor-
tunities. Call or send resume in confidence
to:

Kenneth M. Glatt, Ph.D., ABPP
Commissioner
Dutchess County Department of Mental
Hygiene
230 North Road, Poughkeepsie, NY 12601
Telephone #: (845) 486-2750
Fax #: (845) 485-2759
Dutchess County is an AA/EO Employer

NORTH CAROLINA

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.

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

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 topl % 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-
tendal, 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 topl % 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.

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.

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 topl % 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.
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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

PEMNSTATE HERSHEY

B3 Milton S. Hershey
Medical Center

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@hmec.psu.edu

Penn State Hershey Medical Center is com-
mitted to affirmative action, equal opportunity
and the diversity of its workforce.

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.
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PHILADELPHIA: 3 positions. Chief Medi-
cal Officer and Child Psychiatrist - Inpatient
Services - little call. Admission Services Physi-
cian (Mon-Fri w/ no call).

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.

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.

RHODE ISLAND

Rhode Island Hospital and The Miriam Hospital
Affiliated Hospitals of the Warren Alpert
Medical School of Brown University

Psychiatry Positions Available

* Emergency Psychiatrist The region’s largest
emergency psychiatry facility is seeking a
child/adolescent emergency psychiatrist who
is also interested in seeing adult patients; other
available positions include flexible evening and
weekend rotations.

Geriatric Psychiatrist A program with exten-
sive multidisciplinary clinical, research, and
teaching is seeking someone with Geriatric
psychiatry board certification/eligibility. In-
terests should include outpatient and nursing
home consultation.

* Outpatient Psychiatrist We are seeking can-
didates with an interest in the medical/psy-
chiatry interface.

Consultation-Liaison Psychiatrist We are
seeking candidates to provide clinical services,
teaching and supervision in medical primary
care and other specialty areas.

Inpatient Psychiatrist Our program has 46
inpatient beds located in a general medical
hospital. We are seeking an additional inpa-
tient attending for a new unit.

Positions eligible to be considered for Faculty
appointment at Brown University. Opportuni-
ties for research for applicants with appropriate
background and interests. Applicants must be
Board Certified or eligible (within three years
of training completion). Salary and benefits
competitive and commensurate with level of
training and experience.

Please send CV’s along with a letter of interest
to Richard J. Goldberg, M.D., Psychiatrist-in-
Chief, APC-9, Rhode Island Hospital, 593 Eddy
Street, Providence, RI 02903 and/or email: rj-
goldberg@lifespan.org.

TEXAS

PSYCHIATRISTS: Mental Health Mental
Retardation Authority of Harris County
(MHMRA) in Houston, Texas is one of the larg-
est mental health centers in the United States.

Harris County Jail
Second shift 2:00 PM to 10:00 PM
Perform psychiatric evaluations
& medication management
Some on call at 24/7 facility

Texas licensure is required for all
positions.

MHMRA offers competitive salary plus a gener-
ous benefit package. Houston offers excellent
quality of life, lower than average cost of living,
no state income tax and exciting cultural, enter-
tainment, sporting and tourists venues. Contact
Charlotte Simmons at (713) 970-7397, or
submit your C.V. to charlotte.simmons@
mhmraharris.org or fax: 713-970-3386 or go
on-line at www.mhmraharris.org to complete
application.

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!).

e 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.

e 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.

T 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.swvmbhi.dbhds.virginia.gov
Job Application Site: https://jobs.agencies.vir-
ginia.gov

EOE

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.

F5591 VTCC Director

EXCITING LEADERSHIP OPPORTU-

NITY FOR CREATIVE MENTAL

HEALTH PROFESSIONAL in a nationally

recognized psychiatric hospital for children and

adolescents located in an urban academic medi-
cal center. The Department of Psychiatry is cur-
rently seeking an individual to serve as Director
of the Virginia Treatment Center for Children

(VTCC). The Director is responsible to the

VCU Health System and to the Chair, Depart-

ment of Psychiatry for the effective management

of multiple integrated functions of VT CC.

