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Government 
Seeks Uninsured 
To Sign Up for
Health Exchanges 
Though the parity law applies to 
plans in the exchanges, there is 
nothing to indicate the breadth 
of benefits, and clinicians should 
also be alert to cost-sharing 
features of their patients’ health 
exchange plans.

BY MARK MORAN

T he federal government is 
mounting a major campaign 
to get uninsured individu-
als to sign up for an insurance 
plan through the new health 

exchanges, established by the Aff ord-
able Care Act (ACA), when enrollment 
begins October 1 this year. 

In a briefi ng at the White House for 
approximately 150 invited representa-
tives of mental health advocacy groups—
including APA—staff  at the White House, 
the Department of Health and Human 
Services (HHS), and the Substance Abuse 
and Mental Health Services Administra-
tion (SAMHSA) described a multifaceted 
strategy to get at least 7 million uninsured 
individuals to sign up this year for a plan 
through the new health exchanges. 

Steff anie Valencia, special assistant to 
the president and principal deputy direc-
tor of the White House Offi  ce of Public 
Engagement, said that the ultimate goal 
is enrollment of all 40 million uninsured 
individuals (some of whom will be eli-
gible for Medicaid under new eligibility 
rules in the ACA). But she said a more 
realistic target for the fi rst year of the 
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PERIODICALS: TIME SENSITIVE MATERIALS

Vanderbilt translates 
“Big Pharma” 
research model to less 
risk-averse academia.

� is innovator is 
integrating medical 
care with community 
services for the elderly.

PSYCHIATRIC NEWS

18105

APA’s HelpLine 
answers questions 
about CPT coding 
and more.

see Health Exchanges on page 12

Researcher and psychopharmacologist Sanjay Mathew, M.D., says that ketamine, a glutamate receptor antagonist, may accelerate clini-
cal advancement in depression therapeutics beyond the monoaminergic system. See story below.
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Ketamine Shows Rapid Action 
In Treatment-Resistant Depression
Instead of targeting postsynaptic 
monoamine transporters, 
ketamine inhibits N-methyl-D-
aspartate (NMDA) receptors to 
alter glutamatergic signaling.

BY VABREN WATTS

F rom “switching” and “combin-
ing” antidepressant prescrip-
tions to electroconvulsive 
therapy, choosing an eff ective 
therapy for treatment-resistant 

depression can be challenging for both 
patients and clinicians. A report pub-

lished August 28 in AJP in Advance
described an alternative that could bring 
hope to those with the more severe form 
of depression and the physicians who 
treat them.

In a collaborative eff ort, scientists 
from Michael E. Debakey VA Medi-
cal Center in Houston, Baylor College 
of Medicine, and the Icahn School of 
Medicine at Mount Sinai conducted the 
largest study to date on the rapid eff ects 
of the anesthetic drug ketamine. 

“Almost all current options to treat 
depression target the monoamine neu-
rotransmitter system [such as selective 
serotonin reuptake inhibitors (SSRIs)],” 

said Sanjay Mathew, M.D., chair of the 
Psychopharmacology of Mood Disor-
ders Program at Baylor, “so we wanted 
to focus on molecular targets outside the 
monoamine system that would acceler-
ate clinical advancement in depression 
therapeutics.”

Ketamine has a mechanism diff er-
ent from  that of SSRIs and other mono-
aminergic reuptake inhibitors. Instead 
of targeting presynaptic monoamine 
transporters, it inhibits the postsynaptic 
glutamate binding protein, N-methyl-D-
aspartate (NMDA) receptor. Glutamate 
elicits excitatory responses in neurons, 

see Ketamine on page 23
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Join your colleagues who have chosen to be  
represented by our professional team and our  
program which is endorsed by the two most 
prominent associations in your profession – the 
American Psychiatric Association and the American 
Academy of Child and Adolescent Psychiatry.
 
As an Allied World policyholder you will benefit 
from the experience of an internationally  
recognized Risk Management Team who will guide 
you through the ever-changing exposures that 
you may encounter in your Psychiatric practice. 
Our Risk Management team is available to our 
insureds 24 hours a day, seven days a week or 
through our Hotline.

THERE ARE GOOD REASONS 
AMERICAN 

PROFESSIONAL 
AGENCY 

IS A LEADER IN PROVIDING 
MALPRACTICE INSURANCE 

FOR PSYCHIATRISTS 
HERE ARE TWO OF THEM.

95 Broadway, Amityville, NY 11701  

www.APAmalpractice.com
877-740-1777

®

WHEN IT COMES TO MALPRACTICE INSURANCE 
FOR PSYCHIATRISTS, 

GO WITH A WORLDWIDE LEADER 

Coverage will be underwritten by an insurance subsidiary of Allied 
World Assurance Company Holdings, AG

www.psychiatry.org
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Register Now for Institute!

APA’s 2013 Institute on Psychiatric 
Services is being held October 10 
to 13 in Philadelphia. The meeting 
is often referred to as APA’s ”little 
gem” because of its high quality and 
smaller size than the annual meeting. 
The theme of this year’s institute is 
“Transforming Psychiatric Practice, 
Reforming Health Care Delivery.”  To 
register, go to www.psychiatry.org/
ips. The preliminary program and 
housing information can also be  
accessed at that site. Also, see related 
articles on pages 4 and 13.
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Professional news
 6 | Understanding Pharma Marketing Takes Punch Away 

Pharmaceutical companies put a lot of thinking into their marketing 
campaigns, and discerning physicians who do the same might be less 
subject to bias.

 9 | Ethical Landscape Adds New Challenges to Old
The ethical landscape for psychiatrists is marked by longstanding concerns 
as well as multiple new ones introduced by the growth of technology and 
social media.

association news
 11 | Indiana Members-in-Training Seek to Serve Profession 

The Indiana Psychiatric Society can boast of considerable success in an 
often-challenging endeavor—getting an impressive number of residents to 
join and get involved.

clinical & research news
 15 | Depression Detection, Treatment Important in Diabetics 

A growing body of evidence suggests that individuals who have both 
depression and diabetes are at greatly increased risk for dementia.

 16 | Childhood Stomach Pains Associated With Adult Anxiety
When youngsters experience abdominal pain that doesn’t have an organic 
basis, it may be a harbinger of anxiety disorders in their future.

 16 | Risk for Early-Onset Dementia in Men Linked to Nine Factors
A study finds that alcohol abuse is among the strongest of nine factors 
linked to development of early-onset dementia in men.

 19 | Excess of CSF in Brain May Predict Autism
An excessive amount of cerebrospinal fluid is found in the subarachnoid 
space over the frontal lobes in infants who were later diagnosed with 
autism.

 19 | Psychiatric Patients Reap Cardiac Benefits From Fitness Program
A new personalized health and fitness mentorship program shows success 
in lowering cardiovascular risk in patients with serious mental illness.
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IPS to Feature Patrick Kennedy, 
Celebrate Community Psychiatry
by Jeffrey Lieberman, m.D.

I am pleased to share highlights of 
aPa’s 2013 institute on Psychiatric 
Services with you in this Psychiatric 

News column as we get ready to meet in 
Philadelphia from October 10 to 13. The 
conference theme is “Transforming Psy-
chiatric Practice, reforming Health Care 
Delivery,” and i am very excited about this 
year’s meeting for many reasons. as aPa 
president, i had the privilege of select-
ing the theme and have worked closely 
with the Scientific Program Committee 
in planning a learning experience that is 
innovative, diverse, comprehensive, and 
professionally fulfilling. in this column 
i want to share my thoughts on how this 
year’s theme is particularly relevant given 
the changes we are experiencing in the 
profession and some of the exciting pro-
gram events that i hope will support aPa’s 
goal of being in the forefront of changes in 
the profession under health care reform. 

i am also very excited to announce 
two special events planned for this 
year’s attendees. Thanks to the support 
of the american Psychiatric foundation, 
former rep. Patrick Kennedy, a strong 
advocate for improved access to men-
tal health services as part of health care 
reform, will join me for a session in the 
“Conversations” format, where we will 
discuss changes in psychiatric practice, 
stigma, and the need for increased advo-
cacy to improve access to psychiatric 
treatment. i am also chairing a special 
symposium on the role of psychiatrists 
in the transformed health care system 
with esteemed colleagues ellen Katz, 
ann Sullivan, and Grant mitchell.

These are among other offerings at this 
year’s iPS:

 • Over 120 work-
shops, lectures, 
symposia, innova-
tive programs, and 
forums and a new 
course: “DSM-5: 
What Clinicians 
need to Know and 
Practical applications.”

 • an expanded track on integration of 
behavioral health and primary care that 
includes numerous interactive sessions 
in which psychiatrists, other mental 
health professionals, and primary care 
providers can learn and talk about our 
different clinical cultures and how to 
effectively collaborate and integrate to 
provide the highest-quality services to 
our mutual patients. 

 • Several sessions on mental health 
recovery, including how psychiatrists 
can be involved. The Opening Session 
keynote will be presented by estelle 
richman, a pioneer in the integra-
tion of funding for behavioral health 
systems and a recipient of a Kennedy 
School of Government innovation 
award for the transformation of 
the Philadelphia behavioral health 
system.

 • a special session commemorating 
a half century of community mental 
health, featuring community psychia-
trists representing each decade since 
the signing of the Community mental 
Health Centers act of 1963.

 • a special track organized by Omna 
on Tour (aPa’s Office of minority/
national affairs) on the impact of 
psychological trauma on minority and 
underserved communities and families.

i congratulate the iPS Scientific 
Program Committee for developing 
a diverse program agenda to address 
the many issues facing the member-
ship related to health care reform, 
including scope of practice, integrated 
service models, new payment mecha-
nisms, and the changing role of psychi-
atrists and psychiatric practice under 
health care reform. also, i want to 
offer a special thanks to the american 
association of Community Psychia-
trists for its continued support of this 
meeting—it remains the “must-attend” 
professional meeting for community 
and public mental health psychiatrists 
and other mental health professionals. 
See you in Philadelphia! for registration 
information, see the box on page 3. PN

 

    

Now Available —DSM-5TM!

                           Explore the DSM-5 Collection of related titles

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

This new edition of Diagnostic and Statistical 
Manual of Mental Disorders (DSM-5™), used by 
clinicians and researchers to diagnose and classify 
mental disorders, is the product of more than 10 
years of effort by hundreds of international experts 
in all aspects of mental health.  

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

The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, is the 
most comprehensive, current, and critical resource for clinical practice available to 
today’s mental health professionals.

  2013 • 992 pages • ISBN 978-0-89042-554-1 • Hardcover • $199.00 • Item #2554 

  2013 • 992 pages • ISBN 978-0-89042-555-8 • Paperback • $149.00 • Item #2555

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

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

Coming Fall 2013!Just Published!

Nominations Invited for 
APA’s 2014 Election

APA invites members to suggest 
candidates for APA’s 2014 election. 
Nominations are being sought for 
the national offices of president-
elect, treasurer, trustee-at-large, 
and member-in-training trustee-
elect. Members who live in Area 2 
or Area 5 are also invited to suggest 
candidates for their respective Area 
trustee. Nominations and letters of 
recommendation should be forwarded 
by October 1 to election@psych.org. 

More information on the APA 
elections process and eligibility 
information is posted on APA’s election 
Web site at http://www.psychiatry. 
org/network/board-of-trustees/ 
apa-national-elections.
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Pioneer Extends Integration 
To Community-Based Aging Services
Conwell says a more 
fundamental line than the one 
between mental health care 
and other medical care is the 
barrier between medical care 
and community-based human 
and social services. This is the 
fifth in a series of profiles of 
leaders in integrated care.

BY MARK MORAN

P sychiatrist Yeates Conwell, 
M.D., is a pioneer in what 
might be called “collaborative 
care plus.” 

A researcher and leader in 
developing innovative service system 
models, Conwell is pushing forward the 
frontiers of the emerging integrated care 
movement. Leaders in that movement 
sometimes speak about degrees of inte-
gration—there is the original consulta-
tion-liaison model practiced by many in 
the hospital setting; there is co-located 
care where primary and mental health 
services are off ered at the same site; and 
there is what some consider the most 
advanced model of “collaborative care”: 
a psychiatrist works as a consultant to 
primary care physicians for an entire 
caseload of patients in a population. 

But Conwell, director of the geriatric 
psychiatry program at the University of 
Rochester Medical Center (URMC), is 
extending the model to integrate medi-
cal care with human and social services 
in the community for elders with depres-
sion, dementia, and other mental disor-
ders. Central to his unique vision is the 
insight, supported by years of research 
and practice, that social and cultural 
factors aff ecting the lives of elders in the 
community, especially 
social isolation and 
social connectedness, 
are critical to health 
and well-being—and 
are important vari-
ables in health care 
utilization and costs. 

“A lot of my work, 
b o t h  i n  t e r m s  o f 
research and service system develop-
ment, has been directed specifi cally to 
the integration not just of mental health, 
primary care, and other medical special-
ties, but also reaching out to incorporate 
community-based aging services as a 
geriatric psychiatrist into that mix,” Con-
well told Psychiatric News. In December 
2011, Conwell was chosen to be one of 73 

“innovators” (and the only psychiatrist) in 
the Innovation Advisors Program (IAP) 
sponsored by the federal Centers for 
Medicare and Medicaid Innovation; that 
program is designed to recognize innova-
tive health system service design. 

“So many of our systems function in 
silos,” he said. “� e siloed mental health 
versus primary care dichotomy is one bar-
rier, but far more ubiquitous is the barrier 

between health and human ser-
vices. Population health allows 
us to [break down that barrier] if 
we get to a place where we recog-
nize that community contextual 
factors infl uence health care use 
and expenditures tremendously 
and that there are these experts 
in the community that manage 
morbidities in the community 
very well.”

Biopsychosocial Tradition 
‘Inherited’

As vice chair of the Depart-
ment of Psychiatry at the Uni-
versity of Rochester, Conwell 
occupies an offi  ce where once 
sat George Engel, M.D., con-
sidered by many to be the father of the 
“biopsychosocial” model of care. So his 
vision for how to care for elders living in 
the community is a natural outgrowth 
of a long tradition at URMC of stretch-
ing the traditional biomedical model to 

incorporate—as Engel said in a seminal 
1977 article in Science—“the patient and 
the social context in which he lives.”

But his work is also informed by a more 
personal witness to the strengths and resil-
iencies of older people. “What brought 
me into geriatric psychiatry, aside from 
its being a fascinating fi eld that draws on 
medical training in neurology and psy-

chiatry, were early infl uences in which I 
learned fi rsthand that older people who 
age successfully are drawing on remarkable 
reserves of strength and resilience,” Con-
well said. “Our older citizens are survivors, 
and our models of care for them need to 
draw on their strengths and resiliencies 
rather than defi cits.” 

As director of a partnership between 
URMC and a community services pro-

vider network called the Senior Health 
and Research (SHARE) Alliance, Con-
well has sought to develop collaborative 
systems of care integrating primary care, 
mental health care, and community 
senior service agencies in the care of 

seniors in the com-
munity with mental 
disorders.

Among his proj-
ects is a dementia care 
program that will link 
memory disorder spe-
cialty services (geri-
atric psychiatry, psy-
chology, neurology, 

medicine, and nursing) with social work 
and other community-based care to 
optimize independent functioning and 
quality of life for people with dementia 
and their families, while reducing over-
all costs.

“What I have tried to do with colleagues 
is bring representatives of the aging ser-
vices network into our clinic so they can 

work collaboratively in the assessment 
and ongoing care of patients and families 
struggling with dementia,” he said. “You 
might have a depressed older person who 
has some underlying brain disease and 
may be brittle on that basis, has partial 
response to the treatment you provide, 
and then looks a little bit better and goes 
home. But if they are going home to a place 
where they are isolated and socially dis-
connected, don’t have the stimulus they 
need, can’t aff ord their medication, have 
to worry about keeping their heat on—any 
number of potential social problems—the 
treatment we have simply isn’t going to 
work, or as eff ectively.” 

Like many leaders in integrated care, 
Conwell says the movement to bring 
together mental health care, medical 
care, and human and social services in 
the community is a remarkable opportu-
nity for psychiatrists. He urges psychia-
trists to seek out their own community 
health centers and hospitals for ways they 
can contribute their special expertise to 
the care of patients in primary care and 
those with chronic medical conditions, 
and he said they will be welcomed by col-
leagues in general medicine.

“I know it to be true that so many 
people in the primary practice commu-
nity are just worn out by their inability 
to work eff ectively across these kinds of 
boundaries that have been artifi cially 
imposed by the way our service systems 
have evolved over time,” he said. “To be 
able [to work across those boundaries] in 
some sort of population health service 
model is more satisfying and more fun—
and not just for the psychiatrist, but for 
the primary care doctors who need and 
want our help.” PN

 A Psychiatric News audio interview with 
Conwell can be accessed at 
http://www.psychnews.org/
update/audio/conwell.mp3. 
Also, resources on integrated 

care for members can be accessed on APA’s 
website at http://www.psychiatry.org/
practice/professional-interests/integrated-
care.
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Yeates Conwell, M.D., says psychiatrists will be 
welcomed by colleagues in general medicine 
“worn out” from trying to work across arti� cial 
boundaries of a fragmented health care system. 

“What I have tried to do with colleagues is bring 
representatives of the aging services network 
into our clinic so they can work collaboratively 
in the assessment and ongoing care of patients 
and families struggling with dementia.”

INTEGRATED CARE
Putting Together the Puzzle

   EXCLUSIVE
   O N L I N E

   CONTENT 

APA Honors 
Deceased Members

The names of members whose deaths 
were reported to APA from April 1, 2012, 
to June 30, 2013, can be accessed at 
http://psychnews.psychiatryonline.org//
newsArticle.aspx?articleid=1725787. In 
the future, this information will be post-
ed on the Psychiatric News Web site on a 
quarterly basis. The link to the list will be 
published in the print and e-newsletter 
versions of Psychiatric News.
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pROFESSIONAL NEWS

Industry Influence Can Be Mediated by Understanding Theory Behind It
If doctors can approach the 
food, flattery, and friendship 
that underlie pharmaceutical 
marketing with sufficient 
skepticism, its biasing effects 
may decrease.

By AAron Levin

S ocial science research can help 
understand the marketing prac-
tices of pharmaceutical and 
medical device manufactur-
ers, but might also plausibly be 

used to help doctors form independent 
judgments about therapies and diagnos-
tic tools, according to two Georgetown 
University physicians.

However, doctors must first under-
stand the techniques used to influence 
their choices.

“industry uses principles of social psy-
chology to manipulate prescribing behav-
ior; physicians unaware of such subtle 
influences will not try to avoid the result-
ing conflicts of interest,” wrote Sunita 
Sah, M.D., M.B.A., Ph.D., an assistant 
professor of business ethics at George-
town and a research fellow at the ethics 
Center at Harvard University; and Adri-

ane Fugh-Berman, M.D., an assistant pro-
fessor of pharmacology and physiology 
and of family medicine at the Georgetown 
University Medical Center. Their article 
appears in the August issue of the Journal 
of Law, Medicine, and Ethics.

earlier studies showed that physicians 
believe they are not personally influenced 
by industry but their colleagues are. 

“Physicians think they are making their 
own independent choice of therapeutics for 
their patients and don’t realize the extent 
to which they are affected by drug reps,” 
said Fugh-Berman in an interview. She is 
also director of Pharmedout, a George-
town University Medical Center project 
that advocates evidence-based prescrib-
ing and educates health care professionals 

about pharmaceutical market-
ing practices. “overconfidence 
and naiveté are a dangerous 
combination.”

one understanding of the 
industry’s techniques may lie 
in the principles of influence 
and persuasion set out by 
social psychologists like rob-
ert Cialdini, Ph.D., a professor 
emeritus of psychology and 
marketing at Arizona State 
University, as cited by Sah and 
Fugh-Berman.

For a start, reciprocity 
might be the tenet most famil-
iar to medical professionals. 
That pizza or fancy dinner 
provided by the drug rep sets 
up an implicit obligation to 
return the favor.

Commitment to even a 
small goal (like prescribing that new 
drug to just a few patients) is amplified by 
a desire later to justify that choice with 
future consistency.

Conformity (or “social proof”) is 
doing what others do, especially those 
with more prestige or authority. indus-
try’s use of “high-status, respected, aca-
demic physicians” to act as “key opinion 
leaders” is such a time-tested tactic.

“The effect on trainees of observing 
trusted mentors accepting hospitality 
and funds from industry may be more 
powerful than the influence of institu-
tional policies or formal curricula,” said 
Sah and Fugh-Berman.

However, Fugh-Berman said she 
has noticed a change in the last five 
years as attitudes toward speakers with 
heavy industry support have become 
less favorable, especially among medi-
cal students.

Finally, there’s simple likeability. 
Drug reps are hired at least as much for 
their social skills as for their scientific 
knowledge. And flattery, whether it’s a 
pleasant conversation over that arche-
typal pizza or an invitation to speak at 
a prestigious meeting, gets them every-
where.

“Some of that social science thinking 
might be turned around to help medical 
students and trainees think the way they 
have already learned to read the peer-
reviewed literature,” said former APA 
President Carolyn robinowitz, M.D., spe-
cial associate provost for health science at 
George Washington University in Wash-
ington, D.C. “They could learn to rec-
ognize marketing techniques and begin 
to question more critically drug reps or 
speakers at those dinner meetings.”

Like Sah and Fugh-Berman, rob-
inowitz believes that educating physi-

Educator Has Mastered Art of ‘Cerebral Jujitsu’ 
By MiCHeLLe MArLBoroUGH, M.D.

T he Psychiatric emergency Service 
(PeS) at St. Michael’s Hospital in 
Toronto is a unique entity within 

the postgraduate training program. This 
site is part of a departmental focus on 
meeting the needs of a diverse inner-city 
population. Patients seen in crisis often 
have complex issues spanning substance 
abuse, homelessness, Hiv infection, and 
poor access to services. 

it is in this often chaotic environment 
that Dr. Mara Goldstein thrives. She is 
full of enthusiasm, passion, and humor. 
Medical students and residents consis-
tently rate their time at the St. Michael’s 
Hospital PeS as one of the highlights of 
their training.

Dr. Goldstein knew she wanted to be 
a doctor at age 9, but it was a role-playing 
exercise focusing on personality disor-
ders during medical school and a subse-
quent elective in emergency psychiatry 

with Dr. Mimi israel that piqued her 
interest in psychiatry. 

After completing her undergraduate 
medical training at McGill University, she 
went to new york University for her psy-
chiatry residency and pursued a fellow-
ship in forensic psychiatry. Dr. Goldstein 
reflected in an interview on the influence 
of her mentors during residency, in par-

ticular Dr. Carol Bernstein, the late Dr. 
Wendy reeves, and the various dedicated 
psychoanalytic supervisors who fre-
quently held supervision in obscure bars 
and restaurants in Manhattan.

Following graduation, she joined the 
staff at St. Michael’s Hospital, where she 
has worked for 10 years, with her primary 
area of interest being acute-care psychia-
try. in addition, Dr. Goldstein served as 
director of undergraduate electives at the 
University of Toronto from 2007 to 2013 
and recently began a part-time position 
as medical advisor at the College of Physi-
cians and Surgeons of ontario. 

Dr. Goldstein’s contributions to psy-
chiatric education at the University of 
Toronto have been recognized with two 
recent honors. She received the 2012 
robin Hunter Award for excellence in 
Postgraduate Teaching (which she lik-
ens to “winning an oscar”) and the 2013 
APA irma Bland Award for excellence in 
Teaching residents. “i believe i can pro-
vide a balanced view of psychiatry with 
healthy skepticism, and after having had 
such good teachers myself, there was 

Michelle Marlborough, M.D., is a PGY-3 
psychiatry resident at the University of 
Toronto. see Residents’ Forum on page 10

New norms within the medical profession that keep industry at arm’s length might lessen conflict of 
interest, said Adriane Fugh-Berman, M.D., of Georgetown University Medical Center.
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see Industry on page 21

Michelle Marlborough, M.D., B.Sc.N. 
(right), and Mara Goldstein, M.D.
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ABILIFY MAINTENA™ (aripiprazole) for extended-release injectable suspension, for intramuscular use
BRIEF SUMMARY OF PRESCRIBING INFORMATION (For complete details, please see Full Prescribing Information and Medication Guide.)

WARNING: INCREASED MORTALITY IN ELDERLY PATIENTS WITH DEMENTIA-RELATED PSYCHOSIS
See full prescribing information for complete boxed warning.
• Elderly patients with dementia-related psychosis treated with antipsychotic drugs are at an increased risk of death
• ABILIFY MAINTENA is not approved for the treatment of patients with dementia-related psychosis

INDICATIONS AND USAGE: ABILIFY MAINTENA (aripiprazole) is indicated for the treatment of schizophrenia. Efficacy was 
demonstrated in a placebo-controlled, randomized-withdrawal maintenance trial in patients with schizophrenia and additional 
support for efficacy was derived from oral aripiprazole trials.
CONTRAINDICATIONS: ABILIFY MAINTENA is contraindicated in patients with a known hypersensitivity to aripiprazole. 
Hypersensitivity reactions ranging from pruritus/urticaria to anaphylaxis have been reported in patients receiving aripiprazole.
WARNINGS AND PRECAUTIONS: Increased Mortality in Elderly Patients with Dementia-Related Psychosis: Elderly patients 
with dementia-related psychosis treated with antipsychotic drugs are at an increased risk of death. Analyses of 17 placebo-controlled 
trials (modal duration of 10 weeks), largely in patients taking atypical antipsychotic drugs, revealed a risk of death in drug-treated 
patients of between 1.6 to 1.7 times the risk of death in placebo-treated patients. Over the course of a typical 10-week controlled trial, 
the rate of death in drug-treated patients was about 4.5%, compared to a rate of about 2.6% in the placebo group.
Although the causes of death were varied, most of the deaths appeared to be either cardiovascular (e.g., heart failure, sudden death) 
or infectious (e.g., pneumonia) in nature. Observational studies suggest that, similar to atypical antipsychotic drugs, treatment with 
conventional antipsychotic drugs may increase mortality. The extent to which the findings of increased mortality in observational 
studies may be attributed to the antipsychotic drug as opposed to some characteristic(s) of the patients is not clear. ABILIFY 
MAINTENA is not approved for the treatment of patients with dementia-related psychosis.
Cerebrovascular Adverse Reactions, Including Stroke in Elderly Patients with Dementia-Related Psychosis: In placebo-
controlled clinical studies (two flexible dose and one fixed dose study) of dementia-related psychosis, there was an increased 
incidence of cerebrovascular adverse reactions (e.g., stroke, transient ischemic attack), including fatalities, in oral aripiprazole-
treated patients (mean age: 84 years; range: 78-88 years). In the fixed-dose study, there was a statistically significant dose response 
relationship for cerebrovascular adverse reactions in patients treated with oral aripiprazole. ABILIFY MAINTENA is not approved for 
the treatment of patients with dementia-related psychosis.
Neuroleptic Malignant Syndrome: A potentially fatal symptom complex sometimes referred to as Neuroleptic Malignant Syndrome (NMS) 
may occur with administration of antipsychotic drugs, including ABILIFY MAINTENA. Rare cases of NMS occurred during aripiprazole 
treatment in the worldwide clinical database.
Clinical manifestations of NMS are hyperpyrexia, muscle rigidity, altered mental status, and evidence of autonomic instability 
(irregular pulse or blood pressure, tachycardia, diaphoresis, and cardiac dysrhythmia). Additional signs may include elevated 
creatine phosphokinase, myoglobinuria (rhabdomyolysis), and acute renal failure.
The diagnostic evaluation of patients with this syndrome is complicated. In arriving at a diagnosis, it is important to exclude cases 
where the clinical presentation includes both serious medical illness (e.g., pneumonia, systemic infection) and untreated or 
inadequately treated extrapyramidal signs and symptoms (EPS). Other important considerations in the differential diagnosis include 
central anticholinergic toxicity, heat stroke, drug fever, and primary central nervous system pathology.
The management of NMS should include: 1) immediate discontinuation of antipsychotic drugs and other drugs not essential to 
concurrent therapy; 2) intensive symptomatic treatment and medical monitoring; and 3) treatment of any concomitant serious medical 
problems for which specific treatments are available. There is no general agreement about specific pharmacological treatment regimens 
for uncomplicated NMS.
If a patient requires antipsychotic drug treatment after recovery from NMS, the potential reintroduction of drug therapy should be 
carefully considered. The patient should be carefully monitored, since recurrences of NMS have been reported.
Tardive Dyskinesia: A syndrome of potentially irreversible, involuntary, dyskinetic movements, may develop in patients treated with 
antipsychotic drugs. Although the prevalence of the syndrome appears to be highest among the elderly, especially elderly women, 
it is impossible to rely upon prevalence estimates to predict, at the inception of antipsychotic treatment, which patients are likely to 
develop the syndrome. Whether antipsychotic drug products differ in their potential to cause tardive dyskinesia is unknown.
The risk of developing tardive dyskinesia and the likelihood that it will become irreversible are believed to increase as the duration 
of treatment and the total cumulative dose of antipsychotic drugs administered to the patient increase. However, the syndrome can 
develop, although much less commonly, after relatively brief treatment periods at low doses.
There is no known treatment for established tardive dyskinesia, although the syndrome may remit, partially or completely, if 
antipsychotic treatment is withdrawn. Antipsychotic treatment, itself, however, may suppress (or partially suppress) the signs and 
symptoms of the syndrome and, thereby, may possibly mask the underlying process. The effect of symptomatic suppression on the 
long-term course of the syndrome is unknown.
Given these considerations, ABILIFY MAINTENA should be prescribed in a manner that is most likely to minimize the occurrence  
of tardive dyskinesia. Chronic antipsychotic treatment should generally be reserved for patients who suffer from a chronic illness that  
1) is known to respond to antipsychotic drugs and 2) for whom alternative, equally effective, but potentially less harmful treatments 
are not available or appropriate. In patients who do require chronic treatment, the smallest dose and the shortest duration of treatment 
producing a satisfactory clinical response should be sought. The need for continued treatment should be reassessed periodically.
If signs and symptoms of tardive dyskinesia appear in a patient treated with ABILIFY MAINTENA drug discontinuation should be 
considered. However, some patients may require treatment with ABILIFY MAINTENA despite the presence of the syndrome.
Metabolic Changes: Atypical antipsychotic drugs have been associated with metabolic changes that include hyperglycemia/
diabetes mellitus, dyslipidemia, and weight gain. While all drugs in the class have been shown to produce some metabolic changes, 
each drug has its own specific risk profile. Although the following metabolic data were collected in patients treated with oral 
formulations of aripiprazole, the findings pertain to patients receiving ABILIFY MAINTENA as well.
•	 Hyperglycemia/Diabetes	 Mellitus: Hyperglycemia, in some cases extreme and associated with diabetic ketoacidosis, 

hyperosmolar coma, or death, has been reported in patients treated with atypical antipsychotics. There have been reports of 
hyperglycemia in patients treated with aripiprazole. Assessment of the relationship between atypical antipsychotic use and glucose 
abnormalities is complicated by the possibility of an increased background risk of diabetes mellitus in patients with schizophrenia 
and the increasing incidence of diabetes mellitus in the general population. Given these confounders, the relationship between 
atypical antipsychotic use and hyperglycemia-related adverse reactions is not completely understood. However, epidemiological 
studies suggest an increased risk of hyperglycemia-related adverse reactions in patients treated with atypical antipsychotics. 
Because aripiprazole was not marketed at the time these studies were performed, it is not known if aripiprazole is associated with 
this increased risk. Precise risk estimates for hyperglycemia-related adverse reactions in patients treated with atypical antipsychotics 
are not available. Patients with an established diagnosis of diabetes mellitus who are started on atypical antipsychotics should be 
monitored regularly for worsening of glucose control. Patients with risk factors for diabetes mellitus (e.g., obesity, family history of 
diabetes), who are starting treatment with atypical antipsychotics should undergo fasting blood glucose testing at the beginning of 
treatment and periodically during treatment. Any patient treated with atypical antipsychotics should be monitored for symptoms of 
hyperglycemia including polydipsia, polyuria, polyphagia, and weakness. Patients who develop symptoms of hyperglycemia during 
treatment with atypical antipsychotics should undergo fasting blood glucose testing. In some cases, hyperglycemia has resolved 
when the atypical antipsychotic was discontinued; however, some patients required continuation of anti-diabetic treatment despite 
discontinuation of the atypical antipsychotic drug.
In an analysis of 13 placebo-controlled monotherapy trials in adults, primarily with schizophrenia or bipolar disorder, the 
mean change in fasting glucose in aripiprazole-treated patients (+4.4 mg/dL; median exposure 25 days; N=1057) was 
not significantly different than in placebo-treated patients (+2.5 mg/dL; median exposure 22 days; N=799). Table 1 shows 
the proportion of aripiprazole-treated patients with normal and borderline fasting glucose at baseline (median exposure 
25 days) that had high fasting glucose measurements compared to placebo-treated patients (median exposure 22 days).

Table 1: Changes in Fasting Glucose From Placebo-controlled Monotherapy Trials in Adult Patients

Category Change (at least once) from Baseline Treatment
Arm n/N %

Normal to High
(<100 mg/dL to ≥126 mg/dL)

Aripiprazole 31/822 3.8

Fasting
Glucose

Placebo 22/605 3.6

Borderline to High
(≥100 mg/dL and <126 mg/dL to ≥126 mg/dL)

Aripiprazole 31/176 17.6

Placebo 13/142 9.2

At 24 weeks, the mean change in fasting glucose in aripiprazole-treated patients was not significantly different than in placebo-
treated patients [+2.2 mg/dL (n=42) and +9.6 mg/dL (n=28), respectively].

•	Dyslipidemia: Undesirable alterations in lipids have been observed in patients treated with atypical antipsychotics.
There were no significant differences between aripiprazole- and placebo-treated patients in the proportion with changes from 
normal to clinically significant levels for fasting/nonfasting total cholesterol, fasting triglycerides, fasting LDLs, and fasting/
nonfasting HDLs. Analyses of patients with at least 12 or 24 weeks of exposure were limited by small numbers of patients.
Table 2 shows the proportion of adult patients, primarily from pooled schizophrenia and bipolar disorder monotherapy placebo-
controlled trials, with changes in total cholesterol (pooled from 17 trials; median exposure 21 to 25 days), fasting triglycerides 
(pooled from eight trials; median exposure 42 days), fasting LDL cholesterol (pooled from eight trials; median exposure 39 to 45 
days, except for placebo-treated patients with baseline normal fasting LDL measurements, who had median treatment exposure of 
24 days) and HDL cholesterol (pooled from nine trials; median exposure 40 to 42 days).

Table 2: Changes in Blood Lipid Parameters From Placebo-controlled Monotherapy Trials in Adults

Treatment Arm n/N %

Total Cholesterol
Normal to High (<200 mg/dL to ≥240 mg/dL)

Aripiprazole 34/1357 2.5

Placebo 27/973 2.8

Fasting Triglycerides
Normal to High (<150 mg/dL to ≥200 mg/dL)

Aripiprazole 40/539 7.4

Placebo 30/431 7.0

Fasting LDL Cholesterol
Normal to High (<100 mg/dL to ≥160 mg/dL)

Aripiprazole 2/332 0.6

Placebo 2/268 0.7

HDL Cholesterol
Normal to Low (≥40 mg/dL to <40 mg/dL)

Aripiprazole 121/1066 11.4

Placebo 99/794 12.5
 
In monotherapy trials in adults, the proportion of patients at 12 weeks and 24 weeks with changes from Normal to High in total 
cholesterol (fasting/nonfasting), fasting triglycerides, and fasting LDL cholesterol were similar between aripiprazole- and placebo-
treated patients: at 12 weeks, Total Cholesterol (fasting/nonfasting), 1/71 (1.4%) vs. 3/74 (4.1%); Fasting Triglycerides, 8/62 (12.9%) 
vs. 5/37 (13.5%); Fasting LDL Cholesterol, 0/34 (0%) vs. 1/25 (4.0%), respectively; and at 24 weeks, Total Cholesterol (fasting/
nonfasting), 1/42 (2.4%) vs. 3/37 (8.1%); Fasting Triglycerides, 5/34 (14.7%) vs. 5/20 (25%); Fasting LDL Cholesterol, 0/22 (0%) 
vs. 1/18 (5.6%), respectively.

