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FOREWORD

This book incorporates all abstracts of the Scientific Proceedings in Summary Form as have been published
in previous years as well as information for Continuing Medical Education (CME) purposes. Readers should
note that most abstracts in this syllabus include educational objectives, a list of references, and a summary of
each individual paper or session. We wish to express our appreciation to all of the authors and other session
contributors for their cooperation in preparing their materials so far in advance of the meeting. Our special
thanks are also extended to Scientific Program Office staff and the APA Meetings Department.

Tana Grady-Weliky, M.D., -Chairperson

Donald M. Hilty, M.D. Vice-Chairperson
Scientific Program Committee

FULL TEXTS

As an added convenience to users of this book, we have included
mailing addresses of authors. Persons desiring full texts should

correspond directly with the authors. Copies of papers are not
available at the meeting.

EMBARGO: News reports or summaries of APA 2010 Annual Meeting presentations contained in these pro-
gram materials may not be published or broadcast before the local time and date of presentation.

The information provided and views expressed by the presenters in this Syllabus are not necessarily those of
the American Psychiatric Association, nor does the American Psychiatric Association warrant the accuracy of
any information reported.



2011 Annual Meeting - Honolulu, HI

Transforming Mental Health Through Leadership, Discovery and Collaboration

Carol A. Bernstein, M.D.
President, APA

Dear Colleagues and Guests:

Welcome to the 164th Annual Meeting of the American
Psychiatric Association in Honolulu, an idyllic setting rich
in cultural diversity and natural beauty. | think you will
find the program thought-provoking and informative, re-
flecting a combination of new science, clinical advances
and outstanding educational experiences. “Transforming
Mental Health through Leadership, Discovery and Collab-
oration” is the meeting’s theme. We have invited the best
psychiatrists and scientists from across the country and
around the world to teach us about their work in special
lectures, scientific symposia and workshops. The official
Opening Session will be on Sunday and the Convocation
will be on Monday. We are honored to have world-re-
nowned human rights activistand Nobel Peace Prize recip-
ient Archbishop Desmond Tutu as the Convocation speak-
er. Also presenting a special lecture will be attorney Barry
Scheck, co-founder of the Innocence Project, a non-profit

legal clinic dedicated to exonerating wrongfully convicted
people through DNA testing and to reforming the criminal
justice system to prevent future similar injustices. We are
delighted to once again partner with the National Institute
on Mental Health (NIMH) to highlight how cutting-edge
science on mental disorders is informing clinical practice.
Lectures by NIMH director Thomas Insel, M.D., and David
Lewis, M.D., director of the Translational Neuroscience Pro-
gram at the University of Pittsburgh headline the NIMH
track. Symposia will highlight the latest science, new de-
velopments in the treatment of neurodevelopmental and
mood disorders, and progress on the revision of the DSM,
including the status of field trials. FocusLive, the Advances
In series, Advances in Medicine, and Advances in Research
all return by popular demand. A new feature this year, the
Annual Meeting Self-Assessment in Psychiatry, is designed
to serve several purposes: identify areas needing im-
provement; fulfill the self-assessment component of Main-
tenance of Certification; help prioritize a learning program
for the Annual Meeting; provide a score and peer compari-
son; and provide CME credit. After taking the 100-ques-
tion assessment, physicians will receive feedback about
areas of strength and weakness in medical knowledge.
Look for symbols throughout the Program Book to help
you find sessions in a variety of topical tracks that may re-
late to your research interests and clinical practice as well
as subspecialty tracks published in the Days-At-a-Glance
brochure. We hope these tools will make it easier for you
to navigate the meeting. Many thanks go out to the Sci-
entific Program Committee for its outstanding work under
the leadership of Tana Grady-Weliky, M.D., and Don Hilty,
M.D., and to the APA staff members who have all worked
so diligently to ensure the breadth and quality of the 2011
Annual Meeting program. The APA will be honoring the
memory of Dr. Grady-Weliky, who passed away on January
17, 2011 after a long and valiant battle with cancer. The
outstanding educational opportunities which await you at
our 164th Annual APA meeting are a tribute to her leader-
ship and vision.

| look forward to seeing you in Hawaii.

Sincerely,

(Vg

(X

o

Carol A. Bernstein, M.D.
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ADVANCES IN MEDICNE

ADVANCES IN MEDICINE
SATURDAY MAY 14, 2011
8:00 AM SESSIONS

ADVANCES IN MEDICINE 1

MEDICAL MYSTERIES AND PRACTICAL
MED PSYCH UPDATES: IS IT “MEDICAL”,
“PSYCHIATRIC” ORA LITTLE OF BOTH...?
Chair: Robert M McCarron, D.O., University of
California, Davis, 2230 Stockton Blvd, Sacramento, CA
95817

Presenters: Glen L. Xiong, M.D. , Jane Gagliardji,
M.D., Jaesu Han, M.D., Chris Kenedi, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify and better understand
the interplay between general medical conditions
and abnormal or maladaptive behavior; 2) Discuss
both common and less common psychiatric
presentations of frequently encountered general
medical conditions; and 3) Review up to date and
evidence based practice patterns for medical/
psychiatric conditions.

SUMMARY:

Psychiatrists often encounter clinical scenarios that
may not have a clear explanation. The workshop
faculty practice both internal medicine and
psychiatry and will collaborate with the audience

to review several case based “medical mysteries”. A
relevant and concise update on several “Med Psych”
topics will be discussed.

MONDAY MAY 16, 2011
10:00 AM SESSION

ADVANCES IN MEDICINE 2

UPDATE ON EPILEPSY - THE DIAGNOSIS
AND MANAGEMENT OF PATIENTS WITH
“SPELLS”

Chair: Alan G. Stein, M.D., The Queen’s Medical
Center, 1301 Punchbow! St., Honolulu, HI 96813

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Define “seizures”, “epilepsy”,
and “non-epileptic seizures”; 2) Recognize when
seizures are medically intractable; 3) Assess the

role of Video/EEG monitoring in the evaluation

of medically intractable seizures; and 4) Recognize
behaviors associated with psychogenic non-epileptic
seizures.

SUMMARY:

Approximately 1 out of 10 people will have a seizure
at one time in their life and approximately 1%

of the population has epilepsy. This presentation
will review the epidemiology and definition of
seizures and epilepsy as well as the definition of
medically intractable seizures. A review of various
seizure types including psychogenic non-epileptic
seizures will allow for discussion of appropriate
evaluation of intractable seizures including the role
of video/EEG monitoring. Viewing of a series of
video presentations will reinforce recognition of
behavioral findings associated with various common
and uncommon seizure types including psychogenic
non-epileptic seizures.

REFERENCES:
1. Neurol Clin. 2009 Nov;27(4):1003-13. Identification
of pharmacoresistent epilepsy. Berg AT.
2. Neurology. 2006 Jun 13;66(11):1730-1. Ictal eye clo-

sure is a reliable indicator for psychogenic nonepileptic
seizures. Chung SS, Gerber P, Kirlin KA.

TUESDAY MAY 17,2011
8:00 AM SESSIONS

ADVANCES IN MEDICINE 3

THE TOP 10 MEDICAL ARTICLES OF 2010
- A COMPREHENSIVE AND PRACTICAL
REVIEW OF WHAT WE NEED TO KNOW
Chair: Monique V. Yobanan, M.D., M.P.H., Epocrates,
1100 Park Place, Suite 300, San Mateo, CA 94403

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to 1) Identify the publications in
the Internal Medicine literature from the past year
which are most likely to impact clinical practice; 2)
Identify advances in Internal Medicine which have
important overlap with Psychiatry, and enhance
the care of patients with co-morbid medical and
psychiatric diagnoses; 3) Provide a critical appraisal
of the evidence base and methodology of selected
publications.

SUMMARY:

This session will provide a review of the medical
literature and guidelines in Internal Medicine
published in 2010. Areas covered will include those
representing important findings likely to impact
clinical medical practice, with a special focus

on topics common to patients with co-morbid
psychiatric and medical illness. Additionally, a



ADVANCES IN MEDICINE

critical appraisal of the evidence presented in these
publications will be offered.

REFERENCES:
1. Straus, S., I-Hong, Hsu S., Ball, C., et al. Evi-
dence-Based Acute Medicine. Oxford Medical Knowl-
edge, 2002.
2. Nay, R., Fetherstonhaugh, D., Evidence-Based prac-
tice: limitations and successful implementation. Ann N'Y
Acad Sci. 2007 Oct; 1114:456-63.

ADVANCES IN MEDICINE 4

CLINICAL CHALLENGES OF DIABETES
MANAGEMENT IN PSYCHIATRIC
DISORDERS

Chair: Richard F. Arakaki, M.D., fobn A. Burns School
of Medicine, University of Hawaii-Manoa, 677 Ala
Moana Blvd, Suite 1024, Honolulu, HI 96813

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Discuss the epidemiology and
association of patients with diabetes and psychiatric
illnesses; 2) Review the pathophysiologic approach
to the treatment of hyperglycemia; and 3) Identify
the challenges of diabetes management in the patient
with psychiatric illness.

SUMMARY:

Patients with psychiatric illnesses have increased
risk of CVD risk factors and mortality. There are
greater rates of cigarette smoking, HTN, diabetes
mellitus, and dyslipidemia among patients with
severe mental illness. The use of anti-psychotic
medications has been associated with increasing
obesity and a 2-3 fold increased in type 2 diabetes
with an overall prevalence rate estimated at 10-13%
of adults. Additionally, patients with diabetes have
an increased rate of psychiatric illnesses especially,
depression which impacts long-term management.
The current approach to the management of
hyperglycemia in patients with diabetes targets the
underlying pathophysiologic changes. Addressing
beta-cell function with insulin and secretagogues
as well as insulin resistance with weight loss and
insulin sensitizers formulates the foundation

of hyperglycemia intervention. More recently,
incretin-based treatment with GLP-1 receptor
agonist and DPP-4 inhibitors has offered new
treatments that not only improve glycemia but also
reduce weight. General guidelines for the diagnosis
and management of diabetes mellitus in the patient
is psychiatric illness is reviewer and elaborated.

REFERENCES:
1. Nathan, D. M., Buse, J. B., Davidson, M. B., et al.
Medical management of hyperglycemia in type 2 diabetes:
a consensus algorithm for the initiation and adjustment of
therapy. Diabetes Care 2009; 32:193-203.
2. American Diabetes Association, American Psychiatric
Association, et al. Consensus development conference on

antipsychotic drugs and obesity and diabetes. Diabetes
Care 2004;27:596-601.

10:00 AM-11:30AM

ADVANCES IN MEDICINE 5

ADVANCES IN BREAST CANCER AND
THEIR IMPLICATIONS

Chair: William Audeb, M.D., Samuel Oschin Cancer
Institute Cedars-Sinai Medical Center; 8700 Beverly
Boulevard, Suite AC-1046, Los Angeles, CA 90048

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize advances and
controversies in prevention and early detection
of breast cancer; 2) Identify advances in genomic
profiling and personalized medicine approaches
in breast cancer; and 3) Review trends in clinical
research in breast cancer and impact on patient
management.

SUMMARY:

Breast Cancer remains the greatest health fear for
women in the U.S., despite the many advances in the
prevention, early detection, and treatment of breast
cancer which have occurred in the past decade.
Women concerned about their risk of breast cancer,
and seeking means by which to reduce their risk

or detect cancer at the earliest stages are met with
confusing and often contradictory information from
various sources, including physicians, particularly

in regards to issues such as hormone use, genetic
testing, and mammography. Controversies regarding
prevention and early detection will be discussed.
Women newly-diagnosed with breast cancer now
have access to the latest genomic and molecular
technology, such as tumor profiling, as well as an
array of targeted therapies in both the early and

late stages of disease, making for improved chance
of cure and response to therapy. Genomic profiling
allows for a “personalized medicine” approach to
breast cancer, and has allowed many women to

avoid chemotherapy. However, the complexity of
information required for informed medical decision-

7
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making can be overwhelming. The impact of these
new technologies on women and their physicians
will be discussed. For women with metastatic breast
cancer, where cure is not considered possible,
hundreds of new targeted therapies are currently

in clinical trials, providing some hope for a change
in the natural history of the disease, as well as
promoting anxiety over concerns that “the cure”

is out there somewhere, if the right physician or
alternative healer could be found. Underlying these
issues are the hormonal changes, fertility concerns,
and issues of self-image and sexuality which
accompany the diagnosis and treatment of breast
cancer. The advances in breast cancer diagnosis

and management and their impact on patients

and physicians will be discussed, with the goal of
understanding the complex issues involved in breast
cancer management.

REFERENCES:
1. Crago, A., Azu, M., Tierney, S., Morrow, M., (Jan 2010)
Randomized Clinical Trials in Breast Cancer. Surgi-
cal Oncology Clinics of North America, Vol. 19, Issue 1,
Pages 33-58, DOI: 0.1016/j.50¢.2009.09.003
2. Phuong Khanh H. Morrow and Gabriel N. Hortobagyi
(Feb 2009) Management of Breast Cancer in the Genome
Era Annual Review of Medicine, Vol. 60: p. 153 -165.
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MONDAY MAY 16, 2011
8:00 AM SESSION

ADVANCES IN RESEARCH

Chair: Herbert Pardes, M.D., New York Presbyterian
Hospital, 177 Fort Washington Avenue, Room 142, New
York, NY 10032 U.S.A.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Appreciate the various
contributing factors influencing the aging

process and neuro-psychiatric disorders of older
populations. This includes the role of genetics, life
style factors, wisdom and et.al.; 2) Describe the
interaction between diabetes and depression both
explicating the role of depression as a risk factor for
the development of Type II diabetes and also the
interaction between diabetes and depression as a co-
morbid event with diabetes. Focusing particularly
on the relationship of depression to complications
of diabetes such as amputation and vascular events.
Recognize the new interventions for patients

with fully controlled diabetes, and behavioral and
psychiatric aspects; 3) Review the best treatment
and assessment approaches to disorders in children
such as social phobia, generalized anxiety disorder,
separation anxiety disorder, etc.; 4) Gain an
understanding of the relationship between PTSD,
depression and suicidal risk.

SUMMARY:

This group of outstanding academic and clinical
psychiatric researchers will bring the audience up-
to-date regarding key topics core to psychiatric
care. These include updates on the child psychiatric
conditions including obsessive compulsive disease,
generalized anxiety disorders, phobias, etc. The
panel will also cover the interaction between
depression and non psychiatric illnesses such as
diabetes with a focus both on the circumstances
under which the one seems to be a contributor to
the development of the other and other instances in
which there are co-morbidities. The panel will also
cover PTSD, dementia, and the universe of clinical
approaches to both diagnosis and treatment.

ANXIETY DISORDER IN CHILDREN AND
ADOLESCENTS: STATE OF THE ART
ASSESSMENT AND TREATMENT

Fobn T Walkup, M.D., Fobns Hopkins Hospital, 600
North Wolfe Street, Baltimore, MID 21287-0005

Anxiety disorders are early in onset and among the
most common conditions affecting children and
adolescents. The best studied of the childhood
anxiety disorders is obsessive compulsive disorder.
Although less commonly studied, separation anxiety
disorder, generalized anxiety disorder and social
phobia are more prevalent and associated with
persistent anxiety, depression and drug abuse in
adulthood. Early recognition and intervention could
prevent morbidity and even mortality due to these
disorders. Initial treatment with pharmacological
and psychotherapeutic interventions is effective

but a substantial proportion of children are
unresponsive. While combination treatment offers
the best overall chance for response, high quality
combination treatment is not readily available in
many communities. This presentation will review
the current state of the art in the assessment and
treatment of childhood anxiety disorders and discuss
approaches to the development of preemptive and
personalized treatments for the childhood anxiety
disorders.

POST TRAUMATIC STRESS DISORDER,
MAJOR DEPRESSION AND THE RISK FOR
SUICIDAL BEHAVIOR

Maria A. Oquendo, M.D., New York State Psychiatric
Institute, 1051 Riverside Drive, New York, NY 10032

Post-traumatic stress disorders (P’TSD) and major
depression are common, often co-morbid, and the
presence of one diagnosis compounds risk for the
development of the other. Indeed, between 14%
and 25% of individuals exposed to catastrophic
trauma develop PTSD, and about 26% have an
additional diagnosis of major depressive episode.
Moreover, within 8 months of a traumatic event,
23% of exposed adults develop major depressive
episode with or without PTSD, often within days of
the event. Community surveys suggest that lifetime
prevalence of suicide attempts in major depressive
episode is approximately 16% and 14.9 times more
likely in patients with PTSD. Some, but not all
studies of suicidal behavior in subjects with co-
morbid PTSD and major depressive episode found
have increased level of suicidal behavior. Although
suicide rates are higher in Vietham-era veterans
than in the general population, there are conflicting
results regarding suicide attempts and ideation in
trauma victims. Studies of suicidal behavior among
current military personnel and recent veterans are
ongoing. Deeper understanding of the interaction
between these two common diagnoses and the risk
for suicidal behaviors may permit interventions to
prevent morbidity and premature death in both
civilian and military populations.

9
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SUCCESSFUL COGNITIVE AGING AND
WISDOM

Dilip V. Feste, M.D., University of California at San
Diego, 9500 Gilman Drive Room 0664, La folla, CA
92037

The next 20 years will witness the largest-ever
increase in the numbers of older people, especially
those living highly functional lives. Although

it involves both mental and physical health, the
critical component of successful aging requires

a healthy brain and mind. This presentation will
cover definition, prevalence, genetic markers,
lifestyle factors, and other correlates of healthy
aging as well as possible ways of enhancing the
likelihood of successful aging. Our group has
conducted studies of successful aging in > 3,000
community-dwelling seniors. Our results suggest
that a majority of the respondents feel that they

are aging well, often despite physical disability.
Significant associations of successful aging include
an absence of depression, high overall level of
physical and psychosocial activities, resilience, and a
positive attitude toward aging. We also have studied
successful aging in people with schizophrenia.
Nearly 10% of community-dwelling persons with
schizophrenia have sustained remission. I will also
discuss the concept of wisdom as described from the
ancient to the modern times, and review the recent
empirical research in this area, including its relation
to successful aging. Wisdom is a uniquely human
complex trait with several subcomponents including
knowledge of life, emotional regulation, insight,
pro-social behavior, value relativism, and acting

in the face of uncertainty. I will present a putative
neurobiological model of wisdom, and suggest ways
of conducting further research.

DEPRESSION AND DIABETES:
UNHEALTHY BEDFELLOWS

Wayne Katon, M.D., University of Washington Medical
Center, Department of Psychiatry, P.O. Box 356560,
Seattle, WA 98195-6560

This lecture will describe the bidirectional
interaction between depression and diabetes.
Depression is both a risk factor for development
of type 2 diabetes and can also develop secondary
to complications of diabetes such as amputation
and vascular events. Comorbid depression in
patients with diabetes is associated with increased
symptom burden, functional impairment, higher
medical costs, poor adherence to self-care regimens
and an increased risk of macrovascular and
microvascular complications and mortality. Three
collaborative care trials have shown that, compared

to usual primary care, depressive outcomes can be
significantly improved and that the cost of enhanced
depressive care was offset by greater savings in
medical care. Finally, a new intervention approach,
TEAMCcare, will be described that has been shown in
patients with poorly controlled diabetes and/or heart
disease and co-morbid major depression to improve
depression and medical disease control, including
HbAlc, systolic blood pressure and LDL cholesterol
compared to usual care.

REFERENCES:

1. Jeste, D.V,, and Harris, J. C., Commentary: Wisdom
- A neuroscience perspective. Journal of the American
Medical Association 304:1602-1603, 2010.

2. Jeste, D. V., Depp, C. A,, and Ipsit, V: Successful cogni-

tive and emotional aging. World Psychiatry 9: 78-84, 2010
3. Katon W: Depression and diabetes: unhealthy bedfel-
lows. Depression and Anxiety 27:323-328, 2010.

4. Katon W: The comorbidity of diabetes and depression.
American Journal Medicine 121”S8-S15, 2008

5. Oquendo M, Brent DA, Birmaher B, Greenhill L,
Kolko D, Stanley B, Zelazny J, Burke AK, Firinciogullari
S, Ellis SP, Mann JJ. Am J Psychiatry. 2005. 162(3):560-6.

10



ADVANCES IN SERIES

SUNDAY MAY 15,2011
8:00 AM SESSION

ADVANCES IN 1

PSYCHOTHERAPY AND
PHARMACOTHERAPY FOR SUBSTANCE
USE DISORDERS

Chairperson.: Marc Galanter; M.D., New York
University School of Medicine, 550 First Avenue, Room
NBV-20N28, New York, NY 10016

Co-Chair: Herbert D. Kleber;, M.D., Columbia
University, 1051 Riverside Drive, Unit 66, New York,
NY 10032

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Be better able to integrate
pharmacotherapy into their psychotherapy with
substance abusers; 2) Conduct more effective
management of patients on buprenorphine
maintenance; and 3) Work more effectively with
state programs that monitor substance-abusing
physicians.

OVERALL SUMMARY:

Over the course of recent years there have been
marked advances in the variety of psychotherapeutic
techniques available to the clinician in engaging

and treating patients with substance use disorders.
These techniques are particularly useful in office
practice, but can also be applied in mental health or
substance abuse treatment programs. Among these
are intervention techniques which may be employed
in order to initiate treatment, particularly with
reluctant patients; motivation enhancement, which
can be used to improve the willingness of patients to
participate in treatment once they are contemplating
dealing with their substance use disorder; cognitive
behavioral therapy, a mainstay of treatment which
can be employed in combination with a variety of
other techniques, among them individual therapy,
family therapy, and medication management.
Additionally, with the advent of buprenorphine

for management of opioid-dependent patients, the
social and clinical context in which buprenorphine is
applied is important in framing its use in the clinical
setting. Finally, there have been marked advances

in the management of physicians with substance

use disorders, and options for both psychosocial

and pharmacologic approaches are available in
programs directed at physicians’ health. This

symposium will therefore deal with these important
aspects of the treatment of addiction, with particular
emphasis on how the psychotherapeutic context

and the actions of pharmacologic agents interact,

so that the attendees will be able to employ these in
combination to achieve an optimal clinical outcome.
The material presented here is therefore valuable,
in that the psychotherapeutic and pharmacologic
approaches are typically presented separately,
without clarification of how they can be employed
together.

No 1

INTERVENTION TECHNIQUES

FOR INITIATING SOCIAL AND
PHARMACOTHERAPEUTIC TREATMENT

Laurence Westreich, M.D., Langone Medical Center; 275
Central Park West, New York, NY 10024

SUMMARY:

Intervention is an attempt by those who care about
the addicted person to change the addiction’s
course and promote treatment, using convincing
techniques, group support, emotional pressure,

and sometimes all three. Although many think of
intervention only as the formal group intervention
recently popularized by television shows like the
A&E Network’s weekly documentary Intervention,
in fact true intervention with the addicted person
resides along a broad spectrum of convincing

and increasingly coercive tactics, from the quiet
friendly word, to the group intervention, all

the way up to court-mandated treatment. This
presentation will consider the goals of intervention
with the addicted person, some general techniques
in confronting and then intervening, and some
more specific intervention models such as Vernon
Johnson’s seminal “Intervention,” the “Community
Reinforcement and Family Training” (CRAFT)
paradigm , and the “Pressures to Change” (PTC)
protocol. Strategies involving dually diagnosed
patients, medication, legal intervention, and
professional interventionists will be addressed, as
well as some suggestions for the therapeutic use of
books and video in the intervention process. The
focus throughout will be on practical suggestions on
helping the addicted person engage with and benefit
from addiction treatment. The goals of intervention
with an addicted person are first, to preserve life and
physical wellbeing, secondly, to get a full evaluation
as soon as possible and thirdly, to encourage/bring
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the addicted person to good treatment and support
that treatment over time. Clinicians, family, and
friends should focus on these three intervention
goals if they want to change the trajectory of the
addicted person’s behavior. Although some specific
intervention techniques will be described during

the presentation, the presentation will also show the
common modalities that the skilled and effective
clinician uses, regardless of the actual protocol or set
of protocols being deployed.