These functions include the clinical care of in-

patients and outpatients, multi-disciplinary

teaching of students from various disciplines,
and development and implementation of mean-
ingful research. Statewide outreach to improve
children’s mental health is essential, as is main-
taining integrative teaching and clinical research
relationships within the University. Specific

VTCC duties include:

* Supervision and coordination of the Executive
Committee which include directors of Clinical
Services Operations, Medical Services, Sup-
port Services, Utilization Management and
Quality Improvement, Education and the
Business Office.

* Planning and budgeting for the Treatment
Center including establishing, monitoring, and
maintaining annual service and financial goals
and objectives.

* Ensuring that services meet standards of ac-
crediting entities and that continuous quality
improvement processes are in place.

* Working collaboratively with community
agencies/organizations to ensure children re-
ferred to the Treatment Center receive appro-
priate care and to promote the development
and delivery of comprehensive, quality services
for children/adolescents in Virginia with men-
tal health needs.

* As a faculty member in Psychiatry, the Direc-
tor is expected to perform usual faculty duties,
including teaching, research, and clinical care,
where relevant.

QUALIFICATIONS: Doctoral degree in a
mental health discipline, experience in the pro-
vision of clinical services to children/adoles-
cents/families, strong administrative experience,
including personnel and budget management,
experience in teaching and research.

Send CV to Joel Silverman, MD, Chair, VCU,
Box 980710, Richmond, VA 23298. Virginia
Commonwealth University is an Equal Oppor-
tunity/Affirmative Action employer. Women,
persons with disabilities, and minorities are en-
couraged to apply.

Child Psychiatrist
Position F3248

Virginia Commonwealth University: Medical
College of Virginia Hospitals, Division of Child
& Adolescent Psychiatry in the Department of
Psychiatry, is recruiting a Virginia license-eligi-
ble BE/BC child psychiatrist faculty. Will work
as Inpatient/Outpatient attending and will be
responsible for administration and clinical care
as well as teaching and supervision of medical
students, residents and child fellows. In addi-
tion, consultation work with community agen-
cies will be available. Must have an interest in
teaching and academic work, as well as the abil-
ity to work on interdisciplinary team. Demon-
strated experience working in and fostering a
diverse faculty, staff, and student environment
or commitment to do so as a faculty member at
VCU.Department has seven full-time child psy-
chiatrists, a child research institute, over 80 full-
time faculty and well-funded research in genet-
ics, child and women’s mental health, addictions
and psychopharmacology. VCU is a large urban
university with robust health science campus and

750-bed university hospital.

Richmond, State Capital, has moderate climate
and rich mix of history with modern facilities,
excellent suburban housing, public/private
schools. Internet provides comparative cost of
living.

Send CV to Joel Silverman, VCU, PO Box
980710, Richmond VA 23298 (Fax 804-628-
1247). Virginia Commonwealth University is an
equal opportunity/affirmative action employer.
‘Women, minorities and persons with disabilities
are encouraged to apply.
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Child Mental Health Researcher

VIRGINIA COMMONWEALTH UNI-
VERSITY Department of Psychiatry and the
Division of Child and Adolescent Psychiatry is
recruiting an experienced Child Mental Health
Researcher. The successful candidate will con-
duct research, mentor faculty and trainees, pre-
pare grant applications, and manage staff and
research projects. Faculty member will be re-
quired to have an established research agenda
and a clear potential for external funding, as ap-
propriate, and potential for scholarship or cre-
ative expression to complement and expand
existing expertise in the Department of Psy-
chiatry. Additionally, candidate must have an
appropriate level of peer reviewed publications;
excellent organizational, management and oral/
written communication skills; ability to work
with multiple disciplines; familiarity with clinical
aspects of child mental health. Collaboration
with our International Virginia Institute for Psy-
chiatric and Behavioral Genetics is encouraged.
Demonstrated experience working in and foster-
ing a diverse faculty, staff, and student environ-
ment or commitment to do so as a faculty mem-

ber at VCU.