•  Weight Gain: Weight gain has been observed with atypical antipsychotic use. Clinical monitoring of weight is recommended. In 
an analysis of 13 placebo-controlled monotherapy trials, primarily from pooled schizophrenia and bipolar disorder, with a median 
exposure of 21 to 25 days, the mean change in body weight in aripiprazole-treated patients was +0.3 kg (N=1673) compared to 
–0.1 kg (N=1100) in placebo-controlled patients. At 24 weeks, the mean change from baseline in body weight in aripiprazole-
treated patients was –1.5 kg (n=73) compared to –0.2 kg (n=46) in placebo-treated patients.
Table 3 shows the percentage of adult patients with weight gain ≥7% of body weight in the 13 pooled placebo-controlled 
monotherapy trials.

Table 3: Percentage of Patients From Placebo-controlled Trials in Adult Patients with Weight Gain ≥7% of Body Weight

Indication Treatment
Arm N n (%)

Schizophreniaa
Aripiprazole 852 69 (8.1)

Weight gain ≥7% of  
body weight

Placebo 379 12 (3.2)

Bipolar Maniab
Aripiprazole 719 16 (2.2)

Placebo 598 16 (2.7)

a4-6 weeks’ duration. b3 weeks’ duration.

Orthostatic Hypotension: Aripiprazole may cause orthostatic hypotension, perhaps due to its α1-adrenergic receptor antagonism. 
Orthostasis occurred in 4/576 (0.7%) patients treated with ABILIFY MAINTENA during the stabilization phase, including abnormal 
orthostatic blood pressure (1/576, 0.2%), postural dizziness (1/576, 0.2%), presyncope (1/576, 0.2%) and orthostatic hypotension 
(1/576, 0.2%).
In the stabilization phase, the incidence of significant orthostatic change in blood pressure (defined as a decrease in systolic blood 
pressure ≥20 mmHg accompanied by an increase in heart rate ≥25 when comparing standing to supine values) was 0.2% (1/575).
Leukopenia, Neutropenia, and Agranulocytosis: Class Effect: In clinical trials and post-marketing experience, leukopenia and 
neutropenia have been reported temporally related to antipsychotic agents, including oral aripiprazole. Agranulocytosis has also 
been reported.
Possible risk factors for leukopenia/neutropenia include pre-existing low white blood cell count (WBC) and history of drug-induced 
leukopenia/neutropenia. In patients with a history of a clinically significant low WBC or drug-induced leukopenia/neutropenia 
perform a complete blood count (CBC) frequently during the first few months of therapy. In such patients, consider discontinuation of  
ABILIFY MAINTENA at the first sign of a clinically significant decline in WBC in the absence of other causative factors.
Monitor patients with clinically significant neutropenia for fever or other symptoms or signs of infection and treat promptly if 
such symptoms or signs occur. Discontinue ABILIFY MAINTENA in patients with severe neutropenia (absolute neutrophil count  
<1000/mm3) and follow their WBC counts until recovery.
Seizures: As with other antipsychotic drugs, use ABILIFY MAINTENA cautiously in patients with a history of seizures or with 
conditions that lower the seizure threshold. Conditions that lower the seizure threshold may be more prevalent in a population of 
65 years or older.
Potential for Cognitive and Motor Impairment: ABILIFY MAINTENA, like other antipsychotics, may impair judgment, thinking, or 
motor skills. Instruct patients to avoid operating hazardous machinery, including automobiles, until they are reasonably certain that 
therapy with ABILIFY MAINTENA does not affect them adversely.
Body Temperature Regulation: Disruption of the body’s ability to reduce core body temperature has been attributed to antipsychotic 
agents. Appropriate care is advised when prescribing ABILIFY MAINTENA for patients who will be experiencing conditions which 
may contribute to an elevation in core body temperature, (e.g., exercising strenuously, exposure to extreme heat, receiving 
concomitant medication with anticholinergic activity, or being subject to dehydration).
Dysphagia: Esophageal dysmotility and aspiration have been associated with antipsychotic drug use, including ABILIFY MAINTENA. 
ABILIFY MAINTENA and other antipsychotic drugs should be used cautiously in patients at risk for aspiration pneumonia.
ADVERSE REACTIONS: The following adverse reactions are discussed in more detail in other sections of the labeling in the  
Full Prescribing Information:
•  Increased Mortality in Elderly Patients with Dementia-Related Psychosis [see Boxed Warning and Warnings and Precautions (5.1)]
•  Cerebrovascular Adverse Reactions, Including Stroke in Elderly Patients with Dementia-Related Psychosis [see Boxed Warning 

and Warnings and Precautions (5.2)]
• Neuroleptic Malignant Syndrome [see Warnings and Precautions (5.3)]
• Tardive Dyskinesia [see Warnings and Precautions (5.4)]
• Metabolic Changes [see Warnings and Precautions (5.5)]
• Orthostatic Hypotension [see Warnings and Precautions (5.6)]
• Leukopenia, Neutropenia, and Agranulocytosis [see Warnings and Precautions (5.7)]
• Seizures [see Warnings and Precautions (5.8)]
• Potential for Cognitive and Motor Impairment [see Warnings and Precautions (5.9)]
• Body Temperature Regulation [see Warnings and Precautions (5.10)]
• Dysphagia [see Warnings and Precautions (5.11)]
Clinical Trials Experience: Because clinical trials are conducted under widely varying conditions, adverse reaction rates observed 
in the clinical trials of a drug cannot be directly compared to rates in the clinical trials of another drug and may not reflect the rates 
observed in practice.
Safety Database of ABILIFY MAINTENA and Oral Aripiprazole: Aripiprazole has been evaluated for safety in 16,114 adult patients 
who participated in multiple-dose, clinical trials in schizophrenia and other indications, and who had approximately 8,578 patient-
years of exposure to oral aripiprazole. A total of 3,901 patients were treated with oral aripiprazole for at least 180 days, 2,259 patients 
were treated with oral aripiprazole for at least 360 days, and 933 patients continuing aripiprazole treatment for at least 720 days.
ABILIFY MAINTENA 300-400 mg every 4 weeks has been evaluated for safety in 1,287 adult patients in clinical trials in schizophrenia, 
with approximately 1,281 patient-years of exposure to ABILIFY MAINTENA. A total of 832 patients were treated with ABILIFY 
MAINTENA for at least 180 days (at least 7 consecutive injections) and 630 patients treated with ABILIFY MAINTENA had at least 
1 year of exposure (at least 13 consecutive injections).
The conditions and duration of treatment with ABILIFY MAINTENA included double-blind and open-label studies. The safety profile 
of ABILIFY MAINTENA is expected to be similar to that of oral aripiprazole. Therefore, most of the safety data presented below are 
derived from trials with the oral formulation. In patients who tolerated and responded to treatment with oral aripiprazole and single-blind 
ABILIFY MAINTENA and were then randomized to receive ABILIFY MAINTENA or placebo injections under double-blind conditions, the 
incidence of adverse reactions was similar between the two treatment groups.
Adverse Reactions of ABILIFY MAINTENA and Oral Aripiprazole: Adverse Reactions Associated with Discontinuation of 
Oral Aripiprazole: Based on a pool of five placebo-controlled trials (four 4-week and one 6-week) in which oral aripiprazole was 
administered to adults with schizophrenia in doses ranging from 2 mg/day to 30 mg/day, the incidence of discontinuation due to 
adverse reactions was 7% in oral aripiprazole-treated and 9% in placebo-treated patients. The types of adverse reactions that led to 
discontinuation were similar for the aripiprazole-treated and placebo-treated patients.
Commonly Observed Adverse Reactions of Oral Aripiprazole: Based on a pool of five placebo-controlled trials (four 4-week and one 
6-week) in which oral aripiprazole was administered to adults with schizophrenia in doses ranging from 2 mg/day to 30 mg/day, the 
only commonly observed adverse reaction associated with the use of oral aripiprazole in patients with schizophrenia (incidence of 
5% or greater and aripiprazole incidence at least twice that for placebo) was akathisia (aripiprazole 8%; placebo 4%).
Less Common Adverse Reactions in Adults Treated with Oral Aripiprazole: Table 4 enumerates the pooled incidence, rounded to 
the nearest percent, of adverse reactions that occurred during acute therapy (up to 6 weeks in schizophrenia and up to 3 weeks in 
bipolar mania), including only those reactions that occurred in 2% or more of patients treated with oral aripiprazole (doses ≥2 mg/
day) and for which the incidence in patients treated with aripiprazole was greater than the incidence in patients treated with placebo 
in the combined dataset.

76052co_d   1 7/26/13   11:42 AM

Job Name: 450936_PsychNew_092013 PDF Page: 07pn9b_v1.p1.pdf
Process Plan: RVA_SoftProof_MultiPageDate: 13-09-13 Time: 09:53:40

Soft Proof











Table 4: Adverse Reactions in Short-term, Placebo-controlled Trials in Adult Patients Treated with Oral Aripiprazole

Percentage of Patients Reporting Reactiona

  System Organ Class
             Preferred Term

Oral Aripiprazole
(n=1843)

Placebo
(n=1166)

  Eye Disorders

             Blurred Vision 3 1

  Gastrointestinal Disorders

             Nausea 15 11

             Constipation 11 7

             Vomiting 11 6

             Dyspepsia 9 7

             Dry Mouth 5 4

             Toothache 4 3

             Abdominal Discomfort 3 2

             Stomach Discomfort 3 2

  General Disorders and Administration Site Conditions

             Fatigue 6 4

             Pain 3 2

  Musculoskeletal and Connective Tissue Disorders

            Musculoskeletal Stiffness 4 3

            Pain in Extremity 4 2

            Myalgia 2 1

            Muscle Spasms 2 1

  Nervous System Disorders

            Headache 27 23

            Dizziness 10 7

            Akathisia 10 4

            Sedation 7 4

            Extrapyramidal Disorder 5 3

            Tremor 5 3

            Somnolence 5 3

  Psychiatric Disorders

            Agitation 19 17

            Insomnia 18 13

            Anxiety 17 13

            Restlessness 5 3

  Respiratory, Thoracic, and Mediastinal Disorders

            Pharyngolaryngeal Pain 3 2

            Cough 3 2
a Adverse reactions reported by at least 2% of patients treated with oral aripiprazole, except adverse reactions which had an 
incidence equal to or less than placebo.

 
An examination of population subgroups did not reveal any clear evidence of differential adverse reaction incidence on the basis of 
age, gender, or race.
Dose-Related Adverse Reactions of Oral Aripiprazole: Dose response relationships for the incidence of treatment-emergent adverse 
events were evaluated from four trials in adult patients with schizophrenia comparing various fixed oral doses of aripiprazole (2 mg/
day, 5 mg/day, 10 mg/day, 15 mg/day, 20 mg/day, and 30 mg/day) to placebo. This analysis, stratified by study, indicated that the 
only adverse reaction to have a possible dose response relationship, and then most prominent only with 30 mg, was somnolence 
[including sedation]; (incidences were placebo, 7.1%; 10 mg, 8.5%; 15 mg, 8.7%; 20 mg, 7.5%; 30 mg, 12.6%).
Injection Site Reactions of ABILIFY MAINTENA: In the open-label, stabilization phase of a study with ABILIFY MAINTENA in 
patients with schizophrenia, the percent of patients reporting any injection site-related adverse reaction was 6.3% for ABILIFY 
MAINTENA-treated patients. The mean intensity of injection pain reported by subjects using a visual analog scale (0=no pain to 
100=unbearably painful) was minimal and improved in subjects receiving ABILIFY MAINTENA from the first to the last injection in 
the open-label, stabilization phase (6.1 to 4.9).
Investigator evaluation of the injection site for pain, swelling, redness and induration following injections of ABILIFY MAINTENA in the 
open-label, stabilization phase were rated as absent for 74%-96% of subjects following the first injection and 77%-96% of subjects 
following the last injection.
Extrapyramidal Symptoms of Oral Aripiprazole: In short-term, placebo-controlled trials in schizophrenia, the incidence of reported 
EPS-related events, excluding events related to akathisia, for oral aripiprazole-treated patients was 13% vs. 12% for placebo; and 
the incidence of akathisia-related events for aripiprazole-treated patients was 8% vs. 4% for placebo.
Objectively collected data from those trials was collected on the Simpson Angus Rating Scale (for EPS), the Barnes Akathisia Scale 
(for akathisia), and the Abnormal Involuntary Movement Scale (for dyskinesias). In the schizophrenia trials, the objectively collected 
data did not show a difference between aripiprazole and placebo, with the exception of the Barnes Akathisia Scale (aripiprazole, 0.08; 
placebo, –0.05).
Similarly, in a long-term (26-week), placebo-controlled trial of schizophrenia in adults, objectively collected data on the Simpson 
Angus Rating Scale (for EPS), the Barnes Akathisia Scale (for akathisia), and the Abnormal Involuntary Movement Scale (for 
dyskinesias) did not show a difference between aripiprazole and placebo.
Dystonia: Class Effect: Symptoms of dystonia, prolonged abnormal contractions of muscle groups, may occur in susceptible 
individuals during the first few days of treatment. Dystonic symptoms include: spasm of the neck muscles, sometimes progressing 
to tightness of the throat, swallowing difficulty, difficulty breathing, and/or protrusion of the tongue. While these symptoms can 
occur at low doses, they occur more frequently and with greater severity with high potency and at higher doses of first generation 
antipsychotic drugs. An elevated risk of acute dystonia is observed in males and younger age groups.
Adverse Reactions in Long-Term, Double-Blind, Placebo-Controlled Trials of Oral Aripiprazole: The adverse reactions reported in 
a 26-week, double-blind trial comparing oral aripiprazole and placebo in patients with schizophrenia were generally consistent with 
those reported in the short-term, placebo-controlled trials, except for a higher incidence of tremor [8% (12/153) for oral aripiprazole 
vs. 2% (3/153) for placebo]. In this study, the majority of the cases of tremor were of mild intensity (8/12 mild and 4/12 moderate), 
occurred early in therapy (9/12 ≤49 days), and were of limited duration (7/12 ≤10 days). Tremor infrequently led to discontinuation 
(<1%) of oral aripiprazole. In addition, in a long-term, active-controlled study, the incidence of tremor was 5% (40/859) for  
oral aripiprazole.
Other Adverse Reactions Observed During the Premarketing Evaluation of Oral Aripiprazole: Following is a list of MedDRA terms 
that reflect adverse reactions reported by patients treated with oral aripiprazole at multiple doses ≥2 mg/day during any phase of a 
trial within the database of 13,543 adult patients. All events assessed as possible adverse drug reactions have been included with 
the exception of more commonly occurring events. In addition, medically/clinically meaningful adverse reactions, particularly those 
that are likely to be useful to the prescriber or that have pharmacologic plausibility, have been included. Events already listed in 
other parts of Adverse Reactions (6), or those considered in Warnings and Precautions (5) or Overdosage (10) have been excluded. 
Although the reactions reported occurred during treatment with aripiprazole, they were not necessarily caused by it.

Events are further categorized by MedDRA system organ class and listed in order of decreasing frequency according to the following 
definitions: those occurring in at least 1/100 patients (only those not already listed in the tabulated results from placebo-controlled 
trials appear in this listing); those occurring in 1/100 to 1/1000 patients; and those occurring in fewer than 1/1000 patients.
Blood and Lymphatic System Disorders: ≥1/1000 patients and <1/100 patients - thrombocytopenia; Cardiac Disorders:  
≥1/1000 patients and <1/100 patients - palpitations, cardiopulmonary failure, myocardial infarction, cardio-respiratory arrest, 
atrioventricular block, extrasystoles, angina pectoris, myocardial ischemia; <1/1000 patients - atrial flutter, supraventricular tachycardia, 
ventricular tachycardia; Eye Disorders: ≥1/1000 patients and <1/100 patients - photophobia, diplopia, eyelid edema, photopsia; 
Gastrointestinal Disorders:  ≥1/1000 patients and <1/100 patients - gastroesophageal reflux disease, swollen tongue, esophagitis; 
<1/1000 patients - pancreatitis; General Disorders and Administration Site Conditions: ≥1/100 patients - asthenia, peripheral edema, 
chest pain; ≥1/1000 patients and <1/100 patients - face edema, angioedema; <1/1000 patients - hypothermia; Hepatobiliary Disorders:  
<1/1000 patients - hepatitis, jaundice; Immune System Disorders: ≥1/1000 patients and <1/100 patients - hypersensitivity; Injury, 
Poisoning, and Procedural Complications: ≥1/100 patients - fall; <1/1000 patients - heat stroke; Investigations: ≥1/1000 patients 
and <1/100 patients - blood prolactin increased, blood urea increased, blood creatinine increased, blood bilirubin increased; 
<1/1000 patients - blood lactate dehydrogenase increased, glycosylated hemoglobin increased; Metabolism and Nutrition 
Disorders: ≥1/1000 patients and <1/100 patients - anorexia, hyponatremia, hypoglycemia, polydipsia; <1/1000 patients - diabetic 
ketoacidosis; Musculoskeletal and Connective Tissue Disorders: ≥1/1000 patients and <1/100 patients - muscle rigidity, muscular 
weakness, muscle tightness, mobility decreased; <1/1000 patients - rhabdomyolysis; Nervous System Disorders: ≥1/100 patients 
- coordination abnormal; ≥1/1000 patients and <1/100 patients - speech disorder, hypokinesia, hypotonia, myoclonus, akinesia, 
bradykinesia; <1/1000 patients - choreoathetosis; Psychiatric Disorders: ≥1/100 patients - suicidal ideation; ≥1/1000 patients and  
<1/100 patients - loss of libido, suicide attempt, hostility, libido increased, anger, anorgasmia, delirium, intentional self injury, completed 
suicide, tic, homicidal ideation; <1/1000 patients - catatonia, sleepwalking; Renal and Urinary Disorders: ≥1/1000 patients and  
<1/100 patients - urinary retention, polyuria, nocturia; Reproductive System and Breast Disorders: ≥1/1000 patients and  
<1/100 patients - menstruation irregular, erectile dysfunction, amenorrhea, breast pain; <1/1000 patients - gynecomastia, priapism; 
Respiratory, Thoracic, and Mediastinal Disorders: ≥1/100 patients - nasal congestion, dyspnea; Skin and Subcutaneous Tissue 
Disorders: ≥1/100 patients - rash (including erythematous, exfoliative, generalized, macular, maculopapular, papular rash; acneiform, 
allergic, contact, exfoliative, seborrheic dermatitis, neurodermatitis, and drug eruption), hyperhydrosis; ≥1/1000 patients and  
<1/100 patients - pruritus, photosensitivity reaction, alopecia, urticaria.
Postmarketing Experience: The following adverse reactions have been identified during post-approval use of oral aripiprazole. 
Because these reactions are reported voluntarily from a population of uncertain size, it is not always possible to reliably estimate 
their frequency or establish a causal relationship to drug exposure: rare occurrences of allergic reaction (anaphylactic reaction, 
angioedema, laryngospasm, pruritus/urticaria, or oropharyngeal spasm).
DRUG INTERACTIONS: Carbamazepine or Other CYP3A4 Inducers: Concomitant use of ABILIFY MAINTENA with carbamazepine 
or other CYP3A4 inducers decreases the concentrations of aripiprazole. Avoid use of ABILIFY MAINTENA in combination with 
carbamazepine and other inducers of CYP3A4 for greater than 14 days [see Indications and Usage, Dosage and Administration (2.3) 
and Clinical Pharmacology (12.3)].
Ketoconazole or Other Strong CYP3A4 Inhibitors: Concomitant use of ABILIFY MAINTENA with ketoconazole or other CYP3A4 
inhibitors for more than 14 days increases the concentrations of aripiprazole and reduction of the ABILIFY MAINTENA dose is 
recommended [see Dosage and Administration (2.3) and Clinical Pharmacology (12.3)]. Due to prolonged-release characteristics of 
ABILIFY MAINTENA, short-term co-administration of ketoconazole or other inhibitors of CYP3A4 with ABILIFY MAINTENA does not 
require a dose adjustment.
Quinidine or Other Strong CYP2D6 Inhibitors: Concomitant use of ABILIFY MAINTENA with quinidine or other CYP2D6 inhibitors 
increases the concentrations of aripiprazole after longer-term use (i.e., over 14 days) and reduction of the ABILIFY MAINTENA dose 
is recommended [see Dosage and Administration (2.3) and Clinical Pharmacology (12.3)]. Due to prolonged-release characteristics 
of ABILIFY MAINTENA, short-term co-administration of quinidine or other CYP2D6 inhibitors with ABILIFY MAINTENA does not 
require a dose adjustment.
CNS Depressants: Given the CNS depressant effects of aripiprazole, use caution when ABILIFY MAINTENA is taken in combination 
with other centrally-acting drugs or alcohol.
Anti-Hypertensive Agents: Due to its α1-adrenergic antagonism, aripiprazole has the potential to enhance the effect of certain 
antihypertensive agents.
USE IN SPECIFIC POPULATIONS: Pregnancy: Pregnancy Category C: Risk Summary: Adequate and well controlled studies with 
aripiprazole have not been conducted in pregnant women. Neonates exposed to antipsychotic drugs (including ABILIFY MAINTENA) 
during the third trimester of pregnancy are at risk for extrapyramidal and/or withdrawal symptoms following delivery. In animal studies, 
aripiprazole demonstrated developmental toxicity, including possible teratogenic effects in rats and rabbits at doses 1-10 times the 
oral maximum recommended human dose [MRHD] of 30 mg/day based on a mg/m2 body surface area. ABILIFY MAINTENA should 
be used during pregnancy only if the potential benefit justifies the potential risk to the fetus.
Clinical Considerations: Fetal/Neonatal Adverse Reactions: Monitor neonates exhibiting extrapyramidal or withdrawal symptoms. 
Some neonates recover within hours or days without specific treatment; others may require prolonged hospitalization.
Animal Data: Pregnant rats were treated with oral doses of 3 mg/kg/day, 10 mg/kg/day, and 30 mg/kg/day (1 times, 3 times, and  
10 times the oral maximum recommended human dose [MRHD] of 30 mg/day on a mg/m2 body surface area) of aripiprazole during 
the period of organogenesis. Gestation was slightly prolonged at 30 mg/kg. Treatment caused a slight delay in fetal development, 
as evidenced by decreased fetal weight (30 mg/kg), undescended testes (30 mg/kg), and delayed skeletal ossification (10 mg/kg  
and 30 mg/kg). There were no adverse effects on embryofetal or pup survival. Delivered offspring had decreased body weights  
(10 mg/kg and 30 mg/kg), and increased incidences of hepatodiaphragmatic nodules and diaphragmatic hernia at 30 mg/kg (the other 
dose groups were not examined for these findings). A low incidence of diaphragmatic hernia was also seen in the fetuses exposed 
to 30 mg/kg. Postnatally, delayed vaginal opening was seen at 10 mg/kg and 30 mg/kg and impaired reproductive performance 
(decreased fertility rate, corpora lutea, implants, live fetuses, and increased post-implantation loss, likely mediated through effects on 
female offspring) was seen at 30 mg/kg. Some maternal toxicity was seen at 30 mg/kg; however, there was no evidence to suggest 
that these developmental effects were secondary to maternal toxicity.
In pregnant rats receiving aripiprazole injection intravenously (3 mg/kg/day, 9 mg/kg/day, and 27 mg/kg/day) during the period of 
organogenesis, decreased fetal weight and delayed skeletal ossification were seen at the highest dose, which also caused some 
maternal toxicity.
Pregnant rabbits were treated with oral doses of 10 mg/kg/day, 30 mg/kg/day, and 100 mg/kg/day (2 times, 3 times, and 11 times human 
exposure at the oral MRHD of 30 mg/day based on AUC and 6 times, 19 times, and 65 times the oral MRHD of 30 mg/day based on 
mg/m2 body surface area) of aripiprazole during the period of organogenesis. Decreased maternal food consumption and increased 
abortions were seen at 100 mg/kg. Treatment caused increased fetal mortality (100 mg/kg), decreased fetal weight (30 mg/kg and  
100 mg/kg), increased incidence of a skeletal abnormality (fused sternebrae at 30 mg/kg and 100 mg/kg), and minor skeletal variations  
(100 mg/kg).
In pregnant rabbits receiving aripiprazole injection intravenously (3 mg/kg/day, 10 mg/kg/day, and 30 mg/kg/day) during the period 
of organogenesis, the highest dose, which caused pronounced maternal toxicity, resulted in decreased fetal weight, increased fetal 
abnormalities (primarily skeletal), and decreased fetal skeletal ossification. The fetal no-effect dose was 10 mg/kg, which produced 
5 times the human exposure at the oral MRHD based on AUC and is 6 times the oral MRHD of 30 mg/day based on mg/m2 body 
surface area.
In a study in which rats were treated with oral doses of 3 mg/kg/day, 10 mg/kg/day, and 30 mg/kg/day (1 times, 3 times, and 10 times 
the oral MRHD of 30 mg/day on a mg/m2 body surface area) of aripiprazole perinatally and postnatally (from day 17 of gestation 
through day 21 postpartum), slight maternal toxicity and slightly prolonged gestation were seen at 30 mg/kg. An increase in stillbirths 
and decreases in pup weight (persisting into adulthood) and survival were seen at this dose.
In rats receiving aripiprazole injection intravenously (3 mg/kg/day, 8 mg/kg/day, and 20 mg/kg/day) from day 6 of gestation through day 
20 postpartum, an increase in stillbirths was seen at 8 mg/kg and 20 mg/kg, and decreases in early postnatal pup weights and survival 
were seen at 20 mg/kg. These doses produced some maternal toxicity. There were no effects on postnatal behavioral and reproductive 
development.
Nursing Mothers: Aripiprazole is excreted in human breast milk. A decision should be made whether to discontinue nursing or to 
discontinue the drug, taking into account the importance of the drug to the mother.
Pediatric Use: Safety and effectiveness of ABILIFY MAINTENA in patients <18 years of age have not been evaluated.
Geriatric Use: Safety and effectiveness of ABILIFY MAINTENA in patients >60 years of age have not been evaluated. In oral 
single-dose pharmacokinetic studies (with aripiprazole given in a single oral dose of 15 mg), aripiprazole clearance was 20% lower 
in elderly (≥65 years) subjects compared to younger adult subjects (18 to 64 years). There was no detectable age effect, however, in 
the population pharmacokinetic analysis of oral aripiprazole in schizophrenia patients. Also, the pharmacokinetics of oral aripiprazole 
after multiple doses in elderly patients appeared similar to that observed in young, healthy subjects. No dosage adjustment of ABILIFY 
MAINTENA is recommended for elderly patients [see also Boxed Warning and Warnings and Precautions (5.1)].
CYP2D6 Poor Metabolizers: Approximately 8% of Caucasians and 3–8% of Black/African Americans cannot metabolize CYP2D6 
substrates and are classified as poor metabolizers (PM). Dosage adjustment is recommended in CYP2D6 poor metabolizers due to 
high aripiprazole concentrations [see Dosage and Administration (2.3), Clinical Pharmacology (12.3)].
OVERDOSAGE: Human Experience: The largest known case of acute ingestion with a known outcome involved 1260 mg of oral 
aripiprazole (42 times the maximum recommended daily dose) in a patient who fully recovered.
Common adverse reactions (reported in at least 5% of all overdose cases) reported with oral aripiprazole overdosage (alone or 
in combination with other substances) include vomiting, somnolence, and tremor. Other clinically important signs and symptoms 
observed in one or more patients with aripiprazole overdoses (alone or with other substances) include acidosis, aggression, aspartate 
aminotransferase increased, atrial fibrillation, bradycardia, coma, confusional state, convulsion, blood creatine phosphokinase 
increased, depressed level of consciousness, hypertension, hypokalemia, hypotension, lethargy, loss of consciousness, QRS complex 
prolonged, QT prolonged, pneumonia aspiration, respiratory arrest, status epilepticus, and tachycardia.
Management of Overdosage: In case of overdosage, call the Poison Control Center immediately at 1-800-222-1222.
PATIENT COUNSELING INFORMATION: Physicians are advised to discuss the FDA-approved patient labeling (Medication Guide) 
with patients for whom they prescribe ABILIFY MAINTENA.
Distributed and marketed by Otsuka America Pharmaceutical, Inc., Rockville, MD 20850
Marketed by Lundbeck, Deerfield, IL 60015 USA
ABILIFY MAINTENA is a trademark of Otsuka Pharmaceutical Co., Ltd., Tokyo, 101-8535 Japan

© 2013 Otsuka Pharmaceutical Co., Ltd.      09US12L-1001B      February 2013
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New Premier Titles in Psychiatry

The First and Last Word in Psychiatry

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

20% Discount For American Psychiatric Association Members!  25% Discount For APA Members-in-Training!   AH1322

Essentials of Clinical Psycho-
pharmacology, Third Edition
Edited by Alan F. Schatzberg, M.D., and 
Charles B. Nemeroff, M.D., Ph.D.

This third edition of 
Essentials of Psycho-
pharmacology is based 
on the premier text-
book in the fi eld, The 
American Psychiatric 
Publishing Textbook of 
Psychopharmacology, 

Fourth Edition. The Essentials format is 
designed to deliver core knowledge to the 
busy trainee or practitioner in a succinct 
and accessible manner.

2013 • 899 pages • ISBN 978-1-58562-419-5 
Paperback • $159.00 • Item #62419

Manual of Clinical Psychopharma-
cology for Nurses
Edited by Laura G. Leahy, M.S.N., P.M.H.-
A.P.R.N., and Christian G. Kohler, M.D.

The book is designed 
to serve as both an 
academic textbook 
and a reference book 
for Psychiatric Mental 
Health Advanced Prac-
tice Registered Nurses 
(P.M.H.-A.P.R.N.s) as 

well as mental health practitioners, gen-
eral practitioners, and consumers.

2013 • 560 pages • ISBN 978-1-58562-434-8  
Paperback • $65.00 • Item #62434

Psycho-Oncology
Edited by Thomas N. Wise, M.D., Massimo 
Biondi, M.D., and Anna Costantini, Ph.D.

Psycho-oncology 
was written to assist 
oncologists, physi-
cians, psychiatrists and 
other mental health 
clinicians, and hospital 
chaplains in under-
standing and offering 

supportive treatment to the individuals 
who will receive a cancer diagnosis during 
their lifetime.

2013 • 376 pages • ISBN 978-1-58562-423-2 
Paperback • $74.00 • Item #62423

Casebook of Neuropsychiatry
Edited by Trevor A. Hurwitz, M.B.Ch.B., and 
Warren T. Lee, M.D., Ph.D.

Casebook of Neuropsy-
chiatry is comprised of 
38 clinical cases based 
on real patient interac-
tions that straddle the 
domains of neurol-
ogy and psychiatry. 
The book is designed 

to supplement comprehensive texts by 
providing real-world accounts of patient 
presentations that clinicians are likely 
to encounter.

2013 • 383 pages • ISBN 978-1-58562-431-7  
Paperback • $75.00 • Item #62431

Management of Adults With 
Traumatic Brain Injury
Edited by David B. Arciniegas, M.D., Nathan 
D. Zasler, M.D., Rodney D. Vanderploeg, Ph.D., 
and Michael S. Jaffee, M.D.

This is an up-to-the-
minute, comprehen-
sive, and useful text 
designed to support 
busy physicians, nurses, 
and mental health 
professionals working 
with persons with trau-

matic brain injury (TBI) and their families.

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

Clinical Guide to Depression and 
Bipolar Disorder
Findings From the Collaborative Depression Study

Martin B. Keller, M.D., Editor-in-Chief

William H. Coryell, M.D., Jean Endicott, Ph.D., Jack D. 
Maser, Ph.D., and Pamela J. Schettler, Ph.D., Co-Editors

This book builds on 
research from the infl u-
ential NIMH Collabor-
ative Depression Study 
(CDS) to provide clini-
cians with information 
they can use to assess, 
diagnose, treat, and 

understand how their patients will likely 
fare over the course of their illness.

2013 • 234 pages • ISBN 978-1-58562-433-1 
Paperback • $55.00 • Item #62433

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

2013 • 991 pages • ISBN 978-0-89042-554-1   
Hardcover • $199.00 • Item #2554

2013 • 991 pages • ISBN 978-0-89042-555-8   
Paperback • $149.00 • Item #2555

2013 • 991 pages • ISBN 978-0-89042-557-2   
eBook • $149.00 • Item #2557

The Pocket Guide to the DSM-5™ 
Diagnostic Exam
Abraham M. Nussbaum, M.D.

2013 • 281 pages • ISBN 978-1-58562-466-9 • Paperback   
$65.00 • Item #62466

Desk Reference to the Diagnostic 
Criteria From DSM-5™
American Psychiatric Association

2013 • 443 pages • ISBN 978-0-89042-556-5 • Paperback   
$69.00 • Item #2556
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The First and Last Word in Psychiatry

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

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

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

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

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

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

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

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

•  The revised organizational structure recognizes symptoms that span multiple diagnos-
tic categories, providing new clinical insight in diagnosis. 

•  Specific criteria have been streamlined, consolidated, or clarified to be 
consistent with clinical practice.

•  Dimensional assessments for research and validation of clinical results 
have been provided.

•  Both ICD-9-CM and ICD-10-CM codes are included for each disorder.

The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, is the most 
comprehensive, current, and critical resource for clinical practice available to today’s 
mental health professionals.

2013 • 992 pages • ISBN 978-0-89042-554-1 • Hardcover • $199.00 • Item #2554 

2013 • 992 pages • ISBN 978-0-89042-555-8 • Paperback • $149.00 • Item #2555

DSM-5TM  —Now Available!

Just Published!

Desk Reference to the Diagnostic 
Criteria from DSM-5™ 
2013 • 450 pages • ISBN 978-0-89042-556-5 
Paperback • $69.00

The Pocket Guide to the DSM-5™ 
Diagnostic Exam
2013 • 275 pages • ISBN 978-1-58562-466-9 
Paperback • $65.00

The DSM-5 Collection 
of related titles

Coming Fall 2013!  Pre-order now @ www.appi.org or call 1-800-368-5777
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 pROFESSIONAL NEWS

Challenges Arise as Psychiatry’s Ethics Landscape Changes
Thirty years ago, boundary 
crossing was the major ethical 
danger that psychiatrists faced. 
Today, other ethical challenges 
have cropped up, and they 
don’t always have easy answers.

by Joan arehart-treichel

P sychiatrists have always been 
challenged about “doing the 
right thing” for their patients.  
and some of the same ethical  
hurdles that existed 30 years 

ago, such as boundary crossings, still 
exist today. but all things considered, the 
ethical landscape of today is quite differ-
ent from that of that era, members of the 
aPa ethics committee tend to concur.

For example, “your primary job is 
to be the patient’s doctor,” richard 
Milone, M.D., an associate clinical pro-
fessor of psychiatry at new york Medi-
cal college and chair of the aPa ethics 
committee, pointed out. “any time you 
start being something else to a patient, 
it’s the start of trouble. What are some 
of the other things? lending a patient 
money. you are not the patient’s banker. 
borrowing money from your patient. 
The patient is not your banker. We’ve 
had psychiatrists who asked recently, 
‘can i be a guardian for a patient who 
is not thoroughly competent? he likes 
me; i like him.’ Well, you can’t do that 
because as a guardian you would have 
the responsibility of doling out money 
and giving an allowance to the patient. 
and if he were dissatisfied with how 
much you gave him, it could erode your 
doctor-patient relationship.”

“an ethical issue i’m coping with 
right now are the recent changes in cPt 
codes,” claire Zilber, M.D., a Denver, 
colo., psychiatrist and an aPa eth-
ics committee member, commented 
“one insurance company is requesting 
a patient’s entire chart before it will pay 

for every visit by the patient. although 
technically the company is allowed to do 
that under hiPaa, i don’t think that it’s 
ethical.”

The new cPt codes present yet 
another ethical dilemma, said Mark 
Komrad, M.D., an instructor in psychi-
atry at Johns hopkins Medical institu-
tions and also an aPa ethics commit-
tee member. “There are now so many 
nuances in coding. Spending just one 
extra minute or two with a patient can 
bring you to a whole new code, which 
could get more reimbursement for the 
patient or for you. Should you shift the 
encounter one minute to maximize 
reimbursement?”