No 2
MOTIVATION ENHANCEMENT
COMBINED WITH PHARMACOTHERAPY

Edward Nunes, M.D., New York State Psychiatric
Institute, 1051 Riverside Drive, Unit 51, New York, NY
10032

SUMMARY:

Several types of psychosocial-behavioral
interventions have been studied for use either alone
or in combination with medications for treatment
of substance abuse. Such interventions have served
as means of helping patients to achieve abstinence,
encouraging lifestyle change, enhancing motivation,
and promoting compliance with medications. An
overview of models to enhance motivation, a brief
review of findings in treatment outcome research,
and a discussion of the implications for future
research and treatment delivery will be provided.

No 3.

COGNITIVE BEHAVIORAL
THERAPY COMBINED WITH
PSYCHOPHARMACOTHERAPY

Kathleen Carroll Ph.D., Yale University School of
Medicine, 950 Campbell Avenue, West Haven, C'T 0
6516 and Bruce Rounsaville, M.D., Yale University
School of Medicine, 333 Cedar Street, New Haven, CT
06510

SUMMARY:

CBT has strong empirical support across a range
of different substance use disorders as well as
psychiatric syndromes that frequently co-occur
with substance use disorders (e.g., depression,
anxiety). Key components of virtually all CBT
approaches include functional analyses of substance
use and individualized skill training with emphasis

on cognitive and behavioral coping. Effects of

CBT appear to be comparatively durable, with
several studies reporting continuing improvement
after patients leave treatment. Emphasis on skills
training and practice may underlie this effect.
Moreover, CBT is highly compatible with available
pharmacotherapies for addiction, and recent
evidence suggests it can be delivered in a range of
formats and settings. Effective implementation of
CBT in clinical practice is complex however. While
a variety of manuals, videotapes and other training
materials for CBT are available to clinicians; novel
methods such as computer-assisted delivery may
facilitate making this form of treatment available to a
wide range of patients who may benefit from it.

No 4
THE THERAPEUTIC CONTEXT OF
BUPRENORPHINE MAINTENANCE

Herbert D. Kleber; M.D., Columbia University, 1051
Riverside Drive, Unit 66, New York, NY 10032

SUMMARY:

In 2002, the FDA approved buprenorphine as

a schedule 3 drug that could be prescribed or
dispensed from a physician’s office for maintenance
or detoxification of opioid dependence. Since then
there has been a steady rise both in the number of
patients receiving it and in the number of physicians
who have the needed government waiver to
prescribe or dispense it. Currently that number is
in excess of 270,000 patients and 17,000 physicians.
While the initial regulations limited the number of
patients per physician to no more than 30, that has
been modified to permit a physician to prescribe for
100 patients after 1 year at 30. While that has been
good news in rural areas where certified physicians
are few and distances great, it has opened the door
to the possibility of prescription “mills” where the
drug is given without any or the barest minimum

of psychosocial intervention. This heights the risk
of diversion to the street market, premature drop-
out, poor performance and the risk that the patient
achieves abstinence but not recovery. In alcoholism,
this is known as being a “dry drunk.” There are

a number of roles for psychosocial interventions
and for different types of such interventions and
these will be discussed. Distinction will be made
between interventions by addiction psychiatrists,
general psychiatrists, and non-psychiatric physicians.

12



ADVANCES IN SERIES

The need to modify the type and frequency of
the intervention as the patient progresses will be
stressed.

No 5.
TREATMENT OPTIONS AND OUTCOME
FOR SUBSTANCE-ABUSING PHYSICIANS

Marc Galanter, M.D., New York University School of
Medicine, 550 First Avenue, Roorn NBV-20N28, New
York, NY 10016; and Robert Dupont, M.D., Institute for
Bebavior and Health, Inc., 6191 Executive Boulevard,
Rockuville, MID 20852

SUMMARY:

The problem of substance abuse and dependence
among practicing physicians represents both a
public health problem and a need for effective
rehabilitation. In order to address this issue, most
states now have programs for physicians’ health
that evaluate, monitor, and oversee treatment

and recovery of substance-impaired physicians

(as well as those with other impairments). Across
the United States, there are currently thousands

of such physicians enrolled in these programs.

This presentation will clarify the nature of these
programs and the modalities employed, as well as
clarify implications for addiction treatment overall.
A description of the case finding and monitoring
functions of these programs will be provided,

and the utility of differential modalities applied
will be discussed. Among these are inpatient
rehabilitation, psychotherapy, monitoring of urine
toxicology, counseling, Twelve-Step recovery, and
psychopharmacology. Each of these approaches
has its own respective value in promoting recovery,
and all are embedded to different degrees in
different state programs. Although referral to
Twelve-Step programs is typical of most physicians’
health programs, other psychosocial modalities

and psychopharmacology are applied as well. The
outcome of full recovery among these programs
and issues of return to practice will be described,
based on empirical research recently conducted, also
reflecting approaches employed in different settings.
Because of the considerable success reported in the
literature on these programs, and applications of
similar interventions employed in quite different
settings, implications for improvement in substance
dependence treatment overall will be considered.

REFERENCES:
1) Carroll, K. M., Kosten T. R., Rounsaville, B. J: Choos-
ing a behavioral therapy platform for pharmacotherapy
of substance users. Drug Alcohol Depend; 75(2):123-134,
2004.
2) Galanter, M., Dermatis, H., Mansky, P., McIntyre, J.,
Perez-Fuentes, G: Substance abusing physicians: monitor-
ing and Twelve-Step based treatment. Am J Addictions 16:
117-123,2007.
3) Strain, E. C., Lofwalls, M. R: Buprenorphine Mainte-
nance, in the American Psychiatric Publishing Textbook
of Substance Abuse Treatment. Galanter M, Kleber
HD, Editors. 4th Edition, 2008. Washington, D.C. pp.
309-324.
4) Westreich, L., Leventhal, E. R: Intervention Tech-
niques for Initiating Social and Pharmacotherapeutic
Treatment. In Galanter, M., Kleber, H. D., Psychotherapy
for the Treatment of Substance Abuse, American Psychiat-
ric Publishing, Inc., 2010.

NOON- SESSION

ADVANCES IN 2
ADVANCES IN THE TREATMENT OF
BIPOLAR DISORDERS

Chair: Terence A Ketter, M.D., Stanford University
School of Medicine, Department of Psychiatry, 401
Quarry Road, Room 2124, Stanford, CA 94305-5723
Co-Chair: Po W. Wang, M.D., Stanford University
School of Medicine, Department of Psychiatry, 401
Quarry Road, Stanford, CA 94304

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize how to quantify
benefits, therapeutic effects and risks, adverse effects
using number needed to treat (NN'T) and number
needed to harm (NNH); 2) Use evidence-based
state-of-the-art pharmacotherapy for patients with
bipolar disorders across all phases of the illness;

and 3) Identify therapeutic implications of bipolar
disorder occurring in children/adolescents, pregnant
women, and older adults

OVERALL SUMMARY:

Therapy of bipolar disorders is rapidly evolving.
The development of multiple new FDA-approved
treatments has yielded important new
management options. Mood stabilizers (lithium,
divalproex, carbamazepine, and lamotrigine) and
second-generation antipsychotics (olanzapine,
risperidone, quetiapine, ziprasidone, aripiprazole,
and asenapine) have the most evidence supporting

13



ADVANCES IN SERIES

their utility. These agents vary with respect to
potential benefit profiles, as they have differential
efficacy across illness phases. These medications also
have differential risk profiles, as tolerability varies
across agents. Clinicians and patients thus face an
increasingly complex process of decision-making
when selecting pharmacotherapies. At the same
time, there is an increasing appreciation for

the need for evidence-based, personalized care.
Quantitative (numerical) as opposed to qualitative
(non-numerical) approaches have the potential to
yield more reproducible outcomes. Number needed
to treat (NN'T) is a quantitative measure of potential
benefit representing how many patients need to

be treated to expect one more favorable outcome.
Number needed to harm (NNH) is an analogously
defined potential risk metric. This symposium
includes presentations of NN'T and NNH analyses
of approved pharmacotherapies for various phases
(acute mania, acute depression, and maintenance)
of bipolar disorder, to facilitate assessment of risks
and benefits in individual patients. In addition, there
are presentations regarding the treatment of bipolar
disorder in children and adolescents, pregnant
women, and older adults to facilitate treatment
decisions in these important special populations.
Taken together, the information in this symposium
should facilitate clinicians’ efforts to translate the
latest advances in research into evidence-based
personalized state-of-the-art care for patients with
bipolar disorder.

Nol.
ADVANCES IN TREATMENT OF ACUTE
MANIA

Terence A. Ketter, M.D., Stanford University,
Department of Psychiatry, 401 Quarry Road, Room

2124, Stanford, CA 94305-5723

SUMMARY:

There are 3 mood stabilizers (lithium, valproate,
and carbamazepine) and 7 antipsychotics (the first
generation agent chlorpromazine, and the second
generation agent olanzapine, risperidone, quetiapine,
ziprasidone, aripiprazole, and asenapine) approved
for the treatment of acute mania. Five of the latter
(olanzapine, risperidone, quetiapine, aripiprazole,
and asenapine) are also approved in combination
with the mood stabilizers lithium or valproate.
Although occasional outpatients with less severe

symptoms may be managed with monotherapy,
patients hospitalized for acute mania commonly
require mood stabilizer plus second generation
antipsychotic combination therapy. Sedation is

a common effect of aggressively administered
antimanic agents that might be considered
advantageous during hospitalization, but becomes
increasingly problematic after discharge when
patients are trying to restore functioning. Also, some
antimanic agents can yield clinically significant

(at least 7%) weight gain during the 3-4 weeks

of therapy necessary to treat acute mania. Thus,
although the treatment of acute mania commonly
requires aggressive pharmacotherapy that prioritizes
efficacy over tolerability, decisions during that time
need to integrate the need for efficacy with both

the acute and longer- tolerability limitations of
antimanic agents.

No 2
ADVANCES IN TREATMENT OF BIPOLAR

DEPRESSION

Po W. Wang, M.D., Stanford University School of
Medicine, Department of Psychiatry, 401 Quarry Road,
Stanford, CA 94304

SUMMARY:

Depression is the most pervasive problem in bipolar
disorder, with patients spending at least twice as
much time enduring depressive symptoms compared
to manic, hypomanic, or mixed symptoms. Mood
stabilizers have been considered foundational agents
for bipolar disorder. Historically, they are important
treatment options for all phases of bipolar illness,
but efficacy for acute bipolar depression may be less
robust than for other aspects of the illness. Lithium
and lamotrigine have limited evidence of utility

for acute bipolar depression, and carbamazepine
and divalproex have even more sparse evidence of
efficacy. Emerging data suggest certain atypical
antipsychotics provide benefit in acute bipolar
depression, with the strongest evidence supporting
the use of the FDA approved agents quetiapine
monotherapy and the olanzapine plus fluoxetine
combination, which have single-digit numbers
needed to treat (NN'Is) for response compared

to placebo. Unfortunately, these agents also have
single-digit numbers needed to harm (NNHs) for
sedation and clinically significant (>= 7%) weight
gain, respectively, indicating that the likelihood
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of benefit (efficacy) is comparable to that of risk
(side effects). In patients with chronic (rather

than acute), mild (rather than moderate to severe)
bipolar depression, the poorer efficacy of an agent
like lamotrigine (with a low double digit NN'T for
response) may be mitigated by enhanced tolerability
(an even higher double-digit NNH). The utility

of antidepressants in acute bipolar depression is
controversial, as in some patients these agents may
not relieve depression and could yield switching into
mania or hypomania. Emerging data suggest that
adjunctive pramipexole and adjunctive modafinil
may yield benefit in acute bipolar depression. This
presentation focuses on evidence-based methods
using NNT and NNH to aid in selecting optimal
pharmacotherapies for bipolar depression.

No 3
ADVANCES IN MAINTENANCE

TREATMENT OF BIPOLAR DISORDER

Terence A. Ketter; M.D., Stanford University School of
Medicine, Department of Psychiatry, 401 Quarry Road,
Room 2124, Stanford, CA 94304

SUMMARY:

The recurrent episodic nature of bipolar disorders,
and the dysfunction, morbidity, illness progression,
and mortality associated with acute episodes, make
prevention of new episodes a crucial management
goal. As of mid-2010, the FDA approved longer-
term treatments for bipolar disorders included five
monotherapies (lithium, lamotrigine, olanzapine,
aripiprazole, and risperidone), and three adjunctive

(added to lithium or valproate) therapies (quetiapine,

risperidone and ziprasidone). In addition, controlled
data indicated that monotherapy with quetiapine
and divalproex were effective. The above-mentioned

longer-term treatments, like approved treatments for

other aspects of bipolar disorders, have single-digit
numbers needed to treat (NN'I5) for preventing
overall recurrence compared to placebo, indicating
that treating less than 10 patients with an approved
agent compared to placebo can be expected to yield
one less recurrence. In general, mood stabilizers
(lithium, lamotrigine, and divalproex) compared

to second generation antipsychotics (olanzapine,
aripiprazole, quetiapine, risperidone, and
ziprasidone) have slightly higher NNT5, reflecting
slightly less efficacy, but also have higher NNHs
(numbers needed to harm), indicating mitigating
tolerability advantages. Medications differ not only

in overall efficacy, but also in efficacy in preventing
manic as compared to depressive recurrence, as
well as in profiles of specific adverse effects, with
there being important unmet needs for treatments
that prevent depressive recurrence, and well-
tolerated treatments that prevent manic/mixed
episode recurrence. This presentation focuses on
using NNT and NNH to aid clinicians in selecting
pharmacotherapies with the optimal balance of
benefits (efficacy) and risks (adverse effects), taking
into account individual illness characteristics,
vulnerability to adverse effects, and patient
preferences.

No. 4
TREATMENT OF CHILDREN AND
ADOLESCENTS WITH BIPOLAR

DISORDER

Kiki Chang, M.D., Stanford University, Department
of Psychiatry, 401 Quarry Road, Stanford, CA 94305-
5719

SUMMARY:

Bipolar disorder begins before age 18 years in

over two-thirds of cases. Children and adolescents
diagnosed with bipolar disorder are particularly at
risk for poor psychosocial outcome, with increased
risk for suicide attempts, self-injurious behaviors,
recurrent syndromal or subsyndromal mood
symptoms, co-occurring psychiatric disorders,
psychosocial and academic problems, and substance
use. The presentation and developmental course

of pediatric BD vary with age and pubertal status.
Due to these complexities, children and adolescents
with BD require a multifaceted treatment approach
including pharmacotherapy, psychotherapy, and
family intervention. Early identification and
treatment of pediatric bd is essential to prevent

the chronicity of symptoms and associated
complications. Evidence-based treatments that
guide clinical decision-making for pediatric mood
disorders are emerging. This presentation will
provide a summary of the clinical manifestations
and controlled therapeutic trials for the treatment
of bipolar disorder in children and adolescents, in
order permit clinicians to make treatment decisions
that provide optimal balance between benefits for
individuals with pediatric bipolar disorder.
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No 5.
TREATMENT OF PREGNANT WOMEN
WITH BIPOLAR DISORDER

Mytilee Vemuri, M.D., M.B.A., Stanford University,
401 Quarry Road, Stanford, CA 94305

SUMMARY:

In pregnant bipolar patients, the potential for

the development of fetal or neonatal adverse

effects should be considered when assessing the

use of medications. Potential side effects include
intrauterine death, perinatal toxicity, teratogenicity,
growth retardation and neurobehavioral toxicity.
Other considerations include special treatment
issues associated with pregnancy (e.g., the need

for dosage adjustments) and risk of recurrence and
exacerbation of mood episodes. Substantial risk for
relapse has been found to exist during the pregnancy
period following discontinuation of mood stabilizing
medication. However, information remains limited
regarding the risk of recurrence of bipolar disorder
in pregnant women after discontinuation of lithium
or other mood stabilizers. While teratogenic effects
of lithium (Epstein’s anomaly in 0.1 %), valproate
(neural tube defects and other major malformations
in as many as 10%), and carbamazepine (spina
bifida in 3%, craniofacial defects in 11%, fingernail
hypoplasia in 26 %, and developmental delay in

20 %) are fairly well documented, the same cannot
be said for most second generation antipsychotics
and other anticonvulsants. Recent data indicate
that the malformation risk with valproate is greater
than had previously been appreciated, but that

with lamotrigine the malformation risk may be
comparable to that with no anticonvulsant exposure
and lower than that with valproate. Although limited
data suggest that lithium discontinuation during
pregnancy carries similar relapse rates compared

to other times, further studies are needed to assess
discontinuation of medication and resulting acute
psychiatric illness on fetal development. This
presentation will provide a summary of issues
regarding the treatment of bipolar disorder in
pregnant women, in order permit clinicians to make
treatment decisions that provide optimal balance
between benefits for individual patients.

No 6.

TREATMENT OF OLDER ADULTS WITH

BIPOLAR DISORDER

Fobn O. Brooks I1I, Ph.D., M.D., University of
California — Los Angeles, Semel Institute, Psychiatry &
Biobebavioral Sciences, 760 Westwood Plaza, B8-233b
NPI 175919, Los Angeles, CA 90024-1759

SUMMARY

Older adults are a rapidly expanding portion

of the U.S. population with specific mental

health and medical care needs. Bipolar disorder

has a significant impact on many areas (e.g.,
functional decline, cognition, quality of life) in

older adults, yet as of mid-2009, no large-scale
multi-center treatment study had been published.
Pharmacological interventions in older adults
diagnosed with bipolar disorder can be very
challenging because of comorbid medical conditions,
altered metabolism, and potential drug interactions.
This presentation reviews challenges in the
differential diagnosis of bipolar disorder in older
adults, especially in the context of complicating
factors, and discusses the basic principles of
pharmacotherapy of bipolar disorder in older adults.
Although evidence-based guidelines are largely
lacking, guidelines for initiating and titrating mood
stabilizers (lithium, valproate, carbamazepine, and
lamotrigine) and second-generation antipsychotics
will be reviewed. Finally, there will be discussion of
important metabolic and treatment challenges in the
context of bipolar disorder in older adults.

REFERENCES:
1) Ketter, T. A., (Ed): Handbook of Diagnosis and Treat-
ment of Bipolar Disorder. Washington, DC, American
Psychiatric Publishing 2010.

MONDAY MAY 16, 2011
12:00 PM SESSION

ADVANCES IN 3
ADVANCES IN PSYCHOTHERAPY

Chair: Glen O. Gabbard, M.D., Baylor College of
Medicine, 6655 Travis St Suite 500, Houston, TX

77030-1316
EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the factors that
determine psychotherapy strategies with suicidal
patients, PTSD patients, substance abusers, and
personality disorders.
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SUMMARY:

This Advances in updates the audience with recent
breakthroughs in research relevant to psychotherapy
practice. Dr. Spiegel will present findings about
the two subtypes of PTSD that lead to differential
approaches to the therapeutic management of

the patients. Dr. Gabbard will provide the latest
findings regarding the relative roles of transference
interpretation and the therapeutic alliance in
producing change in psychotherapy. Dr. Stanley
will offer empirical data to guide psychotherapists
who are treating suicidal patients. Dr. O’Brien

will provide an overview of findings on the value
of combining medication and psychotherapy with
substance abuse patients. Finally, Dr. Karlsson will
share the findings of his research in Finland on the
impact of psychotherapy on the brain.

No 1.

PSYCHOTHERAPIES FOR HYPERAROUSAL
AND DISSOCIATIVE SUBTYPES OF PTSD:
SIMILARITIES AND DIFFERENCES

David Spiegel, M.D., Stanford University, Department
of Psychiatry & Bebavioral Studies, 401 Quarry Road,
Room 2325, Stanford, CA 94305-5718

SUMMARY

The working through involves the following “8 C’s”:
1) Confront Trauma. 2) Find a condensation of the
traumatic experience. This makes the memories
finite and manageable. 3) Allow for confession. Many
trauma victims feel ashamed as a result of their
experiences. 4) Provide consolation. Appropriate
expressions of sympathy go a long way toward
acknowledging the normality of an extreme reaction
to an extreme experience. Detachment or disinterest
conveys rejection. 5) Make conscious previously
dissociated material in a graded and controlled
manner. 6) Utilize focused concentration in the
working through of traumatic memories. Techniques
such as hypnosis can facilitate access to dissociated
aspects of memory, and enhance control over their
intrusive and arousing aspects. In particular, teaching
dissociation of somatic from psychological arousal
can enhance affective and cognitive modulation.

7) Enhance the patient’s sense of control over the
traumatic memories. The process of the therapy
must reinforce the content by providing a greater
sense of control over traumatic memories, and in the
relationship with the therapist. Constant attention
to the ‘traumatic transference’ implications of the
psychotherapy is important, so that the therapeutic
alliance is maintained and the therapist is not

perceived as inflicting rather than helping with
trauma. 8) Facilitate the development of congruence,
the incorporation of traumatic memories into an
integrated and acceptable view of the self. This
counters dissociative fragmentation and stabilized
treatment gains.

No 2.
PSYCHOTHERAPY WITH SUICIDAL

PATIENTS

Barbara H. Stanley, Ph.D., New York State Psychiatric
Institute, 1051 Riverside, Unit 42, New York, NY 10032

SUMMARY:

Managing and treating suicidal patients in outpatient
settings is one of the most challenging and
worrisome tasks that psychiatrists face. There is a
delicate balance between maintaining the patient

in outpatient treatment vs. insisting on a more
restrictive or structured environment, e.g. inpatient
hospitalization, day program. There is a danger if
every declaration of suicidal thinking is met with
alarm and possible hospitalization that the patient
will withdraw and stop disclosing suicidal thoughts.
In this presentation, we will discuss how suicidal
behavior and thinking can be treated effectively in
outpatient settings while using hospitalizations in a
judicious manner. In particular, we will discuss how
to create a climate of open disclosure, techniques
that can be used (e.g. Safety Planning Intervention
(Stanley & Brown, in press)) to mitigate suicide risk
and additional monitoring and support that can be
provided during times of acute suicidal crises. The
importance of affirmatively assessing suicidality over
time and developing plans collaboratively to cope
with suicidal feelings. In addition, we will discuss
how viewing suicidal threats as manipulative and
attention-seeking is not generally helpful and, for
most often, is not the primary reason for suicidal
thinking. Many patients see suicide as a solution, as
a way out of their intense emotional pain. We will
discuss how therapists can effectively use validation
by agreeing with the patient’s wish to rid themselves
of the emotional pain while offering options to
suicide as ways to decrease pain. Finally, we will
discuss the particular stresses on the therapist when
working with suicidal patients and strategies for
handling these stresses.

No 3.
TRANSFERENCE, INTERPRETATION,
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THERAPEUTIC ALLIANCE, AND CHANGE

Glen O. Gabbard, M.D., Baylor College of Medicine,
6655 Travis St Suite 500, Houston, TX 77030-1316

One of the major controversies in the field of
psychotherapy revolves around the relative
contributions of transference interpretation and
the therapeutic alliance to the process of change

in psychotherapy. The two constructs are often
artificially polarized as though they aren’t mutually
synergistic. Transference interpretation may
strengthen the alliance, and the alliance may be
necessary for effective transference interpretation.
Recent research suggests that transference work may
be necessary for successful therapy of patients with
impaired object relations. New data supports this
finding and also indicates that in patients who score
high in object relations, transference interpretation
may not be necessary for good outcomes. These
findings will be discussed and the implications for
psychotherapy will be elaborated.