VCU Department of Psychiatry employs over
80 full-time faculty and has well-funded research
in genetics, addictions, child and women’s men-
tal health, and psychopharmacology. VCU is a
large urban university with robust health science
campus and 750-bed university hospital. Rich-
mond, the State Capital, has moderate climate
and rich mix of history with modern facilities,
excellent suburban housing, and public/private
schools. Internet provides comparative cost of
living.

Send CV to Joel Silverman, Chairman, Depart-
ment of Psychiatry, VCU, Box 980710, Rich-
mond, VA 23298 (Fax 804-628-1247). Virginia
Commonwealth University is an equal opportu-
nity/affirmative action employer. Women, mi-
norities and persons with disabilities are encour-

aged to apply.

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-veu.edu.

Virginia Commonwealth University is an
Equal Opportunity/Affirmative Action
employer. Men, women, persons with

disabilities, and minorities are encouraged
to apply.
Staff Psychiatrist # 2010

Valley Community Services Board located in
the beautiful Shenandoah Valley is seeking a
Full-time BE/BC psychiatrist. This position is
100 % Outpatient, Monday - Friday. VCSB of-
fers health/dental/life insurance, paid sick and
annual leave and participation in the Virginia
Retirement System. Candidate will receive 5
days allowable for CME training plus $2,500.00
per year for educational requirements. Salary
range is $155K- $175K depending on experi-

ence.

CLASSIFIEDS / pn.psychiatryonfine.org

To apply for this position, submit a CV or re-
sume along with a VCSB Employment Applica-
tion, which is available on our website, www.
vesb.org. Applications should be submitted to
Human Resources 85 Sanger’s Lane, Staunton,
VA. 24401, or e-mailed to sgray@vcsb.org or
Fax to 540-213-7501. For additional informa-
tion feel free to call 540-213-7340 or 540-213-
7559.

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.

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 ime. 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.
_ Fellowships

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 administraton. 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.

PGY5 Fellowship Position
at Silver Hill Hospital/Yale University
Department of Psychiatry

In collaboration with the Yale University De-
partment of Psychiatry, Silver Hill Hospital, a
private psychiatric hospital with 129 beds in
New Canaan, CT, is offering a one year PGYS5
fellowship position. The Hospital provides long-
term residential treatment programs as well as

inpatient treatment. The position offers experi-
ence working in the following core areas: Gen-
eral Psychiatry; Substance Use Rehabilitation;
Treatment of Severe Personality Disorders; and
Treatment of Adolescents. Additional educa-
tional and research elective opportunities are
available through the Yale Department of Psy-
chiatry.

Interested applicants should contact Ann
Cohen DePalma at 203.785.2095.

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.

The Department of Psychiatry, Indiana Univer-
sity School of Medicine has a position open for
a two year Clinical Research and Neuroimag-
ing Mood Disorders Fellowship. Applications
are invited from candidates with a PhD or a MD
degree. The fellowship experience will involve
extensive participation in NIH, private founda-
tion and industry sponsored research projects
for investigation of pathophysiology of mood
disorders and effects of treatment. Experience
in clinical trials and/or neuroimaging research
is desirable. To apply please send curriculum
vitae and letter of interest by fax or e-mail to:

Amit Anand, MD

Director, Mood and Emotional Disorders
Across the Life Span (MEDALS) Center
Department of Psychiatry and Radiology

UH 3124

550 North University Boulevard

Indianapolis, IN 46202

Fax: 317-274-1497, email: aanand@iupui

Fellowship In College of Mental Health
The Ohio State University
Columbus, OH

The Ohio State University Counseling and
Consultation Service offers a Psychiatry Fellow-
ship in College Mental Health for the 2011-12
academic year with training specific to a cultur-
ally and clinically diverse student population of

over 56,000. This full-time, salaried position
has benefits and no call or weekend duties. Can-
didates must be eligible for board certification
and Ohio medical licensure. Mail CV, letter of
interest and 3 letters of recommendation includ-
ing letter from residency training director to:
Denise Deschenes, M.D., Counseling and Con-
sultation Service, 4th Floor, Younkin Success
Center, 1640 Neil Ave., Columbus, OH, 43201-
2333, (614) 292-5766, deschenes.2@osu.edu;
www.ccs.osu.edu. Application deadline: Feb-
ruary 1, 2011. To build a diverse workforce,
Ohio State encourages applications from indi-
viduals with disabilities, veterans and women.