Psychiatrists May Work as ‘Double Agents’
a new ethical quandary for psychia-

trists has appeared in the wake of the 
newtown, conn., school shootings last 
December, Milone suggested, as psychi-
atrists in some situations will both serve 
their patients and protect society from 
dangerous patients. or as Komrad put it, 
“Society expects us 

to be their protectors, 
to work as double agents.”

“it is a longstanding principle 
in psychiatry that when a patient pres-
ents a serious and imminent danger to 
either himself or others, the psychia-
trist has the duty to report it,” Milone 
explained. “this is the well-known 
Tarasoff rule. We psychiatrists accept 
that, we’re comfortable with it, and we 
employ it without hesitation. but some 
states—for instance, new york and 
connecticut—have now passed gun 
laws that say that when a psychiatrist 
or therapist believes that a patient is 
likely to engage in conduct that would 
render serious harm to self or others, 
then it is the psychiatrist’s or thera-
pist’s duty to report that patient. Likely 
is much weaker than imminent.

We psychiatrists are therefore con-
cerned [that these laws can lead to] 
overreporting and a breach of patient 
confidentiality. The new york State Psy-
chiatric association and the aPa coun-
cil on Psychiatry and law are grappling 
with this conflict we are facing.”

yet the greatest ethical hurdles psy-
chiatrists have to cross these days 
are posed by the new information 

technology and use of social media, 
elissa benedek, M.D., a former aPa 

president, an adjunct professor 
of psychiatry at the University 
of Michigan, and a member of 
the aPa ethics committee, 
asserted. She believes that psy-
chiatrists are facing more ethical 

challenges than ever before because 
of such technology.

For example, when, if ever, should 
you use e-mail with your patients? to 
schedule appointments only, Milone 
contended, and that is all that he uses 
it for.

is it ethical to defend your profes-
sional reputation online when patients 
have negative things to say about you 
on doctor-rating sites? “What appears 
on such sites is more likely to come 
from disgruntled patients,” Komrad 
remarked. “but how can doctors defend 
themselves within the bounds of pre-
serving patient confidentiality? Would 
it be appropriate to ask patients to make 
positive comments about you to balance 
the negative comments?” Komrad thinks 
probably not.

and when, if ever, is it ethical to 
Google patients?

Ethical Dilemmas Vary by Subspecialty

Do certain types of psychiatrists face more ethical challenges than others? Members of 
the APA Ethics Committee hold different opinions on the matter.

Perhaps younger psychiatrists do, “because they are more likely to use social media 
than the older ones,” said Elissa Benedek, M.D.

“I think that military psychiatrists face more ethical challenges than other types of 
psychiatrists, because they have the dual responsibility of answering to a commander and 
maintaining patient confidentiality,” said Stephen Scheiber, M.D.

“I don’t think that certain types of psychiatrists face more ethical challenges than 
others, but I do think that the types of challenges can vary depending on the type of 
psychiatrist,” opined William Arroyo, M.D., a Los Angeles child psychiatrist. “For example, 
a child psychiatrist needs to seek informed consent about treatment from a child’s legal 
guardian, but also assent from the child.” In other words, “It is strongly recommended that 
getting an assent from a child is the standard for older children, especially teens, but many 
8- to-10-year-olds may also participate in such an interchange.”

Claire Zilber, M.D., agreed with Arroyo. For example, forensic psychiatrists are probably 
faced more often than other types of psychiatrists with requests from the media to 
comment on the mental state of someone on whom they have not conducted an 
evaluation, she said. “Yet it can sometimes be hard for not just a forensic psychiatrist, but 
any psychiatrist, to always abide by the rule because it is so compelling to say something.”

As for Mark Komrad, M.D., he suggested that psychiatrists are more vulnerable to 
ethical breaches at certain stages of their careers than at others. For example, “Research 
has shown that sexual-boundary violations are more common in later-career psychiatrists 
than in early-career ones.”

Ethics Problems: Don’t Go It Alone

“Ethics is not strictly about common sense,” Ethics Committee member Mark Komrad, 
M.D., pointed out. “It is about a process of thinking through a situation in light of some 
principles.”

If you are faced with an ethical dilemma, you could discuss it with a trusted colleague, 
Richard Milone, M.D., chair of the APA Ethics Committee, noted. Or you could ask the APA 
Ethics Committee for guidance.

Here is how it works, he explained. You send your question via e-mail to Linda 
Hughes, director of APA’s Office of Ethics and District Branch/State Association 
Relations, at lhughes@psych.org. “If it is a fairly easy, straightforward question, she 
will send it to me as committee chair, and I’ll give her a few sentences to answer it, 
and she’ll then forward the answer to you. But if the question is more complex—and 
we do get some interesting complex questions—we have a rotation of at least two 
psychiatrists on the Ethics Committee who will work together on an answer. They will 
then pass their answer on to me, as chair, to review it, and the three of us will arrive at 
a decision and get back to you.”

see Ethics on page 24
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 Psychiatric Practice & Managed care

HelpLine Resolves Member’s Nightmare 
On Repayment Demands
Psychiatrists know all too well 
that dealing with insurance 
companies can be not only time 
consuming, but sometimes 
harrowing. Here’s a happy 
ending for one member’s 
frustrating tale.

by EllEn JaffE

T hrough its Practice Manage-
ment Helpline, staff of aPa’s 
Office of Healthcare Systems 
and financing (OHSf) fre-
quently hear from members 

who are thinking about opting out of 
Medicare because they’re fearful about 
falling into legal jeopardy if they fail to 
follow all of Medicare’s complex rules. 
Generally our policy is to reassure these 
callers that if they code and document 
appropriately, they should not encoun-
ter any problems. 

nonetheless, the Centers for Medi-
care and Medicaid Services’ (CMS’s) 
rules can be extremely confusing, and 
when aPa members do encounter prob-
lems, they often find it difficult to reach 
the level of authority within the Medi-
care system that has the ability to resolve 
their issue. When that happens, a good 
place to turn is aPa’s Helpline.

Earlier this year, an aPa member 
in alabama started receiving what he 
described as “mountains” of letters from 
Cahaba Gba, his Medicare administra-
tive contractor. Each letter stated that 
he had been paid erroneously for a claim 
and was required to return the payment. 
His office manager called Cahaba’s cus-
tomer service number and was eventu-
ally put in touch with a supervisor who 

explained there had been a computer 
glitch that led to the generation of the 
letters. She said that the company was 
unable to correct the problem at the 
moment, but told him to disregard any 
further dunning letters he received. 

To his relief, he received a letter 
from Cahaba in april stating that 11 
of the requests for repayment had been 
rescinded. although a few repayment 
requests continued to trickle in, nei-
ther he nor his staff were concerned. 
Then, at the end of June, a letter came 
from Cahaba stating that the psychia-
trist owed more than $23,000 (which 
included $808.60 in accrued interest) 
and that his case was going to be turned 
over to the Department of Treasury for 
collection. The first week of July brought 
another letter with the same informa-
tion, but for a far lesser sum—$1,148.11. 
The psychiatrist called the Helpline for 
assistance and faxed the letters he had 
received. He was concerned about how 
having to pay this chunk of money would 
affect his practice.

because the Helpline maintains 
working relationships with most Medi-
care contractors, we were able to con-
tact Cahaba’s medical director and send 
him a summary of what had occurred. 
Within two hours, the situation was 
resolved, and later that day the psychia-
trist received an e-mail from Cahaba 
that the two most recent letters had 

been “incorrect,” no money would be 
recouped, and no referral for recoup-
ment would be made to the Department 
of Treasury. 

We have heard from members in 
similar cases who immediately hired 
an attorney (at great expense) to seek a 
resolution on their behalf. Certainly that 
is an option, and indeed sometimes legal 
assistance is necessary, but the Helpline 
is often able to serve successfully as the 
first line of defense. PN

 APA’s Practice Management HelpLine 
can be reached by phone at (800) 343-4671 
or by e-mail at hsf@psych.org. Ba
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Q&As From APA’s Practice Management HelpLine

APA’s Practice Management HelpLine provides practical assistance to APA members 
on a wide variety of day-to-day issues that arise in managing a practice: 
reimbursement, relationships with managed care companies, coding, documentation, 
Medicare, Medicaid, establishing a private practice, closing a practice, etc. Below are 
three of the recent questions that HelpLine staff have handled. To read the answers, 

go to http://psychnews.psychiatryonline.org/newsArticle.
aspx?doi=10.1176/appi.pn.2013.9b26 or scan the QR code at left.  
APA members can submit their questions to the HelpLine by phone  
at (800) 343-4671 and e-mail at hsf@psych.org.

 Q I employ a social worker who provides psychotherapy to patients under my 
direction. Should the services she provides be billed under my National Provider 

Identifier? Does it matter whether the social worker is an employee or an independent 
contractor?

 Q I am an out-of-network provider. My patients pay me directly and file for reim-
bursement from their insurers. Several patients have been denied payment 

because although I am now using two codes—an E/M code for medical management 
and a time-based psychotherapy add-on code—I list the two codes with one total fee, 
which is the same as before the CPT code changes went into effect. The insurer says 
I cannot be paid for my care unless I divide my fee between the two codes. Can you 
provide me with some rational way to do this?

 Q I have been told that if counseling and coordination of care account for more 
than 50 percent of the time I spend with a patient for whom I am providing E/M 

services, I can select the appropriate E/M code based on the time of the encounter and 
its match to the typical time CPT assigns to the code rather than on the elements of 
the history, exam, and medical decision making the patient required. Why can’t I just 
define my psychotherapy with E/M sessions as counseling with E/M sessions and bill 
based on the time? It seems like the pay would probably be better and the documenta-
tion requirements less onerous.

never a question of whether to be involved 
in education,” said Dr. Goldstein. 

She stated that her greatest reward is 
participating in the creation and devel-
opment of psychiatrists as both profes-
sionals and people. Within emergency 
psychiatry, Dr. Goldstein maintains that 
“the cerebral jujitsu one has to master in 
order to be an effective teacher and clini-
cian” keeps her on her toes and coming 
back day after day. 

Outside of the hospital, Dr. Goldstein 
summons her creative and innovative 
teaching methods to deliver informative 
seminars on topics such as human sexu-
ality and pop culture, blending issues 
in psychiatry with media-related ones. 
Recent notable sessions have included 
“Dysfunctional families and ‘arrested 
Development’ ” and “narcissism in 
‘Tropic Thunder.’ ” Dr. Goldstein has a 
natural ability to bring challenging clini-
cal concepts to life in meaningful and 
memorable ways. 

In the next 10 years, she envisions 

shifting her focus to public policy related 
to mental illness and aspires to one day 
be director of a psychiatry residency 
program. along the way, she continually 
reminds residents of the importance of 
taking care of the self as “no one else is 
going to do it for you.” She is a keen pro-
ponent of “the art of doing nothing” dur-
ing down time and balances her role as 
a devoted mother to three children with 
her professional life as a psychiatrist. 

I am grateful for Dr. Goldstein’s men-
torship, and my clinical experiences with 
her have been the most formative aspects 

of my training thus far. She has a unique 
ability to verbalize her decision-making 
process and takes time out from working 
in a stressful environment to explain her 
understanding of complex patients. She 
is always mindful of the ways in which 
clinical experiences can affect residents 
and creates an open and supportive 
space in which to reflect. 

Her investment in my professional 
and personal success is without equal. 
When the end of residency arrives and I 
walk out the door, it will be Dr. Goldstein 
who helped me to put on my coat. PN

Residents’ Forum
continued from page 6

Ellen Jaffe is a Medicare specialist in APA’s 
Office of Healthcare Systems and Financing.
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 AssociAtion news

District Branch Finds Key 
To Recruiting Residents
Although many young 
professionals today aren’t 
joining organizations, the 
Indiana Psychiatric Society is 
bucking the trend by enrolling 
enthusiastic young members. 
What is its secret?

by Joan arehart-treichel

W hen it comes to acquiring 
enthusiastic young mem-
bers, the indiana Psychiat-
ric Society (iPS) is on a roll.

a few years ago, only 
about 10 percent of indiana psychiatry 
residents at most attended iPS meet-
ings. today, there is so much of a cul-
ture of resident involvement in the 
iPS that nearly 80 percent of residents 
attended its annual symposium last fall 
in indianapolis, 50 percent traveled 
100 miles to attend the iPS’s integra-
tive Medicine conference in southern 
indiana, and about 30 percent attended 
the aPa annual meeting in San Fran-
cisco in May.

today it is not unusual to have as 
many residents as general members 
attend the iPS executive council meet-
ings. “it is really exciting to see,” David 
Diaz, M.D., immediate past president 
of the iPS and an assistant professor of 
clinical psychiatry at indiana University, 
told Psychiatric News. “Four or five years 
ago, you could shoot a cannon through 
the room and not hit anybody. now it’s 
hard to find a seat at our council meet-
ings because we have so many people 
participating!”

how has the iPS achieved this dra-
matic turnaround?

Through a number of steps—many of 
which could be replicated by other dis-
trict branches, Diaz and other iPS mem-
bers believe.

First off, the psychiatry residency 
program at indiana University—the 
only psychiatry residency program in the 
state—automatically enrolls all of its res-
idents in the iPS and aPa and pays their 
dues during all of their years of training. 
“This is a relatively rare but exceptionally 
important gesture” in getting residents 
to become members of the iPS and aPa, 
brian hart, M.D., a fourth-year resident 
member, said in an interview.

emily McKillip, M.D., a second-year 
resident member of the iPS, agreed: “our 
residency program graciously pays for 
our membership dues during our train-
ing years, so removing this financial 
commitment is helpful.”

“yet making something free does 
not really guarantee involvement,” she 
pointed out. So what has the iPS done to 
get residents involved?

For one thing, iPS members roll 
out the red carpet for residents, Diaz 
reported. “We invite them in person to 
attend meetings, and we make an attempt 
at every meeting to extend a special wel-
come to them. These are things that you 

can do that don’t cost money. it is a lot 
different from when i was a resident. The 
approach was, ‘you are welcome to come 
and get involved.’ but there was no special 
attempt to involve residents.”

hart concurred: “The iPS has a num-
ber of members who have been very 
warm and welcoming to us residents 
when we come to iPS meetings.”

and once residents attend iPS meet-
ings, they find that they are strongly 

encouraged to participate and contrib-
ute, said Diaz. “last year one of our resi-
dents was heavily involved as a represen-
tative to our legislative committee. We 
also have a resident involved with mem-
bership and retention and recruitment, 
and yet another involved with an inte-
grative medicine committee we recently 
started. it looks at ways to integrate our 
specialty with other medical specialties 
in the state.”

Crucial Decision Expands Involvement
indeed, “the iPS’s executive coun-

cil made the important and ingenious 
decision to expand council committees 

to allow for every committee to have a 
resident member,” hart remarked.

creating council positions for resi-
dents “not only makes residents feel 
involved and important and looks good 
on their resumes, but is an incred-
ibly valuable ‘carrot’ for getting them 
involved and keeping them involved,” 
Danny hackman, M.D., observed. 
“no resident should ever be declined 
a position on his or her district branch 

executive council for any reason. let 
residents make up positions if need be.” 
hackman, who just graduated from the 
indiana University psychiatry resi-
dency program, is a fervent member of 
the iPS.

and the ebullience that hack-
man and other more senior residents 
have displayed for the iPS and aPa 
has kindled similar enthusiasm in 
their younger peers, Diaz observed. 
“if you show incoming residents that 
involvement in organized psychiatry 
is expected of them, that it benefits 
their careers, and that it is an essential 
part of their training, you can liter-
ally change the culture of a residency 
program in two years,” hackman said. 
his advice to other district branches is 
to “find some senior residents to take 
the lead, target the incoming class, and 
have the senior residents practice what 
they preach by attending meetings 
themselves. and stay on that message 
of the importance of staying involved 
throughout the residency academic 
year. it will pay off.”

Tangible Benefits Also Help
Seeing that there are tangible ben-

efits to being involved in the iPS and 
aPa has likewise helped cement resi-
dents’ positive regard for both, hack-
man noted. “i was fortunate to receive 
an aPa leadership Fellowship in which 
i got to travel to Washington, D.c., and 
to the aPa annual meeting and meet 
many amazing residents from across 
the country,” he said. “This was a great 
experience, and i told other residents 
about it and encouraged them to apply 
for a fellowship or to find their own 
niche within aPa.”

Jess levy, M.D., a third-year resident 
and iPS member, shared this advice with 
other district branches trying to increase 
resident membership: “Make it easy for 
residents to get involved, and get them 
involved early! The iPS has been very 
supportive of residents, including finan-
cially, through scholarships to iPS events 
and donations to the resident retreat, as 
well as encouraging resident involve-
ment. as a result, high regard for the iPS 
is simply part of the residency culture.”

Finally, Stephanie Price, D.o., another 
third-year resident and iPS member, 
suggested that district branches “select 
one or two residents who are enthusias-
tic about involvement to be liaisons to 
the residency class and to update their 
fellow residents about meetings, dinners, 
and conferences and how to get involved 
at the local and national levels to impact 
change.” PN

 APA has made a number of resources 
available for members-in-training and fel-
lows on APA’s website. They can be accessed 
at http://www.psychiatry.org/residents.

Danny Hackman, M.D.: “This was a great 
experience, and I told other residents 
about it and encouraged them to apply 
for a fellowship or to find their own 
niche within APA.”

Brian Hart, M.D.: “At the start of this 
academic year, eight residents held 
Executive Council positions, and two of 
our just-graduated residents joined the 
council as early career psychiatrists.”

Stephanie Price, D.O.: “I had senior 
colleagues who were passionate 
about their work in the Indiana 
Psychiatric Society, and it was 
contagious.”

Emily McKillip, M.D.: “Our Indiana Psy-
chiatric Society leaders do a fantastic 
job of keeping us in the loop, asking 
our opinion, and going forward with 
ideas that residents suggest.”
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new exchanges, as established by the 
Congressional Budget Office, is 7 mil-
lion. 

Enrollment begins October 1, 2013, 
and ends March 31, 2014, leaving a win-
dow of approximately 180 days for the 
government to accomplish its task. 

Valencia described a strategy whereby 
she expected young people to be sur-
rounded by messages—from physicians, 
religious leaders, teachers, family mem-
bers, and community leaders—explain-
ing the benefits of health insurance. “We 
want people to be hearing about this 
everywhere they turn,” she said. 

She was joined during the brief-
ing by Howard Koh, M.D., the HHS 
assistant secretary for health; Christen 
Linke-Young, director of coverage pol-
icy in the HHS Office of Health Reform; 
and Pamela Hyde, administrator of 
SAMHSA, which is part of HHS.

The briefing was a follow-up to the 
National Conference on Mental Health, 
hosted by President Obama at the 
White House in June, to talk about rais-
ing awareness of mental health issues. 
At last month’s briefing, Valencia and 
other administration officials said they 
were counting on advocacy and provider 
groups to help in enlisting enrollment in 
the new exchanges. 

They drew attention to a website, 
http://marketplace.cms.gov, which is 
designed for mental health profession-
als wishing to help patients get enrolled. 

The opening of the exchanges, along 
with the expansion of Medicaid, will 
extend mental health benefits to mil-
lions of Americans. States were given 
the choice to build a fully state-based 
exchange, enter into a state-federal 
partnership exchange, or default into 
a federally facilitated exchange; the 
ACA directs the secretary of HHS to 
establish and operate a federally facili-
tated exchange in any state that is not 
able or willing to establish a state-based 
exchange (see website at end of article for 
state information). 

But Irvin “Sam” Muszynski, director 
of APA’s Office of Healthcare Systems 
and Financing, told Psychiatric News 
that there are a number of unknowns 
regarding what the plans in the health 
exchanges will look like.

Because of the requirement that all 
plans offer a mental health benefit, the 
plans will have to comply with the terms 
of the 2008 Mental Health Parity and 
Addiction Equity Act. States have been 
assigned the task of designing the essen-
tial health benefits (EHBs) that will be 
offered by the plans in their exchanges, 
with the stipulation that these benefits 
may not fall below those provided by 
a benchmark plan chosen in the state. 

HHS has said the EHB benchmark plan 
that a state may use must be one of the 
following: 

 • The largest plan by enrollment in 
any of the three largest small-group 
insurance plans in the state’s small-
group market. 

 • Any of the three largest state 
employee health benefit plans by 
enrollment.

 • Any of the three largest plans by 
enrollment in the Federal Employees 
Health Benefits Program (FEHBP).

 • The largest insured commercial 
non-Medicaid HMO operating in the 
state.

The state’s benchmark plan comprises 
the state’s EHBs, plus whatever state ben-
efit mandates that state had on its books 
by December 2011. The plan types must 
include 10 health service categories, and 
if the plan type selected by a state—say, 
a small-group employer plan—lacks one 
of these categories, it has to take a cat-
egory from another HHS-approved plan 
type, perhaps a Medicaid HMO plan or 
a plan from the FEHBP, and supplement 
its benchmark plan type.

Muszynski cautioned that nothing 
in the ACA indicates the breadth of ser-
vices that will be covered within a par-
ticular required essential health benefit 
category—that is, plans could offer a 
benefit for, say, substance abuse treat-
ment, but pay only for a narrow range of 
treatment services. 

Moreover, clinicians treating patients 
enrolled in the exchanges need to be alert 
to cost-sharing features of the plans. The 
exchanges offer plans in four levels of 
premiums, with varying deductibles at 
each level; the lowest-level plan covering 
a family of four may have a deductible as 
high as $5,000.

Finally—and crucially—Muszynski 
stressed that clinicians need to review 
contracts they have signed with health 
plans to determine if those plans will be 
part of the exchanges, and if so, whether 
existing contractual arrangements will 
continue or need to be renewed. 

Some states have outlawed so-called 
“all-products clauses”—contractual clauses 
that require a physician in a provider 
network for one company to be in the 
network for all of the insurance com-
pany’s products. Other states allow all-
products clauses for provider contracts, 
so clinicians are advised to inquire about 
all-products clauses that may affect 
their status as providers within a health 
exchange plan. 

“Clinicians need to know where they 
stand under current payer contracts 
and whether they are considered part of 
these exchanges,” he said. PN

 A complete listing of state decisions 
with regard to health exchanges and 
Medicaid expansion is posted on Kai-
ser Family Foundation News at http://kff.
org/health-reform/state-indicator/state-
decisions-for-creating-health-insurance-
exchanges-and-expanding-medicaid/
decisions-for-creating-health-insurance-
exchanges-and-expanding-medicaid/.

Government news

Health Exchanges
continued from page 1

Key Points

The opening of new health exchanges under the Affordable Care Act will extend mental 
health benefits to millions of uninsured individuals, but clinicians should be alert to 
several important points:

 • Though the mental health parity law applies to plans in the health exchanges, there is 
nothing in the Affordable Care Act concerning the scope of services to be offered. 

 • Clinicians should be alert to the cost-sharing features of the health exchange plans 
their patients are enrolled in; deductibles may vary and could be as high as $5,000.

 • Clinicians should review existing contractual arrangements they have with health plans 
to determine if those plans will be part of the exchanges, and if so whether existing 
contractual arrangements will continue or need to be renewed.

Bottom Line: Members with questions about the health exchanges should contact 
APA’s Practice Management HelpLine by phone at (800) 343-4671 or e-mail at hsf@
psych.org.

What Has APA Done for You Lately?
BY MARIA OquENDO, M.D.

I was nothing short of astonished by 
my experience at the APA Board of 
Trustees (BOT) meeting in July in 

Arlington, Va. I certainly anticipated 
that the BOT would sit indoors for long 
hours reviewing reams of material. Hav-
ing prepared for the meeting by reading 
those reams beforehand alerted me to 
that. There was debate, sometimes pas-
sionate, and lots of humor. That too was 
expected since I knew several, though not 
all, of the BOT members. Close attention 
was paid to parliamentary rules, ensuring 
that procedure was followed. None of that 
was terribly surprising, either. What was 
surprising is just how much work APA 
does not only for its members, but for our 

patients—as well 
as those who may 
someday need our 
care.

For example, I 
had not been fully 
cognizant of the 
w o r k  t h a t  A PA 
is doing to ensure that parity laws are 
implemented in a way that is truly fair 
and equitable for our patients. I learned 
that APA is aggressively pursuing an 
arduous fight to improve access to care 
in a strategic and sophisticated manner. 
APA staff described to the BOT how 
hundreds of members have voiced com-
plaints regarding implementation of the 
new CPT codes in ways that potentially 
violate parity. 

In response, APA has been address-
ing each complaint with the insurers 
and other payers, some of who imme-

diately changed their ways. As might 
be expected where money is involved, 
not all payers have agreed to make the 
changes that will increase coverage for 
mental conditions to the same level as 
other medical illnesses. Indeed, some 
payers remain defiantly out of line with 
the intent of the Mental Health Par-
ity and Addiction Equity Act. I was 
pleased—no, relieved—that APA is in 
the fray to safeguard our patients’ right 
to be treated fairly. It is the humane 
thing to do. 

Another issue that the APA BOT 
addressed is the terrible problem that fire-
arms present for our country. During the 
meeting, we discussed how the dominant 
rhetoric in the media relates to under-
standable concerns that arise when mass 
tragedies occur. What most of the public 
does not know is that most gun deaths are 
due to suicide and murder. Indeed, the 
suicide rate is up, and in 2010, there were 
38,364 suicides in the united States, on Maria Oquendo, M.D., is APA’s secretary and a 

member of the Board of Trustees. see Viewpoints on page 22

Psychiatric news | sePtember 20, 201312

Job Name: 450936_PsychNew_092013 PDF Page: 12r1pn_9b.p1.pdf
Process Plan: RVA_SoftProof_MultiPageDate: 13-09-13 Time: 09:53:40

Soft Proof



APA InstItute

Philadelphia’s Restaurant Scene Is Sizzling
While you are in Philadelphia 
for APA’s Institute on Psychiatric 
Services October 10 to 13, you’ll 
find a menu of restaurants that 
make most cities envious.

by James Gilfoil, m.D.

N o, you didn’t read that head-
line incorrectly. There is not 
only a restaurant “scene” in 
Philadelphia, but it is, as they 
say, “smoking.’ ” over the last 

few years, there’s been a tremendous 
upswing in the number of young, cre-
ative chefs flocking to our city. Here are 
a few options to nourish your body after 
the scientific sessions nourish your mind. 

my current favorite is Greg Vernick’s 
Vernick Food and Drink, selected by the 
Philadelphia Inquirer restaurant critic, 
Craig laban, as the “best New Restau-
rant of 2013.” you can customize your 
meal by choosing an array of small plates, 
ordering the standard three-course din-
ner, or mixing and matching. almost 
everything is terrific, but especially the 
toasts with all sorts of toppings. 

another mouth-watering option is 
The Farm and Fisherman, a wonderful, 
unpretentious byob spot, with award-
winning Josh lawler at the helm. The 
menu is small, but terrifically focused, 
and anything with beets is a winner. The 
sweetbreads, the duck confit, the pork, 
and whatever fish Josh is doing are defi-
nitely worth ordering. Perhaps the most 
winsome thing about farm is the ambi-
ence created by the welcoming staff. 

another top spot on your “must try” 
list is Talula’s Garden. it’s certainly one 
of the most beautiful spaces in town, the 
menu and service are first rate, and its 
patio is the most romantic in the city. 

Fond, in south Philly, is very similar 
to farm, and it used to be a byob too, but 
now it has a full bar and cocktail “program.” 

outstanding selections include foie gras 
and sweetbreads, among many others.

Two other top picks are Sbraga and 
Fork. sbraga, with another award win-
ner at the stove, has an extremely rea-
sonable prix-fixe menu at $49 for four 
courses, with $35 for the beverage 
pairing. for entrees, you can sample 
roast pork with provolone bread pud-
ding and long hots—a take on the Philly 
roast pork sandwich—or Tennessee 
hot chicken—a take on Nashville’s hot 
chicken—among others. The venerable 
fork has made quite a comeback. The 
room has always been one of the best 
dining spaces in town, and now new 
chef eli Kulp has returned excitement to 
a dining destination that had begun to 
fade. i was in the restaurant shortly after 
Kulp arrived—the vibe was electric and 
the food outstanding. The waiters have 
always been consummate professionals 
with outstanding advice, and they don’t 
introduce themselves by name—a plus 
in my book! 

i haven’t mentioned the currently 
most lauded byob—bibou. it has got-
ten a rave review by the Inquirer, and 
it’s hard to find anyone saying anything 
negative about it. Go, if you can get in, 
and see what all the fuss is about.

among other top picks are Barbuzzo 
and Jamonera—the twin jewels of the 
marcie Turney and Valerie safran empire 
at the corner of 13th and sansom. The 
former does a fabulous job with its ital-
ian-focused menu, and the latter deserves 
kudos for its interpretation of spanish 
cuisine. speaking of italian and spanish, 
mark Vetri’s Osteria is still superb, and 
his Amis is certainly good, but it’s not as 
good or creative as barbuzzo. 

for israeli cuisine, try Zahav, with its 
fabulous hummus selection—it’ll make 
you rethink all the mediocre hummus 
you’ve had in the past—and the over-
the-top grilled duck hearts that’ll make 
you look at those creatures in a new light.

Rob Halpern is probably our top prac-
titioner of molecular gastronomy at his 
underrated byo restaurant Marigold 

Kitchen in West Philly. it’s well worth a 
try, and it’s crazy reasonable.

more casual choices include Brau-
haus Schmitz—a, what else, German 
brewhouse—and Percy Street Barbe-
cue with pretty good Texas barbecue.  
if you go to the Reading Terminal, you 
must eat at DiNic’s, whose roast pork 
was christened the “best sandwich in 
america.” i know people who have come 
here for conventions and eaten at DiNic’s 

every day while in town. order it with 
provolone and broccoli rabe, and let the 
juices soak into the bread before you take 
your first bite. 

These ideas ought to keep you happily 
wined and dined during your stay here. 
i hope they will whet your appetite for a 
return visit. PN

 See the box on page 3 for registration 
information.

James Gilfoil, M.D., is a psychiatrist in private 
practice in Bryn Mawr, Pa. He loves to eat.

Diners and bar-goers enjoy the casually elegant atmosphere at Ellen Yin’s Fork. The 
restaurant credited with Old City’s restaurant revival in the 1990s serves delicious New 
American dishes created with local ingredients.
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Somatic Symptom and Related Disorders

I n DSM-5, the term “somatoform 
disorders” is replaced by somatic 
symptom and related disorders. In 

DSM-IV-TR there was significant over-
lap across the somatoform disorders and 
a lack of clarity about their boundaries. 
These disorders are primarily seen in 
medical settings, and nonpsychiat-
ric physicians found the DSM-IV-TR 
somatoform diagnoses problematic to 
use. The DSM-5 classification reduces 
the number of disorders and subcat-
egories to avoid problematic overlap. 
Diagnoses of somatization disorder, 
hypochondriasis, pain disorder, and 
undifferentiated somatoform disorder 
are removed. DSM-5 now allows for 
the complexity of the interface between 
psychiatry and medicine. Individuals 
with somatic symptoms plus abnormal 
thoughts, feelings, and behaviors may 
or may not have a diagnosed medical 
condition. It is clear from a large body 
of research that the relationship between 

somatic symptoms and psychopathology 
exists along a spectrum, and the arbi-
trary high symptom count required for 
DSM-IV-TR somatization disorder did 
not accommodate this spectrum. Psy-
chological factors affecting other medi-
cal conditions and factitious disorder are 
moved into the somatic symptom disor-
ders chapter because somatic symptoms 
are predominant in both, and both are 
most often encountered in medical set-
tings. Criteria for conversion disorder 
(functional neurologic symptom dis-
order) are modified to emphasize the 
essential importance of the neurological 
examination, and in recognition that rel-
evant psychological factors may not be 
demonstrable at the time of diagnosis.

The questions below are from DSM-5 
Self-Exam Questions: Test Questions 
for the Diagnostic Criteria, which may 
be preordered from American Psychi-
atric Publishing at http://www.appi.
org/SearchCenter/Pages/SearchDetail.

aspx?ItemId=62467. The answers and 
rationales are posted at http://www.
psychnews.org/pdfs/DSM-5_ Sel f_
Examination_QandA_12.pdf. The book, 
available in January 2014, contains 500 
questions for all the categories of psychi-
atric disorders and includes Section III. 
The questions were developed under the 
leadership of Philip Muskin, M.D., a pro-
fessor of clinical psychiatry at Columbia 
University College of Physicians and 
Surgeons.

1. In DSM-IV-TR a patient with a high 
level of anxiety about having a disease 
and many associated somatic symptoms 
would be given the diagnosis of hypo-
chondriasis. What DSM-5 diagnosis 
would apply to this patient?

a) hypochondriasis
b) illness anxiety disorder
c) somatic symptom disorder
d) generalized anxiety disorder
e) somatoform disorder NOS

2. A young woman is hospitalized for 
evaluation of fits of movement in which 

she appears to lose consciousness, rock 
her head from side to side, and move 
her arms and legs in a nonsynchronous, 
bicycling pattern. The episodes occur a 
few times a day and last for 2 to 5 min-
utes. EEG during the episodes does not 
reveal any ictal activity. After a fit, her 
sensorium appears clear. What is the 
most likely DSM-5 diagnosis?

a) epilepsy
b) malingering
c) somatic symptom disorder
d) conversion (functional neurologi-

cal symptom disorder), attack-sei-
zure subtype

e) factitious disorder

3. Which of the following is the key fea-
ture of factitious disorder in DSM-5?

a) somatic symptoms
b) conscious misrepresentation and 

deception
c) external gain associated with illness
d) absence of another medical disor-

der that may cause the symptoms
e) normal physical exam and labora-

tory tests  PN

Genome Analysis Quantifies Risk  
Across Psychiatric Disorders
A new genomic study puts 
numbers on the role genes 
play in various psychiatric 
disorders and the overlapping 
pathology between certain 
disorders.

by JUN yAN

B y scanning the genomes of 
tens of thousands of patients 
and control subjects, research-
ers have quantified how much 
common single nucleotide 

polymorphism (SNP) variants contrib-
ute to the overall risk of five psychiatric 
disorders as well as the amount of over-
lap between the disorders.

The five disorders studied were 
schizophrenia, bipolar disorder, major 
depression, autism spectrum disorder 
(ASD), and attention-deficit/hyperactiv-
ity disorder (ADHD).

Heritable common SNP variants con-
tribute about 17 percent to 28 percent of 
the risks of these disorders (see table), 
the study showed.

Schizophrenia and bipolar disor-
der had the largest genetic overlap in 
paired analysis between disorders, fol-

lowed by correlations between bipo-
lar and depression, between schizo-
phrenia and depression, and between 
ADHD and depression. The correla-
tion was low between schizophrenia 
and ASD and nonsignificant for all 
other pairings.

The numbers from this study repre-
sent low-end estimates because other 
types of mutations, such as rare vari-
ants and copy number variations, were 
not included, the researchers noted. For 
example, twin and family studies pre-
viously estimated 
that heredity overall 
contributes about 81 
percent of the risk of 
schizophrenia, but 
this study estimated 
that SNP-based heri-
tability contributes 
23 percent of that 
risk.

This study i s 
the second major 
publ icat ion f rom 
the Cross-Disorder 
Group of the Psychi-
atric Genomics Con-
sort ium. The f irst 
study, publ ished 

February 28 in the Lancet, identified 
four chromosomal regions with muta-
tions linked to all five psychiatric dis-
orders (Psychiatric News, April 5). The 
group has been conducting genome-
wide association studies (GWAS) on 
data pooled from multiple countries. 
It receives funding from the National 
Institute of Mental Health (NIMH) and 
other governments, including those of 
Australia and the Netherlands.

Taken together, these cross-disorder 
genomic analyses add weight to the the-

ory that each psychiatric disorder is not 
a single construct with an etiology and 
pathway distinct from other disorders. 
Rather, a disorder can be deconstructed 
into a combination of dysfunctions in 
various “dimensions” or “domains,” and 
some patients across different disor-
ders may share the same pathology and 
genetic risks in a particular dimension, 
such as executive function or working 
memory. This is an area the NIMH has 
been intensively pursuing for the past 
few years through its Research Domain 
Criteria (RDoC) project. 