No 4.
PSYCHOTHERAPY PLUS: MEDICATION
FOR ADDICTIVE DISORDERS

Charles O’Brien, M.D., Ph.D., University of
Pennsylvania School of Medicine, 3900 Chestnut Street,
Philadelphia, PA 19104

SUMMARY:

The treatment of addictive disorders has advanced
significantly over the past two decades. Manual
guided psychotherapies have been developed and
have shown efficacy in controlled trials. Efforts

to develop new medications have benefited from
the availability of animal models that predict
results in the clinic; thus effective medications
have been discovered that have passed FDA review
in placebo controlled trials. The most effective
clinicians combine medication and psychotherapy
although there is still some resistance among
those who are philosophically opposed to the

use of medication in these disorders. The type of
medication depends on the drug of abuse. Agonist
medication activates receptors in a manner similar
to the drug it replaces. Thus the agonist nicotine
and the partial agonist varenicline reduce craving
and withdrawal in smokers attempting to end their
addiction. Bupropion reduces nicotine craving and

all can be combined with well-described behavioral
counseling. Three different types of medication

are available for alcoholism. All can be combined
with 12 step therapy. Naltrexone depends on the
ability of alcohol to activate the endogenous opioid
system. A variant of the gene for the p opioid
receptor predicts increased euphoria and endorphin
response from alcohol. There is evidence that in the
future, clinicians may be able to predict naltrexone
responders by a genetic test. A long acting depot
version of this medication is now available to be
combined with psychotherapy in the treatment of
this common disorder. In the treatment of opioid
addiction, agonist medications have had a major
impact because drug free treatment leads to relapse
in most patients. Methadone and buprenorphine
are both successful as long term maintenance
medications making the patients able to be engaged
in psychotherapy. Other patients respond best

to antagonists that prevent relapse by blocking
receptors.

No 5

PSYCHOTHERAPY INDUCES
PROLIFERATION OF BRAIN SEROTONIN
5-HT1A RECEPTORS BUT DOES NOT
INFLUENCE DOPAMINE D2/3 RECEPTORS
IN PATIENTS WITH MAJOR DEPRESSIVE
DISORDER

Hasse Karlsson M.D., University of Turku, Lebmustie
12-B, Turku, 20720 Finland

SUMMARY:

Background: The number of serotonin 5-HT1A
receptors in the brain are decreased among patients
with major depressive disorder (MDD) and it has
been considered a trait marker of the illness. Also
changes in the dopamine D2/3 receptors have been
reported. Methods: In this study, which was a part
of a larger randomized controlled trial (Salminen
et al. 2008), we compared the effects of fluoxetine
(FLX) medication and short-term psychodynamic
psychotherapy (STPP) on the density of 5S-HT1A
and D2/3 receptors in the brain in MDD. In this
part of the trial, 23 patients with non-comorbid
MDD received either STPP or FLX medication
for 16 weeks. 5S-HT'1A and D2/3 receptor densities
were estimated before and after the treatments using
positron emission tomography (PET), [carbonyl-
11C] WAY-100635 and [carbonyl-11C] raclopride.
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Results: While the clinical outcome was similar in
both groups, psychotherapy increased the binding to
5-HT1A receptors, but antidepressant medication
did not alter the 5-HT'1A receptor density in these
patients (Karlsson et al. 2010). Neither treatment
affected the D2/3 system in striatum, but FLX
increased the binding potential in lateral thalamus
(Hirvonen et al. 2010). Conclusions: This is the first
study to show that psychotherapy leads to changes
in the molecular structure of the synapse in patients
with MDD. Our findings also demonstrate that
different antidepressant treatments are associated
with different neurobiological molecular changes.

REFERENCES:
1) Gabbard GO: Long-"Term Psychodynamic Psycho-
therapy: a Basic Text: 2nd edition, American Psychiatric
Publishing, 2010
2) Lanius et al: Emotion modulation in PTSD. American
Journal of Psychiatry 167:640-647, 2010
3) Stanley B and Seiver L: The interpersonal dimension of
BPD. American Journal of Psychiatry 167:24-39, 20104)
4) Woody G et al: Psychotherapy in community metha-
done programs: a validation. American Journal of Psychia-

try 152: 1302-1308, 1995.
TUESDAY MAY 17,2011
NOON SESSIONS

ADVANCES IN 4
ADVANCES IN PERSONALITY DISORDERS

Chairperson: fohn M. Oldbam, M.D., M.S., The
Menninger Clinic, 2801 Gessner Drive, Houston, TX
77080

Co-Chair: Andrew E. Skodol, M.D., Sunbelt
Collaborative, 6340 N. Campbell Avenue, Suite 130,
Tucson, AZ 85718

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Demonstrate knowledge of
new developments in research, treatment, and new
directions relating to personality disorders (PDs).

SUMMARY:

Significant progress continues to be made in our
advancing knowledge about personality styles, types,
and disorders, and the ways that these fundamental
components of human behavior contribute to overall
health or illness. In the deliberations of the Task
Force on DSM-5, the importance of understanding
the individual personality profile of each patient has

IN SERIES

been emphasized, since co-morbidity complicates
treatment response, and certain personality styles
or disorders can dramatically undermine treatment
adherence. In this symposium, an update will be
presented of the proposed revisions for DSM-5 in
the realm of personality and personality disorders.
New findings from neuroimaging research and
from social neuroscience research on borderline
personality disorder (BPD) will be described, and
the way that new neurobiological findings inform
treatment of patients with BPD will be considered.
An update on our knowledge of antisocial
personality disorder will be presented as well, of
particular importance due to the cost and burden
of this condition and the challenges involved in its
treatment and prevention. Finally, a special look at
the complex problems related to personality styles
and disorders of soldiers on active duty will be
provided.

No 1.
NEUROBIOLOGY, PSYCHOTHERAPY, AND
BORDERLINE PERSONALITY DISORDER

Glen O. Gabbard, M.D., Baylor College of Medicine,
6655 Travis St Suite 500, Houston, TX 77030-1316

SUMMARY:

The neurobiological research related to borderline
personality disorder is beginning to offer clues
regarding possible modes of therapeutic action in
the psychotherapy of the disorder. A striking finding
in the psychotherapy research literature on bpd is
that many approaches result in improvement. This
finding suggests common neurobiological pathways
in the psychotherapy of borderline personality
disorder. This presentation will examine a subgroup
of findings in the neurobiological research on bpd
and show how these data may inform what we

do with patients and how they may explain the
apparent nonspecific factors at work in successful
psychotherapy of borderline personality disorder.

No 2.
UPDATE ON NEUROIMAGING IN
BORDERLINE PERSONALITY DISORDER

Christian Schmahbl, M.D., Central Institute of Mental
Health, 7-5, Mannheim, D-68159 Germany

SUMMARY:

This presentation will give an overview of
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neuroimaging findings in borderline personality
disorder. Structural and functional imaging studies
have revealed dysfunction in different brain
regions which seem to contribute to borderline
symptomatology. There are three domains of
neuroimaging findings: (1) affective dysregulation,
(2) the complex of dissociation, self-injurious
behavior, and pain processing and, (3) social
interaction. The amount of knowledge of the
neural basis of borderline personality disorder

has considerably grown over the last years. This
presentation will also focus on the necessary next
steps in neuroimaging research.

No 3.

THE SOCIAL NEUROSCIENCE OF
BORDERLINE PERSONALITY DISORDER:
EMPATHY AND ALEXTITHYMIA

Antonia New, M.D., Mount Sinai School of Medicine,

7 J. Peters Veterans Administration Medical Center,
MIRECC, 130 West Kingsbridge Road, Bronx, New York
10468

SUMMARY:

Objective: borderline personality disorder (BPD) is
characterized by interpersonal dysfunction, but little
empirical research has focused on specific deficits in
social cognition in BPD. We have shown that bpd
patients hyper-respond physiologically to emotional
probes, but show relatively attenuated subjective
ratings of those responses. We hypothesized

that this might reflect alexithymia in BPD. This
study aimed to characterize components of social
cognition in bpd including alexithymia and empathy
in BPD. Method: 40 un-medicated BPD patients
and 37 age- and sex-matched healthy controls

we included. Alexithymia was measured with the
Toronto Alexithymia scale and empathy with the
interpersonal reactivity index (IRI); the influence

of these measures on interpersonal functioning was
also assessed. Finally, we measured responses to
positive, negative and neutral emotional pictures
with a computer task with subjects focusing both on
the experience of the individual in the picture and
also the subject’s own experiences. Results: BPD
subjects had dramatically higher alexithymia scores
than controls (p<0.00001), poorer ability to take

the perspective of others (iri-perspective taking:
p<0.01), higher personal distress in response to
others’ distress (IRI-personal distress: p<0.0001), but

intact compassion for pain in others (IRI-empathic
concern). In bpd alexithymia was related to poor
self-esteem and higher dissociation, whereas in
controls, but not patients, it related to less tangible
social support. Differences in task performance were
clearest in response to positive valence pictures.
Low-alexithymic controls rated positive experiences
of self and others similarly, whereas high-alexithymic
controls rated their own response to positive pictures
less positively than others’. In BPD, low-alexithymic
patients rated self-experiences less positively than
others’, but high-alexithymics rating self and others
similarly. Conclusions: We show that some, but not
all, aspects of social cognition are intact in BPD.
Specifically, BPD patients are highly porous to the
teelings of others, relating and hyper-responding

to pain in others. However, they are impaired in
identifying and describing feelings (alexithymic)

and in taking the perspective of others. Alexithymia
is associated with reduced availability of social
contacts in controls but not BPD. Alexithymia also
influenced responses to emotional probes differently
in bpd than in controls. In controls, high levels

of alexithymia made responses to positive images
less positive when related to the self compared to
others as might be expected. However, in bpd, low
ratings of self-positive experiences were seen in the
low not the high alexithymic group. This raises the
possibility that alexithymia may even function in a
protective mechanism in BPD.

No 4.

PROPOSED NEW MODEL FOR
PERSONALITY AND PERSONALITY
DISORDER ASSESSMENT AND DIAGNOSIS
IN DSM-5: AN UPDATE

Andrew E. Skodol, M. D., Sunbelt Collaborative, 6340 N.
Campbell Avenue, Suite 130, Tucson, AZ §5718

A new hybrid dimensional model for personality
and personality disorder assessment and diagnosis
is being proposed for DSM-5. Since its original
posting on the APA’s DSM-5 Website, the model
has been simplified and streamlined in response to
comments from the field. In its current iteration,
ratings from three assessments combine to comprise
the essential criteria for a personality disorder:

a rating of mild impairment or greater on the
Levels of Personality Functioning (criterion A),
associated with a “good match” or “very good
match” to a Personality Disorder Type or with a
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rating of “extremely descriptive” on one or more
Personality Trait Domains (criterion B). Criteria
also require relative stability across time and
consistency across situations and exclude culturally
normative personality features and those due to
the direct physiological effects of a substance or a
general medical condition. The levels of personality
functioning are based on disturbances in self

and interpersonal functioning. Disturbances in
thinking about the self are reflected in dimensions
of identity and self-directedness. Interpersonal
disturbances consist of impairments in empathy
and intimacy. Disorder types (e.g., borderline,
obsessive compulsive) are combinations of core
personality pathology, personality traits, and
behaviors. Broad personality trait domains (e.g.,
disinhibition and compulsivity) are defined, as well
as component trait facets (e.g., impulsivity and
perfectionism). Levels of personality functioning,
the degree of correspondence between a patient’s
personality (disorder) and a type, and personality
trait domains and facets are all dimensional ratings.
The personality domain in DSM-5 is intended

to describe the personality characteristics of all
patients, whether they have a personality disorder
or not. The assessment “telescopes” the clinician’s
attention from a global rating of the overall severity
of impairment in personality functioning through
increasing degrees of detail and specificity in
describing personality psychopathology that can
be pursued depending on constraints of time and
information and on expertise. In this presentation,
the current model is described, rationales for the
changes are summarized, and the model’s practical
application is illustrated with a brief clinical case.

No 5.
WHAT’S NEW WITH ANTISOCIAL
PERSONALITY DISORDER?

Donald W. Black, M.D., University of lowa,
Department of Psychiatry, 200 Hawkins Drive,
Psychiatry Research MEB, Iowa City, [A 52442

SUMMARY:

Antisocial personality disorder (ASP) is
characterized by a pattern of socially irresponsible,
exploitative, and guiltless behavior that begins in
early childhood or early adolescence. The disorder
is highly prevalent in the general population, and
particularly among the homeless, substance abusers,
and the incarcerated. The disorder is culturally
universal. While chronic, ASPD tends to be worse
early in its course, and patients improve with

advancing age. Mortality studies show elevated
rates of death. Mood disorders, anxiety disorders,
attention deficit disorder, and impulse control
disorders are common. ASP has long been known to
run in families, and may be genetically transmitted
to some extent. Etiologic theories suggest that
chronic nervous system underarousal, disturbed
neurotransmission, abnormal neurodevelopment/
brain injury may each play a role. A disturbed social
and home environment may also contribute to

the development of ASP. There are no standard
treatments for ASP. Medication may reduce
aggressive and impulsive tendencies in some
antisocial persons. Motivated antisocial persons
with mild disorders may benefit from cognitive-
behavioral therapies. Advances in the neurobiology
of and treatment for ASPD will be explored, as will
the proposed diagnostic changes in DSM-5.

No 6

PERSONALITY DISORDERS IN COMBAT
VETERANS: CHALLENGES FOR THE
MILITARY CLINICIAN

Rick Malone, M.D., M.P.H., Walter Reed Army Medical
Center, Forensic Psychiatry Service, 6900 Georgia
Avenue Northwest, Washington, DC 20307-5001

SUMMARY:

Military regulations allow for the administrative
separation of service members who are deemed unfit
for duty due to personality disorders (1). Generally,
service members who are administratively separated
are not entitled to the same benefits as those who are
medically retired as a result of injuries or illnesses
(including Axis I Mental Disorders). Medical
disability payment and access to lifelong medical
treatment through the Veterans Administration
health care system are among the potential benefits
denied service members who are administratively
separated. In times of high operational tempo

and rapid deployment the “enduring maladaptive
patterns of behavior and cognition that lead to
clinically significant distress or impairment in
social, occupational, or other important areas of
functioning” that define personality disorders may
not be readily apparent or may not come to clinical
attention prior to a service member’s deployment
and exposure to the stressors of combat. Moreover,
there may be considerable overlap in the clinical
presentation of personality disorders and axis I
conditions including Posttraumatic Stress Disorder.
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The environmental factors that may predispose one
to the development of a personality disorder may
also increase vulnerability to P'TSD, and irritability,
aggression, and impulsivity may characterize
persons with either personality disorder, PTSD, or
both conditions (2). This presentation will outline
the military regulations governing administrative
separation for personality disorder as well as those
pertaining to medical retirement. Diagnostic and
management challenges--particularly as they relate
to the determination of fitness for duty--will be
described. Finally, current approaches to ensure
appropriate and ongoing care for our nation’s
returning veterans with these potentially confusing
and co-occurring conditions will be reviewed.

REFERENCES:
1) Mauchnik J, Schmahl C (2010): The latest neuroimag-
ing findings in borderline personality disorder. Current
Psychiatry Reports 12, 46-55.
2) Goodman M, Hazlett EA, New AS, Koenigsberg HW,
Siever L: Quieting the affective storm of borderline per-
sonality disorder. Am J Psychiatry 2009; 166(5):522-8
3) Compton WM, Conway KP, Stinson FS, Colliver JD,
Grant BF: Prevalence, correlates, and comorbidity of
DSM-1V antisocial personality syndromes and specific
drug use disorders in the United States: Results from the
National Epidemiologic Survey on Alcohol and Related
Conditions. 2005; J Clin Psychiatry 66:677-685.
4) Bollinger AR, Riggs DS, Blake DD, Ruzek JI. “Preva-
lence of personality disorders among combat veterans

with posttraumatic stress disorder.” Journal of Traumatic
Stress. 13(2) (2000), pp. 255-271
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CASE CONFERENCES

SUNDAY MAY 15,2011, 10:00 AM-11:30AM
CASE CONFERENCE 1

POST-PARTUM CATATONIA
SUCCESSFULLY TREATED WITH
ELECTROCONVULSIVE THERAPY: A CASE
REPORT

Chair: Don M. Hilty, M.D. University of California —
Davis, 2230 Stockton Boulevard, Sacramento, CA 95817
Presenter: Angela Strain, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify catatonia; 2)
Understand different treatments for catatonia; and
3) Recognize and have a basic understanding of
peripartum depression and psychosis.

SUMMARY:
Background: Catatonia is a relatively rare symptom

that can occur in both mood and psychotic disorders.

Post-partum depression affects roughly 10% of
women within the first six months after delivery; it is
sometimes complicated by psychotic features. Post-
partum psychosis affects roughly 1% of women, and
typically presents within the first few weeks after
delivery. There is limited evidence available to guide
treatment decisions. Case Presentation: We review a
case in which post-partum depression with psychotic
features presents with catatonia. Conclusion:
Electroconvulsive therapy seems to be an effective
treatment modality for post-partum depression with
psychotic features and catatonia that was resistant to
medications.

MONDAY, MAY 16, 2011
8:00 AM SESSION

CASE CONFERENCE 2

LINKING MEDICINE AND PSYCHIATRY:
CLINICAL CASES IN PSYCHOSOMATIC
MEDICINE

Chair: Michelle B. Riba, M.D., M.S., UH9C 9150,
1500 E. Medical Center Drive, SPC 5120, Ann Arbor,
MI 48109

Presenters: Rachel Glick, M.D., David Belmonte, M.D.
Samebh Dwaikat, M.D., Michael Casher, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant
should be able to: 1) Provide a differential diagnosis

on some of the cases involved in acute mental
status changes; 2) Discuss psycho-oncology topics
that may impact on clinical care, such as the use of
antidepressants and Chemotherapy; and 3) Review
topics in geriatric psychosomatic medicine.

REFERENCES:
1. Bourgeios, J.A., Kahn D., Philbrick, K.L., Bostwick,
J.M., (2009) Casebook of psychosomatic medicine,
American Psychiatric Publishing, Inc.
2. Williams, D., Dale, J., (2006) The effectiveness of treat-
ment for depression/depressive symptoms in adults with
cancer: A systematic review. Br J Cancer, 94:372-390.
3. Daly, R., (2006) Untreated chronic illness blamed for
high mortality. Psychiatric News, 43:10: August 15,
2006, p. 7, 24.
4. Polsky, D., Doshi, J.A., Marcus, S., Oslin, D., Rothbard,
A., Thomas, N., Thompson, C.L., (2005) Long-term risk
for depressive symptoms after a medical diagnosis. Arch
Intern Med, 165 (11):1260-1266.

MONDAY, MAY 16, 2011, 12:00 PM- 1:30PM

CASE CONFERENCE 3

EVALUATING AND TREATING THE
PSYCHOLOGICAL EFFECTS OF WAR
Chair(s): Elspeth C Ritchie, M.D., M.PH., 10014
Portland Place, Silver Spring, MD 20901; Marvin
Oleshansky, M.D., Tripler Army Medical Center, 2418
Round Top Dr., Honolulu, HI, 96822-2069
Presenters: LTC Brett Schneider; M.D., COL Fobhn
Bradley, M.D., MAF Scott Moran, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize common reactions of
soldiers to the long war; 2) Evaluate and treat PTSD
and other reactions; 3) Identify available community
resources to assist veterans.

SUMMARY:

Nearly 10 years have elapsed since 9/1/2001. In
that time Service Members have fought in long
protracted conflicts in Iraq and Afghanistan. They
have also supported major natural disasters such as
the tsunami in the Pacific and Hurricane Katrina in
the Gulf. The reactions to the prolonged conflict
include a range of reactions, such as PTSD and
substance abuse, but also growth and resilience.
Physical injuries, including traumatic brain injury,
have added to the toll. This case conference will
focus on: 1) recognizing the reactions of Soldiers
and other service members; 2) treating common
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disorders such as P'TSD, depression, and substance
abuse; and 3) working with local community
resources to continue a safety net, even after the
service member leaves the military.

REFERENCES:
1. Ritchie E, ed. Combat and Operational behavioral
Health, Borden Institute, in press; Ritchie E, Owens M,
Military Psychiatry, Psychiatric Clinics, 2006

TUESDAY, MAY 17,2011, 8:00 AM- 9:30AM
MANAGING PROFESSIONAL BOUNDARIES
IN PSYCHOTHERAPY

Moderator: Glen O Gabbard, M.D., 6655 Travis St
Suite 500, Houston, TX 77030-1316

Presenter: Holly Crisp-Han, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this session, the participant
should be able to: 1) Identify specific techniques
for managing professional boundaries in the
psychotherapeutic relationship.

SUMMARY:

In this case conference, the focus will be on
professional boundaries in psychotherapy. The
establishment of a therapeutic frame will be
illustrated by a case presentation by Dr. Holly
Crisp-Han. During the course of the presentation,
Dr. Glen Gabbard will comment on therapeutic
interventions that strengthen the frame and on
the influence of specific gender constellations on
boundary issues. He will emphasize that female
therapists may need to exert more effort in
managing the male patient’s challenges to the frame
than in the reveres gender constellation.

REFERENCES:
1. Gabbard GO, Crisp-Han H: Teaching professional
boundaries to psychiatric residents. Academic Psychiatry
in press.
2. Gabbard GO, Lester E: Boundaries and Boundary
Violations in Psychoanalysis, Arlington, VA: American
Psychiatric Publishing, 2003
3. Gutheil T'G, Gabbard GO: The concept of boundar-
ies in clinical practice: theoretical and risk management
dimensions. American Journal of Psychiatry 150: 188-196,
1993
4. Gutheil TG, Gabbard GO: Misuses and misunder-
standings of boundary theory in clinical and regulatory
settings. American Journal of Psychiatry 155: 409-414,
1998

TUESDAY, MAY 17, 2011

10:00 AM SESSION

CASE CONFERENCE 5

WHAT’S THE POINT? THE SIGNIFICANCE
OF SUICIDAL IDEATION IN THE
CRITICALLY AND TERMINALLY ILL
PATIENT

Chairperson: Philip R Muskin, M.D., M.A., 1700 York
Avenue, New York, NY 10128

Presenters: Rebecca Brendel, M.D., 7.D., Linda Ganzini,
M.D., M.PH., Emily Gastelum, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this session, the participant
should be able to: 1) Form an opinion about how
to assess a recently suicidal critically ill patient; 2)
Recognize counter-transference reactions arising
when treating terminally ill, suicidal patients; and
3) Identify different approaches to balancing their
responsibility to deliver good end of life care and
their obligation to respects patients’ autonomous
decisions with their duty to prevent impulsive,
transitory or incompetent decisions that may result

in death.