EEO/AA employer.

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@wcmec.com.

Candidates and Employers
Connect through the
APA Job Bank

sych.org/jobbank

Candidates

m  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 find the

ideal position!

Employers

®  Use the many resources of the APA
Job Bank to meet qualified candidates
and make a smart recruitment
decision.

Adpvertise in the Psychiatric News ot
Psychiatric Services classifieds 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

APA
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Essential New Textbooks in Psychiatry!
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Dulcan’s Textbook of Child and
Adolescent Psychiatry
Edited by Mina K. Dulcan, M.D.

2010 @ 1,104 pages @ ISBN 978-1-58562-323-5
Hardcover ® $239.00 e Iltem #62323

The American

Psychiatric Publishing
Textbook of Psychosomatic
Medicine Psychiatric Care of the
Medically Ill, Second Edition

Edited by James L. Levenson, M.D.

2011 e 1248 pages ® ISBN 978-1-58562-379-2
Hardcover ® $219.00 e ltem #62379

Textbook of Autism
Spectrum Disorders

Edited by Eric Hollander, M.D.,
Alexander Kolevzon, M.D., and
JosephT. Coyle, M.D.

Foreword by Sally J. Rogers, Ph.D.

2011 @ 656 pages ® ISBN 978-1-58562-341-9
Paperback e $89.00 e Iltem #62341
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The First and Last Word in Psychiatry
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The American

Psychiatric Publishing

Textbook of Forensic Psychiatry,
Second Edition

Edited by Robert I. Simon, M.D., and
Liza H. Gold, M.D.

2010 e 726 pages ® ISBN 978-1-58562-378-5
Hardcover @ $120.00 e Iltem #62378

Textbook of Traumatic
Brain Injury,

Second Edition
Edited by Jonathan M. Silver, M.D.,

Thomas W. McAllister, M.D., and
Stuart C. Yudofsky, M.D.

2011 e 704 pages ® ISBN 978-1-58562-357-0
Hardcover @ $175.00 e ltem #62357

Coming
February 2011

Textbook of Pediatric
Psychosomatic Medicine

Edited by Richard J. Shaw, M.B., B.S., and
David R. DeMaso, M.D.

2010 @ 551 pages ® ISBN 978-1-58562-350-1
Hardcover @ $125.00 e Item #62350

Essentials of Neuropsychiatry
and Behavioral Neurosciences,
Second Edition

Edited by Stuart C. Yudofsky, M.D., and
Robert E. Hales, M.D., M.B.A.

2010 ® 629 pages ® ISBN 978-1-58562-376-1
Paperback @ $129.00 e Item #62376
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Essentials of Psychiatry, Third
Edition
Edited by Robert E. Hales, M.D., M.B.A.,,

Stuart C. Yudofsky, M.D., and
Glen O. Gabbard, M.D.

2011 * 806 pages ® ISBN 978-1-58562-933-6
Paperback @ $134.00 e Item #62933

The American Psychiatric

Publishing Textbook \
N Coming
of Geriatric -
] ebruary 2011
Neuropsychiatry,
Third Edition

Edited by C. Edward Coffey, M.D., and
Jeffrey L. Cummings, M.D.

Associate Editors: Mark S. George, M.D.,
and Daniel Weintraub, M.D.

2011 @ pages TBD e ISBN 978-1-58562-371-6
Hardcover @ $219.00 e Item #62371

20% Discount
,  for American Psychiatric
Association Members!

25% Discount for APA
Members-in-Training
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Order Online: www.appi.org - Phone: 1-800-368-5777 - Fax: 703-907-1091 - Email: appi@psych.org

Priority Code AH1047R

Find us on ﬂ Facebook and (3 Twitter.