“The best way to think about this 
is to imagine a house with many 
beams. When this group of beams or 
that group of beams break, the house 
would collapse in ways that look dif-
ferent from the outside, but inside it 
may be that some of the same beams 
have broken,” bruce Cuthbert, Ph.D., 
who is heading the RDoC project, 
explained in an interview with Psychi-
atric News. He is also the director of 
the NIMH Division of Adult Transla-
tional Research and Treatment Devel-
opment.

“The GWAS data are consistent 
with the RDoC framework,” Cuthbert 
said. For example, the study shows that 
the magnitude of variability between 
schizophrenia and bipolar disorder is 
about the same as the variability within 
bipolar data, which supports the notion 
that schizophrenia and bipolar share 

see Genome Analysis on page 22

More Than Nature Is at Work
Common SNP variants can account only partially for how 
much heredity contributes to the risk of psychiatric disorders.

Heritability  
 of common  

SNP variants

Heritability  
estimated from  

twin/family studies

Schizophrenia 0.23 0.81

Bipolar disorder 0.25 0.75

Major depression 0.21 0.37

Autism 0.17 0.80

ADHD 0.28 0.75

Source: Cross-Disorder Group of the Psychiatric Genomics Consortium, Nature 
Genetics, August 11, 2013
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Dementia-Risk Rises in Patients  
With Depression and Diabetes
Now that comorbid depression 
and diabetes has been found 
to be a dementia risk factor, 
researchers need to learn 
whether depression treatment 
in people with both illnesses 
can avert dementia.

by Joan arehart-treichel

S everal studies have shown that 
depression is a risk factor for 
dementia. The same holds for 
diabetes. and when people 
who have diabetes are also 

depressed, their danger of developing 
dementia appears to be even greater than 
if they only have diabetes (Psychiatric 
News, July 6, 2012).

now a new prospective study headed 
by Mark Sullivan, M.D., Ph.D., a professor 
of psychiatry and behavioral sciences at 
the University of Washington, confirms 
the earlier findings in a study published 
online august 14 in JAMA Psychiatry.

Sullivan studied approximately 3,000 
middle-aged and older individuals with 
type 2 diabetes who were being treated at 

52 clinics throughout the United States 
and canada. all of the subjects were 
evaluated for depression at the start of 
the study, as well as 20 months and 40 
months later, with the nine-item Patient 
health Questionnaire (PhQ-9), a well-
validated diagnostic instrument for use 
in primary care settings. a score of 10 or 
more on the PhQ-9 has been shown to 
have a 77 percent sensitivity and 94 per-
cent specificity to the diagnosis of major 
depression by a structured psychiatric 
interview.

Five percent of the subjects had a score 
of 10 or greater at all three time assess-
ments. Five percent had a score of 10 or 
more at baseline, but less than 10 at the 
20-month and 40-month assessments.  
Sixty-two percent never had a score of 10 
or more, and 28 percent had other pat-
terns or missing data. at baseline, as well 
as at 20 months and 40 months, the sub-
jects were also evaluated with multiple 
tests that measure cognition.

Subsequently the researchers com-
pared the 20-month cognitive test 
results of subjects who had scored 10 or 
more on the PhQ-9 at baseline with the 
test results of subjects who scored 9 or 

lower at baseline, taking possible con-
founders into consideration—for exam-
ple, age and other demographic factors; 
a history of cardiovascular disease; body 
mass index; smoking or alcohol use; or 
whether they had been given glucose-
lowering treatment, insulin treatment, 
blood pressure treatment, or lipid treat-
ment for their diabetes.

The researchers also compared the 
40-month cognitive test results of sub-
jects who had scored 10 or more on the 
PhQ-9 at 20 months with the 40-month 
test results of subjects who had not 
scored 10 or more at 20 months.

at both of the follow-up assessments, 
subjects with a prior depression status 
were found to perform significantly 
more poorly on cognitive tests than 
subjects without such a status. and sub-
jects who had scored 10 or more on the 
PhQ-9 both at baseline and at 20 months 
showed the greatest cognitive decline.

Sullivan told Psychiatric News that he 
was surprised by “how rapidly the cog-
nitive decline developed, that it devel-
oped in all patient subgroups, and that it 
affected all cognitive domains.”

The findings have clinical implica-

tions for psychiatrists, Sullivan added. 
“in patients with diabetes, depres-
sion detection and treatment might be 
important for dementia prevention.”

a key factor that still needs to be 
studied is whether depression treatment 
might reduce the risk of dementia among 
individuals with comorbid depression 
and diabetes. 

although the means by which 
depression might contribute to cogni-
tive decline and dementia in individu-
als with diabetes are unclear, Sullivan 
and his colleagues suggested possible 
explanations in their report. For exam-
ple, both depression and diabetes are 
associated with systemic inflammation, 
decreased insulin sensitivity, and auto-
nomic dysfunction, which might medi-
ate the effects of depression on dementia 
risk. alternatively, dysregulation of the 
hypothalamic-pituitary axis by depres-
sion might damage brain areas involved 
in cognition or decrease neurogenesis in 
areas essential for memory, such as the 
hippocampus.

The study was funded by the national 
institutes of health. PN

 An abstract of “Association of Depres-
sion With Accelerated Cognitive Decline 
Among Patients With Type 2 Diabetes 
in the ACCORD-MIND Trial” is posted at 
http://archpsyc.jamanetwork.com/article.
aspx?articleid=1727436.

Mental Illness Linked to Premature 
Death in Epilepsy Patients
Individuals with epilepsy and 
depression, as well as those 
with epilepsy and substance 
abuse, are at increased risk 
of dying by suicide, perhaps 
because their mental illness is 
going untreated.

by Joan arehart-treichel

H aving epilepsy may predis-
pose someone to premature 
death, especially if there 
is comorbid depression or 
substance abuse, according 

to a study conducted in Sweden and 
reported online in the Lancet July 22. 
This finding highlights the need for cli-
nicians to screen for psychiatric illness 
in patients with epilepsy.

Since everyone living in Sweden has 
a personal identification number that 
can be linked to numerous types of 
national registries, psychiatric epide-

miologists often use data from Sweden 
for their studies, as did the researchers 
for this study, which was led by Seena 
Fazel, M.D., a senior clinical research 
fellow in the Department of Psychiatry 
at the University of oxford in england.

the researchers had two goals. 
First, they wanted to learn how preva-
lent premature mortality is among 
epilepsy patients compared with the 
general population and also compared 
with the siblings of epilepsy patients 
(to account for possible familial con-
founding). Second, they wanted to 
determine the causes of premature 
mortality among epilepsy patients and 
especially the role that comorbid psy-
chiatric illness might play.

Their subjects were all individuals 
born in Sweden from 1954 to 2009 who 
had been diagnosed with epilepsy—some 
70,000 individuals. They matched each 
subject with up to 10 individuals from the 
general population who were of the same 
age and gender, but did not have epilepsy. 

They also included about 81,000 individu-
als who were siblings of the epilepsy sub-
jects, but did not have epilepsy.

The researchers then determined the 
premature death rates for each of these 
three groups—that is, how many died by 
age 56—and then compared the prema-
ture mortality findings for the epilepsy 
cohort with those for the general popula-
tion and the epilepsy patients’ siblings.

approximately 6,200 of the indi-

viduals with epilepsy (9 percent) died 
prematurely, and their average age at 
death was 35. Moreover, their chances 
of dying so early were 11 times greater 
than those of the general population 
and of their unaffected siblings, after 
adjusting for sociodemographic fac-
tors. “The overall high rates of prema-
ture mortality were surprising,” Fazel 
told Psychiatric News.

The major causes of premature death 
in individuals with epilepsy were natural 
ones, and particularly brain tumors and 
diseases of the nervous system related to 
epilepsy.

however, 972 (16 percent) of the 
premature deaths were from external 
causes, notably nonvehicular accidents 
such as falls, drowning, drug poisoning, 
or suicide.

Depression, Substance Abuse Especially 
Prevalent

The researchers found as well that 
75 percent of the epilepsy patients who 
died prematurely had comorbid psychi-
atric disorders, particularly depression 
or substance abuse, and that incidence 
of suicide deaths was particularly high 
in this group.

clinical & ReseaRch news

see Premature Death on page 22

Key Points

 • People with epilepsy are more likely 
to die prematurely than the general 
population, due in large part to 
psychiatric comorbidity.

 • Individuals with epilepsy and 
depression, as well as those with 
epilepsy and substance abuse, are at 
increased risk of dying from suicide.

 • Clinicians caring for epilepsy 
patients need to screen for and treat 
patients’ depression, substance 
abuse, or other comorbid psychiatric 
illnesses—not just to improve the 
patients’ quality of life, but to save 
their lives.
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Childhood Stomach Pains May  
Foretell Adult Anxiety Disorders
A study linking abdominal 
pain in childhood with anxiety 
disorders in adolescence and 
early adulthood suggests that 
such pain and anxiety have 
common origins.

by Joan arehart-treichel

W ho would have thought 
that childhood functional 
abdominal pain—that is, 
periodic abdominal pain 
that cannot be attributed to 

organic disease— might presage anxiety 
and depression later in life?

yet that is what data from a new study 
indicate.

The study was headed by lynn 
Walker, Ph.D., a professor of pediatrics 
and director of the Division of adoles-
cent health at Vanderbilt University. The 
findings were published online august 
12 in Pediatrics.

Walker and colleagues studied 332 
children who had received extensive medi-
cal evaluations and were found to have 
functional abdominal pain, as well as 147 
age-matched children from the same area 
who did not experience such pain.

The subjects were reassessed during 
adolescence and early adulthood to deter-
mine whether they experienced anxiety 
disorders or depressive disorders.

The researchers found that 51 per-
cent of the subjects who had experienced 
chronic abdominal pain as youngsters 
met criteria for an anxiety disorder at 
some point during the follow-up period, 
and 30 percent currently met criteria for 
an anxiety disorder.

in contrast, only 20 percent of con-
trols met criteria for an anxiety disorder 
at some point, and just 12 percent met 
criteria for a current anxiety disorder.

regarding depressive disorders, the 
lifetime risk among the subjects was sig-
nificantly higher in the abdominal-pain 
group than in controls—40 percent ver-
sus 16 percent—but current depressive 
disorders were rare at follow-up and did 
not differ significantly between the two 
groups. The reason for this latter find-
ing, the researchers suggested, may be 
that depression follows a more episodic 
course than anxiety disorders, and 
therefore they “did not detect increased 
risk at the single snapshot evaluation 
conducted in adolescence or early adult-
hood.”

Thus it appears that functional 
abdominal pain in childhood predicts a 
long-term increased risk for developing 

anxiety disorders and possibly depres-
sive disorders as well.

The findings have implications for 
psychiatrists, Walker told Psychiatric 
News, highlighting that “a biopsycho-
social approach is most effective in the 
treatment of chronic or recurrent pain. 
Psychiatrists are important members of 
the multidisciplinary team as they can 
identify and treat psychosocial issues 
that may be missed in a medical evalua-
tion that focuses primarily on ruling out 
disease. Psychiatrists can be particularly 
helpful,” he added, “in explaining to 
patients that the relationship between 
anxiety and pain is not necessarily 
cause-effect, but rather that anxiety and 
pain interact with each other in a vicious 
cycle. by reducing anxiety, we can begin 
to break that cycle.”

“This is an important study con-
ducted by an outstanding group of 
researchers,” John campo, M.D., chair of 
psychiatry at ohio State University, said 
during an interview. campo published 
seminal research on the subject in the 
July 2001 Pediatrics.

“a cross-sectional relationship between 
functional abdominal pain and anxiety 
has been noted in multiple studies in 
children, adolescents, and adults, but 
the nature of this observed ‘comorbid-
ity’ is unclear. Though unidirectional 
causal models (i.e., functional abdomi-
nal pain causes the associated anxiety 
or vice versa) have been entertained, this 
study’s findings that functional abdomi-
nal pain and anxiety are associated lon-
gitudinally into adulthood offers some 
support for the notion that functional 
abdominal pain and anxiety may share 
common risk factors or perhaps even be 
manifestations of a common disorder.”

yet another reason to believe that 
functional abdominal pain is closely 
related to anxiety, and perhaps to 
depression, was the discovery that anxi-
ety and depression are implicated in irri-
table bowel syndrome and that antide-
pressants can help some irritable bowel 
syndrome patients (Psychiatric News, 
September 21, 2007).

The study was funded by the national 
institutes of health, the Vanderbilt Ken-

nedy center, and the Vanderbilt Diges-
tive Disease research center. PN

 An abstract of “Functional Abdominal 
Pain in Childhood and Long-Term Vulnerabil-
ity to Anxiety Disorders” is posted at http://
pediatrics.aappublications.org/content/
early/2013/08/07/peds.2012-2191.abstract.

Early-Onset Dementia Linked  
To Alcohol Abuse, Other Factors
In this nationwide cohort 
study, researchers identify 
nine risk factors for dementia 
that could be traced to 
adolescence, suggesting 
strong opportunities for early 
intervention.

by Joan arehart-treichel

T he next time college students 
are tempted to drink to excess, 
they might want to worry not 
only about ending up in the 
hospital, but also about devel-

oping early-onset dementia.
This possibility may sound outland-

ish to them, but alcohol abuse has been 
found to be a prime risk factor for early-
onset dementia—dementia beginning 

before age 65— in a large study pub-
lished online august 12 in JAMA Inter-
nal Medicine.

The lead researcher, Peter nord-
strom, Ph.D., a professor in geriatric 
medicine at Umea University in Swe-
den, told Psychiatric News that he was 
surprised by this finding. “it seems that 
alcohol intoxication is a much stronger 
risk factor for early-onset dementia than 
anyone could have expected,” he said.

The focus of the study that nord-
strom and his colleagues conducted was 
some 500,000 men with an average age 
of 18 who had been conscripted for mili-
tary service in Sweden between 1969 and 
1979. They had all undergone extensive 
cognitive and medical examinations, the 
results of which were available to nord-
strom and his colleagues.

The researchers also obtained infor-
mation about the subjects’ educational 
level and income 15 years after they 
had been conscripted. The researchers 
tracked the subjects’ biological parents 
through the Statistics Sweden database, 
which also gave information on which 
of the parents had developed dementia. 

Medical information about the sub-
jects in the years following conscrip-
tion, including information on whether 
any developed early-onset dementia, was 
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Study Finds Psychiatric Factors Not Linked 
To Multiple Homicide Victims
Though more than a third 
of the defendants had prior 
psychiatric treatment, few 
received treatment in the three 
months preceding the crime of 
which they were accused.

BY MARK MORAN

P sychiatric factors do not appear 
to predict whether a homi-
cide defendant used a fi re-
arm, killed multiple victims, 
or is convicted of the crime, a 

fi nding that would seem to counter the 
popular notion—prevalent in the wake 
of recent mass killings that have made 
the news—that perpetrators of mass gun 
violence are invariably mentally ill.

� e fi nding is from a study appearing 
in the September American Journal of 
Psychiatry that assessed the association 
between homicide and a wide range of 
demographic and clinical variables.

“It is notable that clinical variables, 
such as Axis I diagnoses, were not asso-
ciated with off ense characteristics or 
case outcomes when demographic and 
historical characteristics of the cases 
were included in the models,” wrote 
lead author Edward Mulvey, Ph.D., of 
the University of Pittsburgh Medical 
Center, and colleagues. “In particular, 
while age and race were signifi cantly 
related to the use of a fi rearm, the addi-
tion of clinical variables to demographic 
and historical variables did not improve 
model fi t. Furthermore, a model includ-
ing demographic/historical and clinical 
variables did not signifi cantly predict a 

guilty verdict, suggesting that case-spe-
cifi c factors were more salient in these 
determinations.”

In the study, defendants charged with 
homicide in a U.S. urban county between 
2001 and 2005 received a psychiatric 
evaluation after arrest. Demographic, 
historical, and psychiatric variables as 
well as off ense characteristics and legal 
outcomes were described. � e research-
ers examined diff erences by age group 
and by race; they also looked at predic-
tors of having multiple victims, fi rearm 
use, guilty plea, and guilty verdict.

Fifty-eight percent of the sample had at 
least one Axis I or II diagnosis using DSM-
IV criteria, most often a substance use dis-
order (47 percent). Axis I or II diagnoses 
were more common (78 percent) among 
defendants over age 40. Although 37 per-
cent of the sample had prior psychiatric 
treatment, only 8 percent of the defendants 
with diagnosed Axis I disorders had out-
patient treatment during the three months 
preceding the homicide. 

� at suggests limited opportunities 
for prevention by mental health providers, 
Mulvey and colleagues said. “� e rate of 
previous treatment observed in this sam-
ple raises issues relevant to mental health 
policy,” they wrote. “Although 53 percent 
of the sample were diagnosed with an Axis 
I diagnosis (including substance use disor-
ders), less than half of these individuals had 
ever been hospitalized. Also, among those 
with an Axis I diagnosis, only 8 percent 
had received any treatment in the three 
months preceding the homicide off ense. 
Moreover, this low frequency of recent 
psychiatric treatment diff ered markedly by 

race. . . . Widespread disparities in access 
to care and cultural diff erences regarding 
help seeking are likely explanations for this 
diff erence. � e low rate of treatment in the 
months preceding the off ense, however, 
highlights the need for enhanced engage-
ment of high-risk individuals (especially 
during times of emotional crisis) if mental 
health care providers expect to have an 
impact on serious violence.”

Steven Hoge, M.D., chair of APA’s 
Council on Psychiatry and Law, 
reviewed the report. “Individuals with 
an Axis I disorder were overrepresented 
among homicide defendants,” he told 
Psychiatric News, “but this was due to 
the high rate of substance use disorders 
found. � e relationship between sub-
stance use and serious criminal behavior 
is wel l established. � e study identifi ed 
only 15 individuals—just 5 percent of the 
sample—who had a mental disorder and 
no co-occurring substance use disorder. 
Identifi cation and treatment of substance 
use disorders are important not only to 

alleviate individual suff ering, but also to 
improve public safety.

“� e study fi ndings address current 
concerns regarding gun use and mass 
killings by those with mental illnesses,” 
he continued. “� ere is widespread belief 
that mental illness is an important cause 
of fi rearm violence and mass murder. In 
fact, the researchers found no relation-
ship between the presence of psychiatric 
disorders and the use of fi rearms. Nor 
did the presence of a psychiatric disor-
der relate to off enses involving multiple 
victims. � ese fi ndings suggest that poli-
cies designed to keep fi rearms out of the 
hands of individuals with a history of 
mental illness will not prove to be eff ec-
tive as a targeted strategy.”

Hoge also said the study underscores 
the need for better access to psychiatric 
treatment, particularly substance use 
treatment. However, crime-prevention 
strategies that rely on psychiatrists’ 
reports are likely to be ineff ective because 
most of this population is not in treat-
ment or getting timely treatment. PN

 “Psychiatric Characteristics of Homi-
cide Defendants” is posted at http://
ajp.psychiatryonline.org/data/Journals/
AJP/927544/994.pdf.

Key Points

 • Researchers found no relationship 
between the presence of psychiatric 
disorders and the use of � rearms. 
Also, the presence of a psychiatric 
disorder was not related to o� enses 
involving multiple victims.

 • Although 37 percent of the sample 
had prior psychiatric treatment, 
only 8 percent of the defendants 
with diagnosed Axis I disorders 
had outpatient treatment during 
the three months preceding the 
homicide.

 • Individuals with an Axis I disorder 
were overrepresented in homicide 
defendants, but this was due to the 
high rate of substance use disorders 
found in this population.

Edited by Robert E. Hales, M.D., M.B.A.,  
Stuart C. Yudofsky, M.D., and  
Laura Weiss Roberts, M.D., M.A.

With Foreword by David J. Kupfer, M.D.

With its sixth edition, this book introduces a  
new generation of textbooks for the field. The first  
comprehensive psychiatry textbook to be based on the new DSM-5™ criteria, this 
acclaimed gold standard has been revised, updated, and restructured to serve as a 
practical, authoritative guide for a new era in psychiatric education and practice. 
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n  Serves as a companion book to DSM-5™: DSM-5™ readers seeking to learn more 
about treatment can turn to the Textbook

n  Part II, which discusses psychiatric disorders, parallels exactly the organizational 
format of DSM-5™

n  17 DSM-5™ Task Force and Work Group members are chapter authors
n  More than 70 new authors, including leading authorities in their specialties with 

outstanding expertise in research, education, and treatment
n  Six new chapters, including “DSM-5 as a Framework for Psychiatric Diagnosis,”  

“Trauma- and Stressor-Related Disorders,” “Neurodevelopmental Disorders,” and 
“Mentalization Therapy”

n  The latest evidence-based findings and standards of care for assessment and 
development, psychiatric disorders, treatments, and special populations

n  Ideal for psychiatry board preparation 

2014 • 1,470 pages • ISBN 978-1-58562-444-7 • Hardcover • Special Prepublication 
Price of $215.00 until December 31, 2013 (thereafter $249.00) • Item #62444

The American Psychiatric Publishing 
Textbook of Psychiatry, Sixth Edition

  Priority Code AH1322

Find us on        Facebook and        Twitter.

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

The First and Last Word in Psychiatry 

Order Online: www.appi.org 
Phone: 1-800-368-5777 
Email: appi@psych.org

The first comprehensive psychiatry textbook  
to integrate the new DSM-5™ criteria! 

Coming
December 

2013!

Steven Hoge, M.D., says that study � nd-
ings showing low rates of treatment in 
the period prior to a crime suggest that 
crime-prevention strategies relying on 
psychiatrists’ reports regarding treat-
ment encounters will not be e� ective.
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Deep Dive Into Science Holds Hope  
For Drug Discoveries
Vanderbilt University brings a 
“Big Pharma” research model 
into the friendlier and less risk-
averse confines of academia.

by AAron Levin

M edicinal chemist Craig Lind-
sley, Ph.D., worked at several 
pharmaceutical companies 
before leaving for academia 
in 2006, the better to pursue 

discovery of new psychiatric drugs.
in academia, following the science is 

less risky, said Lindsley, who now holds 
the William K. Warren Jr. Chair in Med-
icine and is a professor of pharmacology 
and chemistry and director of medicinal 
chemistry and codirector (with Jeffery 
Conn, Ph.D.) of the vanderbilt Center 
for neuroscience Drug Discovery.

“At vanderbilt, we can go very, very 
deep into the basic science, which helps 
you be more successful in drug discov-
ery, because you have so much more 
knowledge about the target, the ligands, 
and so on,” he said in a recent interview 
in his office in nashville.

The path through the warren of 
potential compounds starts with high-
throughput screening, using robotics 
and sophisticated software to rapidly 
test hundreds or thousands of com-
pounds against likely targets. Promising 
“hits” pass though cell-based functional 
assays, and then a select few molecules 
are tested in animals.

in fact, the vanderbilt center func-
tions as a small, industry-style biotech 
group within the university and runs 
on two related tracks, said Lindsley. 
This model is springing up on a num-
ber of U.S. medical campuses. Johns 
Hopkins, the University of north Car-
olina, the broad institute, Harvard, 
University of California San Francisco, 
University of California Davis, the 
Scripps research institute, and many 
others now have drug discovery pro-
grams, he said.

“We have a basic science group 
staffed by grad students and post-docs 
and funded by niH to develop the biol-
ogy and chemistry around novel targets 
or to look at novel ways of modulating 
known targets,” he said. That part of the 
enterprise produces the bulk of the cen-
ter’s journal publications.

“We publish more primary papers 
than we patent compounds, because we 
find a lot of molecules that fall short of 
being potential drugs,” said Lindsley, 
who is also editor in chief of the journal 

ACS Chemical Neuroscience. “They can’t 
be patented or they have some fatal flaw 
as a drug, but they can still be wonderful, 
in vivo, proof-of-concept tools.”

busy in those labs are 30 medicinal 
chemists, a drug metabolism and phar-
macokinetics group, a molecular phar-
macology group, and a behavioral group 
working with rodents. each program has 
a primary pharmacodynamics assay.

“Anything in mice and rats, we do 
here,” he said.

The staff scientists, in contrast, 
handle the first rounds of drug devel-
opment. eventually, they hope, the big 
pharmaceutical companies will license 
the most-promising compounds. “We 
de-risk things for big Pharma. it’s a win-
win for everyone.”

in January, for example, the center 

licensed to AstraZeneca rights to com-
pounds that act on the M4 muscarinic 
acetylcholine receptor.

Lindsley’s own work now focuses on 
the metabotropic glutamate receptor 5 
(mGlur5), a G protein-coupled musca-
rinic acetylcholine receptor for schizo-
phrenia and other psychiatric and neu-
rological disorders.

early evidence suggests that in Fragile 
X syndrome, allosteric modulators such 
as mGlur5 antagonists may block the 
overproduction of proteins that influ-
ence attention-deficit, hyperactivity, or 
impulse-control symptoms.

Allosteric modulators dial receptor 
activity up or down, affecting symp-
toms downstream. They’re proving to be 
attractive new pathways for drug devel-
opment because they offer a way of fine-
tuning receptor activity, he explained.

For example, ketamine is well-known 
as an nMDA open-channel antagonist 
and has shown promise in the treatment 
of depression.

“mGlur5 is a close signaling partner 
for the nMDA receptor, but it modulates 
nMDA receptor currents indirectly,” 
said Lindsley, who has a grant from the 
national institute of Mental Health to 
develop antagonist compounds that 
ratchet down those currents, working 
“like a dimmer switch.”

Alternatively, positive allosteric mod-
ulators functioning as mGlur5 potentia-
tors could be developed to turn up those 
receptor currents, which might ease the 

clinical & ReseaRch news

Major Depressive Disorder: Long-Term 
Course, Treatment, and Complications
by MArTin KeLLer, M.D.

M ajor depressive disorder (MDD) 
is a lifelong illness for a signifi-
cant proportion of patients, with 

high rates of chronicity and recurrence. 
The median duration of an episode is 
six months. The likelihood of remain-
ing depressed for many years is high (30 
percent are still depressed after one year, 
20 percent after two years, 12 percent 
after five years, 8 percent after 10 years, 
6 percent after 15 years, and 4 percent 
after 30 years). The risk of recurrence 

after recovery is 
extremely high 
(36 percent after 
one year follow-
ing recovery, 40 
percent after two 
years, 60 percent 
after five years, 65 
percent after 10 years, 85 percent after 15 
years, and greater than 90 percent after 
30 years).

numerous continuation and mainte-
nance studies found that a meaningful 
proportion of patients with MDD benefit 

substantially from long-term/mainte-
nance treatment. The high rates of chro-
nicity and recurrence led to consistent 
recommendations that the majority of 
patients with MDD should receive long-
term treatment with medication and/or 
psychotherapy that have demonstrated 
efficacy.

The rest of this article will focus on 
clinical variables that often complicate 
the course in patients with MDD and 
must be actively monitored and treated.

Subsyndromal symptoms are present 
in the vast majority of individuals who 
recover from an episode of MDD, with or 
without treatment. The presence of these 
symptoms suggests that the MDD is still 
clinically active and unremitted. This 
leads to a significant increase in risk for 
early relapse into full criteria MDD and 
should not be interpreted as an apparent 
state of wellness by either the clinician or 
patient. The clinician must continue to 
treat these symptoms in an effort to bring 
the patient to an asymptomatic state.

Martin Keller, M.D., is professor emeritus of psychiatry and human behavior at Brown 
University’s Alpert Medical School and strategic academic planning director of the Mood and 
Anxiety Disorders Research Program at Butler Hospital. He is also coauthor of Clinical Guide 
to Depression and Bipolar Disorder: Findings From the Collaborative Depression Study, which 
APA members may preorder at a discount from American Psychiatric Publishing Inc. at http://
www.appi.org/SearchCenter/Pages/SearchDetail.aspx?ItemId=62433. see From the Experts on page 23

Basic science into drug discovery at Vanderbilt may lead to compounds that stimulate other 
labs to develop new medications, “a huge win” for all concerned, says Craig Lindsley, Ph.D., of 
the Vanderbilt Center for Neuroscience Drug Discovery.

Aa
ro

n 
Le

vi
n

see Drug Discoveries on page 24

Psychiatric news | sePtember 20, 201318

Job Name: 450936_PsychNew_092013 PDF Page: 18r1pn_9b.p1.pdf
Process Plan: RVA_SoftProof_MultiPageDate: 13-09-13 Time: 09:53:41

Soft Proof



clinical & ReseaRch news

Fluid Excess in Brain May 
Help Predict Autism
Seeing a child younger than 
12 months of age with an 
abnormally rapidly growing 
head suggests that the child 
might have autism and that a 
brain scan might be in order.

by Joan arehart-treichel

I t is known that individuals with 
autism are born with a normal 
head size, but that head growth 
accelerates compared with typi-
cally developing children, some-

time during the first year of life.
Thus, it is possible that if excessive 

head growth during the first year of life 
characterizes autism, then excessive 
cerebral volume growth during the first 
year might do so as well. and indeed a 
prospective study published online July 
9 in Brain suggests that this is the case.

The senior scientist was David ama-
ral, Ph.D., chair and research director 
of the MinD institute at the University 

of california, Davis. The study included 
55 infants—33 at high genetic risk for 
autism because they had an older sibling 
with autism and 22 not at high genetic 
risk. amaral and his colleagues used 
Mri imaging to visualize the brains 
of all of these infants between ages 6 
months and 9 months. 

The brains of 43 of the 55 infants (27 
at high risk and 16 at low risk) were also 
imaged between ages 12 months and 
15 months, and the brains of 42 of the 
infants (26 high risk and 16 low risk) 
were imaged between ages 18 months 
and 24 months.

all of the infants were also evalu-
ated for factors related to cognition, 
socialization, communication, and 
motor functioning. by age 24 months 
or later—on average at 33 months—10 
of the infants (all high risk) met DSM-
IV criteria for autism. amaral and his 
colleagues then assessed whether there 
had been, between ages 6 months and 24 
months, brain anomalies in infants later 
diagnosed with autism.

They found that such anomalies 
did appear. compared with the other 
infants, those who were later diagnosed 
with autism had significantly more 
cerebrospinal fluid in the subarachnoid 
space, particularly over the frontal lobes 
between ages 6 months and 9 months, 
which persisted and remained elevated 
at 12 months to 15 months and still at 18 

months to 24 months.
in addition, infants who developed 

autism had significantly larger total cere-
bral volumes at both the 12- to 15-month 
evaluation and at the 18- to 24-month 
evaluation. and perhaps most strikingly, 
there was a high correlation between 
the amount of cerebrospinal fluid in the  

Health Mentors Prove Valuable for 
Those With Serious Mental Illness
A health mentoring program 
may be the key to fighting 
cardiovascular disease among 
individuals with psychiatric 
disorders.

by Vabren Watts

T hough it is the leading cause 
of death among the general 
population, cardiovascular 
disease poses a greater risk to 
people with severe mental ill-

ness (sMi)—reducing life expectancy 
by at least 25 years, according to the 
centers for Disease control and Pre-
vention (cDc). Fortunately, research-
ers at the Geisel school of Medicine 
at Dartmouth may have found an 
approach that they believe will help 
prolong life in those at highest risk for 
vascular mortality. 

The approach, described in the 
august Psychiatric Services, is the in 
shaPe program, a fitness- and health-
mentoring program designed to improve 
cardiorespiratory fitness, physical fit-

ness, and weight loss among overweight 
and obese adults with sMi. 

“changing health behaviors includ-
ing exercise and nutrition are 
important steps in address-
ing this health disparity,” lead 
author and director of Dart-
mouth centers for health and 
aging, stephen bartels M.D., 
told Psychiatric News.

according to bartels, previous 
studies have yielded disappoint-
ing results by focusing primarily 
on weight loss through dietary 
restrictions to achieve clinically 
significant cardiovascular risk 
reduction among sMi patients. 
he explained that numerous 
factors can contribute to this lack 
of success—including metabolic 
burdens of antipsychotics, lack of 
motivation due to the mental ill-
ness, difficulty affording healthy 
foods, and inadequate access to 
fitness centers.

the in shaPe program 
addressed these issues by allow-
ing free access to a fitness club 

with health mentors who met with the 
patients once a week to provide personal-
ized fitness plans and reinforce physical 
activity. in addition, participants partook 
in cooking classes, grocery-store tours, 
and weekly sessions with a registered 
dietician. 

The sample size included 133 adults 
with sMi and a body mass index (bMi) 

over 25. The patients were randomly 
divided into two groups—in shaPe 
or active control. The control group 
received a one-year free fitness club 
membership and health education 
materials but lacked one-on-one men-
toring. 

both groups were evaluated on 
changes in cardiorespiratory fit-
ness—as accessed by the six-minute 
walk test—and weight loss. Posi-
tive changes in physical activity and 
dietary behaviors were also analyzed. 
all participants were assigned to the 
same gym and were required to be sta-
ble on psychiatric medication at least 
two months prior to the study. Psychi-
atric disorders of the study subjects 
included major depression, bipolar 
disorder, schizoaffective disorder, and 
schizophrenia. Diagnoses were based 
on the structured clinical interview 
for DSM-IV.

after 12 months, in shaPe partici-
pants overwhelmingly increased car-
diorespiratory fitness to a greater extent 
than their control counterparts—as 
indicated by the in shaPe group’s abil-
ity to cover five times as much distance 
during a six-minute walk test as controls. 
Forty percent of the in shaPe subjects 
achieved clinically significant improve-
ment in cardiorespiratory fitness, com-

see Autism on page 24
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The top panel shows MRIs of a 9-month-old infant with normal brain development who was 
later confirmed as having typical development. The bottom panel shows MRIs of a 9-month-
old infant with excessive extra-axial cerebrospinal fluid and enlarged brain volume who was 
diagnosed with autism spectrum disorder.
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by Vabren Watts

No Genetic Link Found  
For Alzheimer’s Disease 
And Parkinson’s Disease

For years, scientists have speculated 
that there may be a genetic asso-
ciation between alzheimer’s dis-

ease (aD) and Parkinson’s disease (PD). 
according to a study in JAMA Neurology, 
evidence does not seem to back this theory.

researchers at Cardiff University 
school of Medicine in the United King-
dom examined the genetic overlap of the 
neurodegenerative diseases by perform-
ing a combined genomewide association 
analysis in more than 3,000 patients 
with aD and 5,000 patients with PD. 
The study showed no evidence of gene 
overlap on any chromosome that would 
increase the risk of both PD and aD.

The study authors concluded that “our 
findings therefore imply that loci that 
increase the risk of both Parkinson’s and 
alzheimer’s are not widespread and that 
the pathological overlap could instead be 
‘downstream’ of the primary susceptibility 
genes that increase the risk of each disease.”

 Moskvina V, Harold D, Russo G, et al. 
“Analysis of Genome-Wide Association 
Studies of Alzheimer Disease and of Par-
kinson Disease to Determine if These 2 Dis-
eases Share a Common Genetic Risk.” 2013. 
JAMA Neurol. Aug 5 [Epub ahead of print] 
http://archneur.jamanetwork.com/article.
aspx?articleid=1723187

Oprah and Einstein May 
Help Detect Dementia

A report in Neurology suggests that 
faces such as those of albert ein-
stein, John Kennedy, and Oprah 

Winfrey may help identify early demen-
tia in individuals aged 40 to 65.

The study, led by researchers at the 
Cognitive neurology and alzheimer’s 
Disease Center at northwestern Univer-
sity, consisted of a face-recognition test of 
20 famous people that was administered 
to individuals with early-onset dementia 
and to people without dementia. The par-
ticipants were awarded points for faces they 
could name or identify through a descrip-
tion. The participants also underwent MrI 
brain scans to evaluate tissue damage.

The results showed that those with 
early-onset dementia scored signifi-
cantly worse—with an average of 79 per-
cent in face recognition and 49 percent 
in naming the faces—than did those who 
were free of dementia. The latter group 
scored 97 percent on face recognition 
and 93 percent on naming. among those 
with early-onset dementia, the MrI scan 
showed that people who score low on 
naming were more likely to have loss of 

tissue in the left temporal lobe, while 
those who lacked the ability to recog-
nize faces had tissue loss in both lobes. 
The study concluded that the distinction 
between one’s ability to recognize a face 
and actually naming it can help identify an 
individual’s specific cognitive impairment.