SUMMARY:

This case conference will discuss how clinical
context affects the significance of suicidal ideation in
the critically or terminally ill patient when assessing
capacity to remove life sustaining measures. Patients
express the desire to die in the midst of a severe
depression despite good medical prognosis, we
prevent the patient from acts of self-harm and treat
the depression. The wish to die may be expressed

by a critically ill patient; comfort measures may
have a welcomed effect of hastening death. When

a patient wishes to stop life sustaining treatments,
resulting in death, a careful assessment of capacity

is necessary. Assessment of prognosis is essential,
but evolves. Should we negotiate to continue

life sustaining treatment in a patient with a poor
prognosis? Protracted examination may be required
to be confident that the decision to stop treatment is
acceptable. Prolonged capacity assessments near the
end of a patient’s life may compound demoralization
and erode the alliance. Emily Gastelum, M.D., will
present a patient who had a treatable medical illness
but expressed suicidal ideation with a highly lethal
plan. Depression/suicidal ideation resolved; however,
his health deteriorated in the hospital (from
iatrogenic complications) with recurrence of his
desire to die. The C-L team was asked to assess his
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capacity when he requested to be disconnected from
the ventilator. Linda Ganzini, M.D., M.P.H., will
address the ethical issues in this case, with attention
to determining capacity on a sliding scale; the effect
of depression on life-sustaining decisions; the role of
prognosis; balancing responsibility to deliver good
end of life care and obligation to respects patients’
autonomous decisions but prevent impulsive,
transitory or incompetent decisions that result in
death Rebecca Brendel, M.D., J.D., will address the
legal framework in which clinical determinations of
decisional capacity are made and the legal construct
of individual autonomy and limitations on patient
choice and the mechanisms by which decisions may
be made for individuals lacking capacity. Philip
Muskin MD will discuss countertransference with
patients where iatrogenic complications have life-
threatening consequences, how we explore the
meaning of why a patient wishes to die and training
issues for psychiatric residents asked to consult on
this type of patient

REFERENCES:
1. Brendel RW, Schouten RA. Legal Concerns in Psycho-
somatic Medicine. Psychiatry Clin North Am 2007; 30(4):
663-676.
2. Ganzini L, Lee MA, Heintz RT, Bloom JD: Depres-
sion, suicide, and the right to refuse life-sustaining
medical treatment. (editorial) Journal of Clinical Ethics
4:337-340, 1993
3. Ganzini L, Lee MA, Heintz RT, Bloom JD, Fenn DS:
The effect of depression treatment on elderly patients’
preferences for life-sustaining medical therapy. American
Journal of Psychiatry 151:1631-1636, 1994
4. Muskin PR: The request to die: role for a psychody-
namic perspective on physician-assisted suicide. JAMA

1998; 279:323-328.
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FOCUS LIVE

MONDAY MAY 16, 2011
8:00 AM-9:30 AM

FOCUS LIVE 1
PSYCHOPHARMACOLOGY: TREATMENT-
RESISTANT DISORDERS

Chair: Charles B. Nemeroff, M.D., Ph.D., Chairman,
Department of Psychiatry and Bebavioral Sciences,
Leonard M. Miller School of Medicine, University of
Miami, Miami, Florida

Moderators

Deborah J. Hales MID, Director APA Division of
Education

Muark Hyman Rapaport MDD, Chairman, Department of
Psychiatry, Cedars-Sinai Medical Center

EDUCATIONAL OBJECTIVES

As a result of participation in this interactive
FOCUS Live workshop, participants will review
multiple choice questions, self-assess their
knowledge of treatment-resistant disorders, and have
increased understanding of the efficacy of current
treatments and their application to clinical practice.

SUMMARY:

As psychiatrists, we treat patients with mood

and anxiety disorders that do not respond

to monotherapy with commonly prescribed
psychopharmacological agents such as selective
serotonin reuptake inhibitors.

In this multiple choice question and answer session,
information is provided about the management of
treatment-refractory disorders as well as discussion
of the emerging field of personalized medicine in
psychiatry, which has the goal of reducing treatment
failures in patients with these disorders by matching
individual patients with the therapies most likely

to successfully treat their symptoms. Current
approaches to managing TRD include medication
augmentation, psychotherapy, and ECT. Advances in
understanding the neurobiology of mood regulation
and depression have led to potential new approaches
to managing TRD, including medications and focal
brain stimulation techniques.

In FOCUS Live sessions, expert clinicians lead
lively multiple choice question-based discussions.
Participants test their knowledge with an interactive
audience response system, which instantly presents
the audience responses as a histogram on the
screen. Questions cover existing knowledge on

a clinical topic important to practicing general

psychiatrists, including diagnosis, treatment, and
new developments.

REFERENCES:

1) Myers AJ, Nemeroff CB. New vistas in the
management of treatment-refractory psychiatric
disorders: genomics and personalized medicine.
Focus 2010 8: 525-535

2) Holtzheimer PE. Advances in the management of
treatment-resistant depression. Focus 2010 8: 488-

500
10:00 AM-11:30 AM

FOCUS LIVE 2
ADDICTION: CURRENT AND FUTURE
TREATMENTS

Chair: Marc Galanter, M.D., Professor of Psychiatry, and
Director; Division of Alcobolism and Drug Abuse, NYU
School of Medicine, New York, NY

Moderators

Deborah J. Hales MID, Director APA Division of
Education

Mark Hyman Rapaport MDD, Chairman, Department of
Psychiatry, Cedars-Sinai Medical Center

EDUCATIONAL OBJECTIVES

As a result of participation in this interactive
FOCUS LIVE workshop, participants will review
multiple choice questions, test their knowledge
of the clinical management of patients, and have
increased understanding of approaches to the
treatment of substance use disorders.

SUMMARY:

Substance use disorders have great impact and

cost on society. In the United States 18% of
people experience a substance use disorder at some
point in their lives. Advances have been made in
the underlying science of addiction medicine,

in psychosocial treatments, and in the growth

of psychopharmacotherapies. There are a wide
variety of evidence-based psychotherapies and
pharmacotherapies which demonstrate efficacy

and effectiveness for the treatment of substance
abuse disorders. However ones opportunity to heal
substance abusers rests on the ability of the physician
to relate to each patient. Defensiveness and denial
can be overcome by engagement and willingness to
help the patient. FOCUS LIVE presents multiple

choice questions for the psychiatrist interested in
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keeping up to date with clinical innovations in the
treatment of addiction. Treatments include both
evidence based pharmacotherapies and behavior
interventions that can enhance medication efficacy.
In FOCUS Live sessions, expert clinicians lead
lively multiple choice question-based discussions.
Participants test their knowledge with an interactive
audience response system, which instantly presents
the audience responses as a histogram on the screen.
Questions cover existing knowledge on a clinical
topic important to practicing general psychiatrists.

REFERENCES:

1) Galanter M, Kleber HD (eds). American
Psychiatric Publishing Textbook of Substance
Abuse Treatment. 4" ed. 2008 American Psychiatric
Publishing Inc.

2) Work Group on Substance Use Disorders;
Treatment of patients with substance use disorders,
second edition. American Psychiatric Association.
Am ] Psychiatry. 2006 Aug;163(8 Suppl):5-82.

3) Koob GF. Neurobiology of Addiction. Focus 2011
9: 55-65
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SUNDAY MAY 15,2011, 10:00 AM-11:30AM
CASE CONFERENCE 1

POST-PARTUM CATATONIA
SUCCESSFULLY TREATED WITH
ELECTROCONVULSIVE THERAPY: A CASE
REPORT

Chair: Don M. Hilty, M.D. University of California —
Davis, 2230 Stockton Boulevard, Sacramento, CA 95817
Presenter: Angela Strain, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify catatonia; 2)
Understand different treatments for catatonia; and
3) Recognize and have a basic understanding of
peripartum depression and psychosis.

SUMMARY:
Background: Catatonia is a relatively rare symptom

that can occur in both mood and psychotic disorders.

Post-partum depression affects roughly 10% of
women within the first six months after delivery; it is
sometimes complicated by psychotic features. Post-
partum psychosis affects roughly 1% of women, and
typically presents within the first few weeks after
delivery. There is limited evidence available to guide
treatment decisions. Case Presentation: We review a
case in which post-partum depression with psychotic
features presents with catatonia. Conclusion:
Electroconvulsive therapy seems to be an effective
treatment modality for post-partum depression with
psychotic features and catatonia that was resistant to
medications.

MONDAY, MAY 16, 2011
8:00 AM SESSION

CASE CONFERENCE 2

LINKING MEDICINE AND PSYCHIATRY:
CLINICAL CASES IN PSYCHOSOMATIC
MEDICINE

Chair: Michelle B. Riba, M.D., M.S., UH9C 9150,
1500 E. Medical Center Drive, SPC 5120, Ann Arbor,
MI 48109

Presenters: Rachel Glick, M.D., David Belmonte, M.D.
Samebh Dwaikat, M.D., Michael Casher, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant
should be able to: 1) Provide a differential diagnosis

on some of the cases involved in acute mental
status changes; 2) Discuss psycho-oncology topics
that may impact on clinical care, such as the use of
antidepressants and Chemotherapy; and 3) Review
topics in geriatric psychosomatic medicine.

REFERENCES:
1. Bourgeios, J.A., Kahn D., Philbrick, K.L., Bostwick,
J.M., (2009) Casebook of psychosomatic medicine,
American Psychiatric Publishing, Inc.
2. Williams, D., Dale, J., (2006) The effectiveness of treat-
ment for depression/depressive symptoms in adults with
cancer: A systematic review. Br J Cancer, 94:372-390.
3. Daly, R., (2006) Untreated chronic illness blamed for
high mortality. Psychiatric News, 43:10: August 15,
2006, p. 7, 24.
4. Polsky, D., Doshi, J.A., Marcus, S., Oslin, D., Rothbard,
A., Thomas, N., Thompson, C.L., (2005) Long-term risk
for depressive symptoms after a medical diagnosis. Arch
Intern Med, 165 (11):1260-1266.

MONDAY, MAY 16, 2011, 12:00 PM- 1:30PM

CASE CONFERENCE 3

EVALUATING AND TREATING THE
PSYCHOLOGICAL EFFECTS OF WAR
Chair(s): Elspeth C Ritchie, M.D., M.PH., 10014
Portland Place, Silver Spring, MD 20901; Marvin
Oleshansky, M.D., Tripler Army Medical Center, 2418
Round Top Dr., Honolulu, HI, 96822-2069
Presenters: LTC Brett Schneider; M.D., COL Fobhn
Bradley, M.D., MAF Scott Moran, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize common reactions of
soldiers to the long war; 2) Evaluate and treat PTSD
and other reactions; 3) Identify available community
resources to assist veterans.

SUMMARY:

Nearly 10 years have elapsed since 9/1/2001. In
that time Service Members have fought in long
protracted conflicts in Iraq and Afghanistan. They
have also supported major natural disasters such as
the tsunami in the Pacific and Hurricane Katrina in
the Gulf. The reactions to the prolonged conflict
include a range of reactions, such as PTSD and
substance abuse, but also growth and resilience.
Physical injuries, including traumatic brain injury,
have added to the toll. This case conference will
focus on: 1) recognizing the reactions of Soldiers
and other service members; 2) treating common
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disorders such as P'TSD, depression, and substance
abuse; and 3) working with local community
resources to continue a safety net, even after the
service member leaves the military.

REFERENCES:
1. Ritchie E, ed. Combat and Operational behavioral
Health, Borden Institute, in press; Ritchie E, Owens M,
Military Psychiatry, Psychiatric Clinics, 2006

TUESDAY, MAY 17,2011, 8:00 AM- 9:30AM

MANAGING PROFESSIONAL BOUNDARIES
IN PSYCHOTHERAPY

Moderator: Glen O Gabbard, M.D., 6655 Travis St
Suite 500, Houston, TX 77030-1316

Presenter: Holly Crisp-Han, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this session, the participant
should be able to: 1) Identify specific techniques
for managing professional boundaries in the
psychotherapeutic relationship.

SUMMARY:

In this case conference, the focus will be on
professional boundaries in psychotherapy. The
establishment of a therapeutic frame will be
illustrated by a case presentation by Dr. Holly
Crisp-Han. During the course of the presentation,
Dr. Glen Gabbard will comment on therapeutic
interventions that strengthen the frame and on
the influence of specific gender constellations on
boundary issues. He will emphasize that female
therapists may need to exert more effort in
managing the male patient’s challenges to the frame
than in the reveres gender constellation.

REFERENCES:
1. Gabbard GO, Crisp-Han H: Teaching professional
boundaries to psychiatric residents. Academic Psychiatry
in press.
2. Gabbard GO, Lester E: Boundaries and Boundary Vio-
lations in Psychoanalysis, Arlington, VA: American
Psychiatric Publishing, 2003
3. Gutheil TG, Gabbard GO: The concept of boundaries
in clinical practice: theoretical and risk management
dimensions. American Journal of Psychiatry 150:
188-196, 1993
4. Gutheil TG, Gabbard GO: Misuses and misunder-
standings of boundary theory in clinical and regulatory
settings. American Journal of Psychiatry 155: 409-414,
1998

TUESDAY, MAY 17, 2011
10:00 AM SESSION

CASE CONFERENCE 5

WHAT’S THE POINT? THE SIGNIFICANCE
OF SUICIDAL IDEATION IN THE
CRITICALLY AND TERMINALLY ILL
PATIENT

Chairperson: Philip R Muskin, M.D., M.A., 1700 York
Avenue, New York, NY 10128

Presenters: Rebecca Brendel, M.D., 7.D., Linda Ganzini,
M.D., M.PH., Emily Gastelum, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this session, the participant
should be able to: 1) Form an opinion about how
to assess a recently suicidal critically ill patient; 2)
Recognize counter-transference reactions arising
when treating terminally ill, suicidal patients; and
3) Identify different approaches to balancing their
responsibility to deliver good end of life care and
their obligation to respects patients’ autonomous
decisions with their duty to prevent impulsive,
transitory or incompetent decisions that may result

in death.

SUMMARY:

This case conference will discuss how clinical
context affects the significance of suicidal ideation in
the critically or terminally ill patient when assessing
capacity to remove life sustaining measures. Patients
express the desire to die in the midst of a severe
depression despite good medical prognosis, we
prevent the patient from acts of self-harm and treat
the depression. The wish to die may be expressed

by a critically ill patient; comfort measures may
have a welcomed effect of hastening death. When

a patient wishes to stop life sustaining treatments,
resulting in death, a careful assessment of capacity

is necessary. Assessment of prognosis is essential,
but evolves. Should we negotiate to continue

life sustaining treatment in a patient with a poor
prognosis? Protracted examination may be required
to be confident that the decision to stop treatment is
acceptable. Prolonged capacity assessments near the
end of a patient’s life may compound demoralization
and erode the alliance. Emily Gastelum, M.D., will
present a patient who had a treatable medical illness
but expressed suicidal ideation with a highly lethal
plan. Depression/suicidal ideation resolved; however,
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his health deteriorated in the hospital (from
iatrogenic complications) with recurrence of his
desire to die. The C-L team was asked to assess his
capacity when he requested to be disconnected from
the ventilator. Linda Ganzini, M.D., M.P.H., will
address the ethical issues in this case, with attention
to determining capacity on a sliding scale; the effect
of depression on life-sustaining decisions; the role of
prognosis; balancing responsibility to deliver good
end of life care and obligation to respects patients’
autonomous decisions but prevent impulsive,
transitory or incompetent decisions that result in
death Rebecca Brendel, M.D., J.D., will address the
legal framework in which clinical determinations of
decisional capacity are made and the legal construct
of individual autonomy and limitations on patient
choice and the mechanisms by which decisions may
be made for individuals lacking capacity. Philip
Muskin MD will discuss countertransference with
patients where iatrogenic complications have life-
threatening consequences, how we explore the
meaning of why a patient wishes to die and training
issues for psychiatric residents asked to consult on
this type of patient

REFERENCES:
1. Brendel RW, Schouten RA. Legal Concerns in Psycho-
somatic Medicine. Psychiatry Clin North Am 2007; 30(4):
663-676.
2. Ganzini L, Lee MA, Heintz RT, Bloom JD: Depres-
sion, suicide, and the right to refuse life-sustaining
medical treatment. (editorial) Journal of Clinical Ethics
4:337-340, 1993
3. Ganzini L, Lee MA, Heintz RT, Bloom JD, Fenn DS:
The effect of depression treatment on elderly patients’
preferences for life-sustaining medical therapy. American
Journal of Psychiatry 151:1631-1636, 1994
4. Muskin PR: The request to die: role for a psychody-
namic perspective on physician-assisted suicide. JAMA

1998; 279:323-328.
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INDUSTRY SUPPORTED SYMPOSIA

MONDAY, MAY 16, 2011:

6:00 P.M. SESSION
INDUSTRY-SUPPORTED
SYMPOSIUM

6:00 P.M.-8:00 P.M.

ENHANCING OUTCOMES

IN SCHIZOPHRENIA:

NEW TREATMENT APPROACHES

Supported by an Educational Grant

from Sunovion

Chair: Stephen M. Stabl, M.D., 1930 Palomar Point
Way Ste 103, Carlsbad, CA. 92008
Participants:Stephen M. Stabl, M.D., Rona Hu, M.D..,
Foe McEvoy, M.D., Alice Medalia, Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the role of receptor
actions in therapeutic effects as well as side effects
of current antipsychotic agents; 2) Evaluate what
we have learned about the risks and benefits of
specific agents in clinical practice, including how to
select and switch from one agent to another; and 3)
Have familiarity with how to leverage the actions of
medications with cognitive remediation and related
therapies for best outcomes in schizophrenia.

REFERENCE:

(Al ISS must list at least a two literature references.)

1.Stahl SM, Stahls Essential Psychopharmacology, 3rd edition,
Cambridge University Press, New York, 2008

2. Medalia, Choi. Neuropsychol Rev 2009;19:353-64;

3. Eack et al. Arch Gen Psychiatry 2010;67 (7):674-82.

OVERALL SUMMARY:

Although numerous new therapeutic agents

have been introduced as approved treatments for
schizophrenia, including several recent additions,
numerous questions remain. Do any of the

new drugs differ substantially from each other,

or indeed do any of the newer antipsychotics
differ substantially from older antipsychotics?
Receptor pharmacology does show that no two

of the new antipsychotics share the same profile,
but is this meaningful from a clinical point of
view? Furthermore, since patients constantly have
changes in the antipsychotics drugs they receive,
is this a good aspect of treatment of schizophrenia
or not, and if one drug needs to be changed for

another, how best should this be done in order

not to disrupt treatment but to lead to better
efficacy and tolerability? Comparing theoretical
pharmacology with practical clinical use can be
meaningful in determining whether any of the
distinctions among the antipsychotics are clinically
relevant, and also how to exploit such differences

in a practical manner. Finally, since it is clear that
no antipsychotic acting by any of the currently
established pharmacologic mechanisms is capable of
dramatically reversing the course of most patients
with schizophrenia, nor can any often return patients
to normal functioning, it is also obvious that the
actions of the current antipsychotic drugs must

be leveraged with additional therapeutic efforts,
including combining them with therapies such as
cognitive remediation. This symposium will review
the various antipsychotic drugs, their pharmacologic
properties, their differential clinical properties,

how to use them, dose them and switch them, and
finally how to leverage their efficacy with cognitive
remediation and related therapies.

ISS1

MECHANISM OF ACTION OF ATYPICAL
ANTIPSYCHOTICS: ARE THERE ANY
MEANINGFUL DIFFERENCES?

Stephen Stabl, M.D., 1930 Palomar Point Way Ste 103,
Carlsbad, CA. 92008

SUMMARY:

All antipsychotics block D2 dopamine receptors and
all atypical (second generation) agents also block
SHT2A receptors. However, there are many other
distinctions among the score of agents in this class,
including some recently characterized receptors such
as the SHT6 and SHT7 receptor. No two agents in
this class share the same portfolio of receptor actions
outside of D2/SHT2A antagonism, and this is the
leading hypothesis to explain why some patients
tolerate one agent in this class but not another, and
why other patients respond to one agent in this

class but not another. In order to tailor treatment
selection to the individual patient a “bespoke”
approach of matching receptor binding profile to
clinical symptom/side effect profile is a strategy

that the neurobiologically informed clinician is
empowered to take.
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ISS2

NEW ATYPICAL AGENTS FOR
SCHIZOPHRENIA: WHAT HAVE WE
LEARNED?

Rona Hu, M.D.

SUMMARY:

Do clinical trial data match clinical experience? The
atypical antipsychotics are notorious for having
doses established in clinical trials not being those
that are optimum in clinical practice. This may

be due in part to the differences between clinical
trial patients and clinical practice patients as well as
to other factors such as concomitant medications,
compliance and concomitant substance abuse,
among others. Are there differential clinical profiles
among these agents? Although head to head
experience suggests that one agent differs from
another in this class mostly according to tolerability
differences, many clinicians have observed one
patient responding to one atypical antipsychotic
better than to another in terms of efficacy. However,
it has been difficult to predict which patients will
respond to which agents other than by trial and
error. Here the atypical antipsychotics as a class are
discussed, including the three most recent agents for
which there is yet less clinical experience, addressing
how the newest agents stack up with the older
agents. Also included is how the second generation
agents in general compare with the first generation
agents.

ISS3
SWITCH STRATEGIES IN PATIENTS WITH
SCHIZOPHRENIA - WHAT WORKS BEST?

Fobn Newcomer, M.D.

SUMMARY:

Switching antipsychotic medications is common in
clinical practice. Switching most frequently reflects
clinicians’ efforts to gain additional therapeutic
benefit in poorly responsive, unstable patients

and success is usually limited. However, among
treatment responsive individuals for whom a switch
is undertaken to reduce the burden of adverse
events (while maintaining therapeutic benefit),
success is more likely. In addition, with proper
switch procedures, the risks of exploring a switch
are small. In an open-label, non-randomized study

of discontinuing antipsychotic poly-pharmacy, of 44
individuals who were switched from antipsychotic
poly-pharmacy to mono-therapy, over half (54%)
remained stable, (23 %) showed improvement,

and 23% fared more poorly when switched to
monotherapy (Suzuki et al 2004). The switch
procedures that are most commonly associated with
successful switching involve quickly bringing the
newly initiated antipsychotic medication to a fully
therapeutic (but not excessive) dose, while gradually
reducing the dose of the original antipsychotic
medication to the point of discontinuation over
approximately 2 week. Starting too low with the
new antipsychotic medication, or leaving the new
antipsychotic medication at a sub-therapeutic dose,
or abruptly discontinuing the original antipsychotic
medication can lead to problems in switching.

The switch period is a time of increased risk for
de-stabilizing a patient. Clinicians should see
patients more frequently over a switch period, and
assure that they have up-dated contact information
for both the patient and a care-giver who can be
checked in with to report on the patient’s well-
being. Adjustments can be made in the patient’s
pharmaco-therapy as needed. For instance, if a
sedating antipsychotic agent given at bedtime is
being discontinued problems with sleep may arise
that can be quickly corrected (e.g. by adding a
benzodiazepine at bedtime) allowing the switch to
proceed successfully. Both patients and clinicians
usually give the highest priority to therapeutic
antipsychotic benefit produced by an antipsychotic
medication. Even if the patient and clinician decide
as a switch is completed that a decline in therapeutic
benefit has occurred and they want to return to

the original antipsychotic medication, this rarely is
associated with relapse or re-hospitalization. The
patient is simply returned to a fully therapeutic dose
of the original antipsychotic medication and the new
antipsychotic medication is discontinued.

ISS4

ENHANCING LONG-TERM OUTCOMES
IN SCHIZOPHRENIA: THE ROLE OF
COGNITIVE REMEDIATION

Alice Medalia, M.D.
SUMMARY:
Cognitive remediation is a behavioral intervention

consisting of training activities which aim to

32



INDUSTRY SUPPORTED SYMPOSIA

target a range of cognitive impairments like
attention, memory, and problem solving, with the
ultimate intent of improving functional outcome.
Several meta-analyses of cognitive remediation
efficacy studies have found moderate effect sizes
for improvement in cognitive and psychosocial
functioning. Further, these programs are popular
with patients and have been linked with increases
in participant self-esteem and motivation to learn.
More recently, research is evaluating whether the
integration of effective pharmacotherapy with
cognitive remediation can provide schizophrenia
patients with the necessary cognitive enrichment
and motivation to further boost treatment effect
sizes. While many questions remain about dosing,
the relative merits of instructional techniques, the
value of booster sessions, and the profiles of patients
who respond best, there is convincing evidence
that cognitive remediation can offer substantial and
lasting benefits for the cognitive deficits seen in
schizophrenia.
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SATURDAY, MAY 14, 2011
8:00 AM SESSIONS

LECTURE 01

THE DOCTOR I NEED FOR THE HEALTH
CARE I WANT

Distinguished Psychiatrist Lecture

Darrell G. Kirch, M.D., 2450 N ST NW, Washington,
DC 20037

EDUCATIONAL OBJECTIVES:

By the conclusion of the presentation, attendees
will: 1) Understand the changes required to create a
true continuum of medical education; 2) Be familiar
with the elements of the current health care delivery
system that must change in tandem with reforms

in medical education; 3) Know the culture change
required for physicians to be able to achieve these
goals.