 Gefen T, Wieneke C, Martersteck A, et al. 
“Naming vs Knowing Faces in Primary Pro-
gressive Aphasia: A Tale of 2 Hemispheres.” 
2013 Neurology.81(7):658-64. http://www.
neurology.org/content/81/7/658.long

Employment Gaps Can Predict 
Late-Life Cognitive Function

R esearchers from the University 
of Luxembourg reported in the 
Annals of Epidemiology that cer-

tain activities performed during extended 
periods away from work are associated 
with later cognitive function and change.

More than 18,000 retired europeans 
who experienced employment gaps of six 
months or more during their work life 
were evaluated for cognitive dysfunction 
as assessed by immediate recall, verbal 
fluency, and orientation tests.

The results showed that those with 
employment gaps due to unemployment 
and sickness were at highest risk for late-
life cognitive impairment, whereas those 
with employment gaps for maternity 
leave or time tending to family were at 
lowest risk for cognitive decline.

“There may be different mechanisms 
at work, for instance maternity spells may 
reduce the stress of balancing family and 
work tasks,” said lead author anja Leist, 
Ph.D. “The [current] findings are in line 
with other studies that suggest that cog-
nitively stimulating activities can indeed 
increase cognitive reserve and delay cog-
nitive decline in older age.”

 Leist A, Glymour M, Mackenbach J, et al. 
“Time Away From Work Predicts Later Cogni-
tive Function: Differences by Activity During 
Leave.” 2013. Ann Epidemiol.23(8):455-62. 
http://www.annalsofepidemiology.org/ 
article/S1047-2797(13)00142-7/abstract

Raising Grandchildren 
Can Raise Grandparents’ 
Depression Risk

K eeping grandchildren 24 hours every 
day can increase risk for depression 
in grandmothers, according to a 

study published in Nursing Outlook.
Carol Musil, Ph.D, r.n., a professor 

of nursing at Case Western reserve Uni-
versity, led a seven-year study comparing 
depressive symptoms in grandmoth-
ers who served as full-time caregivers of 
their grandchildren with grandmothers 
who weren’t full-time caregivers for their 
grandchildren. The participants, who were 
from rural, urban, and suburban back-

grounds, were also evaluated on factors 
of intrafamily strain and resourcefulness.

The data showed that grandmoth-
ers who served as full-time caregivers 
had a significantly higher incidence of 
depressive symptoms and intrafamily 
strain than their counterparts who did 
not raise their grandchildren. Grand-
mothers who raised their grandchildren 
indicated that they were not opposed to 
receiving various forms of help.

The researchers noted that women who 
raise their grandchildren might be open to 
resourcefulness training, which could help 
reduce depressive symptoms. “They need 
support from others,” said Musil, “but the 
most important thing is to maintain and 
perhaps develop new cognitive and behav-
ioral skills and approaches for handling 
some very challenging family issues.”

 Musil C, Jeanblanc A, Burant C, et al. 
“Longitudinal Analysis of Resourcefulness, 
Family Strain, and Depressive Symptoms in 
Grandmother Caregivers.” 2013. Nurs Out-
look. 61(4):225-34. http://www.nursingout 
look.org/article/S0029-6554(13)00098-5/
abstract

Allergy and Asthma May 
Contribute to ADHD Onset

Researchers in the Department 
of Pharmacy at the University of 
Groningen in the netherlands 

evaluated 4,420 young boys with and 
without attention-deficit/hyperactivity 
disorder (aDHD) to determine whether 
there was an association between aDHD 
diagnosis and a history of asthma and 
allergic disorders.

Published in the Annals of Allergy, 
Asthma, and Immunology (AAAI), the 
results showed that among children with 
aDHD, 34 percent had asthma and 35 
percent had an allergic disorder. 

“Our study provides additional evi-
dence to support the hypothesis that 
atopic disorders, such as asthma and 
food allergies, increase the risk of devel-
oping aDHD,” the authors wrote.

Gailen Marshall, M.D, editor in chief of 
AAAI said that “further research is needed 
to understand why there appears to be an 
increased risk of developing aDHD in 
children with allergy and asthma.”

 Hak , de Vries T, Hoekstra P, et al. “Asso-
ciation of Childhood Attention-Deficit/
Hyperactivity Disorder With Atopic Diseases 
and Skin Infections? A Matched Case-Control 
Study Using the General Practice Research 
Database.” 2013. Ann Allergy Asthma Immu-
nol. 111(2):102-6. http://www.annallergy.org/
article/S1081-1206(13)00357-8/abstract

Night Shifts Associated With 
Anxiety and Depression

Does working overnight increase 
a person’s risk of developing an 
anxiety or depressive disorder? a 

study in PloS One investigated the asso-
ciation between night work and mental 
illness onset by evaluating psychiatric, 
insomnia, and fatigue symptoms of more 
than 2,000 norwegian nurses who had 
worked night shifts or did not do so dur-
ing the prior 12 months. 

The data showed that nurses with 
current or previous overnight schedules 
reported more insomnia and fatigue than 
those who never worked overnight. anxi-
ety and depression, which were assessed 
by the Hospital anxiety and Depression 
scale, were not associated with night work.

The researchers did note limita-
tions that point to the need for further 
research. For example, “all participants of 
the present study were nurses, restricting 
the range of both socioeconomic status 
and work content. Thus, generalization to 
the general [overnight] shift work popula-
tion might be limited. . . .” PN

 Oyane NM, Pallesen S, Moen BE, et al. 
“Associations Between Night Work and Anx-
iety, Depression, Insomnia, Sleepiness and 
Fatigue in a Sample of Norwegian Nurses.” 
2013. PLoS One.8(8). http://www.plosone.org/
article/info%3Adoi%2F10.1371%2Fjournal.
pone.0070228

Serving as full-time caregivers of their grandchildren may increase grandparents’ risk for 
depression.
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Asylum Should Be Available 
To All Who Need It

A s I turned the pages of the June 
21 issue of Psychiatric News and 
reached page 13, my eyes jumped 

to the headline, “Psychiatrists Have Role 
in Assessing Candidates for Asylum.” 
My heart raced, my spirits soared, and 
my admiration for our Association and 
its newspaper ascended. Asylum was a 
longstanding interest of mine (Geller 
JL, Morrissey JP: Asylum within and 
without asylums. Psychiatric Services 
55:1128-1130, 2004) and here was APA 
suggesting psychiatrists play significant 
roles in determining who in America 
needs asylum.

As I read the article, my mood 
dropped as if I was in rapid-cycling 
bipolarity. This was not an article about 
asylum for those in the United States 
with serious mental illness uncared for, 
untreated, perhaps untreatable, and 
dangerous, such as persons with serious 
mental illness and fire-setting, traumatic 
brain injuries, pedophilia, major neuro-
cognitive impairments from chronic 
alcohol misuse, and others. No, this was 
about political asylum.

Despite kicking myself for my naivete 
and abject misplaced optimism, I read 
on. I found that the cohort of persons 
with severe mental illness mentioned 
above might well qualify for “politi-
cal asylum.” According to the article, 
“Under the Convention Against Tor-
ture, an individual must establish that 
it is ‘more likely than not’ that he or she 
would be tortured if forced to return to 
the proposed country of removal. Tor-
ture is defined as intentional acts that 
cause severe mental or physical pain.” 
Seems to me that all we have to do is 
replace “country” with “county” and that 
perfectly fits the population of concern.

If we can evaluate persons from other 
countries who need “asylum,” isn’t it time 
we return to evaluating Americans with 
serious mental illness and comorbid 
conditions rendering them persistently 
dangerous to others, or even themselves, 
who need “asylum”? 

And of course, once identified, then 
we need to actually provide “asylum.” 
For some this would be in an asylum; for 
others this could be done through wrap-
around asylums, well known as WAA’s.

JeFFRey GeLLeR, M.D.
Worcester, Mass.

Dr. Geller is APA’s Area 1 trustee.

Response from Howard Zonana, 
M.D., a member of APA’s Commit-
tee on Judicial Action and a corre-
sponding member of APA’s Council 
on Psychiatry and Law. Dr. Zonana 
was quoted in the article to which Dr. 
Geller refers.

Y es, there are major problems with 
the U.S. system of mental health 
care—inadequate numbers of hos-

pital beds, lack of access to care for many 
uninsured, and much more, although we 
no longer use the term “mental asylum.” 
But I would contend that these prob-
lems should not make us withdraw from 
treating and evaluating those in need, 
whether or not they are U.S. citizens. The 
community mental health center where 
I work evaluates and treats individuals 
without demanding proof of citizenship, 
as I believe it should. I also think that 
working with attorneys who are provid-
ing services pro bono in aiding deserving 
asylum applicants is the kind of activity 
we should be encouraging in our resi-
dency programs.

There are many conceivable responses 
to working with individuals who are seek-

ing asylum in the United States because 
of well-founded fears of persecution on 
account of race, religion, nationality, 
political opinion, or membership in a 
particular social group as recognized by 
U.S. law and policy. It is our mission as 
psychiatrists to work toward creating a 
world where all those who need psychi-
atric care have access to it.

Another Win for Patients

T he Illinois State Medical Society 
(ISMS) was pleased to team with 
the Illinois Psychiatric Society 

(IPS) and APA to oppose proposed leg-
islation in Illinois that would have dan-
gerously expanded psychologists’ scope 
of practice to include prescribing rights 
(Psychiatric News, June 13). We are also 
grateful to the AMA’s Scope of Practice 
Partnership for critical grant support 
used in stopping this flawed legislation.

While the Illinois legislature 
adjourned its spring session without 
enacting the prescribing bill, we stand 
ready with our psychiatrist members and 
colleague organizations if the prescrib-
ing proposal resurfaces here. 

ISMS will oppose any proposed 

law that could threaten patient safety. 
Sponsors of the prescribing legisla-
tion claimed that there were adequate 
“safeguards” in the proposal, but ISMS 
believes there is no better safeguard than 
the detailed and extensive biomedical 
education physicians receive.

On behalf of ISMS’s 11,000 mem-
bers, we thank IPS, APA, and the AMA 
for their diligence in standing with us to 
protect Illinois patients.

eLDON A. TRAMe, M.D.
President

Illinois State Medical Society

Readers are invited to submit letters 
up to 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 Psychiatric News, APA, Suite 
1825, 1000 Wilson Boulevard, Arlington, 
Va. 22209 or by e-mail to cbrown@
psych.org. Clinical opinions in letters are 
not peer reviewed and thus should be 
independently verified.

Letters Invited

cians, trainees, and medical students is 
the best way to minimize any biases in 
marketing messages.

“We need to look to our leadership 
to help us learn this approach and help 
doctors make decisions based on the best 
evidence,” said Robinowitz.

However, like it or not, the reality is 
that corporations exist to produce prof-
its as well as products, she added. “Drug 
companies perform a useful function, 
and they must make money or they won’t 
invest in our field.”

Somewhere out there between the 
bathwater and the babies lies a place 
where industry can make medicines and 
equipment while health professionals can 

find unbiased information about them.
“educational interventions have been 

able to move the needle on whether other 
physicians are affected by industry influ-
ence,” said Fugh-Berman. 

If enough physicians can learn to 
avoid the social obligations that indus-
try cultivates and if academic medicine 
maintains its distance from industry, 
she said, “a new social norm may emerge 
that rejects transactions fraught with 
conflicts of interest.” PN

 An abstract of “Physicians Under the 
Influence: Social Psychology and Industry 
Marketing Strategies” is posted at http://
onlinelibrary.wiley.com/journal/10.1111/
(ISSN)1748-720X. Adriane Fugh-Berman’s 
PharmedOut site can be found at http://
www.pharmedout.org/.

Industry
continued from page 6
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average about 105 each day (http://www.
cdc.gov/violenceprevention/pdf/suicide-
datasheet-a.PDF). APA is working hard 
to engage in the public debate on guns 
to underscore the frequency of suicide as 
a heartbreaking consequence of having 
them easily available.

I am pleased that not only does 
APA concern itself with helping its 
members and our patients, but also 
many other constituencies as well—
including juveniles in the penitentiary 
system, many of whom would benefit 
from mental health care. Amazingly 
enough, several states have statutes 
on the books that permit juveniles to 
be tried and sentenced by adult courts 
without judicial review of the indi-
vidual case or assessment of mental or 
neurodevelopmental issues that may 
be essential to a full understanding of 
the situation. Recognizing that neuro-

developmental disorders and mental 
illness may play a significant role in 
criminal behavior in children and ado-
lescents, the BOT addressed the fact 
that many youngsters incarcerated in 
this country lack access to appropriate 
and desperately needed mental health 
care and approved a position statement 
advocating for these youth. They cer-
tainly need all the help and support 
they can get to ensure the system gives 
them a fair shake.

I encourage you to get involved with 
APA, whether at the district branch level 
or at the national level. There is a lot of 
work to be done, and we could most def-
initely use your help and energy. After 
all, APA is active in addressing issues of 
critical importance to us! PN

 A summary of the actions taken by the 
Board of Trustees at its July meeting is posted 
at http://www.psychiatry.org/network/
board-of-trustees/governance-meeting-
archives.

Specifically, individuals with epi-
lepsy and comorbid depression were 23 
times more likely to die by suicide than 
general population controls who had 
neither epilepsy nor depression. In con-
trast, general population controls who 
were depressed but without epilepsy 
were only 10 times more likely to die by 
suicide those who had neither epilepsy 
nor depression.

Substance abuse comorbid with epi-
lepsy also was associated with likelihood 
of death by suicide, as people with both 
conditions were 22 times more likely to 
die from suicide than general popula-
tion controls who had neither epilepsy 
nor substance abuse. 

In contrast, control subjects who 
abused substances but did not have epi-
lepsy were nine times more likely to die 
by suicide than controls who had neither 
epilepsy nor substance abuse.

Are Depression, Substance Abuse Being 
Missed?

Thus, “substance misuse in suicide 
mortality was at least as important as 
depression,” the researchers said in 
their report, emphasizing the substan-
tial contribution of psychiatric morbid-
ity to the premature deaths. Fazel sug-
gested that “One possibility that needs 
further investigation is that individu-
als with epilepsy are not being treated 
effectively for their comorbid depres-
sion or substance abuse.”

Their findings have implications for 
psychiatrists and other physicians who 

treat epilepsy patients, the researchers 
believe.

For example, “Patients with psy-
chiatric comorbidity in the period 
immediately after the first diagnosis 
of epilepsy represent a high-risk popu-
lation that might benefit from closer 
monitoring, consultation with liaison 
psychiatry, and more intensive treat-
ments,” they noted. Since “around a 
third of epilepsy subjects had a comor-
bid psychiatric diagnosis, and around a 
10th had comorbid substance misuse,” 
clinicians caring for epilepsy patients 
should step up their liaison with psy-
chiatric and addiction services, they 
suggested.

“The results from this rigorously 
performed well-controlled study cry 
out to rectify the severe underfunding 
of epilepsy research,” Deborah Weis-
brot, M.D., an associate professor of 
psychiatry at Stony Brook University 
Medical Center and an epilepsy expert, 
told Psychiatric News. “This study pres-
ents another compelling argument for 
the need for clinicians to screen for 
psychiatric comorbidities in epilepsy, 
not only to improve patients’ quality of 
life, but more importantly to potentially 
save lives.”

The study was funded by the Well-
come Trust, Swedish Research Coun-
cil, and Swedish Prison and Probation 
Service. PN

 “Premature Mortality in Epilepsy and 
the Role of Psychiatric Comorbidity: A Total 
Population Study” is posted at www.the 
lancet.com/journals/lancet/article/PIIS0140-
6736(13)60899-5/abstract.

 

much of the same genetic etiology. Also, 
“there is tremendous variability within 
a disorder,” which is consistent with the 
multidimensional nature of each disor-
der, Cuthbert pointed out.

Genomewide analyses have not been 
able to pinpoint the genetic causes 
of major psychiatric disorders, the 
researchers said, not because the cul-
pable risk mutations do not exist, but 
because there are many risk mutations 
scattered throughout the genome, each 
contributing a small effect to the over-
all risk. Therefore, a huge number of 
samples are needed to achieve adequate 
statistical power.

The five psychiatric disorders have 
been included in the cross-disorder 
group’s analyses to date because “these 
are the disorders for which large-scale 
collaborative efforts have been able to 
collect the needed genomic data,” Ken-

neth Kendler, M.D., one of the lead 
authors of the study and a professor of 
psychiatry at Virginia Commonwealth 
University, told Psychiatric News.

As more samples in other disorders 
are added to the datasets, “we have new 
disorders joining [the future studies], 
including drug abuse, obsessive-com-
pulsive disorder, and possibly eating 
disorders,” Kendler said.

As incomplete as the current GWAS 
discovery is, heritable risks are only 
a part of the pathophysiology of psy-
chiatric disorders. Disease-triggering 
environmental factors and gene-envi-
ronmental interactions remain mostly 
unknown. Other research methods are 
needed to clarify the sources of environ-
mental risks, Kendler noted. PN  

 An abstract of “Genetic Relationship 
Between Five Psychiatric Disorders Esti-
mated From Genome-Wide SNPs” is posted 
at www.nature.com/ng/journal/vaop/
ncurrent/full/ng.2711.html.

Genome Analysis
continued from page 14

Premature Death
continued from page 15

Viewpoints
continued from page 12

pared with 20 percent in the control 
group. 

Though there was no mean difference 
in weight loss among the two groups, In 
SHAPE participants were more than 
twice as likely to achieve both weight loss 
and cardiovascular health. In addition, 
In SHAPE participants were more likely 
to be consistent in physical activities and 
showed more awareness of steps needed 
to improve their dietary behavior than 
did the comparison group.

“Our results demonstrate that a 
health-mentor intervention may help to 
overcome the motivational challenges 
and low self-efficacy often experienced 
by persons with SMI,” the researchers 
said.

Though study outcomes were promis-
ing, Bartels did acknowledge limitations, 
such as subjects’ homogeneity in gender, 
race, and location. “We are currently 
writing up the results of a second ran-
domized controlled trial of In SHAPE 
in a more ethnically diverse population, 
which has an 18-month follow-up. This 
replication study will be helpful in con-
firming In SHAPE as an evidence-based 
practice and its effectiveness in a differ-
ent and highly representative popula-
tion,” said Bartels.

The study was funded by the CDC and 
National Institute of Mental Health. PN

 “Clinically Significant Improved Fitness 
and Weight Loss Among Overweight Per-
sons With Serious Mental Illness” is posted at 
http://ps.psychiatryonline.org/article.aspx? 
articleID=1687831.

Mentors
continued from page 19

APA Members Invited to Conference

I ntegrated care—a practice model 
that is now burgeoning in the wake 
of the Affordable Care Act—will 

be just one of the major topics covered 
in this year’s annual conference of the 
Association of Medicine and Psychia-
try (AMP). The conference will be held 
at the Blackstone Renaissance Hotel in 
Chicago on October 4 and 5. APA mem-
bers are invited to attend.

The conference will feature nationally 
known experts on the interface between 
psychiatry and medicine, including Key-
note Speaker Edward Post, M.D. He will 

discuss “Lessons From the VA on the Inte-
gration of Medicine and Psychiatry.” Also, 
the conference will again include the Resi-
dent Clinical Vignette Presentations and 
dedicated time for the poster session and 
AMP reception on October 4. PN

 More information is posted at www.
assocmedpsych.org. Wayne Katon, M.D., 
an expert in integrated care, is presi-
dent of AMP. A recent Psychiatric News 
interview with him is posted at http://
psychnews.psychiatryonline.org/news 
Article.aspx?doi=10.1176/appi.pn.2013.8a15 .
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and abnormalities in glutamatergic sig-
naling have been implicated in major 
depressive disorder.

Previous studies demonstrated rapid 
effects for ketamine in patients with 
treatment-resistant depression; how-
ever, the studies lacked adequate sample 
sizes and appropriate pharmacological 
controls.

“Our study was the first controlled 
trial to compare ketamine with another 
drug that causes psychoactive side 
effects . . . and the first trial of ketamine 
to be conducted at more than one site. . . . 
The findings were replicated across both 
sites,” Mathew told Psychiatric News.

The study enrolled 73 patients with 
a primary diagnosis of major depressive 
disorder as assessed with the Structured 
Clinical Interview for DSM-IV. All par-
ticipants had a history of multiple anti-
depressant therapy failure.

Patients were randomly assigned to 
receive either a single intravenous infu-
sion of ketamine at a concentration of 
0.5 mg/kg or a transient infusion of the 
active placebo, midazolam. Changes 
in depression symptoms were evalu-
ated by the Montgomery-Asberg Rating 
Scale (MADRS) and Quick Inventory 
of Depressive Symptomatology—Self-
Report (QIDS-SR), and adverse physi-

ological events were assessed with the 
Patient-Rated Inventory of Side Effects 
and the Clinician-Administered Disso-
ciative State Scale.

Dramatic Drop in Depression Symptoms
Within 24 hours, patients who 

were given ketamine demonstrated an 
18-point drop in the MADRS score, 
compared with a 12-point drop in the 
midazolam group. QIDS-SR scores had 
also significantly improved in the ket-
amine group. The ketamine cohort’s 
drug response rate was 64 percent, while 
the response was 28 percent in the mid-
azolam group.

Though mean MADRS and QIDS-SR 
scores and drug response rates did not 
differ between both groups at an evalua-
tion seven days post treatment, 44 percent 
of those in the ketamine group still had a 
positive response at that evaluation. 

The most serious side effects—
reported up to four hours after ketamine 
infusion—were dizziness, headache, 
nausea, dry mouth, decreased energy, 
and poor coordination. Ketamine also 

increased mean blood pressure from 
122/72 mm Hg to 141/81 mm Hg within 
one hour of infusion, whereas mid-
azolam did not cause a blood pressure 

spike. Mean blood pressure was normal-
ized after four hours in the ketamine 
subjects.

The researchers concluded that “the 
large and rapid antidepressant effect of 

ketamine we observed 
in these patients is espe-
cially significant given 
the poor prognosis for 
improvement with cur-
rently available antide-
pressant treatments in 
treatment-resistant major 
depression . . . . This fur-
ther supports NMDA 
receptor modulation as 
a novel mechanism for 
accelerated improvement 
in severe and chronic 
forms of depression.”

Too Soon to Consider 
Clinical Use

Psychiatrist John Rush, M.D., the 
vice-dean of clinical sciences at Duke-
National University of Singapore, told 
Psychiatric News that “the effects of 
ketamine [in this study] on treatment-
resistant depression appear to be both 
quick and quite substantial.” He added, 
however, that “it would be premature 
and potentially dangerous to turn this 
into practice.” Rush explained that 
according to the study’s results, ket-
amine comes with a range of side effects, 
and it is unknown how ketamine will be 
tolerated in a larger and “more realistic” 
population.

“Patients in this trial were highly 
selected to [have] treatment-resistant 
depression without other commonly 
encountered issues like substance abuse 
and history of psychotic symptoms,” said 
Rush.

Mathew agreed. “Yes, caution is 
urged, and we recommend that ketamine 
be administered by clinicians who are 
experienced in the administration of 
anesthetic agents and who have exper-
tise in cardiorespiratory monitoring,” he 
cautioned.

Mathew said that other clinical stud-
ies, including a trial in phase 2 devel-
opment by Janssen Research & Devel-
opment LLC, are under way and are 
investigating the more-detailed molec-
ular mechanism of ketamine associated 
rapid antidepressant effects.

Mathew noted that he and his col-
leagues are conducting larger studies 
that are seeking to optimize ketamine 
dosage in treatment-resistant depres-
sion.

The study was funded by the 
National Institute of Mental Health, 
the Brain & Behavior Research Foun-
dation, the Brown Foundation Inc., 
and the National Center for Advanc-
ing Translational Sciences. PN

 “Antidepressant Efficacy of Ketamine 
in Treatment-Resistant Major Depression: 
A Two-Site Randomized Controlled Trial“ is 
posted at http://ajp.psychiatryonline.org/
Article.aspx?ArticleID=1733362.

Ketamine
continued from page 1

“Our study was the first controlled trial to compare 
ketamine to another drug that causes psychoactive 
side effects.”

Impairment in psychosocial func-
tioning can be overlooked whether treat-
ing episodes of MDD or subsyndromal 
symptoms. It is essential that clinicians 
remain mindful of the evidence that 
depression, including minimal symp-
toms, has negative effects on psychoso-
cial functioning. These impairments in 
functioning are known to increase and 
decrease with fluctuations in the severity 
of depression. Of critical importance is 
that these functioning impairments are 
associated with decreased likelihood of 
recovery and increased probability of 
recurrence of the MDD in those who do 
recover. Although successful treatment 
of depression is also likely to improve 
functioning, using modalities that spe-
cifically target impairment in function-
ing is indicated.

Conversion to bipolar disorder is 
another complicating variable in long-
term treatment of MDD. Nearly 20 
percent of adults first diagnosed with 
MDD will develop bipolar disorder 
during the course of three decades of 
follow-up. Higher rates of conversion 
have been found in children and ado-

lescents, with reports of approximately 
2.5 percent to 6.5 percent each year. 
Individuals with a history of psychosis, 
a family history of bipolar disorder, an 
earlier age at onset, and subthreshold 
hypomanic symptoms are at higher 
risk for developing bipolar disorder. 
However, the positive predictive value 
of these risk factors for individuals is 
limited. Consequently, close monitor-
ing for the onset of hypomanic/manic 
symptoms is critical for all patients 
with MDD. If these symptoms are pres-
ent, vigorous treatment of the symp-
toms should begin rapidly.

Severe anxiety symptoms develop in 
patients with MDD with a probability of 
at least 50 percent. These anxiety (psy-
chic and somatic) symptoms are cor-
related with worse clinical course and 
worse treatment outcomes for MDD. 
Importantly, there is an increased risk 
of suicidality and suicide in the presence 
of anxiety symptoms (comorbid psychic 
anxiety, panic attacks, severe anxiety, 
and panic disorder) in those with MDD 
starting within a year. This has led to 
a unique addition of anxiety severity 
dimensions to the diagnosis of mood 
disorders in DSM-5. Consequently, cli-
nicians must continually assess for the 

development and severity of comorbid 
anxiety and rigorously treat the anxiety 
as well as the depression and monitor 
both on a regular basis.

In summary, there has been an enor-
mous amount of recent research on the 
long-term clinical course of MDD and 
on specific features that have a high 
probability of occurring over time. Those 
covered in this column are critical to 
understanding, anticipating, and treating 
common complications. The inclusion 
of measurement of anxiety severity in 
DSM-5 represents a major advance in the 
nomenclature for psychiatry and should 
have a meaningful positive impact on the 
assessment and treatment of MDD.

Patients, their families, and others 
in their support system should be given 
detailed information concerning the 
pernicious course of MDD and potential 
complicating risk factors. The need for 
adherence to the recommended treat-
ment must be stressed as there are strong 
data that MDD has a very high rate of 
discontinuation of treatment and under 
treatment. PN

 References for this article are posted at 
http://www.psychnews.org/update/experts 
_3_14.html.

From the Experts
continued from page 18

A study in this month’s AJP suggests that ketamine, an 
FDA-approved anesthetic drug, may be the next ad-
vancement in treating major depressive disorder.
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obtained through the Swedish National 
Hospital Discharge Patient Register or 
the Swedish National Drug Register. 

It turned out that 487 subjects had 
developed early-onset dementia, at 
an average age of 54. The early-onset 
dementias included vascular demen-
tia, frontal lobe dementia, Alzheimer’s 
disease, and dementia of an unspecified 
type.

Finally the researchers compared 
characteristics of the 487 subjects who 
had developed early-onset demen-

tia with characteristics of the rest of 
the cohort and found that nine fac-
tors appeared to predict significantly 
increased risk of developing early-onset 
dementia.

Three of the risk factors—low level 
of cognitive function, short height, and 
high blood pressure—had been noted 
at the time of conscription-related 
evaluation. The remaining six—alcohol 
abuse, stroke, antipsychotic medication 
use, abuse of drugs other than alcohol, 
father’s dementia, and depression—had 
been identified during the years of fol-
low-up.

The most potent risk factor was 
alcohol abuse. Those who had abused 
alcohol to the extent that they needed 
to be hospitalized were five times 
more likely to later develop early-onset 
dementia than subjects who were not 
known to be alcohol abusers and had 
never been hospitalized for this rea-
son. The next most potent predictors 
were stroke and antipsychotic medica-
tion use. 

In addition, the odds of developing 
early-onset dementia were twice as 
high for those who had been treated in 
the hospital for depression as for those 
who had not, and twice as high for those 

whose father had been diag-
nosed with dementia as for 
those whose father had not.

Further, men in the low-
est third of cognitive func-
tion and with at least two 
other risk factors had a 20 
times greater risk of devel-
oping early-onset dementia 
than had men in the highest 
third of cognitive function 

and with no risk factors.
Thus, while reducing excessive alco-

hol consumption in late adolescence 
might help prevent early-onset demen-
tia, targeting high blood pressure in 
late adolescence might be another 
way to prevent the disorder, Deborah 
Levine, M.D., an assistant professor of 
medicine at the University of Michi-
gan, suggested in an accompanying 
editorial. In fact, it might be a way to 
prevent late-onset dementia as well, 
since research has shown that high 
blood pressure in midlife is associated 
with late-onset dementia.

“Much of psychiatric research is 
moving toward prevention, and this 
article is another important step 
toward understanding prevention 
strategies for dementia,” Molly McVoy, 
M.D., training director of the Child 
and Adolescent Psychiatry Fellowship 
at University Hospitals/Case Western 
Reserve, told Psychiatric News. “The 
study’s strengths include the fact that 
initial assessments were conducted in 
person, by physicians, and the dementia 
diagnoses were confirmed by indepen-
dent evaluators. Further studies will 

need to verify the risk factors presented 
in this article in a way other than by 
ICD coding—that is, by independent 
analysis—to avoid the confounding fac-
tors of using claims-made data without 
independent validation.”

The study was funded by the Swed-
ish Research Council and the Swedish 
Dementia Foundation. PN

 An abstract of “Risk Factors in Late Ado-
lescence for Young-Onset Dementia in Men” 
is posted at http://archinte.jamanetwork.
com/article.aspx?articleid=1726998.

Dementia
continued from page 16

subarachnoid space at ages 6 to 9 months 
and the severity of autism symptoms at 
24 months—the more fluid, the more 
severe the symptoms.

Thus, an abnormally large head, as 
well as an abnormally large brain vol-
ume, and particularly a surplus of cere-
brospinal fluid in the subarachnoid space 
over the frontal lobes, may be defining 
characteristics of autism during the first 
year of life.

If that is the case, then these anom-
alies might be used to help diagnose 
autism as early as age 6 months, the 
researchers believe. Diagnosis currently 
takes place on average at age 4, according 
to 2012 data from the Centers for Dis-
ease Control and Prevention.

“Seeing a child younger than 12 
months of age with an abnormally rap-
idly growing head (particularly a sibling 
of a child with autism spectrum disor-
der) is a reasonable signal for an early 
MRI evaluation,” Amaral said in an 
interview with Psychiatric News. “The 

presence of increased [cerebrospinal] 
fluid would [then] be a warning sign that 
the child should be closely monitored 
for behavioral signs of autism spectrum 
disorder,” and if the child showed such 
signs, then intensive behavioral therapy 
could be implemented earlier than is 
often the case.

“We are following up this study in a 
variety of ways,” Amaral said. “Perhaps 
most fortuitous is that we are collaborat-
ing with Dr. Joe Piven at the University 
of North Carolina, who is the principal 
investigator of a multisite study called 
the Infant Brain Imaging Study. This 
is also an infant-sibling study, but the 
population of children studied is much 
larger than in our study. We hope to 
determine whether our finding is repli-
cable within the next year.”

The research was funded by the 
National Institutes of Health. PN

 “Early Brain Enlargement and Elevated 
Extra-Axial Fluid in Infants Who Develop 
Autism Spectrum Disorder” is posted at 
http://brain.oxfordjournals.org/content/
early/2013/08/09/brain.awt166.abstract.

Autism
continued from page 19

Not long ago, Milone said, a psy-
chiatrist agreed to discount his fee for 
a patient who he believed didn’t have 
much money. Subsequently the psychia-
trist Googled the patient to learn more 
about him and found out that he lived in 
a mansion. The psychiatrist was furious 
and confronted him about it. It turned 
out that he did live in the mansion, but in 
the basement, and worked for the owners 
to help pay his way through college.

“This is an example of how patient-
targeted Googling can go awry and put 
you in a bad place,” Milone noted. “It is 
also an example of why members of the 
APA Ethics Committee generally dis-
courage Googling patients.”

Yet if current technology presents 
ethical conundrums, future techno-
logical developments will probably 
present even more.

“One of the ethical concerns about 

the initial evaluation of a patient is that 
it takes place in a face-to-face situation,” 
said Stephen Scheiber, M.D., an adjunct 
professor of psychiatry at Northwestern 
University and an APA Ethics Commit-
tee member. “Well, that was great 20 
years ago. But does face-to-face include 
Skyping a patient while you’re sitting in 
your office? These are things that are 
coming at us at a rapid pace, and I think 
it is going to accelerate. And we’ll need 
to make sure that ethical considerations 
are taken into account early rather than 
after the fact.”

In Malone’s opinion, psychiatrists 
will be increasingly pressured to con-
duct therapy via the Internet, and “they’ll 
need to resist it,” he said. PN

 APA’s ethics procedures, Principles of 
Medical Ethics With Annotations Especially 
Applicable to Psychiatry, is posted at http://
psychiatry.org/File%20Library/Practice/
Ethics%20Documents/principles2013--final.
pdf.

Ethics
continued from page 9

positive, negative, and cognitive symp-
toms of schizophrenia, he said. Work on 
this drug candidate included a successful 
preclinical collaboration with Janssen 
Pharmaceutica.

The mGluR5 antagonists are in the 
late stage of development in the Vander-
bilt labs as Lindsley and his colleagues 
refine their chemistry to identify which 
ones might be ready—in perhaps a 
year—to be tested in humans.

They will continue work on com-
pounds even after licensing, he noted. 
“We develop back-up molecules with 
different chemotypes or different phar-
macological profiles.”

But the rewards go beyond patents 
and profits, he said. “If something we 
do becomes a therapeutic, that’s a big 

win for us, but if the basic science we’ve 
done encourages others to start pro-
grams, and they develop a drug that 
traces back to our basic science, that’s 
a huge win as well.” PN

 Information about the Vanderbilt Center 
for Neuroscience Drug Discovery is posted at 
http://www.vcndd.com.

Drug Discoveries
continued from page 18

Erratum

T he article “Abundant Sunshine 
Isn’t Only Reason to Practice Psy-
chiatry in Puerto Rico,” which 

appeared in the August 16 issue, incor-
rectly reported that physicians who are 
not board certified will no longer be able 
to bill Medicare or Medicaid beginning 
in 2015. PN  

“It seems that alcohol 
intoxication is a much 
stronger risk factor for early-
onset dementia than anyone 
could have expected.”
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AH1235R1                   

Get

with APA

Members at every stage of their careers have the  
opportunity to join the exclusive American Psychiatric  
Association Group on LinkedIn to connect with other  
physicians worldwide.  To join the American Psychiatric 
Association Group on LinkedIn, members can go to  
www.linkedin.com and conduct a “Group” search for the 
“American Psychiatric Association.”  
 
Please contact Neila Ariasaif in the APA Membership  
Department at nariasaif@psych.org if you  
have any questions about the American  
Psychiatric Association LinkedIn Group.

APA’s Member-Only LinkedIn 
Group Provides Networking, 

Mentoring, Career Development

PSYCHIATRIC SERVICES

ps.psychiatryonline.org

ISSN 1075-2730  •  ps.psychiatryonline.org 
www.appi.org • 1-800-368-5777 • Fax: 703-907-1091 • Email: appi@psych.org

Priority Code AH1321

From the Editor of Psychiatric Services: Individuals with severe 
and persistent mental disorders are served by multiple systems. For 
new psychiatrists, understanding the key role of systems in the deliv-

ery of care has never been more 
important. Research published in 
Psychiatric Services will help APA 
Members in Training (MITs) 
play a vital role in the systems 
of care where they work, which 
is why APA is providing them 
with online full-text access to 
Psychiatric Services.

To access your FREE online issues, simply use your APA Member 
username and password. If you don’t know your log-in information, 
you can retrieve or update your username and password by clicking 
this link [http://www.psychiatry.org/join-participate].
—Howard H. Goldman, M.D., Ph.D.

Psychiatry residents who are not currently members may visit http://www.psych.org/joinapa for more information.
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PSYCHIATRISTS
The State of Connecticut Department of Mental Health & Addiction Services
has rewarding opportunities for BE/BC psychiatrists to work with multi-
disciplinary staff to provide a variety of behavioral health care services for
adults ages 18 and above. For directions and to learn more about DMHAS,
visit: http://www.ct.gov/dmhas

EMPLOYMENT OPPORTUNITIES AVAILABLE
Connecticut Valley Hospital - A 615 bed public inpatient, behavioral health facility,
Middletown, CT (between New York and Boston) near by cultural and sports activities
typical of a New England setting. The hospital is composed of three divisions:
General Psychiatry, Addiction Services and Forensics. These positions provide
competitive salaries, a comprehensive benefits package and there is opportunity to
increase compensation through optional on-call duties. For information please call or
email: Dr. Thomas Pisano at 860-262-7030, Thomas.Pisano@ct.gov or Dr.
Sabita Rathi 860-262-6367, Sabita.Rathi@ct.gov.

River Valley Services - outpatient community based behavioral health facility,
Middletown and Old Saybrook, CT (between New York and Boston) multiple near
by cultural and sports activities typical of a New England setting including
attractive shoreline. Principal Psychiatrist, FT – help lead a multidisciplinary
team, providing evidence-based, trauma sensitive, recovery oriented
services to adult clients; competitive salary, comprehensive benefits
package. For information please call or 
email:  Dr. Bruce Baker 860-262-5327, Bruce.Baker@ct.gov
or Margaret O’Hagan-Lynch 860-262-5206,
Margaret.O’Hagan-Lynch@ct.gov

Psychiatric News
Size: 1/4 page
Issue: 9-20-3
Deadline 8-15-13

The State of Connecticut is an equal
opportunity/affirmative action Employer.
Qualified H1B VISA  and J1 VISA
candidates are encouraged to apply.

At Northwest Permanente, P.C., we want every patient we see to receive the 
medical care they need to live long and thrive. We also offer NWP physicians the 
opportunity to pursue their personal and professional goals with equal passion 
through cross-specialty collaboration and work-life balance. We invite you to 
consider these opportunities with our physician-managed, multi-specialty group 
of 1,000 physicians who care for 479,000 members throughout Oregon and 
Southwest Washington.

Residential Treatment Unit/Consultation Liaison Psychiatrist
Join us at our new, state-of-the-art residential treatment unit specializing in 
trauma informed care. Our center features medical management services, skill 
building groups and individual therapy. Our Residential Unit Psychiatrists also 
provide consultation liaison services to Kaiser Permanente's Sunnyside Medical 
Center Emergency Room and inpatient units.

We are also seeking the following professionals: 
• Geriatric Psychiatrists  • Child Psychiatrist
• Moonlighting & Weekend Daylighting Psychiatrists

F/T and P/T openings are available in Oregon and Southwest, WA for Adult 
Psychiatrists to provide direct clinical work with outpatients. Qualified candidates 
must have experience in medication consultations and crisis intervention. 

Our Department of Mental Health has a multi-disciplinary staff of over 130 mental 
health professionals and offers adult and child/adolescent outpatient treatment, 
intensive outpatient therapy and group therapies, as well as a 24-hour hospital- 
based crisis program and a residential treatment facility located at our Sunnyside 
Medical Center. 

To apply, please visit our Web site at: http://physiciancareers.kp.org/nw/ and 
click on Career Opportunities. You may also email your CV to Laura Russell, 
Sr. Recruiter: Laura.A.Russell@kp.org. For more information please call 
(800) 813-3762. 

Northwest Permanente, P.C.,
Physicians and Surgeons

Help Build 
a Gateway 
for Better Health 

No J1 opportunities. We are an equal 
opportunity employer and value 
diversity within our organization.

Experience

EOE

We're changing the face of Rhode Island

PSYCHIATRIC NEWS BOS027752B

MWEIR

baf/rv/rv

LIFESP0003

Psych General

3

4.3750 x 6.2500

8/16; 9/6,20; 10/4,18; 11/12 20132

Rhode Island Hospital and The Miriam Hospital

Affiliated Hospitals of the Warren Alpert Medical School of Brown
University

Positions in Psychiatry

We are recruiting for a number of full-time clinical positions which are
part of an academic medical center program, with opportunities for
Brown University Clinical Faculty appointments. There are possibilities
for research participation for applicants with the appropriate background.

Outpatient Psychiatrist(s): Will work with general psychiatry populations
and to interface with primary care.  

Inpatient Psychiatrist(s): Will join a multidisciplinary treatment team
providing care for inpatients located in the major general medical teaching
hospital for Brown University.

Emergency Psychiatrist(s): As the largest emergency psychiatry facility
in the region, we are seeking to augment psychiatrist staffing with
scheduled weekend coverage that includes some inpatient psychiatry
coverage. The position(s) will be part of a team which includes psychiatry
residents, nurses, and social workers.

Applicants must be Board Certified in Psychiatry or Board eligible (within
three years of training completion). Salary and benefits are competitive
and commensurate with level of training and experience. To learn more,
visit www.lifespan.org.  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: 
rjgoldberg@lifespan.org.

EOE

Job Name: 450936_PsychNew_092013 PDF Page: 26pn9b.p1.pdf
Process Plan: RVA_SoftProof_MultiPageDate: 13-09-13 Time: 09:53:41

Soft Proof



EXCEL
We can make that happen.

Psychiatry Opportunity

If you are Psychiatrist seeking an outstanding Consultation-Liaison
opportunity, we can make that happen!

Saint Francis Hospital and Medical Center in Hartford, Connecticut,  is
seeking a BC/BE Psychiatrist to join our Consultation-Liaison team of two
other physicians and an APRN.

This is an opportunity to collaborate with and support Master’s Level
Clinicians in the Emergency Department, while also providing consultation
for medical/surgical inpatients.

In addition, you will lead a multidisciplinary team providing care and
treatment for alcohol-dependent patients within the general hospital.
There is also an opportunity for academic affiliation, if you are interested.

The successful candidate will have a strong medical background and
experience in a hospital environment. Previous Consultation-Liaison
Psychiatry experience is preferred, but not required.

Come thrive in New England’s largest Catholic health system with a
forward-thinking culture that rewards your initiative and patient-centered
orientation. Join Saint Francis and share in our vision of BestCare for a
Lifetime.

If you are seeking to excel in your career as a Psychiatrist—we can make
that happen!

Call Christine Bourbeau, Director of Physician Recruitment, today 
at 855-894-5590, or email your CV and letter of interest to
CBourbea@stfranciscare.org 
EEO-AA-M/F/D/V • Pre-Employment Drug Testing

To learn more about this opportunity, visit:

www.JoinSaintFrancisCare.com/CLP/PN

STF_PsychNews_Layout 1  8/6/13  11:59 AM  Page 1

The University of Louisville School of Medicine
Department of Psychiatry and Behavioral Sciences

Clinician-Educator Positions Available

General Psychiatry * Geriatric Psychiatry

Depression Center * Women’s Mental Health* Addiction Psychiatry

Ambulatory Behavioral Medicine * Comprehensive Neuroscience Institute

Hospitalist: Inpatient, Consultation-liason, or Emergency Psychiatry

The Department of Psychiatry and Behavioral Sciences, Allan Tasman, MD, 
Chair is seeking dynamic, academically oriented Assistant or Associate Professor 
psychiatrists to join our expanding faculty in a rapidly growing medical center. 
New agreements between University Hospital and a 14 hospital statewide 
network is bringing substantial new opportunities and resources. This includes 
the development of the Comprehensive Neuroscience Clinical and Research 
Institute, and substantial expansion of telepsychiatry services.   Responsibilities 
for these faculty positions include clinical assignments and medical student/
resident teaching outside the primary clinical assignment. In addition, there 
are opportunities to collaborate in ongoing clinical and basic science research. 
Candidates should be Board Certified or Board Eligible in Psychiatry. These 
positions are full-time faculty appointments in the Department of Psychiatry and 
Behavioral Sciences at the University of Louisville. Louisville is a metropolitan 
area with one million people. The cost of living is low, cultural amenities are 
extensive, schools are excellent, and outdoor and family oriented activities abound. 
Competitive compensation and a comprehensive benefits package is included. 

Christy Castle-Greenwell, Faculty Affairs Coordinator
Department of Psychiatry and Behavioral Sciences

401 E. Chestnut Street, Suite 600, Louisville, KY 40202
P: (502) 588-4424; F: (502) 588-4427

christy.castle-greenwell@ulp.org

The University of Louisville is an Affirmative Action, Equal Opportunity, Americans with Disabilities 
Employer, committed to diversity and in that spirit, seeks applications from a broad variety of candidates. 
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Become a valued member of the world’s largest group practice in providing quality medical care

Equal Opportunity Empolyer

Requirements
* Accredited MD/DO, ECFMG, or Fifth Pathway.
* Physician license awarded by any state.
* At least 5 years of psychiatry training and/or experience 
(e.g., completion of 3-year psychiatry residency and 2 year 
of post-residency psychiatrist experience and/or fellowship).

* U. S. citizenship.
* Board certification is desired but not required.

Apply Now!
E-mail your resume only directly to medjobs@navy.mil, and 
insert APA-944531 in the subject line for Cherry Point, NC & 
APA-923698 for Beaufort, SC.         

Or
Apply online or by fax.  For instructions go to  
http://www.usajobs.gov/GetJob/ViewDetails/349975600
For Cherry Point, NC.

http://www.usajobs.gov/GetJob/ViewDetails/347315000
For Beaufort, SC.

For more information, call JoAnn Toliaferro at 215-697-0384. 

Provide comprehensive and continuing mental health care services to 
patients of the Uniformed Services and other authorized personnel and/or 
the Deployment Health Center, typical work includes:

• Provide direct patient care and clinical supervision for psychiatric patients.
• Provide treatment services in the capacity of, but not limited to 
consultation, partial hospitalization or day programs, emergency, inpatient 
and outpatient services.

• Make fitness for duty and other administrative determinations.
• Maintain health and clinical records.
• Provide professional consultation, supervision and collaborative medical 
support to other professionals.

Exceptional salary, financial, and work-life benefits included!
√  Malpractice coverage
√  Pay incentives
√  Health insurance (Navy pays portion of your premium, you 

pay your portion with pre-taxed dollars), including 
dental/vision plans, and health/dependent care flexible 
spending accounts.

√  401k-type retirement package w/employer matching
√  Life insurance (Navy pays portion of your premium)
√  12-26 paid vacation days each year, 13 paid sick days each 

year, 10 paid Federal holidays each year, and unused
vacation/sick days carry over year to year.

√  Employee-friendly flexibilities

PSYCHIATRIST
Naval Health Clinic – Cherry Point, NC   (Perm P/T)

Naval Hospital – Beaufort, SC   (Perm F/T)

Early Career Post Graduate Psychiatric 
Fellowship in the Pharmaceutical Industry

The fellowship provides a unique and exciting one-year experience that combines academic 
and industry exposure for the early career Psychiatrist. The fellowship was developed by the 
Rutgers Robert Wood Johnson Medical School Department of Psychiatry in partnership with 
Otsuka America Pharmaceutical, Inc. and is intended to provide training in and exposure 
to various aspects of both the working environment and the role of a physician in the 
pharmaceutical industry. At the completion of this program, the fellow should expect to 
have gained experience in the design and execution of clinical trials and have participated in 
industry team meetings related to clinical and regulatory issues, publications and product 
development. The fellow will attend an external clinical development training course and will 
be expected to prepare and present at least one abstract at a scientific meeting. Additionally, 
the fellow will participate in psychopharmacologic training and patient care at the Rutgers 
Robert Wood Johnson Medical School Department of Psychiatry.

The successful applicant will have completed four years of post graduate psychiatric training 
and be board eligible at the start of this one-year program. Additionally, the applicant must 
be eligible to obtain a New Jersey license to practice medicine. The fellow will spend 70% time 
at Otsuka and 30% time at nearby Rutgers Robert Wood Johnson Medical School and enjoy 
the benefits of living in central New Jersey, equidistant from New York City and Philadelphia. 

For additional information regarding the position and its requirements, please contact 
Barbara Palmeri, MD, 671 Hoes Lane, Room D325, Piscataway, NJ, 08854; E-mail: 
palmerba@rwjms.rutgers.edu; Phone: 732-235-4433.

Please note that effective July 1, 2013, as a result of the New Jersey Medical and Health 
Sciences Restructuring Act, several units from the former University of Medicine and 
Dentistry of New Jersey (UMDNJ) are now part of Rutgers Biomedical and Health Sciences 
(RBHS). For the purposes of payroll and benefits administration, the above position is 
a legacy UMDNJ position at Rutgers, and is eligible for benefits associated with legacy 
UMDNJ positions.

Rutgers, the State University of New Jersey, is an Equal Opportunity / Affirmative Action employer, and is compliant with the 
Americans with Disabilities Act (ADA).  For more information, please visit http://jobs.rutgers.edu/TheRUCommitment.htm.

PSYCHIATRIC NEWS      
8/16/2013, 9/20/2013, 
10/18/2013
5159495-NJ97979
UMDNJX
4.375” x 6.25”
Romona Walcott v.5
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From the Editor of Psychiatric Services: Individuals with severe 
and persistent mental disorders are served by multiple systems. For 
new psychiatrists, understanding the key role of systems in the deliv-

ery of care has never been more 
important. Research published in 
Psychiatric Services will help APA 
Members in Training (MITs) 
play a vital role in the systems 
of care where they work, which 
is why APA is providing them 
with online full-text access to 
Psychiatric Services.

To access your FREE online issues, simply use your APA Member 
username and password. If you don’t know your log-in information, 
you can retrieve or update your username and password by clicking 
this link [http://www.psychiatry.org/join-participate].
—Howard H. Goldman, M.D., Ph.D.
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Classifieds

Nationwide

THE 1ST CHOICE IN 
 PSYCHIATRIC RECRUITMENT

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

nationwide. 
800-783-9152

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

We are actively currently recruiting Gen-
eral, Child, Geriatric, and Addiction Psy-
chiatrists nationwide. We offer dynamic 
diverse practice settings and career oppor-
tunities with work/life balance. Competi-
tive compensation packages will be offered 
including bonus opportunity and student 
loan assistance depending on location. 
Some locations are H1/J1 eligible.

•  ALABAMA – Dothan
•  ALASKA – Anchorage
•  ARKANSAS–Little Rock and Fayetteville
•  DELAWARE – Wilmington/Newark and 

Dover
•  FLORIDA – Ocala and Orlando
•  GEORGIA–Atlanta-St. Simons-Savannah
•  ILLINOIS – Chicago area
•  KENTUCKY – Hopkinsville
•  LOUISIANA - Shreveport
•  MASSACHUSETTS – BOSTON city & 

suburbs
•  MISSISSIPPI – Olive Branch (Memphis 

area) and Meridian
•  MISSOURI – Kansas City and Nevada
•  NEW MEXICO – Las Cruces
•  NORTH DAKOTA – Fargo
•  OREGON – Portland
•  OHIO – Toledo
•  PENNSYLVANIA–Philadelphia-Clarion 

– State College
•  SOUTH CAROLINA – Greenville and 

Aiken
•  TENNESSEE – Nashville and Memphis
•  TEXAS – Amarillo - Dallas – El Paso – 

McAllen/Edinburg
•  UTAH – Salt Lake City and Orem/Provo
•  VIRGINIA – Portsmouth - VA Beach - 

Leesburg
•  WASHINGTON – Seattle
•  WEST VIRGINIA – Huntington

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

See all UHS positions and facilities at www.
physicianpracticeopportunities.com.

ARKANSAS

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

CALIFORNIA
BEAUTIFUL NORTHERN 
CALIFORNIA POSITION 

THERAPEUTIC SOLUTIONS, P.C. 
Adult and Adolescent Psychiatrist 

Needed

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

•  Comprehensive practice with outpatient 
services, IOP and PHP services, as well as 
outpatient ECT and TMS.

•  Limited office call.
•  Very competitive salary with bonus struc-

ture included.
•  Excellent benefits package.
•  Our location offers quality housing prices, 
little  traffic,  regional  airport,  1½  hour 
drive to Sacramento, 2 hour drive to Napa 
Valley, 3 hour drive to San Francisco and 
the coast.

For further info contact 
Pamela Mayhew 

Practice Administrator, at: 
pmayhew@therapeuticsolutionspc.com.

MAKE A DIFFERENCE 
Adult & Child Psychiatry

Inviting you to join a culture whose goal is 
respect, life-long learning and making a dif-
ference to our community by providing the 
best of care via teamwork, evidence based 
practice and innovation.

Outpatient and inpatient psychiatric oppor-
tunities are available in an array of programs 
that public service can provide. Beyond tra-
ditional interests, we have involvement in 
Preventive Psychiatry and Mind/Body/
Spirit services.

Monterey County offers competitive sala-
ries, benefits and CalPERS retirement. BE is 
required and BC within five years.

Please email your CV to kurtzr@
co.monterey.ca.us 

Adult and youth out-patient psychiat-
ric positions available with Butte County 
Behavioral Health Department. $150/hour 
for contracted out-patient positions. Regu-
lar help positions also available. We are a 
HPSA/NHSC-designated County. Please 
contact Dr. Carolyn Kimura, Medical 
Director, at 530/891-2850.

Adult or child psychiatrist, for FT pri-
vate outpt. practice in Orange Co., near 
ocean! Paperless EMR, FT staff & men-
toring. Must type well! Flexible hrs, high 
pay, no holidays. New grad, BE or BC ok.  
Ph: 949-768-2988. Email CV to tms@ 
drkinback.com

EMERGENCY & INPATIENT 
PSYCHIATRISTS 

University of California, San Francisco 
at S.F. General Hospital

The UCSF Department of Psychiatry seeks 
2 faculty psychiatrists. The position offers 
opportunities in resident and student teach-
ing, patient care & clinical leadership for 
a multidisciplinary staff; developmentof 
scholarship; & clinical research. Candi-
dates must be Board certified/eligible; pos-
sess a current California medicallicense & 
DEA certification at the time of appoint-
ment; graduated from an APA-approved 
psychiatry residency program; have inpa-
tient or psychiatric ER experience; estab-
lished record of clinical, educational, & 
leadership skills; commitment to an aca-
demic career & demonstratedcultural com-
petence working with underserved & cul-
turally diversepopulations. Email cover 
letter, CV & 3 recommendation letters to 
Mark Leary MD, Deputy Chief, SFGH Psy-
chiatry, c/o stephany.medina@ucsf.edu. 
USCF is an Equal Opportunity/Affirmative 
Action Employer. All  qualified  applicants 
are encouraged to apply. Further informa-
tion about the University of California, San 
Francisco, is available at diversity.ucsf.edu. 
UCSF seeks candidates whose skills, and 
personal and professional experience, have 
prepared them to contribute to our com-
mitment to diversity and excellence, and 
the communities we serve.

An Outpatient Adult Psychiatrist is needed 
for Stanislaus County Behavioral Health 
& Recovery Services, in the Central Val-
ley less than two hours from San Francisco 
and Yosemite. Recovery-oriented treatment 
provided in a multidisciplinary setting. 
Excellent salary scale with steps starting 
from 179K to 217K; additional 5% differen-
tial for board certification. No call require-
ments at this time. Full benefit package 
including medical, vision/dental, vacation, 
sick time. Excellent retirement package with 
deferred comp. plan avail.

Fax CV to Uday Mukherjee, MD at 
(209) 525-6291 or 

Email: umukherjee@stanbhrs.org.

COLORADO
Denver Health (DH) is seeking a full-time 
BC/BE psychiatrist for the Psychiatric 
Emergency Services at DH. Duties include: 
acute treatment of psychiatric emergen-
cies, consultation with mobile crisis, jails, 
and Denver CARES.

A 525 licensed bed hospital, DH is the 
Rocky Mountain Region’s Level I academic 
trauma center and the safety net hospital 
for the Denver area. The DH system, which 
integrates acute and emergency care with 
public and community health, includes the 
Rocky Mountain Regional Trauma Center, 
Denver’s 911 emergency medical response 
system, Paramedic Division, eight family 
health centers, 15 school-based health cen-
ters, the Rocky Mountain Poison and Drug 
Center, NurseLine, Denver CARES, and 
Denver Public Health.

Interested candidates should send CV to 
Jeanette.moore@dhha.org

Denver  Health  is  an  equal  opportunity 
employer.

Classified Advertising  
Information 
2013 Rates: 
•	 $26	per	line	for	orders	of	1	to	2	

insertions
•	 $24	per	line	for	orders	of	3	or	more		

consecutive	insertions	if	your	written	
order	specifies	a	3	or	more	consecutive	
issue	run

•	 $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.

EMAIL and web page links: 
For	an	additional	$50	your	prospects	can	
e-mail	a	response	to	your	ad	in	seconds.	A	
web	link	transports	prospects	directly	to	
your	web	site	in	just	one	click.

Logos: 
Insert	a	4-color	logo	above	your	ad	for	
$275	per	issue	or	a	black-and-white	logo	
for	$195	per	issue.	Submit	logo	as	300	dpi	
TIFF	or	EPS.	

Blind Box Replies: 
A	blind	box	address	is	available	to	provide	
confidentiality	to	advertisers.	Please	
address	all	blind	box	advertising	replies	to:
ATTN.:	Box	P-XXX
Psychiatric News	Classifieds
American	Psychiatric	Publishing	Inc.
1000	Wilson	Blvd,	Suite	1825
Arlington,	Virginia	22209-3901

Submissions: 
Email	or	Fax	ad	request	including	issue	
dates	desired,	contact	name,	phone	
number,	and	billing	address,	to:
Eamon	Wood
Psychiatric News	Classifieds
(212)	904-0363	• Fax	(212)	685-6126	
ewood@pminy.com

The	publisher	reserves	the	right	to	
accept	or	reject	advertisments	for	
Psychiatric News	and	is	not	liable	for	the	
failure,	for	any	reason,	to	publish	an	
ad.		Advertisements	will	be	typeset	as	
submitted.	Lines	of	space	separating	
headlines	and	paragraphs	are	counted	
as	chargeable	lines.	We	do	not	provide	
proofs	of	ads	before	publication.	

Deadlines:
All	new	advertising	copy,	changes,	and	
cancellations	must	be	received	in	writing	
by	Friday,	5	p.m.	(E.T)	two	weeks	prior	to	
publication	date.	All	advertising	copy,	
changes	and	cancellations	received	after	
the	deadline	will	be	placed	in	the	next	
available	issue.	Publication	dates	are	the	
first	and	third	Fridays	of	every	month.
Upcoming	deadlines	are:

Issue  Deadline 
October 18  October 4 
November 1 October 18
 
All advertisers in this section must employ 
without regard for race, sex, age, nationality, 
or religion in accordance with the law. APA 
policy also prohibits discrimination based on 
sexual orientation or country of origin.
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Horizon Health seeks an Attending Psy-
chiatrist for a new 22-bed Senior Behav-
ioral Health program at our client hospi-
tal Exempla Lutheran Medical Center 
in Wheat Ridge, CO. Excellent practice 
opportunity and income. For more infor-
mation contact: Mark Blakeney, Voice: 972-
420-7473, Fax: 972-420-8233; email: mark.
blakeney@horizonhealth.com. EOE

Chief Medical Officer (CMO)

Behavioral Healthcare, Inc., a local non-
profit behavioral health organization 
located in the Denver metro area, provides 
Medicaid members with mental health ser-
vices. BHI is seeking a part-time CMO. For 
more info or to apply visit BHICares.org.

CONNECTICUT
2 psychiatrists needed: 1st working 1/2 time 
in general adult outpatient clinic and 1/2 
time in peri-natal & post natal mood disor-
ders clinic. 2nd working 3/4 time on 20 bed 
inpatient unit and 1/4 time in general adult 
clinic. Award winning community hospital, 
collegial multidisciplinary staff, reasonable 
on-call, competitive salary/benefits. Apply 
in confidence to robert.grillo@midhosp.org 
or call 860-358-6761.

Adult/ Child Psychiatrist 
Fairfield, CT

Group Psychiatry practice is seeking a full-
time Psychiatrist. Excellent salary and bene-
fits. Email CV to: doctorbeach52@gmail.com 
or fax to Attn: Evelyn A. 203-255-3126.

FLORIDA
PSYCHIATRIST; FULL TIME, FL 
LICENSE REQUIRED; Aventura, FL; pri-
vate practice  located equidistant between 
Miami and Ft. Lauderdale; children/adoles-
cent/adult/geriatric pts; email CV to aven-
turaoffices@bellsouth.net or FAX to Dusty: 
305-935-1717.

GEORGIA
PSYCHIATRIST

New Horizons Community Service Board 
in Columbus, Georgia is seeking an Adult 
Psychiatrist for its Outpatient/Court Ser-
vices programs. This growing commu-
nity offers a pleasing climate and is situ-
ated within a short distance to Atlanta 
and  the Gulf Coast. The  qualified  appli-
cant will possess or be eligible for a valid 
physician’s license from the state of Geor-
gia, have completed a three-year residency 
in an accredited facility and be board eligi-
ble or board certified. Excellent salary with 
a comprehensive benefits package. Inter-
ested parties should send their curriculum 
vitae to:

Shannon Robertson 
srobertson@newhorizonscsb.org 

706/317-5001 
706/317-5004 (Fax)

ILLINOIS
Adult Psychiatrist – Northwest Suburbs 
of Chicago Outstanding career oppor-
tunity for BC/BE psychiatrist to join well 
established private practice in our Scha-
umburg  and  Crystal  Lake  offices.  Flex-
ible hours, outpatient only, no hospital 
work. On call rotation for practice every 12 
weeks. For more information contact Paula 
Comm, Practice Administrator at 847 240-
2211 x224 or Fax resume to: 847-240-2418 
or email at pmc@prapsych.com.

Geriatric Psychiatry Director

The University of Illinois College of Med-
icine at Peoria Department of Psychiatry 
invites applications for Director of Geriat-
ric Psychiatry.

This new, full-time Assistant or Associate 
Professor appointment is a perfect opportu-
nity to lead our expanding geriatric services 
and to build a teaching model for our fully-
accredited residency training program. 
Responsibilities include development of an 
inpatient Geriatric Teaching Unit, resident 
and medical student education and super-
vision, administration, and scholarship. 
The Director will support development 
of specialized outpatient clinics, oversee 
a growing ECT practice, and assist in the 
creation of a TMS service. The position will 
also receive support for the development 
of a geriatric fellowship, if interested. Our 
state-of-the-art behavioral health facilities 
provide a wonderful working and educa-
tional environment for faculty, residents, 
and medical students.

Applicants should be BE/BC in general psy-
chiatry (BE/BC in geriatric psychiatry pre-
ferred), have interest and aptitude in aca-
demia, and be eligible for an unrestricted 
Illinois medical license. We offer excel-
lent salary and benefits. We are an AA/EO 
employer. To learn more, please contact 
Ryan Finkenbine MD, Chair, at (309) 495-
1645 or ryanf@uic.edu. Visit this job post-
ing at: http://jobs.uic.edu/job-board/job 
-details?jobID=30623

KENTUCKY
HOPKINSVILLE (North of Nashville): 
Staff Psychiatrist for inpatient and partial 
programs – General Adult services with 
opportunity to work with military pro-
gram.  Contact Will DeCuyper, In-house 
Recruiter @ 866-227-5415 OR email will.
decuyper@uhsinc.com. 

NEAR ASHLAND, KY - Hospital Named 
10th in the Top 100 Best Places to Work 
- Outpatient Position with some on-call 
duties for the geropsych unit. Enjoy small 
town  living;  laid-back,  wonderful  quality 
of life. An easy drive to Huntington, WV 
and Cincinnati, OH. Salaried position with 
attractive bonus plans; medical school loan 
repayment plan up to $200k. Join our top 
notch team at this truly impressive hospi-
tal and enjoy where you live & work every 
day. Please call Terry B. Good, Horizon 
Health, at 1-804-684-5661, Fax #: 804-
684-5663; Email: terry.good@horizon-
health.com.

Horizon Health seeks a Psychiatrist for 
our 10-bed Senior Adult, and 10-bed Adult, 
inpatient Behavioral Health programs our 
client hospital St. Claire Regional Medi-
cal Center in Morehead, KY. Experience 
with geriatric population preferred. Excel-
lent salary, benefits and practice opportu-
nity. For more information contact: Mark 
Blakeney, Voice: 972-420-7473, Fax: 972-
420-8233; email: mark.blakeney@horizon 
health.com. EOE.

MARYLAND
Springfield Hospital Center in Sykesville, 
MD is accepting applications for a Forensic 
Psychiatrist. Eligible candidates must have 
board certification including added quali-
fications  in  forensic  psychiatry  (or  equiv-
alent). Duties include pretrial evaluations 
of competency to stand trial and criminal 
responsibility, competency restoration, and 
training of residents and students. Please 
forward a CV and inquiry to Erik Roskes, 
MD, Director, Forensic Services, Spring-
field Hospital Center, by fax (410.970.7105) 
or email (erik.roskes@maryland.gov).

Springfield Hospital Center is seek-
ing Board-certified or Board-eligible gen-
eral psychiatrists for our 350-bed MHA 
adult inpatient facility. Salary is negotia-
ble, within MHA guidelines. Our rural, 
tobacco-free campus is 22 miles west of Bal-
timore, convenient to the Chesapeake Bay, 
Washington, and a variety of cultural, his-
toric, sports, and recreational venues. Ben-
efits include 27 paid days off in the first year, 
subsidized health insurance, free parking, 
a generous retirement program, and a truly 
pleasant workplace. A Medical Services 
physician is always on campus to attend 
to patients’ somatic needs. Staff psychia-
trists are not expected to work after hours, 
but some choose to supplement their sal-
ary by providing evening and weekend/
holiday coverage under contract. In addi-
tion, we offer after-hours coverage con-
tracts to psychiatrists who are not full-time 
staff members. Please send CV to Paramjit 
Agrawal, M.D., Clinical Director, SHC, 
6655 Sykesville Road, Sykesville, MD 
21784. For questions, call (410)970-7006 
or e-mail paramjit.agrawal@dhmh.state.
md.us. EOE

PSYCHIATRIST

BE/BC Psychiatrist needed 10-20 hours a 
week (additional hours are possible if nec-
essary) for outpatient community men-
tal health facility on Maryland’s scenic 
Eastern Shore, one hour, 15 minutes from 
Baltimore-Washington area. The clinic is 
located in a Professional Shortage Area, is 
a National Health Service Corps site and is 
eligible for loan repayment. Send resume/
vitae with cover letter to Michael Camp-
bell. LCSW-C, Director, Caroline Co. Men-
tal Health Clinic, P.O. Box 10 Denton, Md. 
21629, phone 410-479-3800, ext. 117, fax 
410-479-0052 or e-mail mike.campbell@
maryland.gov - EOE

 
 
 

Incredible Sunsets – Endless Waterviews 
– Psychiatrist needed on 24-bed adult inpa-
tient psychiatric unit on the beautiful East-
ern Shore. Dorchester County—a county of 
1,700 miles of shoreline and is an easy drive 
to Annapolis, Ocean City, and Baltimore. 
A wonderful laid back quality of life. Also, 
seeking a Psychiatrist within commut-
ing distance to help with 1 or 2 weekends 
per month on the unit. Please call Terry 
B. Good, Horizon Health, at 1-804-684-
5661, Fax #: 804-684-5663; Email: terry.
good@horizonhealth.com.

MASSACHUSETTS

 Psychiatrist Opportunity in the 
Beautiful Berkshires. 
Top notch colleagues.

Berkshire Medical Center’s Department of 
Psychiatry and Behavioral Science provides 
you the opportunity to become part of a sta-
ble, highly integrated clinical collaboration 
among Psychiatry, Primary Care, and Medi-
cal Specialty Services. Our Health System 
has an excellent opportunity for an Adult 
Psychiatrist to work in a highly integrated 
clinical collaborative at the interface of Pri-
mary Care and Behavioral Health. A clin-
ical background in geriatric psychiatry is 
preferred. Our psychiatry residency pro-
gram allows you to contribute to the educa-
tion of the next generation of mental health 
specialists. Berkshire Medical Center is 
nationally recognized by HealthGrades and 
many other independent organizations for 
outstanding care.

Please contact Antoinette Lentine in the 
Physician Recruitment Department at 413-
395-7866 or e-mail at mdrecruitment@
bhs1.org.

Wellesley, MA, Child or Adult Psychia-
trist, Outpatient.  Unique  opportunity  to 
become part of a thriving, multidisciplinary 
private group practice in the western sub-
urbs of Boston. Comprehensive Psychiatric 
Associates currently has eight psychiatrists, 
a clinical nurse specialist, and twenty-three 
psychotherapists. Excellent support services 
allow you to provide great psychiatric care 
while our experienced staff does the rest. 
Beautiful  office  space  in  a  great  location. 
Half-time to full-time, minimum 18 hours 
per week. Board-certified and at least two 
years post-training strongly preferred. Learn 
more about us at www.WellPsych.com. CV 
and letter to Bruce Black, MD, drblack@
wellpsych.com or fax 781-239-3272.

UMass Memorial Medical Center/Uni-
versity of Massachusetts Medical School 
Department of Psychiatry in Worcester, 
MA seeks a BC/BE Psychiatrist for its Uni-
versity Hospital Outpatient Clinic. Candi-
dates should have strong academic creden-
tials and sound clinical skills, and interest 
in pursuing academic opportunities in 
either training or research. An academic 
appointment, commensurate with experi-
ence, is available. Interested applicants are 
encouraged to submit CVs and letters of 
interest to: psychiatryrecruitment@umass 
memorial. org
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CAMBRIDGE 

Consultation-Liaison Psychiatry and 
Woman’s Health Position

PSYCHIATRISTS: Cambridge Health 
Alliance is seeking two providers for half- 
to full-time positions in our Consultation-
Liaison Psychiatry and Woman’s Mental 
Health Service. The positions will focus on 
clinical work and program development in 
our general hospitals, primary care, spe-
cialty medical clinics, and our new, inno-
vative telemedicine program. Clinicians 
will be co-located and integrated into the 
medical sites. The Department of Psychi-
atry at Cambridge Health Alliance is an 
appointing department at Harvard Medi-
cal School. Our public health commitment 
coupled with a strong academic tradition 
and existing collaboration with our medical 
colleagues, make this an ideal opportunity 
for candidates interested in integrated med-
ical and psychiatric care with underserved 
and multi-ethnic patient populations. We 
have strong training programs in Primary 
Care, Adult and Child Psychiatry, Geriatric, 
and Psychosomatic Medicine and innova-
tive educational programs for medical stu-
dents. There are many opportunities for 
teaching and research. Academic appoint-
ment is anticipated, as determined by the 
criteria of Harvard Medical School.

Qualifications: BC, strong clinical skills, 
commitment to public sector populations, 
team oriented, problem solver, interested 
in working closely with primary care and 
medical specialists. Fellowship training in 
Psychosomatic Medicine, as well as bilin-
gual and/or bicultural abilities, is desirable. 
Interest and experience with substance 
use disorders preferred. We offer compet-
itive compensation and excellent benefits 
package. Cambridge Health Alliance is an 
Equal Employment Opportunity employer, 
and women and minority candidates are 
strongly encouraged to apply. CV & letter 
to Susan Lewis, Department of Psychia-
try, 1493 Cambridge Street, Cambridge, 
MA; Fax: 617-665-1204. Email preferred: 
SLewis@challiance.org.

INPATIENT PSYCHIATRIST 
NORTH OF BOSTON

Full-time, salaried psychiatry position 
available on the 22-bed, general adult inpa-
tient psychiatry unit at Melrose-Wakefield 
Hospital, a full-service community hospital 
8 miles north of Boston. On-call coverage 
is optional. The adult unit is part of Hall-
mark Health’s comprehensive behavioral 
health service that includes geriatric inpa-
tient units at Lawrence Memorial Hospital 
in Medford, ECT, and outpatient services 
at Community Counseling in Malden and 
Medford. Voted One of Boston Magazine’s 
Best places to work in Boston, we offer a 
competitive compensation and benefits 
package and flexible schedule. Tufts faculty 
appointment available.  Current MA profes-
sional license is preferred.