SUMMARY:

As academic medicine celebrates the 100th
anniversary of the Flexner report, it has an
opportunity to reexamine the system of medical
education shaped by that landmark document. Calls
for a new revolution in medical education have

been growing, while at the same time, the passage
of the Affordable Care Act has moved the nation in
the direction of providing many more Americans
with health care insurance. This, in turn, creates an
opportunity to truly reform the health care system
so that it emphasizes wellness and prevention and
meets needs of all in an affordable manner. The
presentation will discuss how medical education and
health care delivery must change in tandem if we are
to produce the kind of physicians we desire working
in a sustainable health care system.

REFERENCES:
1. Kirch, D. G., The Flexnerian Legacy in the 21st Cen-
tury. Academic Medicine: February 2010 - Volume 85,
Issue 2 pp. 190-192.

LECTURE 02

RETHINKING MENTAL ILLNESS
Frontiers of Science Lecture

National Institute of Mental Health

Thomas R. Insel, M.D., National Institute of Mental
Health, National Institute of Health, 6001 Executive
Blvd Room 8235, Bethesda, MID 20892

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify disruptive innovations
in psychiatry; and 2) Recognize the Strategic Goals
of NIMH funding; and 3) Identify best opportunities
for breakthroughs in research.

SUMMARY:

Mental disorders (depression, schizophrenia,
bipolar disorder, etc.) are the leading source of
medical disability in the developed world. (WHO,
2008) In addition to high disability, the major
mental disorders are a source of early mortality.
People with these disorders have a life expectancy
of 56 years, with more than two decades lost to
suicide and various medical illnesses, especially
cardio-pulmonary diseases. After a century of
focusing on the psychological causes of mental
disorders, we can now begin to address these
mysterious behavioral and cognitive syndromes

as brain disorders. Genetics and neuroscience are
leading us to reconceptualize these disorders in
terms of developmental brain processes that go off
track due to the combined influences of genomic risk
and early experience. The next decade will likely
see a revolution in our approach to mental disorders
with a new understanding of their biology and new
opportunities for

treatments.

REFERENCES:
1. Insel, T. (April 2009) Disruptive Insights in Psychiatry:
Transforming a Clinical Discipline, article from The
Journal of Clinical Investigation P. 700-705, Volume 119,
Number 4

10:00 AM SESSIONS

LECTURE 03

AMERICAN EXCEPTIONALISM AND
NATIONAL IDENTITY: CAN WE ALL JUST
GROW UP?

Distinguished Psychiatrist Lecture

Loree K. Sutton, M.D., 4677 35th St N, Arlington, VA
22207-4436

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Define exceptionalism; 2)
Describe two historical antecedents to the concept
of exceptionalism; 3) Identify two indicators of
contemporary exceptionalism; 4) Describe two
neuroscience principles that can minimize the
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negative effects of exceptionalism; and 5) Identify
two ways that psychiatrists can contribute to
developing our resiliency as a nation.

SUMMARY:

This presentation offers a creative exploration of
our post-9/11 American identity — who are we as

a country, who might we become, what’s working
(or not), and how developmental neuropsychiatry
and biologically-based approaches to trauma

might inform our national journey. . . In short,

can we all just grow up? As American citizens, we
have long identified ourselves as belonging to an
“exceptional” or even “indispensable” nation. . .

As early as 1630, Puritan John Winthrop’s sermon
“A Model of Christian Charity” admonished the
future Massachusetts Bay colonists that their new
community would be a “city upon a hill”, watched
by the world. This adage gave rise to the widespread
belief in American folklore that the USA is God’s
country because metaphorically it is a Shining City
Upon a Hill. Invoked by President Kennedy as well
as President Reagan, this image remains embedded
in our national consciousness. Emerging victorious
from the decades-long Cold War, our national
identity focused on our role as the world’s sole
“superpower” or even “hyperpower,” in recognition
of our apparent exceptionalism. And then, 9/11. .

. The ensuing past 10 years, now dubbed by some
as the “no name decade,” are characterized by a
fear-based obsession with security, exposure of the
limits to military power, financial system collapse,
partisan hyper-polarization and the emergence

of a political protest movement challenging the
status-quo across the ideological spectrum. As
professionals engaged in the healing arts and
sciences, what might we contribute to the growing
crescendo of voices questioning whether our best
days as a nation are now behind us? As responsible
citizens, what duty is ours to engage in the political
process? And, finally, how can our burgeoning
knowledge of the brain and its relationship to
resiliency, trauma and the nervous system serve as a
model

and metaphor to orient, balance and guide our
future actions as individuals and as a nation?

LECTURE 04

SPIES AND LIES: COLD WAR PSYCHIATRY
AND THE CIA

Benjamin Rush Award Lecture

Andrea Tone, Ph.D., 3647 Peel St, Montreal QC, H3A

1X1Canada

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Have a better understanding

of the ways in which the post-WWII interests

of military and intelligence agencies intersected
wittingly and unwittingly with psychiatrists and their
research in the United States and Canada.

SUMMARY:

This talk will explore the history and politics of
CIA funded mental health research and psychiatric
development in the 1950s and 1960s in the United
States and Canada. Providing an in-depth analysis
of one of the most notorious sub-projects of the
CIA’s infamous MK-ULTRA project (a classified,
$25-million dollar government research program
that funded over 75 mind control experiments

at universities and hospitals throughout North
America), it will look at how American efforts to
win the Cold War, physician and policymakers’
determination to pioneer faster and cheaper
methods of psychiatric therapy, and the relentless
drive of a key clinic director converged in curious
and unexpected ways. The result was a three year
research experiment that was deemed path breaking
by many contemporaries and loathsome to
politicians and journalists a decade later. Drawing
on a broad array of sources, many of them newly
available (archival manuscripts, CIA records, court
cases, government investigations, military and state
records, letters from patients and consumers, and
oral histories), this presentation will show how the
politics of a different age reframed “therapy” as

an unacceptable, imperialist assault on vulnerable
Canadians.

12:00 PM SESSIONS

Lecture 05

FORTY YEARS SINCE JOHN FRYER: THAT
WAS THEN; THIS IS NOW

Fobn Fryer Award Lecture

The Right Reverend V. Gene Robinson, D. Min., 63
Green St, Concord, NH 03301

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Evaluate and better understand
the current social, political, religious and
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psychological landscape facing LGBT people; 2)
Recognize and develop a deeper understanding of
the religious underpinnings of anti-gay sentiment,
and the religious resources for a gay-positive faith;
and 3) Identify practical help in better serving your
LGBT clients for facing today’s challenges.

REFERENCE:

Bishop Robinson’s new book, God Believes in Love:
Straight Talk about Gay Marriage, will be published
by Alfred Knopf in the spring of 2012.

SUMMARY:

'This lecture, in honor of the psychiatrist who
donned a mask and came out as gay to the

1972 Convention of the APA, will examine how

far we’ve come, and how far we have to go in
society’s acceptance of gay, lesbian, bisexual and
transgender people, and more specifically, what
role psychiatrists might play in that movement
forward. Forty years after Dr. Fryer’s testimony,

it’s a different and more welcoming world, but
hardly a perfect one for LGBT people. Anti-gay
bullying resulted in numerous teenage suicides in
2010, the Religious Right still labels homosexuality
a sin, and gay couples are still denied marriage
equality in most states. If the new generation is so
free of homophobia, why are so many gay kids still
killing themselves? Even if the protesters from
Westboro (Kansas) Baptist Church are viewed as
crazy, why does anti-gay rhetoric still work for
political candidates? Why is geography still the
best predictor of the level of acceptance of LGBT
people? And what is next in the movement for equal
rights and healthy self-understanding for LGBT
people? This lecture will address the progress we’ve
made in the mental health area since Dr. Fryer’s
time. The ways in which religion creates the self-
loathing experienced by so many members of the
sexual minority community. Why religion should
matter to your LGBT clients, even if they are

not religious! How to undo the unhealthy effects
of conservative religion in your clients without
destroying their faith. How righteous anger can
be a tool for liberation. Why the dichotomous
straight/gay continuum is unhelpful and more
limiting for heterosexuals than for homosexuals.
Why transgender people are a threat and challenge
to both gay and straight people. Why today’s

work is less about homophobia and more about
heterosexism, less about sexual orientation and more

about gender identity/expression. Why gay rights
are good (and threatening) for heterosexual people.
Why mental health professionals have a social
responsibility to weigh in on equal rights for LGBT
people — and why one-on-one compassion isn’t
enough. Lastly, it will discuss what you can do to
better support your LGBT clients in this changing
landscape.

SUNDAY, MAY 15, 2011
8:00 AM SESSIONS

LECTURE 06

WHAT MAKES A GOOD CLINICAL
TEACHER?

APA/NIMH Vestermark Award Lecture

Richard Balon, M.D., UPC Fefferson 2751 E Jefferson
Ste 200, Detroit, MI 48207

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Appreciate the importance of
clinical teaching; 2) Understand the characteristics
and qualities of a good clinical teacher; and 3) Assess
the qualities of good clinical teacher(s).

SUMMARY:

The most important societal role of medical schools
is the preparation of a new generation of competent,
compassionate and well clinically trained physicians.
Thus, clinical teaching is central to the academic
mission of medical schools and residency training
programs. Clinical teachers, mainly physicians, play
a cardinal role in clinical teaching. But what does it
really mean to be a good clinical teacher/supervisor?
What are the qualities and characteristics of a good
and effective clinical teacher? This presentation
will focus on these qualities, review the literature on
characteristics of good clinical teachers, and provide
some personal reflections on clinical teaching.
Finally, assessment of clinical teachers and its use for
further faculty development will be discussed.

LECTURE 07

GLIAL-NEURONAL MODELS OF
DEPRESSIVE DISORDERS

Frontiers of Science Lecture

lan B. Hickie, M.D., 94 Mallet Street, Sydney, 2050
Australia

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant
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should be able to: 1) Recognize the brain circuitry
that is disrupted in major depression; 2) Appreciate
the extent to which recent changes in our
understanding of the ways in which different cells in
the CNS respond to specific stimuli may be relevant
to the pathophysiology of major depression; and

3) Identify and consider the likely implications for
diagnosis and treatment choices in specific clinical
situations.

SUMMARY:

After working in the area of clinical research
related to common mood disorders, and related
public health and health service development, it
has become increasingly evident to me that we

are desperately in need of new approaches to our
field. Those new approaches need to incorporate

a fundamental emphasis on prevention or early
intervention as well as a better utilization of recent
developments in basic neuroscience. Consequently,
this lecture will review the evidence now available
about the ways in which different cellular elements
in the brain (i.e. neurons and glial cells) respond

to various external (i.e. infection or changed day/
night cycles) or internal (i.e. increased anxiety or
small vessel vascular disease). These examples will
be used to illustrate the extent to which such cellular
responses may be relevant to the onset and
pathophysiology of common depressive disorders.
The developments in neuroscience that are relevant
include: 1) increased understanding of the ways

in which various cellular elements communicate,
with particular reference to the ways in which
stimulated glial cells have direct effects on
synaptic transmission; 2) increased awareness of
the extent to which glial cells respond to a range
of immunological and other signals, particularly

in patients with depressive disorders who have
been exposed to relevant environmental stimuli; 3)
increasing use of new neuroimaging techniques to
track changes in microglial activity in patients with
neuropsychiatric disorders; and 4) the extent to
which we can now describe more meaningful CNS
circuits that underpin key phenomena related to
depressive disorders (including, fronto-subcortical,
fronto-temporal as well as those that regulate
circadian function. The lecture will use four specific
examples from clinical settings to highlight these
perspectives - and the way in which this evolving
perspective can be used to improve diagnosis

and treatment selection. The four examples are

early-onset major depression, depression related

to circadian disturbance, post-infective depressive
and fatigue states and late-life depression related

to underlying vascular disease. Each example will
consider not only the relevant genetic risk factors,
but more importantly how various external and
internal stimuli lead to critical cellular responses
within critical circuitry and that such changes are
likely to explain key clinical phenomena including
symptoms, illness course and response to behavioral
or pharmacological treatments. The lecture proposes
that we will soon move to more etiologically-based
sub-classifications of common mood disorders

and that such a process will start to lead to a great
emphasis on prevention and early intervention (at
different points in the life cycle) as well as greater
personalization of treatment selection. This
movement needs to be communicated to a wider
audience, indicating the extent to which our field has
a sound scientific basis and a very bright future.

REFERENCES:

1. Bennett M. R., Synapse Regression in depression: the
role of 5-HT receptors in modulating NMDA function
and synaptic plasticity Australian and New Zealand Jour-
nal of Psychiatry, 44 (4):301-308

2.Bennett M. R., Synaptic P2X7 receptor regenera-
tive-loop hypothesis of depression Australian and New
Zealand Journal of Psychiatry, 41 (7): 563-571

10:00 AM SESSIONS

LECTURE 08

LIVING UP TO OUR COMMITMENTS:
IMPERATIVES FOR PROFESSIONALISM
AND LEADERSHIP IN PSYCHIATRY
Distinguished Psychiatrist Lecture

Laura W. Roberts, M.D., Stanford University School of
Medicine, 401 Quarry Road, Stanford, CA 94305

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the major workforce
and demographic issues that will shape the field of
psychiatry in the coming decade; 2) Recognize and
have knowledge about relevant scientific findings
that influence the effectiveness of psychiatry as a
profession in our society; 3) Develop a familiarity
with critical policy issues emerging in the field

of psychiatry; and 4) Identify major leadership

and professionalism related issues in the field of

psychiatry.
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SUMMARY:

Neuropsychiatric diseases are prevalent and
devastating for their impact, whether viewed in
relation to individual suffering or broad onsequences
for global health. The profession of psychiatry is
the specialty of medicine entrusted by society with
advancing the well-being of people living with these
serious illnesses -- engaging in scientific inquiry,
clinical innovation, educational advancement,
community outreach, and policy endeavors to
diminish the burden of neuropsychiatric disease
and related conditions. Our success to date has
been mixed. Although the past decade has brought
extraordinary progress, with advances ranging from
scientific discovery (e.g., biomarkers, genetics) to
broad social policy (e.g., “parity” legislation), we
struggle as a profession and our future is fragile.
We struggle for definition as a field, we remain
divided on many fundamental issues, we are
undervalued in medicine, and we are stigmatized
within society. Our integrity as a profession is
scrutinized, questioned, and threatened. Moreover,
the number of physicians and physician scientists
entering psychiatry is small, less than those leaving
the field, and insufficient to meet the needs of the
public. The coming decade thus represents nothing
less than a turning point in which either we will
establish the value of our profession — or, sadly, we
will not. Reaffirming the field of psychiatry entails
that we live up to our commitments to people living
with neuropsychiatric disease, certainly. Fulfilling
the public trust and gaining support within society
and medicine, it is argued, require more -- that we
recognize and undertake critical imperatives for
more explicit professionalism and leadership in

psychiatry.
12:00 PM SESSIONS

LECTURE 09

EARLY INTERVENTION AND YOUTH
MENTAL HEALTH MODELS OF CARE:
21ST CENTURY SOLUTIONS TO
STRENGTHEN MENTAL HEALTH CARE
AND MODERN SOCIETY

International Guest Lecture

Patrick D. McGorry, M.D., Ph.D., Orygen Youth
Health Center for Youth Mental Health, Locked Bag 10,
Parkoville, VIC-3052Australia

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant

should be able to: 1) Identify the pattern of

onset of mental disorders across the lifespan

and appreciate the crucial need to construct a

novel system of care to provide early diagnosis,
engagement and tenure of care for adolescents and
young adults; 2) Recognize the growing evidence
base in support of early intervention in psychiatry;
and 3) Gain knowledge about international
developments in mental health reform in relation to
these new ways.

SUMMARY:

Mental and substance use disorders are among the
most important health issues facing society. They
are by far the key health issue for young people in
the teenage years and early twenties, and if they
persist, they constrain, distress and disable for
decades. Epidemiological data indicate that 75%

of people suffering from an adult-type psychiatric
disorder have an age of onset by 24 years of age,
with the onset for most of these disorders — notably
psychotic, mood, personality, eating and substance
use disorders— mainly falling into a relatively
discrete time band from the early teens up until the
mid 20s, reaching a peak in the early twenties. While
we have been preoccupied with health spending at
the other end of the lifespan, young people have the
greatest capacity to benefit from stepwise evidence
based treatments and better health care delivery. In
recent years, a worldwide focus on the early stages
of schizophrenia and other psychotic disorders has
improved the prospects for understanding these
complex illnesses and improving their short term
and longer term outcomes. This reform paradigm
has also illustrated how a clinical staging model

may assist in interpreting and utilizing biological
data and refining diagnosis and treatment selection.
There are crucial lessons for psychiatric research
and treatment, particularly in the fields of mood and
substance use disorders. Furthermore, the critical
developmental needs of adolescents and emerging
adults are poorly met by existing conceptual
approaches and service models. The pediatric-adult
structure of general health care, adopted with little
reflection by psychiatry, turns out to be a poor fit for
mental health care since the age pattern of morbidity
of the latter is the inverse of the former. Youth
culture demands that young people are offered a
different style and content of service provision in
order to engage with and benefit from interventions.
The need for international structural reform and an
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innovative research agenda represents one of our
greatest opportunities and challenges in the field of

psychiatry.
1:30 PM SESSIONS

LECTURE 10

PSYCHIATRIC DISABILITY: A MODEL FOR
ASSESSMENT

Manfred S. Guttmacher Award Lecture

Liza H. Gold, M.D., 2501 N Glebe Rd Ste 204,
Arlington, VA 22207

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Evaluate and provide a practical
model for assessment of claims of psychiatric
disability; 2) Recognize and understand how to
utilize this model to develop case formulations; and
3) Indentify how to combine the model and case
formulations to provide commonly sought opinions
in disability evaluations.

SUMMARY:

Disability evaluations are functional assessments
intended to provide administrative or legal systems
with information it can translate into concrete
actions such as awards of benefits or legal damages.
Work disability is the result of a dynamic process
between factors internal to the individual and
external factors not limited to work impairment.

A model for assessment of all factors relevant

to disability evaluations will be discussed. This
model can provide the basis for development of a
case formulation. Case formulations can then be
utilized to answer the questions most frequently
asked in disability evaluations. These questions
and the relevance of the model and associated

case formulations will be reviewed utilizing case
examples.

REFERENCES:
1. Gold LH, Shuman W: Evaluating Mental Health Dis-
ability in the Workplace: Model, Process, and Analysis.
New York: Springer, 2009
2. Gold LH, Anfang, SA, Drukteinis AM, et al: Forensic
Evaluation of Psychiatric Disability Practice Guideline.
Journal of the American Academy of Psychiatry and the
Law 36:S1-S50, 2008

MONDAY, MAY 16, 2011
8:00 AM SESSIONS

LECTURE 11

WRONGFUL CONVICTIONS:
CHALLENGES FOR PSYCHIATRY AND
FORENSIC SCIENCE

Outside Guest Lecture

Barry Scheck, 7.D., 100 Fifth Avenue, New York, NY
10011

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the psychological
factors that lead to false confessions; 2) Recognize
the psychological challenges of the wrongly
convicted; and 3) Evaluate lessons learned from post
conviction exonerations.

SUMMARY:

Lessons that can be drawn from the 266 post-
conviction DNA exonerations with respect to
cognitive bias in forensic science and police
investigations, the psychological factors that lead to
false confessions and the psychological challenges
encountered by the wrongly convicted.

LECTURE 12

PERSONALITY DISORDERS: WHERE
BRAIN MEETS SELF

Fudd Marmor Award Lecture

Larry F. Siever, M.D., The Mount Sinai Medical Center,
One Gustave L. Levy Place, Box 1230, New York, NY
10029-6574

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the latest advances in
neurobiology of personality disorders; 2) Evaluate
the new paradigms to evaluate social cognition

and interpersonal behavior; and 3) Recognize

new directions in exploring pathophysiology and
interventions for interpersonal dysfunction.

SUMMARY:

While our understanding of personality disorder
was traditionally framed in psychodynamic terms,

it has become increasingly clear that severe
personality disorders like borderline and schizotypal
personality disorder have underlying neurobiologic
vulnerabilities grounded in the brain. Prefrontal-
amygdala connectivity modulated by the serotonin
system may be instrumental in the vulnerability

to impulsive aggression, while limbic irritability is
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associated with affective instability. Yet, the primary
sphere where psychopathology is manifest for these
disorders is the interpersonal sphere and patients
with personality disorders may be exposed to adverse
circumstances and are extremely sensitive to a range
of interpersonal contexts. An increasing knowledge
of how environmental milieus may affect the brain
and interact with genetic expression and how brain
systems and neuropeptide modulators are associated
with interpersonal reactivity and social cognition
may help us bridge the gap between neurobiology,
interpersonal behavior/cognition, and self providing
new targets for intervention. Furthermore, as this
understanding is applied to the developmental
context when personality disorders begin to emerge,
possibilities of earlier preventive measures may

be more readily realized. Implications for DSMV
personality disorders will be discussed.

REFERENCES:

1. Stanley, B., Siever, L. J., The Interpersonal Dimension
of Borderline Personality Disorder: Toward a Neuropep-
tide Model. Am J Psychiatry, 167:24-39, 2010.

2. Siever, L. J., Weinstein LN: Neurobiology of Person-
ality Disorders: Implications for Psychoanalysis. ] Am
Psychoanal Assoc, 57:361-398, 2009.

10:00 AM SESSIONS

LECTURE 13

DISEASE BIOMARKERS FOR
SCHIZOPHRENIA: FROM LABORATORY
TO PATIENT BEDSIDE

Frontiers of Science Lecture

Sabine Babn, M.D., Tennis Court Rd, Cambridge, CB1
2AN, United Kingdom

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify serum biomarkers in
first onset schizophrenia; 2) Recognize systemic
alterations associated with schizophrenia; and 3)
Diagnosis metabolic dysfunction in schizophrenia.

SUMMARY:

Schizophrenia is a multifaceted neuropsychiatric
disorder. It almost certainly presents a
heterogeneous group of a etiologies which may not
be reflected in the symptomatic/clinical presentation
of patients. Therefore, a better molecular
understanding of the disease onset and progression
is urgently needed. Multi-omics profiling approaches

can be employed to investigate large numbers of
patient and control samples in a single experiment.
These large scale experiments are required to
identify disease intrinsic molecular signatures as
well as patient subgroups with potentially distinct
biochemical pathways underpinning their symptoms.
I will present results from our biomarker discovery
studies. We have identified a number of highly
significant peptides and proteins that distinguish
first onset paranoid schizophrenia patients from
healthy controls. Our findings suggest alterations

in glucoregulatory processes in CSF of drug naive
patients with first onset schizophrenia. Short term
treatment with atypical antipsychotic medication
resulted in a normalization of the CSF disease
signature in half the patients well before a clinical
improvement would be expected. Furthermore, our
results suggest that the initiation of antipsychotic
treatment during a first psychotic episode may
influence treatment response and/or outcome. More
recently, we have identified a candidate biomarker
panel in patient serum, specifically up or down
regulated in drug naive, first onset schizophrenia
patients using high throughput proteomic profiling
and multiplexed immunoassay profiling technology.
A panel of 51 markers was found to yield an average
sensitivity and specificity of >85% across five clinical
centers. Abnormalities remained significant after
adjustment for all recorded baseline characteristics.
The panel has now been developed into a test which
can help confirm the diagnosis of schizophrenia.