If interested, please forward your CV 
to Gina Mariona via email: gmariona@ 
hallmarkhealth.org or call 781-338-7517.

 
Outpatient Psychiatrist  

BRIGHAM AND WOMEN’S HOSPITAL

Our vibrant Department of Psychiatry is 
seeking an academic psychiatrist to be the 
Clinical and Educational Director of the 
Women’s Mental Health Division. The posi-
tion involves both a leadership role within 
the Division and responsibilities as an out-
patient psychiatrist. The Division provides 
care to a diverse population with a range of 
psychiatric conditions that present during 
reproductive life transitions and in varied 
obstetric and gynecologic contexts includ-
ing the neonatal ICU, and is a major teach-
ing site for the Harvard Longwood Res-
idency Training Program and Harvard 
Medical School. The successful candidate 
will be a women’s mental health clinician 
with particular interest and expertise in 
perinatal psychiatry and leadership expe-
rience or potential. We are seeking appli-
cants who are skilled at complex diagnostic 
assessment, psychopharmacologic manage-
ment and focused psychotherapy, and are 
also collaborative with a multidisciplinary 
team, inspiring to trainees, and interested 
in engaging with care innovation and clin-
ical research. Academic rank at Harvard 
Medical School will be commensurate with 
experience, training and achievements.

If interested, please send CV by 12/1/13 
to: Hadine Joffe, MD MSc, Director 
of Women’s Mental Health Division, 
Department of Psychiatry, Brigham and 
Women’s Hospital, 75 Francis Street, 
Boston, MA 02115; mplatner@partners.
org

Harvard Medical School and Brigham and 
Women’s Hospital are Affirmative Action/
Equal Opportunity Employers. We strongly 
encourage applications from women and 
minorities.

UMass Memorial Medical Center/
University of Massachusetts Medical 
School Clinical/Academic Adult, Child 

and Geriatric Psychiatry Positions 
Currently Available in the Department 

Of Psychiatry

The Department of Psychiatry at UMass 
Memorial Health Care in Worcester, MA 
is currently accepting inquiries from physi-
cians/psychologists interested in exploring 
affiliated clinical/academic job opportuni-
ties. The Department has a faculty of more 
than 300 physicians/psychologists engaged 
in a variety of clinical and academic pur-
suits. It is the largest and most highly 
regarded provider of psychiatric services in 
Central Massachusetts. Clinical, teaching 
and research opportunities are currently 
available at a wide variety of affiliated sites 
and programs. Below are brief descriptions 
of some of these attractive opportunities:
•  Full and Part time Adult and Child posi-

tions available with our outpatient ser-
vices at our University campus and affili-
ated Community Mental Health Centers.

•  Part-time psychiatrist position to support 
our Adult Consult Liaison service.

•  Geriatric  Psychiatry  position,  part  of  a 
joint venture between UMass and Fal-
lon Community Health Plan, designed to 
improve the quality and delivery of geri-
atric mental health care in Central Mas-
sachusetts. The position involves direct 
patient care, as well as consultation with 
PCPs, mental health clinicians and other 
professionals involved in providing geri-
atric care.

Interested candidates are encouraged to 
submit CVs and Letters of Introduction to:

psychiatryrecruitment@umassmemo-
rial.org, Attention: David DeLuca, Physi-
cian/Faculty Recruiter. Candidates are also 
encouraged to visit the Psychiatry Depart-
ment’s Website at: www.umassmed.edu/
psychiatry.

UMass Memorial Medical Center and 
The University of Massachusetts Medical 
School are equal opportunity employers.

MICHIGAN
Horizon Health, together with client hos-
pital seeks a Child/Adolescent Psychiatrist 
to join a behavioral health team of psychi-
atrists, psychologists, social workers and 
medical consultants. The program offers 61 
licensed inpatient psychiatric beds (47 adult 
and 14 adolescent) and 7 licensed inpatient 
chemical dependency beds. Located in Sag-
inaw, a city of Michigan and the seat of Sagi-
naw County, located in the Flint/Tri-Cities 
region of Michigan. Child/Adolescent Psy-
chiatrist will be employed by hospital. Hos-
pital package will include competitive sal-
ary, full benefits, and insurance coverage. 
Interested candidates please submit CV to 
Mark Blakeney: mark.blakeney@horizon-
health.com ; Voice: 972-420-7473; Fax 972-
420-8233. EOE

MINNESOTA
Psychiatric Opportunities!

Join an organization on the cutting edge of 
psychiatric care that presents many new 
and exciting challenges and experiences! 
BE/BC psychiatrists needed in: Addiction, 
Adult, and Forensics, We also have a Foren-
sic Medical Director opportunity available. 

Contact Lena today for additional  
information: 651-431-3672 or 

lena.garcia@state.mn.us

MISSISSIPPI
Horizon Health seeks a Medical Direc-
tor for a 19-bed Adult Inpatient Psychiat-
ric Program in Northern MS. Well estab-
lished, busy program with full complement 
of support staff and administration. $200K+ 
Salary, Full Benefits, CME, Relocation and 
more. For more information contact: Mark 
Blakeney, Voice: 972-420-7473, Fax: 972-
420-8233; email: mark.blakeney@horizon 
health.com. EOE

MISSOURI
KANSAS CITY – Child Psychiatrist: 
Inpatient and Partial programs. NEVADA 
– Child Psychiatrist: Residential and I/P 
services. J1 eligible in Nevada and H1 
both locations. Top compensation, ben-
efits and bonus opportunity! Contact Joy 
Lankswert, In-house recruiter @ 866-227-
5415; OR email joy.lankswert@uhsinc.com.

Close to St. Louis - Make an Income that 
Matches All the Work You Do - Seeking 
a Psychiatrist for a very lucrative position 
with a successful group practice in Festus. 
Work would be primarily inpatient work on 
adult & geropsych units in a general hos-
pital. Ideal opportunity for someone who 
wants the ability to make a very large income 
based on all your hard work. All billing and 
scheduling is done for you. Can also employ 
if in need of H1 or J1 Visa. Please call Terry 
B. Good, Horizon Health, at 1-804-684-
5661, Fax #: 804-684-5663; Email: terry.
good@horizonhealth.com.

MONTANA
Horizon Health seeks a Psychiatrist for a 
24-bed (12 adult, 12 geriatric) behavioral 
health inpatient hospitalization program 
for short-term behavioral health treatment 
in beautiful Helena, MT. Offering a com-
petitive salary and benefits. Contact: Mark 
Blakeney, Horizon Health, mark.blakeney@
horizonhealth.com or FAX: 972-420-8233. 
EOE

NEW JERSEY
Northern NJ – Attractive Compensation 
Packages with base salary and benefits and 
RVU based bonus plans that will allow psy-
chiatrists to make well over their base. Inpa-
tient adult and geriatric work; units are all 
voluntary patients. Please contact Terry B. 
Good at 1-804-684-5661, Fax#: 804-684-
5663; Email: terry.good@horizonhealth.
com.

Stress Care of New Jersey, LLC a Commu-
nity Mental Health Center in Matawan, NJ 
is seeking FT or PT Psychiatrists. Benefits 
available. Fax CV to (732) 679-4549 or email 
to Stressmg@optonline.net. To learn more 
about Stress Care, please visit our website, 
www.stresscareclinic.com.

NEW MEXICO
LAS CRUCES: Child, General or Geriat-
ric Psychiatrist. Inpatient & Partial Ser-
vices. Fulltime position offering top salary, 
benefits & bonus opportunity. J1 and H1 
eligible. Contact Joy Lankswert, In-house 
recruiter @ 866-227-5415; OR email joy.
lankswert@uhsinc.com

Did you know 
that APA offers educational, 
policy, and clinical resources 

to help geriatric psychiatry 
providers focus on prevention, 
evaluation, diagnosis and treatment 
of mental and emotional disorders 
in the elderly? You can also find 
links to related organizations. www.
psychiatry.org/practice/professional-
interests/geriatric-psychiatry

?
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NEW YORK CITY & AREA
PSYCHIATRISTS

Full time position available at Kirby Forensic 
Psychiatric Center, a New York State Office 
of Mental Health facility specializing in the 
treatment of a wide range of patients with 
forensic concerns. The psychiatrist leads a 
multi disciplinary team with, opportuni-
ties to utilize clinical, administrative and 
teaching skills. Prior forensic training is not 
required, but opportunities exist to develop 
forensic skills. Kirby is affiliated with several 
major residency and forensic fellowship pro-
grams and there is an opportunity to teach. 
In addition to a competitive salary, NY State 
provides a generous and comprehensive 
benefits package including an outstanding 
Pension plan. Physician can earn additional 
income through voluntary on-call program.

We are conveniently located near the  
Triboro (Robert F. Kennedy) Bridge in New 
York City.

Please fax, e-mail or mail resume to: 
Kirby Forensic Psychiatric Center 

Wards Island Complex 
Wards Island, NY 10035 

Michal Kunz, M.D., Clinical Director 
Fax 646 672 6893 

e-mail:Michal.kunz@omh.ny.gov 
Kirby Forensic Psychiatric Center is an 

equal opportunity 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 com-
pensation. No call. Fax resume to (718) 553-
6769, or email to clinicaldirector@nypcc.
org.

Bellevue Hospital Center, part of the New 
York University Langone Medical Cen-
ter, is seeking board certified/eligible psy-
chiatrists for psychiatry positions on inpa-
tient psychiatry, consultation liaison, and 
in the general outpatient clinic. The posi-
tions include teaching opportunities. 
Qualified candidates are eligible for fac-
ulty appointment at a suitable rank. 
Our services provide compassionate, cul-
turally sensitive care to patients with a 
range of diagnoses and psychosocial com-
plexities. Access is available to a complete 
range of medical and specialty consult ser-
vices. Chinese and/or Spanish speaking 
psychiatrists and those with addictions 
expertise are especially sought.

CV and inquiries should be sent to: 
Mary Anne Badaracco, M.D. 

Chief of Psychiatry 
Bellevue Medical Center 

Department of Psychiatry 
Mary.Badaracco@nyumc.org

NEW YORK STATE

Western New York-Chautauqua Region: 
Jamestown Psychiatric PC is seeking a Psy-
chiatrist to join our rapidly growing Adult 
and Child Psychiatric team. Competitive 
salary and flexible growth opportunities 
are offered. We will offer a starting bonus 
to eligible candidates. Loan repayment, J1 
or H1 assistance available. Please contact 
Mrs.  Linda  Jones,  office  manager  @  lj@
psychwebmd.com or Phone 716-483-2603.  
Fax CV and qualifications to 716-483-2828.

St. Lawrence Psychiatric Center 
Psychiatrists 

NYS Licensed or Limited Permit 
 (**Limited Permit option – see below) 

Salary based on experience 
Earn up to an additional $74,000/year 
through a voluntary on-call program 

Fringe Benefits equal to 50.16% of 
your salary 

Monday – Friday, 8:00A – 4:30P

St. Lawrence Psychiatric Center is seeking 
Licensed Psychiatrists for Adult, Children/
Youth, and Sex Offender Treatment Inpa-
tient Services and for Adult and Children/
Youth Outpatient Services.
•  National Health Services Corps (NHSC) 

student loan repayment may be available 
(Up to $60,000 for a 2-year FT commit-
ment; up to $170,000 with a 5-year FT 
commitment, and possible total debt alle-
viation with 6 or more years of service)

•  Doctors Across New York (DANY)  loan 
repayment or sign-on bonuses may be 
available (applications are time limited 
and considered in the order in which they 
are received).

•  Excellent NYS Benefits to include medi-
cal/dental/vision insurance, paid vaca-
tion, holiday and sick time, an excellent 
retirement plan, and educational and pro-
fessional leaves.

•  Our location offers quality housing prices, 
mild traffic, a regional airport, Clarkson 
University, St. Lawrence University, and 2 
SUNY colleges; 1 hr drive to Ottawa; 2 hr 
drive to Montreal, Lake Placid, and Syra-
cuse.

**Limited Permit Option: If you have fin-
ished your residency, but not the USLME, 
you may be appointed on limited permit, 
initially for 2 years, renewable for further 
2 years.

Applications are available by calling 
(315) 541-2179 

 or send resume to: 
Personnel Office 

St. Lawrence Psychiatric Center 
 1 Chimney Point Drive 

Ogdensburg, NY 13669-2291 
or to Angela Grant at 

Angela.Grant@omh.ny.gov.

SLPC is a fully accredited Joint Commis-
sion program/AA/EEOE/Self-indemni-
fied.Affiliated with SUNY Upstate Medi-
cal University.

ELMIRA PSYCHIATRIC CENTER 
Adult and Adolescent Psychiatrists 

Board Eligible/Board Certified 
$168,421 - $256,700* 

Limited Permit eligible applicants will 
also be considered

•  All positions M-F 8-4:30
•  Student loan repayment available
•  Excellent NYS benefits package
•  Inpatient, Outpatient and Day Treatment 

services
•  Our location offers: quality housing prices; 
little traffic; regional airport; Cornell Uni-
versity; 4hr drive to NYC, Toronto & Phil-
adelphia; 5-1/2 hr drive to Boston & DC; 
less than 1hr to Finger Lakes Wine Coun-
try; Watkins Glen International Race-
track.

*Includes voluntary low stress on-call at 
regular pay rate.

For further info contact: Patricia Santulli, 
Director of Human Resources, Elmira Psy-
chiatric Center, 100 Washington Street, 
Elmira, NY 14901; e-mail: P.Santulli@omh.
ny.gov; call: (607) 737-4726 or fax: (607) 737-
4722. An AA/EOE Employer

NORTH CAROLINA
HERE WE GROW AGAIN!

Monarch, a non-profit CABHA certified 
Behavioral Health agency is currently hiring 
Psychiatrist and PMHNPs in several loca-
tions in NC. We provide services through 
our Open Access Model and always put 
the people we support first. We currently 
have full time openings in Raleigh, Greens-
boro, and Rocky Mount. We also have a few 
part time positions open as well. Come to 
a growing organization and help us Make 
Dreams take Flight!

If interested please contact: 
Brandon Springs 

704-816-7524 
Brandon.Springs@MonarchNC.org

Now recruiting for Board Certified or 
Board Eligible Psychiatrists. Coastal Car-
olina Neuropsychiatric Center, PA has 
multiple locations in NC. In-patient, out-
patient, and a combination of both may be 
available. Competitive salary and benefits 
package. H1 & J1 visa applicants may apply. 
Qualified applicants, please send CV to 
info@coastalcarolinapsych.com.

NORTH DAKOTA
Sanford Clinic North – Fargo, ND has 
full-time positions available for Adult Psy-
chiatrists in its Behavioral Health Sciences 
Service. The department is staffed by more 
than 30 psychiatrists, clinical nurse spe-
cialists, doctorate-level psychologists and 
master’s-level psychologists offering a con-
tinuum of care, from inpatient hospitaliza-
tion and partial hospitalization programs, 
to outpatient individual and group ther-
apy including eating disorders at Sanford’s 
highly regarded Eating Disorders Institute. 
Responsibilities include teaching psychia-
try resident and medical students through 
the University of North Dakota School of 
Medicine. Live and work in the progressive 

communities of Fargo-Moorhead-West 
Fargo, home to nearly 200,000. This metro-
politan community offers excellent schools, 
a wonderful blend of cultural and sports 
events, big name entertainment, year-
round outdoor recreation and much more. 
To learn more contact: Jill Gilleshammer, 
Physician Recruiter, Phone: (701) 417-4852; 
Email: Jill.Gilleshammer@sanfordhealth.
org; Website: careers.sanfordhealth.org

OREGON
Horizon Health seeks a Medical Director 
for a NEW 10 bed IP general Older Adult / 
Geriatric Psych program. At the center of 
healthcare in the Yamhill Valley and sur-
rounding areas located in McMinnville, 
OR. The award-winning, modern facil-
ity houses state-of-the-art services. Client 
hospital provides all the latest technology 
to provide the best healthcare available. 
Responsibilities include attending Medical 
Director duties for inpatient program and 
routine MD administrative duties. Offering 
an attractive income package and located in 
the heart of Willamette Valley’s wine coun-
try, midway between the coast and Portland 
and 30 miles from the capital city of Salem. 
McMinnville is a wonderful place to live! 
Contact: Mark Blakeney, email: mark.blak-
eney@horizonhealth.com or fax: 972-420-
8233. EOE

PENNSYLVANIA
Crisis Center Medical Director. Full time 
position. Either FT Crisis Center @ Mercy 
Fitzgerald Hospital or half time Crisis and 
flexible half time practice @ hospital (inpa-
tient/consults)  and  office.  1:4  weekend 
rounds on 21 bed adult unit. Paid medical 
and occurrence malpractice. Compensation 
is either a competitive salary or a higher sal-
ary/ practice draw. Mercy Psychiatry Asso-
ciates has been practicing for 22 years and 
provides all psychiatric services to Mercy 
Fitzgerald Hospital. PA license. Board cer-
tified or eligible, if less than five years post 
residency. Flexibility, productivity, and 
availability are rewarded. To apply please 
contact: Jeffrey J. Dekret, M.D.Director of 
Psychiatry, MFH, 610-237-4123, Fax 610-
237-4695.

Psychiatry Openings - Wellspan Health 
- York, PA is seeking BC/BE Adult, Geriat-
ric and/or Child Psychiatrists. Join a large, 
well-respected medical group with low MD 
turnover. We are a top rated health sys-
tem with a focus on a high-quality patient 
care. Excellent schedule with great bene-
fits. Outpatient focus with inpatient avail-
able. Great location near Balt/DC and Phila. 
Call Cris Williams at 717-812-4487 or email  
cwilliams9@wellspan.org.

LANGHORNE, PA – ATTENDING ON 
GEROPSYCHIATRIC UNIT – Seeking 
Board Certified Psychiatrist in practice in 
the area who wishes to incorporate some 
inpatient work into their daily schedule to 
increase revenue and grow their practice. 
This is a fantastic way to quickly grow one’s 
business, or for a group practice to expand 
their market to another area. Please contact 
Terry B. Good at 1-804-684-5661, Fax #: 
804-684-5663; Email: terry.good@horizon 
health.com.

For information on all advertising 
products that the American  
Psychiatric Association has to  
offer, please visit:  
www.appi.org/Journals/Pages/
AdvertisingInfo.aspx 
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Classifieds

We have exciting full and part-time posi-
tions in our five-hospital system close to 
Philadelphia and Wilmington. There are 
immediate openings in our outpatient psy-
chotherapy practice which includes the 
Women’s Behavioral Health Program, 
Child/Adolescent, and General Adult. 
Psychiatrists provide both psychotherapy 
and medication management. We also seek 
psychiatric leadership of our Pain Manage-
ment Program.

Excellent salaries and benefit package. 
Send CV to Kevin Caputo, MD, Chairman 
Department of Psychiatry, Crozer-Keystone 
Health System, One Medical Center Blvd., 
Upland, PA 19013 or call 610-874-5257.

C/A Psychiatrist - 50 Minutes from Pitts-
burgh – Forbes’ Top Ten “Best Places to 
Live Cheaply” because of the low cost of 
living, highly rated schools, low unemploy-
ment and low crime rate. Impressive gen-
eral hospital with new Child/Adol. Pavil-
ion; this is an inpatient and outpatient 
position; salaried with benefits and attrac-
tive bonus plan. Top-notch staff; great qual-
ity of life—truly a “must see” position when 
considering a new job in a new place. Con-
tact Terry B. Good at 1-804-684-5661, 
Fax #: 804-684-5663; terry.good@horizon 
health.com. EOE

MEDICAL DIRECTOR & ASSOCIATE 
POSITIONS – Contractor Positions (FT 
or PT) in Lancaster, PA – VERY attractive 
contract compensation packages available. 
Involves inpatient work on adult & gero-
psych units. Plans to expand services and 
open outpatient in the works. Ideal situa-
tion for doctor who wants to work a cer-
tain # of hours during the day and the other 
hours somewhere else. A beautiful area in 
eastern PA; strong medical community; an 
easy drive to several metro areas. Please call 
Terry B. Good at 1-804-684-5661, Fax #: 
804-684-5663; Email: terry.good@horizon 
health.com .

SOUTH CAROLINA

Telepsychiatry Position in Northeastern 
SC – Close to Florence – Seeking Psychia-
trist to be Medical Director on 8-bed inpa-
tient geropsychiatric unit; telepsychiatry 
can be done every other weekday. No round-
ing required on weekends. Please call Terry 
B. Good, Horizon Health, at 1-804-684-
5661, Fax #: 804-684-5663; Email: terry.
good@horizonhealth.com.

TENNESSEE
Horizon Health, in partnership with Liv-
ingston Regional Hospital in Livings-
ton, TN, near beautiful Dale Hollow Lake, 
has an exciting opportunity for a Medical 
Director at our 10-bed Geriatric Inpatient 
Psychiatric Program. Excellent income with 
great quality of life! 2 hours from Nashville 
and Knoxville and one of the lowest costs of 
living in the U.S. For more information con-
tact: Mark Blakeney, Voice: 972-420-7473, 
Fax: 972-420-8233; email: mark.blakeney@
horizonhealth.com. EOE

TEXAS

AMARILLO: General Psychiatrist – Hos-
pitalist position offering salary, benefits and 
bonus opportunity. Great schedule and lim-
ited call.

DALLAS: Arlington, DeSoto and Rock-
wall areas. General and Child Psychiatrists. 
Independent contractor compensation. Sti-
pend options for leadership roles in inpa-
tient services. Contact Joy Lankswert, In-
house recruiter @ 866-227-5415; OR email 
joy.lankswert@uhsinc.com.

PSYCHIATRISTS

The Mental Health Mental Retardation 
Authority of Harris County (MHMRA) in 
Houston, Texas is one of the largest mental 
health centers in the United States. In antic-
ipation of expected growth in 2013 we are 
now recruiting for additional BE/BC psychi-
atrists throughout the Agency.

We will have needs in our 
Crisis Services and Outpatient Clinics 

seeking both Child/Adolescent and Adult

Positions are full time and 
may offer flex hours 

Some positions have no on-call  
and are M-F

Texas licensure is required 
for all positions

Interviewing now for current open posi-
tions and near future start dates

MHMRA offers competitive salary plus an 
excellent benefits package including gen-
erous retirement plans which match up to 
10%. Houston offers excellent quality of life; 
lower than average cost of living, no state 
income tax and exciting cultural, entertain-
ment, sporting and tourists venues.

Contact Charlotte Simmons at (713) 970-
7397, or submit your C.V. to charlotte.
simmons@mhmraharris.org, fax 713-
970-3386 or apply online at www.mhm 
raharris.org.

The Department of Psychiatry and 
Behavioral Sciences of the University 
of Texas Medical School at Houston has 
an extraordinary opportunity for psychi-
atrists seeking to develop and implement 
new outpatient clinical and research initia-
tives in community based outpatient clinics 
within the Houston area with our partner 
Harris Health. We are also adding faculty 
to our 250 bed inpatient hospital, the Har-
ris County Psychiatric Center. Our inpa-
tient and outpatient services include unique 
and robust clinical and research initiatives. 
The Department is looking to expand clini-
cal and research areas and is seeking gen-
eral psychiatrists, child and adolescent psy-
chiatrists and geriatric psychiatrists to join 
a growing academic department dedicated 
to excellence in training and education, and 
primacy in research and investigation. The 
Medical School is part of the University 
of Texas Health Science Center Houston, 
located in the Texas Medical Center – the 
largest medical center in the world. Indi-
viduals applying for these positions must 

be Board Certified in general psychiatry, 
child & adolescent psychiatry and geriatric 
psychiatry or have completed an accred-
ited training in these specialty and subspe-
cialty areas in the United States. Addition-
ally, they must be licensed or be eligible for 
licensing in the State of Texas. Depending 
upon the applicant’s qualification and cre-
dentials, faculty appointments at the level 
of Assistant Professor, Associate Profes-
sor or Professor will be offered. Salary 
levels are very competitive and also carry 
excellent fringe benefit packages. To find 
out more information about these unique 
academically driven positions or to apply 
for them, please write to Jair C. Soares, 
M.D., Professor and Chair, and include a 
copy of your curriculum vitae and a let-
ter of interest to 1941 East Road, Houston, 
Texas 77054, e-mail: Jair.C.Soares@uth.
tmc.edu; phone 713-486-2507; fax 713-
486-2553. The University of Texas Health 
Science Center at Houston is an EO/AA 
employer. M/F/D/V

VIRGINIA
PSYCHIATRY OPPORTUNITY  
WILLIAMSBURG, VIRGINIA

Premier provider of Psychiatry services 
seeks a BC/BE Psychiatrist for its 57-bed 
Psychiatric Pavilion. In this position, you 
will serve Adult and Geriatric patients as 
well as impaired professionals with acute 
psychiatric illnesses, including those with 
dual diagnosis. The Pavilion will meet a 
community need for inpatient psychiatric 
care, while also addressing a national need 
for psychiatric services for physicians, den-
tists, nurses and other professionals in need 
of care.

Williamsburg is located on the Virginia 
Peninsula in the Hampton Roads metro-
politan area of Virginia. It is well-known 
for Colonial Williamsburg.

To learn more, contact Beth Briggs at 800-
678-7858 x64454 or ebriggs@cejkasearch.
com. ID#151022PY

WEST VIRGINIA
Comprehensive community mental health 
center is seeking a Psychiatrist to provide 
general psychiatric services in southern 
West Virginia.  Monday-Friday with NO 
call rotation. Competitive Salary and Fringe 
Benefits.  May be eligible for Federal Loan 
repayments. J-1 eligible applicants encour-
aged to apply. Submit resume to Southern 
Highlands Community Mental Health 
Center, 200 12th Street Extension, Prince-
ton, WV 24740 or judymassaro@shcmhc.
com.

Excellent private practice opportunity for 
a adult/ or child-trained psychiatrist in 
Southern West Virginia to join a well-estab-
lished practice. In-patient, out-patient, and 
consultation services. Exceptional salary 
and benefits. Good place to raise children. 
Easy drive to several big cities, heaven for 
outdoor lovers. Can help with visa conver-
sion and sponsorship. Fax cv to (304) 252-
1703 or email nafa2@aol.com.

Fellowships
Offering its 37th year of fellowship train-
ing in Psychosomatic Medicine, this 
ACGME-accredited fellowship is cur-
rently accepting applications for three 
PGY-5 positions to start July 1, 2014. 
Under the guidance of Drs. Thomas Wise 
and Catherine Crone, the program provides 
comprehensive training and mentorship in 
the care and understanding of psychiatric 
issues in the medically ill. Both inpatient 
and outpatient consultation-liaison expe-
riences are provided in areas that include 
collaborative care with internal medicine, 
oncology, organ transplantation, ob-gyn, 
and HIV services. Didactic seminars in liai-
son approaches, administrative issues, neu-
rology, hypnosis, and primary psychoso-
matic medicine topics help to round out the 
fellowship training experience. Opportuni-
ties in teaching, academic writing, research, 
and outpatient psychotherapy are encour-
aged and readily available. The fellowship is 
based at Inova Fairfax Hospital, an 876-bed 
tertiary care teaching hospital located in the 
heart of the DC Metro area.

Interested individuals should contact:

Catherine Crone, M.D., F.A.P.M. 
PM Fellowship Program Director 
George Washington University 

Medical Center c/o Inova Fairfax Hospital 
3300 Gallows Road, Falls Church, VA 

22042 
Phone: 703-776-3626 

E-mail: cathy.crone@inova.org

Geriatric Psychiatry Fellowship Pro-
gram: The University of Texas Health Sci-
ence Center at San Antonio is currently 
accepting applications for 2014-2015. This 
one-year program offers training in a wide 
variety of outpatient, inpatient and consul-
tative settings, as well as opportunities for 
research and teaching. Interested individu-
als should contact (210)567-5432.

FELLOWSHIP 
PUBLIC PSYCHIATRY at YALE

Yale School of Medicine is accepting 
applications for a one-year Fellowship in 
Public Psychiatry for July 2014, at the level 
of Instructor in the Yale Department of 
Psychiatry, for individuals interested in 
developing leadership skills in public men-
tal health and administration. The fellows 
will spend 50% time engaged in seminars 
and other academic activities at the CT 
Mental Health Center (CMHC), a state 
funded community mental health center 
at Yale University in New Haven. One fel-
low will spend 50% time in clinical activ-
ities at CMHC and 2 fellows will spend 
their 50% clinical time at CT Valley Hos-
pital in Middletown. Salary will be at the 
level of a junior faculty member. All can-
didates must be eligible for board certifi-
cation and CT licensure. Minority appli-
cants 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.
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                     Edited by  
             David B. Arciniegas, M.D.,  
  Na- than D. Zasler, M.D.,  

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

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

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

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

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

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

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

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

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

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

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

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

Impressive breadth and depth of coverage, logical structure, 
clinically rich detail, and concise presentation make Manage-
ment of Adults with Traumatic Brain Injury a must-read for 
every physician, nurse, and mental health practitioner working 
to improve the lives of persons with TBI.

The First and Last Word in Psychiatry 

  Priority Code AH1315

Find us on        Facebook and        Twitter.

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

20% Discount
For American Psychiatric 

Association Members!

25% Discount 
For APA Members-in-Training

Textbook of Traumatic  
Brain Injury,  
Second Edition
Edited by Jonathan M. Silver, M.D.,  
Thomas W. McAllister, M.D.,  
and Stuart C. Yudofsky, M.D.

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

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

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

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

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

Management of Adults With Traumatic Brain Injury
     

JUST 

PUBLISHED!

TBI_tabloid full pg_v1.indd   1 4/22/13   10:52 AM
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WARNING: SUICIDAL THOUGHTS AND BEHAVIORS
Antidepressants increased the risk of suicidal thoughts and behavior in children, adolescents, and 
young adults in short-term studies. These studies did not show an increase in the risk of suicidal  
thoughts and behavior with antidepressant use in patients over age 24; there was a reduction in 
risk with antidepressant use in patients aged 65 and older [see Warnings and Precautions (5.1) in 
the full prescribing information]. 
In patients of all ages who are started on antidepressant therapy, monitor closely for worsening, 
and for emergence of suicidal thoughts and behaviors. Advise families and caregivers of the need 
for close observation and communication with the prescriber [see Warnings and Precautions (5.1) 
in the full prescribing information]. 
PRISTIQ is not approved for use in pediatric patients [see Use in Specifi c Populations (8.4) in the 
full prescribing information].

Extended-Release Tablets
BRIEF SUMMARY. See package insert for full Prescribing Information. For further product information and 
current package insert, please visit www.pristiqhcp.com or call Pfi zer US Medical Information toll-free at 
(800) 438-1985.

INDICATIONS AND USAGE: PRISTIQ, a serotonin and norepinephrine reuptake inhibitor (SNRI), is 
indicated for the treatment of major depressive disorder (MDD) [see Clinical Studies (14) and Dosage and 
Administration (2.1) in the full prescribing information]. The effi cacy of PRISTIQ has been established in four 
short-term (8-week, placebo-controlled studies) and two maintenance studies in adult outpatients who met 
DSM-IV criteria for major depressive disorder.
CONTRAINDICATIONS: Hypersensitivity—Hypersensitivity to desvenlafaxine succinate, venlafaxine 
hydrochloride or to any excipients in the PRISTIQ formulation. Angioedema has been reported in patients 
treated with PRISTIQ [see Adverse Reactions (6.1) in the full prescribing information]. Monoamine Oxidase 
Inhibitors—The use of monoamine oxidase inhibitors (MAOIs) intended to treat psychiatric disorders with 
PRISTIQ or within 7 days of stopping treatment with PRISTIQ is contraindicated because of an increased risk 
of serotonin syndrome. The use of PRISTIQ within 14 days of stopping an MAOI intended to treat psychiatric 
disorders is also contraindicated [see Dosage and Administration (2.6) and Warnings and Precautions (5.2) 
in the full prescribing information]. Starting PRISTIQ in a patient who is being treated with MAOIs such as 
linezolid or intravenous methylene blue is also contraindicated because of an increased risk of serotonin 
syndrome [see Dosage and Administration (2.6) and Warnings and Precautions (5.2) in the full prescribing 
information].
WARNINGS AND PRECAUTIONS: Suicidal Thoughts and Behaviors in Adolescents and Young 
Adults—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 signifi cant 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 studies 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 to 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 studies in children and adolescents with MDD, obsessive 
compulsive disorder (OCD), or other psychiatric disorders included a total of 24 short-term studies of 9 
antidepressant drugs in over 4,400 patients. The pooled analyses of placebo-controlled studies in adults with 
MDD or other psychiatric disorders included a total of 295 short-term studies (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 1,000 
patients treated) included 14 additional cases of increases among those aged <18, 5 additional cases of 
increases among those aged 18 to 24, 1 fewer case of decrease among those aged 25 to 64, and 6 fewer 
cases of decrease among those aged ≥65. 
No suicides occurred in any of the pediatric studies. There were suicides in the adult studies, but the number 
was not suffi cient 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 evidence from 
placebo-controlled maintenance studies 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 abrupt discontinuation can be associated with 
certain symptoms [see Dosage and Administration (2.4) and Warnings and Precautions (5.7) in the full 
prescribing information for a description of the risks of discontinuation of PRISTIQ]. 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 
healthcare providers. Such monitoring should include daily observation by families and caregivers. 
Prescriptions for PRISTIQ should be written for the smallest quantity of tablets consistent with good patient 
management, in order to reduce the risk of overdose. Screening patients for bipolar disorder—A major 
depressive episode may be the initial presentation of bipolar disorder. It is generally believed (though not 
established in controlled studies) 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 PRISTIQ is not 
approved for use in treating bipolar depression. Serotonin Syndrome: The development of a potentially 
life-threatening serotonin syndrome has been reported with SNRIs and SSRIs, including PRISTIQ, alone but 
particularly with concomitant use of other serotonergic drugs (including triptans, tricyclic antidepressants, 
fentanyl, lithium, tramadol, tryptophan, buspirone, and St. John’s Wort), and with drugs that impair 
metabolism of serotonin (in particular, MAOIs, both those intended to treat psychiatric disorders and also 
others, such as linezolid and intravenous methylene blue). Serotonin syndrome symptoms may include 
mental status changes (e.g., agitation, hallucinations, delirium, and coma), autonomic instability (e.g., 
tachycardia, labile blood pressure, dizziness, diaphoresis, fl ushing, hyperthermia), neuromuscular symptoms 
(e.g., tremor, rigidity, myoclonus, hyperrefl exia, incoordination), seizures, and/or gastrointestinal symptoms 
(e.g., nausea, vomiting, diarrhea). Patients should be monitored for the emergence of serotonin syndrome. 
The concomitant use of PRISTIQ with MAOIs intended to treat psychiatric disorders is contraindicated. 
PRISTIQ should also not be started in a patient who is being treated with MAOIs such as linezolid or 
intravenous methylene blue. All reports with methylene blue that provided information on the route of 
administration involved intravenous administration in the dose range of 1 mg/kg to 8 mg/kg. No reports 
involved the administration of methylene blue by other routes (such as oral tablets or local tissue injection) or 
at lower doses. There may be circumstances when it is necessary to initiate treatment with a MAOI such as 
linezolid or intravenous methylene blue in a patient taking PRISTIQ. PRISTIQ should be discontinued before 
initiating treatment with the MAOI [see Contraindications (4.2) and Dosage and Administration (2.6) in the full 
prescribing information]. If concomitant use of PRISTIQ with other serotonergic drugs, including triptans, 
tricyclic antidepressants, fentanyl, lithium, tramadol, buspirone, tryptophan, and St. John’s Wort is clinically 
warranted, patients should be made aware of a potential increased risk for serotonin syndrome, particularly 
during treatment initiation and dose increases. Treatment with PRISTIQ and any concomitant serotonergic 
agents should be discontinued immediately if the above events occur and supportive symptomatic treatment 
should be initiated. Elevated Blood Pressure: Patients receiving PRISTIQ should have regular monitoring of 
blood pressure since increases in blood pressure were observed in clinical studies [see Adverse Reactions 
(6.1) in the full prescribing information]. Pre-existing hypertension should be controlled before initiating 
treatment with PRISTIQ. Caution should be exercised in treating patients with pre-existing hypertension, 
cardiovascular, or cerebrovascular conditions that might be compromised by increases in blood pressure. 
Cases of elevated blood pressure requiring immediate treatment have been reported with PRISTIQ. 
Sustained blood pressure increases could have adverse consequences. For patients who experience a 
sustained increase in blood pressure while receiving PRISTIQ, either dose reduction or discontinuation should 
be considered [see Adverse Reactions (6.1) in the full prescribing information]. Abnormal Bleeding: SSRIs 
and SNRIs, including PRISTIQ, may increase the risk of bleeding events. Concomitant use of aspirin, 
nonsteroidal anti-infl ammatory drugs, warfarin, and other anticoagulants 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 have ranged from ecchymosis, hematoma, epistaxis, and petechiae to 
life-threatening hemorrhages. Patients should be cautioned about the risk of bleeding associated with the 
concomitant use of PRISTIQ and NSAIDs, aspirin, or other drugs that affect coagulation or bleeding. Narrow-