REFERENCES:
1. Biomark Insights. 2010 May 12;5:39-47. Validation of
a blood-based laboratory test to aid in the confirmation
of a diagnosis of schizophrenia. Schwarz, E., Izmailov, R.,
Spain, M., Barnes, A., Mapes, J.P., Guest, P.C., Rah-
moune, H., Pietsch, S., Leweke, F.M., Rothermundt,
M., Steiner, J., Koethe, D., Kranaster, L., Ohrmann,
P., Suslow, T, Levin, Y., Bogerts, B., van Beveren, N.
J., McAllister, G., Weber, N., Niebuhr, D., Cowan, D.,
Yolken, R.H., Bahn, S.

LECTURE 14

THE ALIENIST IN THE 21ST

CENTURY

International Guest Lecture

Dinesh Bhugra, M.B.B.S, Ph.D., 17 Belgrave Square,
London, SW1X §PGUnited Kingdom

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the changing role of
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the psychiatrists in the 21st century; 2) Identify
obstacles which may impede personal development.

SUMMARY:

For a considerable period of time individuals with
mental illness were identified as aliens, as distinct
from beggars and vagabonds, and those treating
aliens were known as alienists. This started to
change in the 19th century. The public gaze focused
on the aliens where people paid money to go and see
patients in the Bethlem Hospital and the creation
of the ‘other’. However with increasing medical

and psychological knowledge, enlightened alienists
liberated their patients from their chains. However,
as drugs and other therapeutic interventions became
available in the early part of the 20th century, not
only did the public expectations change the role

of the institutions but doctors also underwent a
critical shift. As more therapeutic interventions
became available there was a shift towards treating
patients in the community, and although public
attitudes were negative their expectations were
high. As a result, treatment in psychiatric asylums
was transferred to the community. With increasing
equality in the doctor/patient relationship in

the early part of the 21st century, and also with
changing expectations with newer interventions
available and politicians urging patients to become
consumers, the profession is facing challenges of a
different kind. Not only has an emphasis on quality
of services become ever so important and patients
are aware of what components of quality are, it

is inevitable that the profession needs to look at
professionalism and revisit the psychiatry’s contract
with society. Other factors that must be remembered
include stigma and discrimination against mental
illness and the mentally ill and the advent of
psychopharmacogenomics, both of which will
change the role of the psychiatrist. In this lecture, a
history of alienism, challenges and development of
psychiatry will be discussed in the context of cultural
and social shifts and some ways forward will be

addressed.

REFERENCES:
1. D Bhugra, A Malik and G Ikkos (eds) (2010): Psychiatry’s
Contract with Society: Concepts, Controversies
and Consequences. Oxford: Oxford University Press.
2. D Bhugra (2008): Professionalism and psychiatry: the profes-
sion speaks. Acta Psychiatrica Scandinavica
118, 327-329.

LECTURE 15

30 YEARS EXPERIENCES IN PROVIDING
MENTAL HEALTH CARE TO ASIAN
REFUGEES AND IMMIGRANTS

Kun-Poo Soo Award Lecture

Paul Leung, M.D., 3181 SW Sam Jackson Park Rd,
Portland, OR 97239-3011

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Indentify in general the
challenges facing the refugee and immigrant
communities in America; 2) Recognize the model
of treatment that has been successfully used for

3 decades in providing mental health care to

the refugee and immigrant communities; and 3)
Evaluate the challenges facing clinicians in the
community.

SUMMARY:

For more than 30 years the Department of
Psychiatry of Oregon Health & Sciences University
(OHSU) has operated the Intercultural Psychiatric
Program (IPP) focusing on providing comprehensive
mental health services to the immigrant and refugee
communities. To date, IPP serves more than 1,300
patients of 23 language groups. It utilizes the proven
model of pairing a psychiatrist with an ethnic mental
health professional constituting the treatment team
for a particular ethnic patient-group. Over the

years we have provided high quality, culturally &
linguistically competent services to our patients.
Many of them were victims of trauma due to the
political and economical instability of the regions
where they came from. In this presentation the
author will reflect on his experiences in providing
mental health care, in particular, to the Asian
communities in Oregon. He will also describe

the model of treatment IPP has employed with
rewarding outcomes. A significant portion of the
presentation will be devoted to the discussion of

the continuous challenges facing programs alike in
providing cares to these communities.

LECTURE 16

TRANSFORMING CLINICAL OUTCOMES
IN ADDICTION

Frontiers of Science Lecture

National Institute of Drug Addiction

Nora D. Volkow, M.D., 6001 Executive Boulevard Room
5274, MISC 9581, Bethesda, MD 20892
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EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1)  Evaluate the complexity

of molecular mechanisms underlying acute and
long term effects of drug exposure; 2) Identify the
major brain circuits that play a role in addiction;
and 3) Recognize the implications of these scientific
findings for targeted prevention and treatment
development and some of the key questions on
which future research will focus.

SUMMARY:

Recent scientific advances have dramatically
increased our understanding of the complex
biological, developmental and environmental
factors involved in drug abuse and addiction. This
presentation will discuss what we know about:
molecular mechanisms underlying the effects

of drugs of abuse; consequences of acute and
chronic drug exposure on epigenetic modifications,
gene expression and cell function; brain circuit
disruption in addiction; and factors involved

in genetic vulnerability and resilience for drug
abuse. In the coming years research efforts will
focus on answering such key questions as: what
neurobiological processes mediate the effects of
stressors on drug abuse vulnerability?; what genes
play a role in brain development and how are they
affected by drugs?; and how can Neuroimaging tools
for biofeedback be most effectively employed to
strengthen neural circuits disrupted by addiction?
All of this knowledge will have a profound impact on
the development of increasingly targeted prevention
and treatment strategies and on improving clinical
outcomes.

REFERENCES:
1. Koob, G.F., Volkow, N.D., Neurocircuitry of addiction
Neuropsychopharmacology. 2010 Jan; 35(1):217-238.

12:00 PM SESSIONS

LECTURE 17

TRANSLATING NEURAL CIRCUITS
INTO NOVEL THERAPEUTICS FOR
SCHIZOPHRENIA

Distinguished Psychiatrist Lecture

National Institute of Mental Health

David Lewis, M.D., 3811 O’Hara St W1650 BST;
Pittsburgh, PA 15213

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the importance
of cognitive deficits for functional outcome in
individuals with schizophrenia; 2) Understand
the abnormalities in specific cortical circuits
that contribute to these cognitive deficits; and 3)
Understand how these circuitry abnormalities
reveal molecular targets for novel therapeutic
interventions.

SUMMARY:

The principal pharmacological treatment for
schizophrenia, antipsychotic medications, reduces
the severity of positive symptoms of the disorder, but
has limited effectiveness in reducing the cognitive
impairments that are the major determinants

of long-term social and occupational outcome.

This presentation will illustrate a strategy for the
development of novel therapeutic approaches

based on an understanding of the neural circuitry
disturbances that result from the underlying

disease process. Specifically, current data suggest
that molecular alterations in specific populations

of GABA neurons in the dorsolateral prefrontal
cortex give rise to alterations in neural network
oscillations that underlie the well-documented
working memory dysfunction in schizophrenia. The
potential contribution of cannabis use, a risk factor
for schizophrenia, to disrupting this circuitry will
also be discussed. The convergence of these findings
led to the development of a new medication that
improved both network oscillations and working
memory function in patients with schizophrenia in
an initial proof-of-concept clinical trial.

REFERENCES:

1.Lewis DA and Sweet RA: Schizophrenia from a neural cir-
cuitry perspective: Advancing toward rational
pharmacological therapies. J Clin Invest 119: 706-716, 2009.

LECTURE 18

STRESS, CORTISOL AND PSYCHOSIS IN
DEPRESSION

Distinguished Psychiatrist Lecture

Alan F. Schatzberg, M.D., Stanford University School of
Medicine, 401 Quarry Road, Stanford, CA 94305-5717

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Differentiate characteristics of
psychotic depression; 2) Identify the relationship
of elevated cortisol to cognitive impairment; and 3)
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Understand the importance of f-MRI in psychotic
major depression during memory tasks.

SUMMARY:

In recent years there has been considerable attention
paid to the hypothalamic pituitary adrenal (HPA)
axis as playing key roles in the pathophysiology of
several depressive subtypes. The axis is activated by
stress and represents a feedback system that includes
the hypothalamus and hippocampus, the pituitary,
and the adrenal gland. Its functions are mediated
through several peptides and hormones including
the brain peptide - corticotropin releasing hormone
(CRH)—and the hormone cortisol—produced in the
adrenal but that crosses into the brain. Over-activity
of both of these has been particularly emphasized.
This presentation will review studies from our group
and others on HPA axis over-activity in patients with
major depression with psychotic features (PMD).
We present recent data collected in over 140
subjects that point to significantly elevated cortisol
activity between 6PM and 1AM in PMD subjects
compared to those depressives without psychotic
features and healthy controls. PMD patients
demonstrate impaired verbal and working memory
as well as in response inhibition. Memory deficits
are significantly correlated with evening cortisol
activity. Further, data are presented on alterations

in both structural and functional brain imaging

in PMD patients as compared to non-delusional
depressives and healthy controls. {-MRI studies of
verbal memory point to significant impairment in
encoding in PMD patients. On both verbal and
working memory tasks PMD patients—in contrast
to nondelusional depressives and healthy controls-
must activate parahippocampal regions to perform
the tasks, suggesting that typical regional activation
is insufficient to complete the tasks. Last, we will
provide preliminary data from studies on studies on
genetic risks for developing PMD and discuss the
therapeutic implications of our studies to date.

REFERENCES:
1. Garrett A., Kelly R., Gomez R., Keller J., Schatzberg A., Re-
iss A., Aberrant brain activation during a working memory task
in psychotic major depression. American Journal of Psychiatry
in press.

TUESDAY, MAY 17, 2011
8:00 AM SESSIONS

LECTURE 20

THE OSKAR PFISTER DIALOGUES: A
SEARCH FOR MEANINGS

Oskar Pfister Award Lecture

Clark S. Aist, Ph.D., 2700 Martin Luther King fr
Avenue Southeast Washington, DC 20032

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the background
and early history of the Oskar Pfister Award;

2) Identify some of the major factors that have
mediated the success of the Pfister project, and 3)
Recognize how these factors may serve as bridges for
turther collaboration with the religious community
and spiritual caregivers.

SUMMARY:

With the landmark transition from “psycho-dynamic
perspectives” to a “neuro-biological orientation”
that began in American psychiatry during the

late 1960s and 1970s, there was a wide-spread
assumption that psychiatry’s already fragile interest
in religion and spirituality would become even more
tenuous or vanish altogether. Near the peak of the
transition in 1980, the Oskar Pfister Award was
formally established as a joint effort by the American
Psychiatric Association and the Association of
Mental Health clergy. Named for a Swiss Protestant
minister and lay psychoanalyst who conducted an
extended correspondence with Sigmund Freud on

a range of topics, but notably their respective views
on the place of religion in human experience, the
award was intended as a forum to sustain and expand
an informed dialogue about religion and psychiatry.
"To some the project seemed strangely out of joint
with the times. With the publication in 1980 of

the DSM-III featuring atheoretical categories and
descriptive nomenclature, psychiatry had clearly
embraced a medical model. In this environment
there was even concern that the new venture for
“exploring the interface between religion and
psychiatry” might arrive still-born. To the surprise
of many, however, the Pfister Award seemed to tap

a growing awareness of the religious and spiritual
dimensions of problems that people bring to
psychiatrists, as well as a growing disposition among
psychiatrists to deal with these dimensions with
sensitivity and understanding. Over the years the
award has not only grown in stature but has assumed
a prominent role in charting a major reappraisal

of the significance of religion and spirituality in
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contemporary psychiatry. This address will explore
the meanings that underlie this unpredictable
development. It will propose that the Pfister

Award and its associated lectures represent a robust
phenomenon that invites analysis and understanding
of the factors that have mediated its success. These
factors arise not alone from the field of psychiatry
but also include the broader cultural domains of
philosophy, theology and other human sciences.
These issues are especially important to the work of
clergy and chaplains, particularly those who work
with persons with mental and emotional disorders.
They represent significant bridges of collaboration
among psychiatrists and other behavioral health
specialists in the process of holistic healing. By
taking the Pfister lectures as a “text” that narrates a
“story” about the exploration of a domain of human
experience that has heretofore been under-regarded
and often marginalized in psychiatry, I shall attempt
to identify some of the undergirding influences

that have shaped the Pfister “narrative” and the
larger reassessment of spirituality as an object of
therapeutic interest. These will include: 1) The
significance of culture in human healing, 2) The
creative power of ritualized dependence, 3) The
psychic function of belief, 4) The triumph of “faith”
over skepticism, 5) Neurobiological foundations

for faith and spirituality, and 6) The relevance of
recovery narratives. Suggestions will also be offered
regarding future issues that may be addressed by the
Pfister dialogue.

LECTURE 21

ELECTRIFYING PSYCHIATRY: WHAT
WILDER PENFIELD, JAMES MAXWELL,
AND UGO CERLETTI HAVE IN
COMMON

Distinguished Psychiatrist Lecture

Sarah H. Lisanby, M.D., Duke University School of
Medicine, Department of Psychiatry and Bebavioral
Sciences, 125 Science Drive, Durbam, NC 27710

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the FDA approved
brain stimulation devices available in psychiatry
today; 2) Define the current role of brain stimulation
devices in clinical care; and 3) List the mechanisms
of action of the different brain stimulation
technologies in use today.

SUMMARY:

Psychiatry has been electric for nearly a century.
Neural activity generates electric fields that can

be recorded from the scalp; likewise, electric fields
applied to the brain alter neural activity. The
appreciation that the brain both generates and
responds to electric fields predates our modern
day understanding of psychopharmacology.

Brain stimulation represents both our oldest

(e.g. electroconvulsive therapy) and newest

(e.g. transcranial magnetic stimulation) somatic
treatments in psychiatry. Beyond its therapeutic
potential, brain stimulation has opened an entirely
novel window onto brain function that has greatly
advanced our understanding of brain/behavior
relationships in health and disease. As such, brain
stimulation technologies have propelled basic
neuroscience investigation and pathophysiology
studies yielding previously unprecedented
discoveries. This work has ushered in a new era
for our field when engineering has come to play a
major role in the development and refinement of
novel psychiatric devices. In addition to the new
interdisciplinary perspective that brain stimulation
has brought, it also has driven new inter-professional
collaborations and novel care delivery models
regarding the role for nursing and allied health
professionals in the delivery of these interventions.
This presentation will describe the paradigm shift
brought about by the field of brain stimulation,
and how these new developments impact clinical
care. It will also describe the future challenges
facing the field as together we determine the proper
clinical role for these new tools in our clinical
armamentarium.

10:00 AM SESSIONS

LECTURE 22

TRANSFORMING MENTAL HEALTH
THROUGH LEADERSHIP, DISCOVERY,
AND COLLABORATION - FROM CLINICAL
EPIDEMIOLOGY TO CLINICAL TRIALS IN
BIPOLAR DISORDER

Simon Bolivar Award Lecture

Mauricio Toben, M.D., Ph.D., University of Texas
Health Science Center San Antonio, 7703 Floyd Curl
Drive, MIC 7734, San Antonio, TX 78229-3901

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify how to learn the course
and outcome after remission from a first episode of
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mania; 2) Recognize the predictors of relapse into
mania or depression in first episode bipolar disorder;
and 3) Identify the use of clinical epidemiology in
the design of clinical trials in bipolar disorder.

SUMMARY:

Bipolar disorder represents a major public

health concern in all ethnic groups. Despite the
introduction of new treatment the condition remains
characterized by recurring episodes of mania,
depression, or mixed states. Prevention of relapse
and recurrence is a primary treatment objective in
the management of the disorder. In order to develop
new pharmacological treatments proper clinical trial
designs are needed. To optimize the study of new
drugs it is essential to first understand the clinical
epidemiology of the condition, including its course
and outcome Predictors of relapse are important to
identify in order to determine its effects in response
to treatment. The objective of the presentation

will be for the author to describe how learning the
clinical epidemiology of bipolar disorder enables the
proper design of clinical trials.

LECTURE 23

SCIENCE AND HUMANISM IN
CONTEMPORARY AMERICAN
PSYCHIATRY: DIALOGUES TOWARD A
DESIRABLE CONVERGENCE

George Tarjan Award Lecture

Renato D. Alarcon, M.D., Mayo Clinic, 200 First Street,
SW, Rochester, MIN 55905

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize the main issues
involved in the delineation of the identity of
Psychiatry as a medical specialty, and the factors
and controversies influencing such debates; 2)
Examine and assess the historical evolvement of the
Science-Humanism dichotomy, and perspectives
on its current status in American psychiatry; and

3) Delineate the steps and work needed to continue
developing a pathway towards the convergence of
Science and Humanism through the work of diverse
groups of professionals and institutions.

SUMMARY:

This presentation initially examines issues of
Psychiatry’s identity as a medical discipline, the
subject of heated controversies throughout its
history. This process has resulted in the elaboration

of several dichotomies (being-doing, brain-mind,
science-humanism, and others) materialized in the
sometimes tense relationship between basic scientific
research and clinical practice. The phenomena of
globalization add to the complexity of a situation
that affects all areas of psychiatric work and all
kinds of psychiatric patients, their families, cultures
and societies throughout the world. Discussions
about the Science-Humanism dichotomy, clearly
polemical at first, may have evolved (or be in the
process of evolving) towards the conviction that
only a high-leveled dialogue can assist in outlining
a desirable itinerary of convergence, ending the
problems generated by Cartesian and other types of
dualism. To substantiate this possibility, a

review of key aspects of the work of, and revealing
quotations from several leading figures of
contemporary psychiatry, neurosciences and other
mental health disciplines in the U.S., are presented
to characterize stations of such itinerary, and to
document converging points of this conceptual,
rhetoric and pragmatic journey. The contributions
of these scientists, thinkers and practitioners

are critically examined, and the increasingly
stronger similarities and coincidences of their
approaches and conclusions, are duly emphasized.
The current debate between evidence-based and
value-based approaches to psychopathological
descriptions, diagnostic and treatment issues, also
reflects a different angle of the dichotomy. This
dialectical process will hopefully make it possible a
comprehensive consideration of the suffering human
being (patient) and a genuine explanatory pluralism.
The achievement of a desirable convergence of
Science and Humanism (similarity of purposes,
objectives and actions by professionals from diverse
cultural backgrounds and different fields of work)
would require the formulation of a new humanism,
the structuring of a new phenomenology, and the
development of new diagnostic foci aimed at the
solid systematization of an elusive psychopathology
and its treatment. The role of professional and
scientific institutions, and the contributions of
groups such as the IMGs in American psychiatry,
are crucial ingredients of these historical dialogues
across the globe.

LECTURE 24

A JOURNEY INTO CHAOS: CREATIVITY
AND THE UNCONSCIOUS

Distinguished Psychiatrist Lecture

Nancy C. Andreasen, M.D., Ph.D., University of lowa
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College of Medicine, 200 Hawkins, lowa City, I4 52242

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Indentify ways that creativity
can be defined; 2) Recognize the relationship
between creativity and mental illness; 3) Identify
brain regions that are active during the creative
process.

SUMMARY:

The capacity to be creative—to produce new
concepts, ideas, inventions, objects, or art—is
perhaps the most important attribute of the human
brain. We know very little, however, about the
nature of creativity or its neural basis. Some
important questions include: how should we define
creativity? How is it related (or unrelated) to high
intelligence? What psychological processes or
environmental circumstance cause creative insights
to occur? How is it related to conscious and
unconscious processes? What is happening at the
neural level during moments of creativity? How is
it related to health or illness, and especially mental
illness? 'This presentation will review introspective
accounts from highly creative individuals. These
accounts suggest that unconscious processes play

an important role in achieving creative insights.
Neuroimaging studies of the brain during “REST”
(random episodic silent thought, also referred to as
the default state) suggest that the association cortices
are the primary areas that are active during this state
and that the brain is spontaneously reorganizing and
acting as a self-organizing system. Neuroimaging
studies also suggest that highly creative individuals
have more intense activity in association cortices
when performing tasks that challenge them to “make
associations.” Studies of creative individuals also
indicate that they have a higher rate of mental illness
than a noncreative comparison group, as well as a
higher rate of both creativity and mental illness in
their first degree relatives. This raises interesting
questions about the relationship between the

nature of the unconscious, the unconscious, and the
predisposition to both creativity and mental illness.

REFERENCES:
1. Andreasen, N. C., The Creating Brain: The Neuroscience of
Genius, Dana Press, 2005

WEDNESDAY, MAY 18, 2011
10:00 AM SESSIONS

LECTURE 25

GENOMICS: UNPICKING THE GORDIAN
KNOT OF PSYCHIATRY?

International Guest Lecture

Michael M. Owen, M.S.C., Ph.D., Henry Wellcome
Building, Heath Park, Cardiff, CF64 4UF United
Kingdom

EDUCATIONAL OBJECTIVES:

At the conclusion of the session, the audience
should understand 1) Recognize the implications of
recent advances in genomics for the classification
and neurobiology of major psychiatric disorders;

2) Identify the likely trajectory of the field over the
next 5 years; 3) Appreciate the major challenges
faced by aetiological research in psychiatry.

SUMMARY:

The treatment of psychiatric disorders faces

two major challenges: a lack of understanding of
pathophysiology and a diagnostic process that is
therefore largely descriptive and syndromic with
disease categories that are consequently highly
heterogeneous and overlapping. The complexity
and relative inaccessibility of the human brain
together with the difficulties inherent in developing
valid model systems provide major obstacles to
understanding disease biology. Given that many

if not all psychiatric phenotypes display evidence
for significant heritability, geneticists have long
harboured the hope that identification of specific
risk genes might allow crucial insights into disease
pathogenesis to be obtained thus allowing the
Gordian knot to be unpicked. Progress has until
recently been disappointing but in the last 3 years
the application of novel genomic approaches to
disorders such as schizophrenia, bipolar disorder,
autism and ADHD has yielded a number of
important new insights and one can begin to see
how these and future discoveries are likely to
impact on psychiatry. Highlights include increasing
evidence that common risk alleles are shared by
schizophrenia and bipolar disorder and evidence that
specific submicroscopic deletions and duplications
of segments of DNA, known as copy number
variants (CNVs), confer risk of schizophrenia and
other neurodevelopmental disorders such as autism,
ADHD, epilepsy and intellectual disability. These
findings not only challenge the aetiological basis

of current diagnostic categories but, together with
evidence for frequent co-morbidity, suggest that we
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should view the functional psychoses as members
of a group of related and overlapping syndromes
that result in part from a combination of genetic
and environmental effects on brain development
and which are associated with specific and general
impairments of cognitive function. This has
important implications for future research and for
the configuration of psychiatric services. A model
of the relationship between the major psychiatric
syndromes will be presented and the implications
for a meta-structure in DSMV and ICD11 will
be discussed. The most important implications of
genomic studies in psychiatry are likely to come
from insights into disease pathogenesis.

REFERENCES:
1.0wen MJ, Craddock N, O’Donovan MC. Suggestion of roles
for both common and rare risk variants in genome-wide studies
of schizophrenia. Arch Gen Psychiatry. 2010; 67:667-73.
2. Craddock N, Owen M]. The Kraepelinian dichotomy - go-
ing, going... but still not gone. Br J Psychiatry. 2010; 196:92-5.
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SATURDAY, MAY 14, 2011
12:00 PM- 3:00PM

PRESIDENTIAL SYMPOSIUM 1
TEACHING PSYCHODYNAMIC PSYCHIA-
TRY IN THE ERA OF NEUROSCIENCE

Chair: Carol C. Nadelson, M.D., 50 Longwood Ave Ste
1114, Brookline, MA 2446
Discussant: Carol A. Bernstein, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the importance

of psychodynamic training for psychiatrists; 2)
Understand the complex educational dilemmas that
limit training; and 3) Analyze proposed educational
solutions.

OVERALL SUMMARY:

Since psychiatric residencies must prepare
residents to be competent in “applying supportive,
psychodynamic, and cognitive behavior
psychotherapies to both brief and long-term
individual practice,” according to ACGME
(Accreditation Council for Graduate Medical
Education), 2008 requirements, programs are
challenged to comply. This symposium will focus
on education in psychodynamic psychotherapy,
addressing the reasons for its continuing importance
for psychiatric training, how it can be taught given
the realities of training, specific dilemmas for
residents and programs, and how this requirement
has been met by some programs, using specific
examples.

PS1-1.
PSYCHOTHERAPY TEACHING
STRATEGIES

Glen Gabbard, M.D., Baylor University, 6655 Travis
Street, Suite 500, Houston, TX 77030-1316

SUMMARY:

In this presentation I will emphasize strategies for
teaching psychotherapy in an era where we are at
risk for neurobiological reductionism in psychiatry.
It is important to avoid artificial dichotomies,
such as mind vs. brain or genes vs. environment.
Psychotherapy must be taught as a powerful
intervention that affects the brain. One must also
steer clear of the implication that psychotherapy
only exists in a formal 50 minute hour designated
as “psychotherapy” by an administrative form. Too

much emphasis on theory runs the risk of polarizing
different approaches and implying that we really
understand the therapeutic action of psychotherapy.
Teaching based on specific case material is far more
convincing to residents than abstract discussions,

so case based learning in supervision and in case
conferences/seminars is likely to have the greatest
lasting impact on residents who are learning
psychotherapy.

PS1-2.

MANAGEMENT VERSUS
INTERPRETATION: TEACHING
PSYCHOTHERAPY TO RESIDENTS

Edward Shapiro, M.D., Austen Riggs Center; 19 Prospect
Hill Road, P.O. Box 32, Stockbridge, MA 01262

SUMMARY:

The pressures of the health care system have pushed
residents in training to manage their patients rather
than listen to them. The contemporary emphasis
on medication, safety, filling out forms and efficient
use of short-term resources leaves little time for
residents to reflect on their clinical experience

or attend to what might be meaningful in the
patient’s symptoms and life. In addition, creating
time for residents to have an extended encounter
with the patient relatively free from the press of
management demands is difficult to implement.

In this presentation, the author will illustrate ways
of introducing psychodynamic thinking into the
management structures generally available to
residents. Focusing on the psychodynamics of social
systems can allow residents to grasp unconscious
functioning, projective identification, counter
transference and interpretation, opening a new way
of thinking that illuminates and opens possibilities
for learning psychodynamic psychotherapy.

PS1-3.

TEACHING PSYCHODYNAMIC
PSYCHOTHERAPY: PROGRAMS IN
BOSTON AND CLEVELAND

Malkah Notman, M.D., Cambridge Health Alliance,
Department of Psychiatry, 1493 Cambridge Street,
Cambridge, MA 02139

SUMMARY:

There is a renewed interest in teaching
psychotherapy in the context of the new
ACGME standards for developing competency in
psychotherapy. However many training programs
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currently do not have the expertise or faculty to

do so. The authors investigated the experience

of psychiatry residency training programs in

Boston and Cleveland as to their current practice

in psychotherapy training and specifically
psychodynamic psychotherapy. We asked about the
extent and depth of the curriculum, length, number
of hours of therapy and supervision, the composition
of the faculty and the presence of psychoanalysts

as teachers or supervisors. We shall describe these
findings and the opportunities and challenges that
are evident in the current environment of psychiatric
training.

PS1-4

TEACHING PSYCHODYNAMIC
PSYCHOTHERAPY: PROGRAMS IN
BOSTON AND CLEVELAND

Norman Clemens, M.D., University Suburban Health
Center; 1611 S Green Road Suite 301, Cleveland, OH
44121-4192

SUMMARY:

There is a renewed interest in teaching
psychotherapy in the context of the new

ACGME standards for developing competency in
psychotherapy. However many training programs
currently do not have the expertise or faculty to

do so. The authors investigated the experience

of psychiatry residency training programs in

Boston and Cleveland as to their current practice

in psychotherapy training and specifically
psychodynamic psychotherapy. We asked about the
extent and depth of the curriculum, length, number
of hours of therapy and supervision, the composition
of the faculty and the presence of psychoanalysts

as teachers or supervisors. We shall describe these
findings and the opportunities and challenges that
are evident in the current environment of psychiatric
training.

PS1-5

LEARNING PSYCHOTHERAPY:

THE EXPERIENCE OF PSYCHIATRY
RESIDENTS

Michael Ferri, M.D., Vanderbilt University, Department
of Psychiatry, 1601 23rd Avenue South, Nashville, TN
37212

SUMMARY:
Current challenges in residency psychotherapy
training appear to parallel the broader shift away

from the provision of psychotherapy by psychiatrists
in clinical practice. Nonetheless, proficiency in
psychotherapy is considered an essential element
of psychiatry training by the Accreditation Council
for Graduate Medical Education (ACGME). In this
presentation I will discuss a number of challenges
in providing psychotherapy training to psychiatry
residents, based on the nature of psychiatry
residency as well as the perspectives of psychiatry
residents themselves. Unlike skills in other medical
specialties, psychotherapy is a skill set to which
new psychiatry residents usually have had no prior
exposure. The clinical portion of psychotherapy
training often does not begin until late in residency,
and can be perceived as an “add-on” to an already
overloaded clinical work week. In a recent pilot
study at Vanderbilt, residents reported, and clinic
data confirmed, that recruitment and retention of
patients for psychotherapy is difficult. They reported
high levels of anxiety and poor self-confidence
when treating patients in psychotherapy. They had
difficulty engaging patients in therapy and saw very
few patients on a regular and long-term basis. They
found it difficult to integrate different approaches
and techniques. A consideration of the experience
of psychiatry trainees and the distinct nature of
psychiatry training will be valuable in the overall
effort to improve psychotherapy competence in

psychiatry.

REFERENCES:

1) “The Chief Resident for Psychotherapy: A
Novel Teaching Role for Senior Residents” Ferri,
M. ]., Stovall, J., Bartek, A., Cabiness, D: Academic
Psychiatry 34:4 302-309 July-August 2010

SUNDAY, MAY 15,2011
8:00 AM-11:00 AM

PRESIDENTIAL SYMPOSIUM 2
DSM-5: IMPLICATIONS FOR CHILD
PSYCHIATRY

Chair: Laurence L. Greenbill, M.D., New York State
Psychiatric Institute, 1051 Riverside Drive, New York,
NY 10032

Discussant: David Shaffer, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) List the proposed DSM- 5
diagnoses in child and adolescent psychiatry that are
controversial; 2) Identify the clinical characteristics
of disruptive Mood Dysregulation disorder in
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children and adolescents when they present
during an evaluation; and 3) Discuss the possible
unintended consequences of the new proposed
diagnoses for children and adolescents in DSM-5.

OVERALL SUMMARY:

Significant changes in child and adolescent diagnoses
have been proposed for the upcoming DSM-5
which will be published in May, 2013. The lecturers
at this symposium will address the changes and

their possible unintended consequences, including
the nature of changes in the ADHD diagnosis (Dr.
Cuffe), the modifications to the diagnosis of Bipolar
I and Bipolar NOS when it begins in youth (Dr.
Galanter), as well as the legal implications that relate
to juvenile justice, family law, criminal responsibility,
personal injury cases, civil commitment, and/or
mental competency (Dr. Bernet). Dr. David Shaffer
will go over the process and challenges faced by

the workgroups that deliberated and generated

these proposed changes, and Dr. Greenhill will
describe the processes of validation and testing user

friendliness that are occurring during the DSM-5
field trials.

PS2-1
ISSUES IN CHILD PSYCHIATRY FOR THE
DSM-5 WORKGROUPS

David Shaffer; M.D., New York State Psychiatric
Institute (NYSPI) 1051 Riverside Drive, Unit 78, New
York, NY 10032

SUMMARY:

At the start of the DSM revision process,

the three child and adolescent work groups
(Neurodevelopmental Disorders, Chair: Sue Swedo,
M.D.; Childhood and Adolescent Disorders, Chair:
Danny Pine, M.D.; and ADHD and Disruptive
Behavior Disorders, Co-chairs: myself and Xavier
Castellanos, M.D.) met to develop and review an
innovation strategy that would take into account: 1)
their perception of problems in diagnosis that were
negatively affecting clinical practice; 2) elements

in DSM-1V that had been shown by new research
to require revision; 3) the frequency with which
different diagnoses were being used clinically and/
or were the subject of useful and well-designed peer-
reviewed research; 4) the rates of use of different
diagnoses in clinical-encounter and publication
records that might suggest an existing problem (e.g.,
a very high NOS rate); and 5) topics that had been
brought to the attention of the three different work
groups by specialized professional groups. These

included advocates for inclusion of Parent Alienation
Syndrome whose arguments will be heard later in
this symposium; and also of sensory-processing
disorder. Among the topics that seemed to be leading
to problematic practice the foremost was the a great
increase in the number of children and adolescents
who were being designated bipolar NOS, a less
publicized problem is the frequent misattribution

of certain forms of self-injurious behavior as suicide
attempts and, with that, the use of inappropriate
management procedures. Other concerns were the
seeming underuse of PTSD among young children;
the deletion of under-socialized conduct disorder
from a previous edition of DSM that was seen as
depriving the field of useful treatment indicators;
evidence that the subtypes of ADHD introduced

in DSM-IV were unstable across time; and that
Aspergers syndrome and autism shared many

basic characteristics, although they differed in the
magnitude of their impact.

PS2-2

MODIFICATIONS OF THE ADHD
DIAGNOSIS IN DSM-5 AND ITS IMPACT
ON PRACTICE

Steven Cuffe, M.D., University of Florida Jacksonville,
580 West 8th Street 6th Floor Tower 2, Suite 6005,
Facksonville, FL. 32209

SUMMARY:

The significant changes proposed for the diagnosis
of ADHD in DSM-5 will be outlined and compared
to DSM-IV. Three major proposed changes will

be explored in detail: 1. increasing the age at onset
to 12 (and changing the wording); 2. reducing the
number of symptoms required to meet the disorder
as older adolescents or adults to four inattention or
four hyperactive/impulsive symptoms, and; 3. adding
four new impulsivity symptom criteria (without
increasing the number of symptoms required to
make the diagnosis). Implications for prevalence,
diagnosis and treatment of ADHD will be discussed.

PS2-3

MODIFICATIONS OF THE BIPOLAR
DISORDER DIAGNOSIS, DISRUPTIVE
MOOD DYSREGULATION DISORDER AND
IMPLICATIONS FOR THE PRACTICING
CLINICIAN

Cathryn Galanter, M.D., Columbia University,
Department of Child and Adolescent Psychiatry,
1051 RSD, #78, New York, NY 10032
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SUMMARY:

Introduction: In the past decade there has been a
40-fold increase in diagnosis of pediatric bipolar
disorder (BD) in children and adolescents,
particularly the Not Otherwise Specified (NOS)
type. It is unclear whether the increase in the
diagnosis of BD and BD NOS represents an increase
of previously unrecognized BD, over diagnosis, or
both. DSM-IV-TR BD criteria were developed

for adults. Making developmentally appropriate
adaptations has been challenging for researchers
and community clinicians. Investigators have
operationalized phenotypes and definitions for

BD and BD NOS for use in research. Clinicians
still struggle with how to accurately diagnose BD
in children, especially children and adolescents
who do not have prototypical BD presentations,
episodicity, elation, grandiosity, decreased need for
sleep, but who present with extreme irritability and
dysregulated mood. Methods/Results: The speaker
will review bipolar phenotypes from different
research groups. She will then describe proposed
DSM 'V changes to BD, BD NOS and the proposed
alternative to the NOS diagnosis, disruptive mood
dysregulation disorder with dysphoria (previously
named temper dysregulation disorder with
dysphoria). She will then use case example of a
child with attention deficit hyperactivity disorder
(ADHD) and some manic symptoms to illustrate
how proposed changes may impact on diagnostic
clinical decision making. Discussion: The speaker
will discuss diagnostic challenges faced by clinicians
working with children with bipolar disorder and
mood dysregulation, proposed changes to DSM-V,
and possible implications for treatment.

PS2-4.

DSM-5 AND FORENSICS: THE CALLOUS
AND UNEMOTIONAL SPECIFIER AND
PARENTAL ALIENATION RELATIONAL
PROBLEM

William Bernet, M.D., Vanderbilt Psychiatric Hospital,
1601 Twenty-Third Avenue South, Suite 3050,
Nashville, TN 37212-3182

SUMMARY:

Some of the diagnoses in DSM-5 have legal
implications that relate to juvenile justice, family
law, criminal responsibility, personal injury cases,
civil commitment, and/or mental competency.
The presenter will discuss the possible forensic
repercussions — the pros and cons — of two

diagnoses that have been proposed for DSM-5.
(1) The “callous and unemotional specifier” has
been proposed as a new feature to the current
diagnosis of conduct disorder. The basis for that
proposal is decades of research on classifying

and subdividing the heterogeneous group that is
diagnosed with conduct disorder. The advantage
of that specifier: patients will be more accurately
classified with regard to etiology and clinical
course, which will improve both the treatment of
these individuals and future research. A possible
disadvantage of that specifier: delinquent children
and adolescents thus labeled will be more likely
to be transferred from juvenile court to criminal
court. (2) “Parental alienation relational problem’
has been proposed as a new diagnosis for DSM-5.
The basis for that proposal is extensive qualitative
and quantitative research from many countries

that has established the validity of the concept of
parental alienation. The advantage of that proposed
diagnosis: thousands of children and adolescents
with that mental condition will be identified sooner
(when the condition is treatable) rather than later
(when the condition may be intractable). A possible
disadvantage of that proposed diagnosis: some
divorcing parents may misuse the diagnosis of
parental alienation relational problem to wrongly
achieve a stronger position in court.

)

PS2-5.

EXPERIENCES PARTICIPATING AS CHILD
PSYCHIATRIST CLINICIAN IN THE DSM-5
FIELD TRIALS

Laurence L. Greenbill, M.D., New York State
Psychiatric Institute, 1051 Riverside Drive, New York,
NY 10032

SUMMARY:

Field trials have been used before during the
assessment of new diagnostic constructs in DSM
for reliability and utility. The proposed DSM-5
changes in existing DSM-IV psychiatric diagnoses
for children and adolescents will be subjected to field
trials to test the user acceptability, reliability, and
to some extent, the validity of the modified or new
diagnoses. Dr. Greenhill now serves as a research
clinician in the DSM-5 field trial being conducted
at Columbia University. Various strategies have
been designed to determine if the diagnoses fit the
patient’s presenting complaints when interviewed
by an experienced child and adolescent psychiatrist
or clinician. Data entry procedures and phrasing
of inquiries have been planned carefully, backed
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by review of videotapes gathered during the constraints. In addition, there is a growing realization
interviews. Dr. Greenhill will present his experiencesthat an opportunity for collaboration exists for the
determining whether patients meet the more improved medical care of patients with chronic
controversial proposed changes, such as ADHD,  mental illness. The recently passed healthcare
conduct disorder’s callous and unemotional specifier, reform legislation may present several opportunities
and depressive Mood Dysregulation Disorder. that help overcome these barriers to adoption of
collaborative care models. For example, the promotion
MONDAY, MAY 16, 2011 of Primary Care Medical Homes (PCMH), “mental
8:00 AM-11:00 AM health” homes, electronic health records (EHR) and
meaningful use incentives, are key elements that
PRESIDENTIAL SYMPOSIUM 3 support collaborative care between psychiatry and
PSYCHIATRY AND PRIMARY CARE primary care. Presenters will describe real world

COLLABORATION UNDER HEALTH CARE collaborative care models that have intervened in the
REFORM: SUSTAINABLE MODELS THAT following settings: university health settings; urban,
IMPROVE ACCESS AND QUALITY low income primary care settings; community based
primary care settings, academic/training primary
Chair: Henry Chung, M.D., CMO, Care Management care settings; and community mental health settings.
Company of Montefiore Medical Center, 200 Corporate  Aspects of healthcare reform that further support their

Boulevard South, Yonkers, NY 10701 efforts to sustain these models will be discussed.
EDUCATIONAL OBJECTIVES: PS3-1.

At the conclusion of this session, the participant COLLABORATIVE CARE FOR COLLEGE
should be able to:1) Identify opportunities to STUDENTS: THE NATIONAL COLLEGE

improve psychiatric and medical quality of care; DEPRESSION PARTNERSHIP (NCDP)
2) Describe 3 models that use formal collaborative

methods between psychiatry and primary care Henry Chung, M.D., CMO, Care Management Company

to improve access and quality; and 3) Analyze of Montefiore Medical Center, 200 Corporate Boulevard

the opportunities under healthcare reform such South, Yonkers, NY 10701

as “medical home”, “mental health home” and

“accountable care organization” to address SUMMARY:

sustainability concerns for psychiatry and primary ~ Objective: To implement a collaborative care

care collaboration model for primary care and counseling centers in
college health for depression treatment and suicide

OVERALL SUMMARY: prevention. Methods: Using the Collaborative

There is robust literature demonstrating the (Chronic) Care Model and the IHI/Breakthrough

effectiveness of collaborative (Integrated) models ~ Series Learning method, 20 diverse college and

of care, particularly for patients with depression university campuses implemented depression

presenting in primary care settings that involve screening in primary care, measurement informed

structured clinical interactions between primary care care, enhanced engagement and care management
clinicians and mental health specialists, including ~ approaches, and self management for a national quality
psychiatrists. These models take advantage of improvement project. The PHQ9 was selected for
opportunities for screening, early engagement and  clinical measurement as well as for the tracking of main
intervention, patient centered education and care, outcome measures. Results: Over an 18 month period,
opportunities for self management across a range  over 100,000 students were screened for depression

of comorbid medical and mental health conditions, at least once during the academic year. 2134 students
and improved communication between treating with clinical depression and functional impairment
specialties. Despite the success of these interventionswere entered into site specific project registries and

in controlled studies, widespread adoption of these followed for 12 week outcomes. 50% had a significant
collaborative approaches, especially for patients reduction in depression symptoms and improvement
with mood and anxiety disorders, remains limited.  in function. A significant proportion was also able to

In particular, sustainability of these models, even in  develop self management goals. Pilot data on learning
experimental sites that have demonstrated success  outcomes indicated disruption in function and learning
during the intervention period, has been challenging at baseline which began to resolve with treatment.

due to the financial, systems, and philosophical Conclusion: The Collaborative Care Model is an
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effective model for improving care for depressed
students, including those with symptoms of
suicidality. Replication and sustainability efforts with
this model should be undertaken in college health.

PS3-2.

HEALTH PLAN IMPLEMENTATION OF
PRIMARY CARE BASED BEHAVIORAL
HEALTH SERVICES

Hyong Un, M.D., Aetna Bebavioral Health, 1100 First
Avenue, F226, King of Prussia, PA 19406

SUMMARY:

Background and objective: Significant portion of
behavioral health disorders present in primary

care setting. 'The evidence base suggests that
collaborative care models are effective in improving
access and outcomes for these disorders. However,
the adoption rate of collaborative care for behavioral
health has been limited. Some of the major barriers
to implementation and sustainability include

health care financing, heterogeneous practice
organization and delivery models, training as well
as cultural differences between primary care and
specialty behavioral health care delivery. This
presentation will focus on a case study of health plan
implementation of primary care based behavioral
health services with a goal of delineating potential
sustainable solutions to address these barriers.
Method: Health plan partnership with primary

care network providers to implement collaborative
care program by providing a)reimbursement for
screening b)telephonic based case and disease
management support, ¢)technical support, and d)
facilitating collaboration between primary care and
behavioral health. Results: Preliminary program
results indicate enhanced medication adherence
and significant reduction in depressive symptoms

as measured by the PHQ?9 as well as reduction in
medical and behavioral health inpatient bed days
and increase in behavioral health outpatient visits.
Screening and brief intervention for problematic
alcohol use led to reduction in both medical and
psychiatric inpatient bed days as well as emergency
department visits and increased outpatient medical
and behavioral health visits. Conclusion: Health
plans may be able to partner with primary care

to promote collaborative care to improve access
and quality of behavioral health. Pilot program

will need further study and analysis to determine
generalizabilty and sustainability in the context of
health care reform.

PS3-3.

IMPROVING MENTAL HEALTH
CARE FOR MEDICAL OUTPATIENTS:
A CO-LOCATION MODEL USING
PSYCHIATRISTS IN URBAN PRIMARY
CARE SETTINGS

Bruce Schwartz, M.D., Montefiore Medical Center and
Albert Einstein College of Medicine, 111 East 210"
Street, Bronx, NY 10467

SUMMARY:

Background: Considering the high rate of co-morbid
psychiatric and substance abuse disorders among
chronically medically ill urban patient populations
and the difficulty accessing psychiatric care,
especially among low-income populations, it is not
surprising that primary care physicians are the main
prescribers of psychotropic medications and that
these patients consume a disproportionate share of
healthcare resources. Even when psychiatric care

is available it is rarely coordinated with medical
care. Co-location of psychiatrists in primary care
settings has the potential of being a cost-effective
strategy for delivering higher quality care especially
as primary care providers’ transition to Primary
Care Medical Homes and larger systems evolve into
Accountable Care Organizations. Objective: To
demonstrate the utility of co-locating psychiatrists
in large, urban primary care clinics associated

with an academic medical center and to discuss

the advantages and disadvantages of the different
models being implemented. Methods: Case studies
and modeling of costs, revenues and utilization data
for 3 psychiatrists in urban primary care clinics

will be used to discuss the challenges and successes
of divergent approaches. Results: Utilization,
treatment, diagnostic and fiscal data will be
presented. Cultural issues of introducing psychiatric
services into a primary care clinic will be presented
as well. Conclusion: Co-location models which
meet patient, primary care provider and health plan
needs have the potential to improve care for both
medical and psychiatric disorders. Furthermore,
there is an opportunity to reduce the total medical
costs of caring for an urban, chronically medically
ill population. Models of collaboration and logistical
challenges of various models will be discussed.

PS3-4.