angle Glaucoma: Mydriasis has been reported in association with PRISTIQ; therefore, patients with raised 
intraocular pressure or those at risk of acute narrow-angle glaucoma (angle-closure glaucoma) should be 
monitored. Activation of Mania/Hypomania: During all MDD phase 2 and phase 3 studies, mania was 
reported for approximately 0.02% of patients treated with PRISTIQ. Activation of mania/hypomania has also 
been reported in a small proportion of patients with major affective disorder who were treated with other 
marketed antidepressants. As with all antidepressants, PRISTIQ should be used cautiously in patients with a 
history or family history of mania or hypomania. Discontinuation Syndrome: Discontinuation symptoms 
have been systematically and prospectively evaluated in patients treated with PRISTIQ during clinical studies 
in Major Depressive Disorder. Abrupt discontinuation or dose reduction has been associated with the 
appearance of new symptoms that include dizziness, nausea, headache, irritability, insomnia, diarrhea, 
anxiety, fatigue, abnormal dreams, and hyperhidrosis. In general, discontinuation events occurred more 
frequently with longer duration of therapy. During marketing of SNRIs (Serotonin and Norepinephrine 
Reuptake Inhibitors), and SSRIs (Selective Serotonin 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., paresthesia, such 
as electric shock sensations), anxiety, confusion, headache, lethargy, emotional lability, insomnia, hypomania, 
tinnitus, and seizures. While these events are generally self-limiting, there have been reports of serious 
discontinuation symptoms. Patients should be monitored for these symptoms when discontinuing treatment 
with PRISTIQ. A gradual reduction in the dose rather than abrupt cessation is recommended whenever 
possible. If intolerable symptoms occur following a decrease in the dose or upon discontinuation of 
treatment, then resuming the previously prescribed dose may be considered. Subsequently, the physician 
may continue decreasing the dose, but at a more gradual rate [see Dosage and Administration (2.4) and 
Adverse Reactions (6.1) in the full prescribing information]. Seizure: Cases of seizure have been reported in 
pre-marketing clinical studies with PRISTIQ. PRISTIQ has not been systematically evaluated in patients with  
a seizure disorder. Patients with a history of seizures were excluded from pre-marketing clinical studies. 
PRISTIQ should be prescribed with caution in patients with a seizure disorder. Hyponatremia: Hyponatremia 
may occur as a result of treatment with SSRIs and SNRIs, including PRISTIQ. 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. Elderly patients may be at greater risk of 
developing hyponatremia with SSRIs and SNRIs. Also, patients taking diuretics or who are otherwise volume 
depleted can be at greater risk [see Use in Specifi c Populations (8.5) and Clinical Pharmacology (12.6) in the 
full prescribing information]. Discontinuation of PRISTIQ should be considered in patients with symptomatic  
hyponatremia and appropriate medical intervention should be instituted. Signs and symptoms of 
hyponatremia include headache, diffi culty concentrating, memory impairment, confusion, weakness, and 
unsteadiness, which can lead to falls. Signs and symptoms associated with more severe and/or acute cases 
have included hallucination, syncope, seizure, coma, respiratory arrest, and death. Interstitial Lung Disease 
and Eosinophilic Pneumonia: Interstitial lung disease and eosinophilic pneumonia associated with 
venlafaxine (the parent drug of PRISTIQ) therapy have been rarely reported. The possibility of these adverse 
events should be considered in patients treated with PRISTIQ who present with progressive dyspnea, cough, 
or chest discomfort. Such patients should undergo a prompt medical evaluation, and discontinuation of 
PRISTIQ should be considered.
ADVERSE REACTIONS: The following adverse reactions are discussed in greater detail in other sections of 
the label: Hypersensitivity [see Contraindications (4)], Suicidal Thoughts and Behaviors in Adolescents and 
Young Adults [see Warnings and Precautions (5.1)], Serotonin Syndrome [see Warnings and Precautions 
(5.2)], Elevated Blood Pressure [see Warnings and Precautions (5.3)], Abnormal Bleeding [see Warnings 
and Precautions (5.4)], Narrow-Angle Glaucoma [see Warnings and Precautions (5.5)], Activation of Mania/
Hypomania [see Warnings and Precautions (5.6)], Discontinuation Syndrome [see Warnings and Precautions 
(5.7)], Seizure [see Warnings and Precautions (5.8)], Hyponatremia [see Warnings and Precautions (5.9)], 
Interstitial Lung Disease and Eosinophilic Pneumonia [see Warnings and Precautions (5.10)]. Clinical 
Studies Experience: Because clinical trials are conducted under widely varying conditions, adverse reaction 
rates observed in the clinical trials of a drug cannot be directly compared to rates in the clinical studies 
of another drug and may not refl ect the rates observed in clinical practice. Patient exposure—PRISTIQ 
was evaluated for safety in 4,158 patients diagnosed with major depressive disorder who participated in 
multiple-dose pre-marketing studies, representing 1,677 patient-years of exposure. Among these 4,158 
PRISTIQ treated patients; 1,834 patients were exposed to PRISTIQ in 8-week, placebo-controlled studies at 
doses ranging from 50 to 400 mg/day. Out of the 1,834 patients, 687 PRISTIQ treated patients continued 
into a 10-month open-label study. Of the total 4,158 patients exposed to at least one dose of PRISTIQ; 
1,320 were exposed to PRISTIQ for 6 months, representing 1,058 patient-years of exposure, and 274 were 
exposed for one year, representing 241 patient-years of exposure. Adverse reactions reported as reasons 
for discontinuation of treatment—In the pooled 8-week placebo-controlled studies in patients with MDD, 
12% of the 1,834 patients who received PRISTIQ (50 to 400 mg) discontinued treatment due to an adverse 
reaction, compared with 3% of the 1,116 placebo-treated patients. At the recommended dose of 50 mg, 
the discontinuation rate due to an adverse reaction for PRISTIQ (4.1%) was similar to the rate for placebo 
(3.8%). For the 100 mg dose of PRISTIQ the discontinuation rate due to an adverse reaction was 8.7%. The 
most common adverse reactions leading to discontinuation in at least 2% and at a rate greater than placebo 
of the PRISTIQ treated patients in the short-term studies, up to 8 weeks, were: nausea (4%); dizziness, 
headache and vomiting (2% each); in the longer-term studies, up to 11 months, the most common was 
vomiting (2%). Common adverse reactions in placebo-controlled MDD studies—The most commonly 
observed adverse reactions in PRISTIQ treated MDD patients in short-term fi xed-dose studies (incidence 
≥ 5% and at least twice the rate of placebo in the 50 or 100 mg dose groups) were: nausea, dizziness, 
insomnia, hyperhidrosis, constipation, somnolence, decreased appetite, anxiety, and specifi c male sexual 
function disorders. The incidence of common adverse reactions that occurred in ≥2% of PRISTIQ-treated 
MDD patients and twice the rate of placebo at any dose in the pooled 8-week, placebo-controlled, fi xed-dose 
clinical studies (placebo, n=636; PRISTIQ 50 mg, n=317; PRISTIQ 100 mg, n=424; PRISTIQ 200 mg, n=307; 
PRISTIQ 400 mg, n=317) included Cardiac disorders: Blood pressure increased (1% placebo, 1% PRISTIQ 
50 mg, 1% PRISTIQ 100 mg, 2% PRISTIQ 200 mg, 2% PRISTIQ 400 mg); Gastrointestinal disorders: Nausea 
(10% placebo, 22% PRISTIQ 50 mg, 26% PRISTIQ 100 mg, 36% PRISTIQ 200 mg, 41% PRISTIQ 400 mg), 
Dry mouth (9% placebo, 11% PRISTIQ 50 mg, 17% PRISTIQ 100 mg, 21% PRISTIQ 200 mg, 25% PRISTIQ 
400 mg), Constipation (4% placebo, 9% PRISTIQ 50 mg, 9% PRISTIQ 100 mg, 10% PRISTIQ 200 mg, 14% 
PRISTIQ 400 mg), Vomiting (3% placebo, 3% PRISTIQ 50 mg, 4% PRISTIQ 100 mg, 6% PRISTIQ 200 mg, 9% 
PRISTIQ 400 mg); General disorders and administration site conditions: Fatigue (4% placebo, 7% PRISTIQ 
50 mg, 7% PRISTIQ 100 mg, 10% PRISTIQ 200 mg, 11% PRISTIQ 400 mg), Chills (1% placebo, 1% PRISTIQ 
50 mg, <1% PRISTIQ 100 mg, 3% PRISTIQ 200 mg, 4% PRISTIQ 400 mg), Feeling jittery (1% placebo, 1% 
PRISTIQ 50 mg, 2% PRISTIQ 100 mg, 3% PRISTIQ 200 mg, 3% PRISTIQ 400 mg); Metabolism and nutrition 
disorders: Decreased appetite (2% placebo, 5% PRISTIQ 50 mg, 8% PRISTIQ 100 mg, 10% PRISTIQ 200 
mg, 10% PRISTIQ 400 mg); Nervous system disorders: Dizziness (5% placebo, 13% PRISTIQ 50 mg, 10% 
PRISTIQ 100 mg, 15% PRISTIQ 200 mg, 16% PRISTIQ 400 mg), Somnolence (4% placebo, 4% PRISTIQ 50 
mg, 9% PRISTIQ 100 mg, 12% PRISTIQ 200 mg, 12% PRISTIQ 400 mg), Tremor (2% placebo, 2% PRISTIQ 
50 mg, 3% PRISTIQ 100 mg, 9% PRISTIQ 200 mg, 9% PRISTIQ 400 mg), Disturbance in attention (<1% 
placebo, <1% PRISTIQ 50 mg, 1% PRISTIQ 100 mg, 2% PRISTIQ 200 mg, 1% PRISTIQ 400 mg); Psychiatric 
disorders: Insomnia (6% placebo, 9% PRISTIQ 50 mg, 12% PRISTIQ 100 mg, 14% PRISTIQ 200 mg, 15% 
PRISTIQ 400 mg), Anxiety (2% placebo, 3% PRISTIQ 50 mg, 5% PRISTIQ 100 mg, 4% PRISTIQ 200 mg, 4% 
PRISTIQ 400 mg), Nervousness (1% placebo, <1% PRISTIQ 50 mg, 1% PRISTIQ 100 mg, 2% PRISTIQ 200 
mg, 2% PRISTIQ 400 mg), Abnormal dreams (1% placebo, 2% PRISTIQ 50 mg, 3% PRISTIQ 100 mg, 2% 
PRISTIQ 200 mg, 4% PRISTIQ 400 mg); Renal and urinary disorders: Urinary hesitation (0% placebo, <1% 
PRISTIQ 50 mg, 1% PRISTIQ 100 mg, 2% PRISTIQ 200 mg, 2% PRISTIQ 400 mg); Respiratory, thoracic 
and mediastinal disorders: Yawning (<1% placebo, 1% PRISTIQ 50 mg, 1% PRISTIQ 100 mg, 4% PRISTIQ 
200 mg, 3% PRISTIQ 400 mg); Skin and subcutaneous tissue disorders: Hyperhidrosis (4% placebo, 10% 
PRISTIQ 50 mg, 11% PRISTIQ 100 mg, 18% PRISTIQ 200 mg, 21% PRISTIQ 400 mg); Special Senses: Vision 
blurred (1% placebo, 3% PRISTIQ 50 mg, 4% PRISTIQ 100 mg, 4% PRISTIQ 200 mg, 4% PRISTIQ 400 mg), 
Mydriasis (<1% placebo, 2% PRISTIQ 50 mg, 2% PRISTIQ 100 mg, 6% PRISTIQ 200 mg, 6% PRISTIQ 400 
mg), Vertigo (1% placebo, 2% PRISTIQ 50 mg, 1% PRISTIQ 100 mg, 5% PRISTIQ 200 mg, 3% PRISTIQ 400 
mg), Tinnitus (1% placebo, 2% PRISTIQ 50 mg, 1% PRISTIQ 100 mg, 1% PRISTIQ 200 mg, 2% PRISTIQ 400 
mg), Dysgeusia (1% placebo, 1% PRISTIQ 50 mg, 1% PRISTIQ 100 mg, 1% PRISTIQ 200 mg, 2% PRISTIQ 
400 mg); Vascular disorders: Hot fl ush (<1% placebo, 1% PRISTIQ 50 mg, 1% PRISTIQ 100 mg, 2% PRISTIQ 
200 mg, 2% PRISTIQ 400 mg). 
Sexual function adverse reactions—The incidence of sexual function adverse reactions that occurred in ≥ 
2% of PRISTIQ treated MDD patients in any fi xed-dose group (pooled 8-week, placebo-controlled, fi xed and 
fl exible-dose, clinical studies) included Men only (placebo, n=239; PRISTIQ 50 mg, n=108; PRISTIQ 100 mg, 
n=157; PRISTIQ 200 mg, n=131; PRISTIQ 400 mg, n=154): Anorgasmia (0% placebo, 0% PRISTIQ 50 mg, 
3% PRISTIQ 100 mg, 5% PRISTIQ 200 mg, 8% PRISTIQ 400 mg), Libido decreased (1% placebo, 4% PRISTIQ 
50 mg, 5% PRISTIQ 100 mg, 6% PRISTIQ 200 mg, 3% PRISTIQ 400 mg), Orgasm abnormal (0% placebo, 
0% PRISTIQ 50 mg, 1% PRISTIQ 100 mg, 2% PRISTIQ 200 mg, 3% PRISTIQ 400 mg), Ejaculation delayed 
(<1% placebo, 1% PRISTIQ 50 mg, 5% PRISTIQ 100 mg, 7% PRISTIQ 200 mg, 6% PRISTIQ 400 mg), Erectile 
dysfunction (1% placebo, 3% PRISTIQ 50 mg, 6% PRISTIQ 100 mg, 8% PRISTIQ 200 mg, 11% PRISTIQ 400 
mg), Ejaculation disorder (0% placebo, 0% PRISTIQ 50 mg, 1% PRISTIQ 100 mg, 2% PRISTIQ 200 mg, 5% 
PRISTIQ 400 mg), Ejaculation failure (0% placebo, 1% PRISTIQ 50 mg, 0% PRISTIQ 100 mg, 2% PRISTIQ 
200 mg, 2% PRISTIQ 400 mg), Sexual dysfunction (0% placebo, 1% PRISTIQ 50 mg, 0% PRISTIQ 100 mg, 
0% PRISTIQ 200 mg, 2% PRISTIQ 400 mg); Women only (placebo, n=397; PRISTIQ 50 mg, n=209; PRISTIQ 
100 mg, n=267; PRISTIQ 200 mg, n=176; PRISTIQ 400 mg, n=163): Anorgasmia (0% placebo, 1% PRISTIQ 
50 mg, 1% PRISTIQ 100 mg, 0% PRISTIQ 200 mg, 3% PRISTIQ 400 mg). 
Other adverse reactions observed in clinical studies: Other infrequent adverse reactions, not described 
elsewhere in the label, occurring at an incidence of <2% in MDD patients treated with PRISTIQ were: Cardiac 
disorders—Tachycardia; General disorders and administration site conditions—Asthenia; Investigations—
Weight increased, liver function test abnormal, blood prolactin increased; Musculoskeletal and connective 
tissue disorders—Musculoskeletal stiffness; Nervous system disorders—Syncope, convulsion, dystonia; 
Psychiatric disorders—Depersonalization, bruxism; Renal and urinary disorders—Urinary retention; Skin 
and subcutaneous tissue disorders—Rash, alopecia, photosensitivity reaction, angioedema. In clinical 
studies, there were uncommon reports of ischemic cardiac adverse reactions, including myocardial 
ischemia, myocardial infarction, and coronary occlusion requiring revascularization; these patients had 
multiple underlying cardiac risk factors. More patients experienced these events during PRISTIQ treatment 
as compared to placebo.
Laboratory, ECG and vital sign changes observed in MDD clinical studies—The following changes were 
observed in placebo-controlled, short-term MDD studies with PRISTIQ. Lipids—Elevations in fasting serum 
total cholesterol, LDL (low density lipoproteins) cholesterol, and triglycerides occurred in the controlled 
studies. Some of these abnormalities were considered potentially clinically signifi cant. The percentage of 
patients who exceeded a predetermined threshold value included: Total Cholesterol increase of ≥50 mg/dl 

and an absolute value of ≥261 mg/dl (2% placebo, 3% PRISTIQ 50 mg, 4% PRISTIQ 100 mg, 4% PRISTIQ 
200 mg, 10% PRISTIQ 400 mg), LDL Cholesterol increase ≥50 mg/dl and an absolute value of ≥190 mg/
dl (0% placebo, 1% PRISTIQ 50 mg, 0% PRISTIQ 100 mg, 1% PRISTIQ 200 mg, 2% PRISTIQ 400 mg), 
Triglycerides, fasting, ≥327 mg/dl (3% placebo, 2% PRISTIQ 50 mg, 1% PRISTIQ 100 mg, 4% PRISTIQ 200 
mg, 6% PRISTIQ 400 mg).
Proteinuria—Proteinuria, greater than or equal to trace, was observed in the fi xed-dose controlled studies. 
This proteinuria was not associated with increases in BUN or creatinine and was generally transient. The 
percentage of patients with proteinuria in the fi xed-dose clinical studies were 4% placebo, 6% PRISTIQ 50 
mg, 8% PRISTIQ 100 mg, 5% PRISTIQ 200 mg, 7% PRISTIQ 400 mg.
Vital sign changes—Mean changes observed in placebo-controlled, short-term, fi xed-dose, pre-marketing, 
controlled studies with PRISTIQ in patients with MDD included Blood pressure: Supine systolic bp (-1.4 mm 
Hg placebo, 1.2 mm Hg PRISTIQ 50 mg, 2.0 mm Hg PRISTIQ 100 mg, 2.5 mm Hg PRISTIQ 200 mg, 2.1 
mm Hg PRISTIQ 400 mg); Supine diastolic bp (-0.6 mm Hg placebo, 0.7 mm Hg PRISTIQ 50 mg, 0.8 mm 
Hg PRISTIQ 100 mg, 1.8 mm Hg PRISTIQ 200 mg, 2.3 mm Hg PRISTIQ 400 mg); Pulse rate: Supine pulse 
(-0.3 bpm placebo, 1.3 bpm PRISTIQ 50 mg, 1.3 bpm PRISTIQ 100 mg, 0.9 bpm PRISTIQ 200 mg, 4.1 bpm 
PRISTIQ 400 mg); Weight: (0.0 kg placebo, -0.4 kg PRISTIQ 50 mg, -0.6 kg PRISTIQ 100 mg, -0.9 kg PRISTIQ 
200 mg, -1.1 kg PRISTIQ 400 mg).
Treatment with PRISTIQ at all doses from 50 mg/day to 400 mg/day in controlled studies was associated 
with sustained hypertension, defi ned as treatment-emergent supine diastolic blood pressure (SDBP) ≥90 
mm Hg and ≥10 mm Hg above baseline for 3 consecutive on-therapy visits. The proportion of patients with 
sustained elevation of supine diastolic blood pressure included 0.5% placebo, 1.3% PRISTIQ 50 mg, 0.7% 
PRISTIQ 100 mg, 1.1% PRISTIQ 200 mg, 2.3% PRISTIQ 400 mg. Analyses of patients in PRISTIQ short-
term controlled studies who met criteria for sustained hypertension revealed a consistent increase in the 
proportion of patients who developed sustained hypertension. This was seen at all doses with a suggestion 
of a higher rate at 400 mg/day. 
Orthostatic hypotension—In the short-term, placebo-controlled clinical studies with doses of 50 to 400 
mg, systolic orthostatic hypotension (decrease ≥30 mm Hg from supine to standing position) occurred 
more frequently in patients ≥65 years of age receiving PRISTIQ (8%, 7/87) versus placebo (2.5%, 1/40), 
compared to patients <65 years of age receiving PRISTIQ (0.9%, 18/1,937) versus placebo (0.7%, 8/1,218). 
Postmarketing Experience—The following adverse reaction has been identifi ed during post-approval use 
of PRISTIQ. 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: Skin 
and subcutaneous tissue disorders—Stevens-Johnson syndrome. DRUG INTERACTIONS: Monoamine 
Oxidase Inhibitors (MAOI)—[see Dosage and Administration (2.6), Contraindications (4) and Warnings and 
Precautions (5.2) in the full prescribing information]. Serotonergic Drugs—[see Dosage and Administration 
(2.6), Contraindications (4) and Warnings and Precautions (5.2) in the full prescribing information]. Drugs 
that Interfere with Hemostasis (e.g., NSAIDs, Aspirin, and Warfarin)—Serotonin release by platelets 
plays an important role in hemostasis. Epidemiological studies of 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. These studies 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 and SNRIs are co-administered with warfarin. Patients 
receiving warfarin therapy should be carefully monitored when PRISTIQ is initiated or discontinued [see 
Warnings and Precautions (5.4) in the full prescribing information]. Potential for Desvenlafaxine to Affect 
Other Drugs—Clinical studies have shown that desvenlafaxine does not have a clinically relevant effect 
on CYP2D6 metabolism at the dose of 100 mg daily. Substrates primarily metabolized by CYP2D6 (e.g., 
desipramine, atomoxetine, dextromethorphan, metoprolol, nebivolol, perphenazine, tolterodine) should be 
dosed at the original level when co-administered with PRISTIQ 100 mg or lower. Reduce the dose of these 
substrates by one-half if co-administered with 400 mg of PRISTIQ. The substrate dose should be increased 
to the original level when 400 mg of PRISTIQ is discontinued. Other Drugs Containing Desvenlafaxine or 
Venlafaxine—Avoid use of PRISTIQ with other desvenlafaxine-containing products or venlafaxine products. 
The concomitant use of PRISTIQ with other desvenlafaxine-containing products or venlafaxine will increase 
desvenlafaxine blood levels and increase dose-related adverse reactions [see Adverse Reactions (6) in 
the full prescribing information]. Ethanol—A clinical study has shown that PRISTIQ does not increase the 
impairment of mental and motor skills caused by ethanol. However, as with all CNS-active drugs, patients 
should be advised to avoid alcohol consumption while taking PRISTIQ. 
USE IN SPECIFIC POPULATIONS: Pregnancy—Pregnancy Category C: Risk summary—There are no 
adequate and well-controlled studies of PRISTIQ in pregnant women. In reproductive developmental studies 
in rats and rabbits with desvenlafaxine succinate, evidence of teratogenicity was not observed at doses up 
to 30 times a human dose of 100 mg/day (on a mg/m2 basis) in rats, and up to 15 times a human dose of 
100 mg/day (on a mg/m2 basis) in rabbits. An increase in rat pup deaths was seen during the fi rst 4 days of 
lactation when dosing occurred during gestation and lactation, at doses greater than 10 times a human dose 
of 100 mg/day (on a mg/m2 basis). PRISTIQ should be used during pregnancy only if the potential benefi ts 
justify the potential risks to the fetus. Clinical considerations—A prospective longitudinal study of 201 
women with history of major depression who were euthymic at the beginning of pregnancy, showed women 
who discontinued antidepressant medication during pregnancy were more likely to experience a relapse of 
major depression than women who continued antidepressant medication. Human data—Neonates exposed 
to SNRIs (Serotonin and Norepinephrine Reuptake Inhibitors), or SSRIs (Selective Serotonin Reuptake 
Inhibitors), 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 fi ndings have included respiratory distress, cyanosis, apnea, seizures, temperature instability, feeding 
diffi culty, vomiting, hypoglycemia, hypotonia, hypertonia, hyperrefl exia, 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 (5.2) in the full prescribing information]. Animal data—
When desvenlafaxine succinate was administered orally to pregnant rats and rabbits during the period of 
organogenesis at doses up to 300 mg/kg/day and 75 mg/kg/day, respectively, no teratogenic effects were 
observed. These doses are 30 times a human dose of 100 mg/day (on a mg/m2 basis) in rats and 15 
times a human dose of 100 mg/day (on a mg/m2 basis) in rabbits. However, fetal weights were decreased 
and skeletal ossifi cation was delayed in rats in association with maternal toxicity at the highest dose, 
with a no-effect dose 10 times a human dose of 100 mg/day (on a mg/m2 basis). When desvenlafaxine 
succinate was administered orally to pregnant rats throughout gestation and lactation, there was 
a decrease in pup weights and an increase in pup deaths during the fi rst four days of lactation at 
the highest dose of 300 mg/kg/day. The cause of these deaths is not known. The no-effect dose 
for rat pup mortality was 10 times a human dose of 100 mg/day (on a mg/m2 basis). Post-weaning 
growth and reproductive performance of the progeny were not affected by maternal treatment with 
desvenlafaxine succinate at a dose 30 times a human dose of 100 mg/day (on a mg/m2 basis). 
Nursing Mothers—Desvenlafaxine (O-desmethylvenlafaxine) is excreted in human milk. Because of the 
potential for serious adverse reactions in nursing infants from PRISTIQ, a decision should be made whether 
to discontinue nursing or to discontinue the drug, taking into account the importance of the drug to the 
mother. Pediatric Use—Safety and effectiveness in pediatric patients have not been established [see Boxed 
Warning and Warnings and Precautions (5.1) in the full prescribing information]. Anyone considering the 
use of PRISTIQ in a child or adolescent must balance the potential risks with the clinical need. Geriatric 
Use—Of the 4,158 patients in clinical studies with PRISTIQ, 6% were 65 years of age or older. No overall 
differences in safety or effi cacy were observed between these patients and younger patients; however, in 
the short-term placebo-controlled studies, there was a higher incidence of systolic orthostatic hypotension 
in patients ≥65 years of age compared to patients <65 years of age treated with PRISTIQ [see Adverse 
Reactions (6) in the full prescribing information]. For elderly patients, possible reduced renal clearance of 
PRISTIQ should be considered when determining dose [see Dosage and Administration (2.2) and Clinical 
Pharmacology (12.3) in the full prescribing information]. SSRIs and SNRIs, including PRISTIQ, have been 
associated with cases of clinically signifi cant hyponatremia in elderly patients, who may be at greater 
risk for this adverse event [see Warnings and Precautions (5.9) in the full prescribing information]. Renal 
Impairment—In subjects with renal impairment the clearance of PRISTIQ was decreased. In subjects with 
severe renal impairment (24-hr CrCl <30 mL/min, Cockcroft-Gault) and end-stage renal disease, elimination 
half-lives were signifi cantly prolonged, increasing exposures to PRISTIQ; therefore, dosage adjustment is 
recommended in these patients [see Dosage and Administration (2.2) and Clinical Pharmacology (12.3) 
in the full prescribing information]. Hepatic Impairment—The mean terminal half life (t1/2) changed from 
approximately 10 hours in healthy subjects and subjects with mild hepatic impairment to 13 and 14 hours 
in moderate and severe hepatic impairment, respectively. The recommended dose in patients with moderate 
to severe hepatic impairment is 50 mg/day. Dose escalation above 100 mg/day is not recommended [see 
Clinical Pharmacology (12.3) in the full prescribing information]. 
DRUG ABUSE AND DEPENDENCE: Controlled Substance—PRISTIQ is not a controlled substance.
OVERDOSAGE: Human Experience with Overdosage—There is limited clinical trial experience with 
desvenlafaxine succinate overdosage in humans. However, desvenlafaxine (PRISTIQ) is the major active 
metabolite of venlafaxine. Overdose experience reported with venlafaxine (the parent drug of PRISTIQ) 
is presented below; the identical information can be found in the Overdosage section of the venlafaxine 
package insert. In postmarketing experience, overdose with venlafaxine (the parent drug of PRISTIQ) has 
occurred predominantly in combination with alcohol and/or other drugs. The most commonly reported 
events in overdosage include tachycardia, changes in level of consciousness (ranging from somnolence 
to coma), mydriasis, seizures, and vomiting. Electrocardiogram changes (e.g., prolongation of QT interval, 
bundle branch block, QRS prolongation), sinus and ventricular tachycardia, bradycardia, hypotension, 
rhabdomyolysis, vertigo, liver necrosis, serotonin syndrome, and death have been reported. Published 
retrospective studies report that venlafaxine overdosage may be associated with an increased risk of fatal 
outcomes compared to that observed with SSRI antidepressant products, but lower than that for tricyclic 
antidepressants. Epidemiological studies have shown that venlafaxine-treated patients have a higher pre-
existing burden of suicide risk factors than SSRI-treated patients. The extent to which the fi nding of an 
increased risk of fatal outcomes can be attributed to the toxicity of venlafaxine in overdosage, as opposed 
to some characteristic(s) of venlafaxine-treated patients, is not clear. Management of Overdosage—No 
specifi c antidotes for PRISTIQ are known. In managing over dosage, consider the possibility of multiple drug 
involvement. In case of overdose, call Poison Control Center at 1-800-222-1222 for latest recommendations. 

This brief summary is based on PRISTIQ Prescribing Information LAB-0452-8.0, revised February 2013.

© 2013 Pfizer Inc. All rights reserved. March 2013 
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Major Depressive Disorder (MDD) can make 
it all feel overwhelming.

Contraindications 
•  PRISTIQ is contraindicated in patients with a known hypersensitivity to PRISTIQ or venlafaxine. 

Angioedema has been reported in patients treated with PRISTIQ.
•  Serotonin syndrome and MAOIs: Do not use MAOIs intended to treat psychiatric disorders with PRISTIQ 

or within 7 days of stopping treatment with PRISTIQ. Do not use PRISTIQ within 14 days of stopping an 
MAOI intended to treat psychiatric disorders. In addition, do not start PRISTIQ in a patient who is being 
treated with an MAOI such as linezolid or intravenous methylene blue.

Selected Warnings and Precautions 
•  All patients treated with antidepressants should be monitored appropriately and observed closely 

for clinical worsening, suicidality, and unusual changes in behavior, especially during 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, hypomania, mania, or suicidality that are severe, abrupt in onset, or were not 
part of the patient’s presenting symptoms. Families and caregivers of patients being treated with 
antidepressants should be alerted about the need to monitor patients.

•   The development of a potentially life-threatening serotonin syndrome has been reported with SSRIs 
and SNRIs, including with PRISTIQ, both when taken alone, but especially when co-administered with 
other serotonergic agents (including triptans, tricyclic antidepressants, fentanyl, lithium, tramadol, 
tryptophan, buspirone, and St. John’s Wort) and with drugs that impair metabolism of serotonin (in 
particular, MAOIs, both those intended to treat psychiatric disorders and also others, such as linezolid 
and intravenous methylene blue). If such events occur, immediately discontinue PRISTIQ and any 
concomitant serotonergic agents, and initiate supportive treatment. If concomitant use of PRISTIQ 
with other serotonergic drugs is clinically warranted, patients should be made aware of a potential 
increased risk for serotonin syndrome, particularly during treatment initiation and dose increase. 

•  Patients receiving PRISTIQ should have regular monitoring of blood pressure, since increases in blood 
pressure were observed in clinical studies. Pre-existing hypertension should be controlled before starting 
PRISTIQ. Caution should be exercised in treating patients with pre-existing hypertension, cardiovascular 
or cerebrovascular conditions that might be compromised by increases in blood pressure. Cases of 
elevated blood pressure requiring immediate treatment have been reported. For patients who experience 
a sustained increase in blood pressure, either dose reduction or discontinuation should be considered.

•  SSRIs and SNRIs, including PRISTIQ, may increase the risk of bleeding events. Concomitant use of aspirin, 
NSAIDs, warfarin, and other anticoagulants may add to this risk.

•  Mydriasis has been reported in association with PRISTIQ; therefore, patients with raised intraocular pressure 
or those at risk of acute narrow-angle glaucoma (angle-closure glaucoma) should be monitored.

•  PRISTIQ is not approved for use in bipolar depression. Prior to initiating treatment with an antidepressant, 
patients should be adequately screened to determine the risk of bipolar disorder.

•  PRISTIQ should be used cautiously in patients with a history or family history of mania or hypomania or 
with a history of seizure disorder.

•  On discontinuation, adverse events, some of which may be serious, have been reported with PRISTIQ and 
other SSRIs and SNRIs. Abrupt discontinuation of PRISTIQ has been associated with the appearance of new 
symptoms. Patients should be monitored for symptoms when discontinuing treatment. A gradual reduction 
in dose rather than abrupt cessation is recommended whenever possible.

•  Hyponatremia may occur as a result of treatment with SSRIs and SNRIs, including PRISTIQ. Discontinuation 
of PRISTIQ should be considered in patients with symptomatic hyponatremia.

•  Interstitial lung disease and eosinophilic pneumonia associated with venlafaxine (the parent drug of 
PRISTIQ) therapy have been rarely reported.

Adverse Reactions
•  The most commonly observed adverse reactions in patients taking PRISTIQ vs placebo for MDD in 

short-term fixed-dose premarketing studies (incidence ≥5% and at least twice the rate of placebo in 
the 50-mg dose group) were nausea (22% vs 10%), dizziness (13% vs 5%), hyperhidrosis (10% vs 4%), 
constipation (9% vs 4%), and decreased appetite (5% vs 2%).

Indication 
PRISTIQ Extended-Release Tablets are indicated for the treatment of major depressive disorder in adults.
References: 1. Thase ME, Kornstein SG, Germain JM, Jiang Q, Guico-Pabia C, Ninan PT. An integrated analysis of the efficacy of desvenlafaxine 
compared with placebo in patients with major depressive disorder. CNS Spectr. 2009;14(3):144-154. 2. Clayton AH, Kornstein SG, Rosas G, 
Guico-Pabia C, Tourian KA. An integrated analysis of the safety and tolerability of desvenlafaxine compared with placebo in the treatment 
of major depressive disorder. CNS Spectr. 2009;14(4):183-195. 3. Data on file. Pfizer Inc, New York, NY.

Please see brief summary of full Prescribing Information on adjacent page.

WARNING: SUICIDAL THOUGHTS AND BEHAVIORS
Antidepressants increased the risk of suicidal thoughts and behavior in children, adolescents, 
and young adults in short-term studies. These studies did not show an increase in the risk 
of suicidal thoughts and behavior with antidepressant use in patients over age 24; there was 
a reduction in risk with antidepressant use in patients aged 65 and older. 
In patients of all ages who are started on antidepressant therapy, monitor closely for 
worsening, and for emergence of suicidal thoughts and behaviors. Advise families and 
caregivers of the need for close observation and communication with the prescriber. 
PRISTIQ is not approved for use in pediatric patients.

Important Safety Information for PRISTIQ 

†IMS Health data, February 2013; total prescriptions filled year-to-date 2013. Includes data for 50-mg and 100-mg tablets.

PQP566511-04 © 2013 Pfizer Inc. All rights reserved. May 2013 

MORE 
THAN 14 MILLION 
PRESCRIPTIONS 

FILLED3†

To learn more about PRISTIQ, go to www.pristiqhcp.com

•  Discontinuation rate due to adverse reactions comparable to placebo (4.1% vs 3.8%)2

•  Most commonly observed adverse reactions vs placebo include nausea (22% vs 10%), dizziness (13% vs 5%), hyperhidrosis (10% vs 4%),  
constipation (9% vs 4%), and decreased appetite (5% vs 2%)

Consider PRISTIQ® (desvenlafaxine) 50 mg for your adult MDD patients 
An SNRI with a starting dose that is the proven effective dose* and a low discontinuation rate due to adverse reactions1

* 50 mg per day is the recommended dose for most patients. The maximum recommended dose in patients with severe renal impairment (24-hr CrCl less than 30 mL/min, C-G) or 
end-stage renal disease (ESRD) is 50 mg every other day. Supplemental doses should not be given to patients after dialysis.
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