IMPROVING MEDICAL CARE OF
PATIENTS RECEIVING BEHAVIORAL
HEALTH CARE
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Foseph Parks, M.D., University of Missouri St Louis
, Missouri Institute of Mental Health, 5400 Arsenal
Street, St Louis, MO 63139

SUMMARY:

Background/Objective: Persons with severe mental
illness served by public mental health systems have
rates of co-occurring chronic medical illnesses

2 to 3 times higher than the general population,
with a corresponding life expectancy that is 25
years less (1,2). Treatment of these chronic medical
conditions in those with serious mental illness (SMI)
is often substandard, with large numbers of such
individuals receiving no treatment at all, and much
of the treatment that they do receive coming in the
form of costly ER visits and inpatient stays rather
than as routine screenings and preventive medicine
(2). The presentation will describe a collaborative
approach that improves quality medical care for
patients with SMI. Methods: Missouri Dept of
Mental Health is using a 3 pronged approach

to integrating Primary Care and Behavioral
Healthcare. This model uses a Community Mental
Health Center (CMHC) as a HealthCare Home
with elements of case management, Co-location

of MH and PCP services at both CMHCs and
FQHCs, and Disease management for pre-diabetic
SMI persons. Missouri’s CMHC system consists

of 29 CMHC:s and case management affiliates that
have approximately 28,000 persons in actively in
service at any given time. Results: In Missouri, use
of mental health case management by Community
Mental Health Centers to ensure access to
preventive healthcare and ongoing integration and
management of medical care for this population has
had a positive impact on hospitalization, outpatient,
and pharmacy costs, including services for medical
as well as psychiatric illnesses (3, 4). Conclusion:
Community Mental Health Center Health Care
Home Model with case management is an effective
disease management care coordination intervention
for chronic medical illness in persons with severe
mental illness. This session will give a brief overview
of each approach.

PS3-5

ACHIEVING COMPREHENSIVE,
SUSTAINABLE MODELS OF CARE IN THE
PATIENT-CENTERED MEDICAL HOME
UNDER HEALTH CARE REFORM

Frank Degruy, M.D., University of Colorado School of

Medicine, Department of Family Medicine, 12631 East
17th Avenue, Roomn 3613, Aurora, CO 80045

SUMMARY:

Objective: This presentation will begin with a
consideration of the elements of a patient centered
medical home (PCMH), particularly the concepts
of “comprehensive” and “coordinated,” and will
discuss how psychiatrists and primary care clinicians
in the nine Colorado Family Medicine Residency
Programs and elsewhere are collaborating to create
together comprehensive PCMHs—both in the
primary care and the mental healthcare settings.
Examples will be given from experience with both
public and commercial payers, with a particular focus
on how recent health care reform measures could
influence the sustainability of these innovations.
Method: The presenter has participated or is
participating in over a dozen collaborative projects
that involve hundreds of primary care clinicians,
scores of mental health professionals, and thousands
of patient encounters. He will use this experience

to draw conclusions about the prerequisites and
barriers to collaborative care, the costs and effects
on the quality of care and health outcomes, and will
discuss the conditions necessary for sustainability
of successful models. Results: Three principles

of successful collaboration between primary care
clinicians and psychiatrists will be discussed:
cultural accommodation, communication, and
shared leadership, will be discussed. Likewise, the
principles that lead to sustainability—alignment of
incentives, quality based compensation, and vertical
communication—will be described. Conclusion:
Psychiatrists and primary care clinicians can, under
the right conditions collaborate to produce high
quality, high value care in the context of a PCMH.

REFERENCES:

1) Gilbody, S., Whitty, P., Grimshaw, J., Thomas,

R., Educational and organizational interventions to
improve management of depression in primary care:
a systematic review. JAMA. 2003;289(23): 3145-51.
2) Lutterman, T; Ganju, V; Schacht, L; Monihan,
K; et.al. Sixteen State Study on Mental Health
Performance Measures. DHHS Publication No.
(SMA)03-3835. Rockville, MD: Center for Mental
Health Services, Substance Abuse and Mental
Health Services Administration, 2003.

3) Parks J., Svendsen D., Singer P., and Foti, M].
Morbidity and Mortality in People with Serious
Mental Illness. National Association of State Mental
Health Program Directors — Thirteenth in a Series
of Technical Reports — October 2006. Available at
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MONDAY, MAY 16, 2011
NOON- 3:00PM

PRESIDENTIAL SYMPOSIUM 4
TRANSLATING NEUROSCIENCE
FOR ADVANCING TREATMENT AND
PREVENTION OF POST TRAUMATIC
STRESS DISORDER

Chair: Charles Marmar, M.D., New York University
Langone Medical Center; 550 1st Ave, OBV Bldg A,
Room A654, New York, NY 10016

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Be familiar with a translational
neuroscience model of PTSD based on fear
conditioning, fear extinction, memory consolidation
and memory reconsolidation; 2) Understand novel
models of intergenerational transmission of PT'SD
including emotion dysregulation in mothers with
PTSD and epigenetic changes in mothers with
PTSD that are heritable; 3) Be familiar with peptide
neurotransmitters with potential for translating
novel pharmacological treatments for insomnia in
PTSD; and 4) Be familiar with novel behavioral

and pharmacological interventions for use in the
first hours and days after traumatic exposure with
potential to prevent PTSD.

OVERALL SUMMARY:

In this session advances in neuroscience informed
models of traumatic stress will be discussed

with implications for treating and preventing
posttraumatic stress disorder. Risk and resilience
for PTSD is broadly conceived as depending on
the neural circuitry of emotion regulation of fear,
with greater prefrontal cortical inhibitory inputs to
amygdale favoring resilience. In those with greater
life threat exposure and weaker emotion regulation
capacity, greater levels of sustained peritraumatic
terror horror and hopelessness leads to greater
fear conditioning and memory consolidation for
the traumatic event, factors which increase the

risk for PTSD. Dr. Claude Chemtob will present
data on intergenerational transmission of trauma.
In mothers with PTSD with young children, the
mothers own emotion regulation difficulties in
combination with exposure to stress hormones in
utero and epigenetic factors favor the development
of PTSD in their children. Data will be presented
showing that treating the mother’s PTSD can
reduce the risk for intergenerational transmission.
Dr. Thomas Neylan will present new data on
protein neurotransmission and the development
of novel treatments for insomnia PTSD. Dr. Arieh
Shalev will present findings on early intervention
to mitigate fear conditioning, decrease memory
consolidation, increase fear extinction learning and
an alter memory reconsolidation in order to prevent
chronic PTSD. Dr. Charles Marmar will present
translational neuroscience informed behavioral and
pharmacological interventions for use in the first
hours after traumatic exposure to prevent acute

stress disorders and PTSD.

PS4-1.

INTERRUPTING THE
INTERGENERATIONAL TRANSMISSION
OF TRAUMA BY TREATING MATERNAL
PTSD AND OPTIMIZING MATERNAL
CARE

Claude Chemtob, Ph.D., New York University
Langone Medical Center; 550 First Avenue, Millbauser
Labs-HN323, New York, NY 10016

SUMMARY:
Maternal variations in care are associated maternal
early exposure to severe stressors and result
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in intergenerational transmission of adverse
developmental outcomes. Conversely, maternal
patterns of optimal care for offspring can be
protective. In humans, although this has been
studied in the context of maternal depression, little
is known about maternal PTSD and its impact

on offspring developmental outcomes. Maternal
PTSD in the context of terrorism exposure, is
associated with poorer developmental outcomes,
and co-morbid depression and PTSD in mothers

is associated with substantially more adverse child
outcomes. Currently exploring this in the context of
pediatric primary care and of child welfare services,
we intervene with mothers who are at risk of repeat
child maltreatment, and who have maternal PTSD,
to reduce the risk of repeat offspring maltreatment.
Our treatment successfully reduces maternal
PTSD, reduces parental stress, and optimizes
positive parenting. Early data showing the efficacy
of the treatment, and illustrating the challenges of
integrating approaches to treatment grounded in a
translational perspective into existing clinical service
systems will be presented.

PS4-2.

TARGETING PEPTIDE
NEUROTRANSMITTERS FOR NOVEL
PHARMACOLOGICAL TREATMENTS OF
POST TRAUMATIC STRESS DISORDER

Thomas Neylan, M.D., University of California San
Francisco, Department of Psychiatry, Box 116P VAMC,
San Francisco, CA 94143-116P

SUMMARY:

Pharmacologic agents, which target monoamine
neurotransmitter systems, have had limited success
in the treatment of Posttraumatic Stress Disorder.
These agents often have protean effects on brain
function because of the wide distribution of
monoaminergic neurotransmitter systems at all
levels of the brain. This pattern of distribution has
both potential benefits for targeting multiple facets
of PTSD, but also suffers from a high likelihood of
non-therapeutic effects. Protein neurotransmission
is an exciting area for the development of novel
treatments because these systems usually have
localized distribution networks in the brain.

Thus, novel treatments which target peptide
neurotransmitter signaling have the potential

for greater specificity for discrete circuits which
modulate domains implicated in PTSD such as
fear, anxious arousal, and sleep. This presentation
will describe the different pharmacodynamic and

pharmokinetic issues related to targeting protein
neurotransmitter systems and will contrast the
challenges related to producing large molecule
agonists versus small molecule antagonists. The
presentation will then focus on a number of
candidate systems that have substantial potential

for novel treatment development in PTSD.
Specifically, these include the family of Neurokinins,
Corticotropin Releasing Factor, Hypocretin/orexin,
oxytocin, and Neuropeptide Y.

PS4-3.

NEUROSCIENCE INFORMED STRATEGIES
FOR EARLY INTERVENTION FOR POST
TRAUMATIC STRESS DISORDER

Arieb Shalev, M.D., Hadassah University Hospital,
Department of Psychiatry, Kiriat Hadassab Ein-Kerem
Campus, ferusalem, 91120

SUMMARY:

The neurobiology of post-traumatic stress disorder
comprises several robust and replicable models, such
as fear conditioning, extinction, consolidation, time-
dependent sensitization and re-consolidation. The
evidence-based prevention of PTSD, however,
mainly consists of psychological interventions,
whereas several pharmacological interventions had
limited or negative outcomes. This should make

us reconsider the implicit boundaries between
‘biological’ (often understood as bodily) and
‘psychosocial’ interventions and their implication for
translational research. This presentation will discuss
the early responses to traumatic stress, and their
management, as occurring in a context of active,
time-sensitive host—environment interaction, which
either resolves or leads to chronic PTSD. It will
identify several layers of psychobiological responses,
discuss the construct of ‘critical period’ for each, and
outline future directions for research and prevention.

PS4-4.

NEUROSCIENCE INFORMED STRATEGIES
FOR EARLY INTERVENTION FOR PTSD:
WHAT TO DO IN THE FIRST HOURS
AFTER EXPOSURE

Charles Marmar, M.D., New York University, Langone
Medical Center, 550 Ist Avenue, OBV Building A,
Room A654, New York, NY 10016

SUMMARY:
Risk and resilience for P'T'SD is broadly conceived
as depending on the neural circuitry of emotion
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regulation of fear, with greater prefrontal cortical
inhibitory inputs to amygdale favoring resilience.

In those with greater life threat exposure and
weaker emotion regulation capacity, greater levels

of sustained peritraumatic terror horror and
hopelessness leads to greater fear conditioning and
memory consolidation for the traumatic event,
factors which increase the risk for PTSD. Immediate
intervention in the first hours after exposure, which
targets peritraumatic panic, has the potential to
reduce fear conditioning and memory consolidation,
which in turn may reduce the risk for PTSD. A
review of current studies will be presented focusing
on adrenergic blocking agents, glucocorticoids

and opioid strategies for reducing peritraumatic
emotional distress. Novel behavioral strategies

will also be presented including a modification of
cognitive behavioral treatment for panic disorder
for use in the first hours after traumatic events. This
novel treatment, Anxiety Reduction Treatment for
Acute Trauma (ARTAT) is a single session 15 minute
behavioral treatment consisting of psycho education,
breathing control, deep muscle relaxation and worry
control. ARTAT is currently being tested in civilians
at a trauma center at Bellevue NYU Hospital and in
theater in Afghanistan.
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SATURDAY, MAY 14,2011
7:00 AM - 8:30 AM

SCIENTIFIC AND CLINICAL REPORT
SESSION 1

ANXIETY DISORDERS

No.1

THE ABNORMALITIES OF MYELIN
INTEGRITY IN OBSESSIVE-COMPULSIVE
DISORDER: A MULTI-PARAMETER
DIFFUSION TENSOR IMAGING STUDY

Qing Fan, M.D., Ph.D., Wan Ping Nan Road 600,
Shanghai, 200030 China

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize changes in

the fronto-striato-thalamo-cortical-circuit

loop as suggested in the pathogenesis of
obsessive-compulsive disorder (OCD).

SUMMARY:

Objectives: Changes in the
fronto-striato-thalamo-cortical-circuit loop

have been suggested in the pathogenesis of
obsessive-compulsive disorder (OCD), and have
been studied using diffusion tensor imaging (DTT)
with interesting findings. However, the results

of recent D'TT studies are inconsistent, and most
studies only used fractional anisotropy (FA) as
marker of white matter abnormality. The purpose
of this paper was to use multi-parameter maps

of D'TT to study myelin integrity alterations in
fronto-striato-thalamo-cortical circuit among
OCD patients. Methods: FA, radial and axial
diffusivity maps were acquired from DTT data of
30 unmedicated OCD patients and 24 matched
healthy controls. Then voxel-based analysis was
performed to show regions with significant group
difference. Results: Compared with controls,
abnormal multi-parameters in OCD patients were
observed in the white matter in the prefrontal
lobe, rolandic operculum, olfactory lobe, middle
and inferior temporal lobe, temporo-parietal lobe,
temporto-occipital lobe, temporo-parieto-occipital
lobe and in the white matter around the anterior

cingulum and striatum. Additionally, there was lower
FA and higher RD without the change of AD in
the white matter in the left orbitofrontal lobe, left

rolandic operculum, left temporo-parietal lobe and
right striatum in patients. Conclusions:Our findings
suggest that the disruptions of myelin integrity in
fronto-striato-thalamo-cortical circuit are involved
in the pathophysiology of OCD. Key words: axial
diffusivity, diffusion tensor imaging, fractional
anisotropy, myelin integrity, obsessive-compulsive

disorder, radial diffusivity

No.2

A LONGITUDINAL INVESTIGATION OF
THE ROLE OF SELF-MEDICATION IN THE
DEVELOPMENT OF COMORBID ANXIETY
AND SUBSTANCE USE DISORDERS

Fennifer Robinson, M.A., PZ430-771 Bannatyne Ave,
Winnipeg, MD R3E 3N4 Canada

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify specific subpopulations
at risk for the development of substance use and
anxiety disorders; 2) Understand the risks that
self-medication confers on the development of
future disorders; and 3) Understand the proportion
of incident disorders attributable to self-medication
behavior

SUMMARY:

Context: Self-medication of anxiety symptoms

with alcohol and/or drugs has been a plausible
mechanism for the co-occurrence of anxiety
disorders and substance use disorders. However, due
to the cross-sectional nature of the previous studies,
it has remained unknown whether self-medication
of anxiety symptoms is a risk factor for the
development of incident substance use disorder or is
a correlate of substance use. Objectives: To examine
whether self-medication confers risk of comorbidity.
Design: A longitudinal, nationally representative
survey was conducted by the National Institute

on Alcohol Abuse and Alcoholism. The National
Epidemiologic Survey on Alcohol and Related
Conditions (NESARC) assessed DSM-IV psychiatric
disorders, self-medication and sociodemographic
variables at two time points. Participants: 34,653
adult, U.S. participants completed both waves of the
survey. Wave 1 was conducted between 2001-2002
and Wave 2 interviews took place 3 years later
(2004-2005). Main Outcome Measure: Incident
substance use disorders among those with baseline
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anxiety disorders, and incident anxiety disorders
among those with baseline substance use disorders.
Results: Logistic regression analyses revealed that
self-medication conferred a heightened risk of
new-onset substance use disorders among those
with baseline anxiety disorders (adjusted odds ratios
ranged from 2.08 [p <.01] and 4.33 [p < .001]).
Among those with baseline substance use disorders,
self-medication with drugs, but not alcohol, was
associated with an increased risk of social phobia
(AOR among baseline alcohol use disorders: 2.92

[p < .001]; AOR among baseline drug use disorders:
2.70 [p < .01]). Conclusion: Self-medication

within anxiety disorders confers substantial risk

of developing incident substance use disorders.
Conversely, self-medication within substance use
disorders is associated with incident social phobia.
These results not only clarify several pathways
which may lead to the development of comorbidity,
but indicate at-risk populations and suggest
potential points of intervention in the treatment of
comorbidity.

REFERENCES:
1) Merikangas KR, Zhang H, Avenevoli S, Acharyya S,
Neuenschwander M, Angst J. Longitudinal trajectories
of depression and anxiety in a prospective community
study: the Zurich Cohort Study. Arch Gen Psychiatry.
2003;60:993-1000.

No.3

PREDICTORS OF TREATMENT
RESPONSE IN CANADIAN COMBAT
AND PEACEKEEPING VETERANS WITH
MILITARY-RELATED PTSD

7 Don Richardson, M.D., §01 Commissioners Rd East,
London, Ontario, N6C 571 Canada

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Better understand the clinical
presentation of combat veterans and deployed
peacekeepers with posttraumatic stress disorder

(PTSD); 2) Identify predictor of treatment
outcome for veterans with posttraumatic stress
disorder (PTSD); and 3) Appreciate the need to
screen for objective measures of treatment response
and the benefit of long term treatment.

SUMMARY:
Objective: This study examined the initial clinical
presentation and monthly re-assessments for a

group of combat and peacekeeper veterans with
posttraumatic stress disorder. Method: Participants
were 102 Canadian combat and peacekeeping
Veterans attending specialized PTSD treatment
clinic. We conducted latent growth curve modeling
and assessed symptom trajectories over time from
pre-treatment through 12-month follow-up. Results:
Baseline scores averaged 64.98 (SD = 10.97) on the
PCL, compared to 46.13 (SD = 14.52) after one-year
follow-up. Based on a PCL cutoff score of 50 or
greater to diagnose probable PTSD, 57.8% (52 out
of 90) no longer met the criteria for probable PTSD
after one year. The PCLs unconditional model was
significant, Yuan-Bentler ?2 (86, N = 99) = 282.45,

p <.001, indicating a significant decrease in PTSD
severity over the one-year follow-up. There was a
significant interaction between the intercept and
slope (8 =-.23, SE = .11, p = .04), indicating that
patients with higher baseline PCL scores improved
most. The mean level of improvement was 1.04
standard deviations per month (SE = .13), p < .001.
Only the baseline BAI significantly predicted the
PCLs intercept (§ = .46, SE = .14, p = .001), and no
covariates (baseline BDI and AUDIT scores and
years with PTSD symptoms) predicted the slope
decline. Conclusions: Chronicity, alcohol use, and
anxiety or depression severity were not significant
predictors for PTSD symptoms decline. Initial
depression significantly predicted anxiety symptom
declines and initial anxiety predicted depression
symptom declines. The significant treatment gains
including remission of PTSD observed in this study
emphasizes the need to encourage patients to stay
in treatment as symptom reduction continued up to
one year of treatment.

REFERENCES:
1) Institute of Medicine IOM). TREATMENT OF
PTSD: AN ASSESSMENT OF THE EVIDENCE.
Washington, DC: National Academies Press 2008.
2) Friedman MJ. Posttraumatic Stress Disorder Among
Military Returnees From Afghanistan and Iraq. Am J
Psychiatry 2006;163:586-93.

No.4

LONG TERM AND WITHDRAWAL PHASE
OF TREATMENT OF PANIC DISORDER
WITH CLONAZEPAM OR PAROXETINE: A
RANDOMIZED NATURALISTIC STUDY

Antonio Nardi, M.D., Ph.D., R Visconde de Piraja
407-702, Rio de Janeiro, 22410003 Brazil

EDUCATIONAL OBJECTIVES:
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At the conclusion of this presentation, the
participant should be able to: 1) Analyze the
similarities and differences of long-term and
withdrawal phase of a randomized naturalistic
treatment with clonazepam monotherapy or
paroxetine monotherapy; and 2) Recognize the dose,
main side effects, and response profile of each drug.

SUMMARY:

Objective: To describe in a prospective, randomized,
rater blinded, study the therapeutic response of
panic disorder (PD) patients to clonazepam (Cl) or
paroxetine (Px) during 3-year long-term treatment
and the 2-month withdrawal phase. Methods: A total
of 120 PD (DSM-IV) outpatients were recruited for
3-year with Cl (1.9 £ 0.2 mg/ day) or Px 34 + 9.8
mg/ day). AE and efficacy parameters (CGI-S and
CGI-I, number of panic attacks (PA), and HAMA)
were recorded at baseline, acute phase (8 weeks)

and long term (1, 2 and 3 years). For the 2-month
withdrawal process the Composite Benzodiazepine
Discontinuation Symptom Scale (CBDSS) sum

was used. Results: Baseline characteristics of CI

and Px were similar. CI had a faster response with a
significant difference in weeks 1 and 2 for CGI-I and
for HAMA. After 2 weeks the CGI-I was for Cl 2.2
+ 1.0 and 2.7 + 1.2 for Px (p=0.003); and the HAMA
was for Cl 11.1 + 3.4 and 12.7 + 4.3 for Px (p=0.003).
After the first-month of treatment the CI group had
a slightly greater decrease (p=0.03) in the number
of PA (5.4 to 1.7 PA/month) than the Px group (5.3
to 2.8 PA/month). After two month of treatment
both groups showed similar efficacy in the scale
scores, and in the reduction in PA. More patients
under Px had AE (95% vs 73%, p=0.001). After
8-weeks patients were invited to continue treatment
over a 3-year total treatment. Long-term treatment
with Cl led to significantly greater improvement

in CGI than Px (mean difference: CGI-S: -3.48 vs.
-3.24; p=0.02; CGI-I: 1.06 vs. 1.11; p=0.04). Both
treatments similarly reduced the number of PA

and the severity of anxiety. Patients treated with CI
had significantly fewer adverse events than with Px
(28.9% vs. 70.6%; p<0.001). Drug free state within
the foreseen 2 months was achieved by 80% Cl and
55% Px patients. During the withdrawal period
there was in all groups only a slight worsening. Mild
and transient AE were frequent during withdrawal

- Cl less frequent than with Px (p<0.05). The
withdrawal success as a whole was with Cl much
better (71% vs 33% early or delayed complete
success). Conclusion: Cl had a faster response than
Px in PD, but after 8 weeks of treatment the two
drugs gave equivalent response. Monotherapy of

Cl and Px over 3-years resulted for the majority of
patients in a clear and stable improvement of PA.
The patients using Cl had significantly less side
effects than the Px group. The withdrawal process
was successful for both drugs.

REFERENCES:
1) Nardi AE, Perna G: Clonazepam in the treatment of
psychiatric disorders: an update. Int Clin Psychopharma-
col 2006; 21:131-142.
2)Nardi AE, Freire RC, Valenca AM, et al. Tapering clon-
azepam in panic disorder patients after at least 3 years of
treatment. ] Clin Psychopharmacol 2010; 30: 290-293.

SCIENTIFIC AND CLINICAL REPORT
SESSION 2

BIOLOGICAL PSYCHIATRY AND
NEUROSCIENCE

No.1

NEUROLOGICAL UNDERPINNINGS
OF FOOD INTAKE, ENERGY BALANCE
AND OBESITY: IMPLICATIONS FOR
PSYCHIATRISTS TREATING PATIENTS
WITH ATYPICAL ANTIPSYCHOTICS

Sandbya Narayanan, M.A., 6040 Blvd E #25G, West
New York, N7 07093

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify some causal
mechanisms of weight gain associated with atypical
antipsychotics; 2) Understand and take these
mechanisms into consideration; and 3) ehance

the quality of care and treatment of patients with
atypical antipsychotic medication induced weight
gain and metabolic syndrome.

SUMMARY:

Psychiatric patients generally gain weight at an
alarming rate, increasing risk for weight related
medical co morbidities. Clinical research as well
as animal studies have shed light on the role of
psychiatric medications in contributing significantly
to the weight gain. Despite this extensive research
based knowledge, practicing psychiatrists have
paid less attention to the relationships between
central and peripheral chemicals/cues (e.g. leptin,
ghrelin, adiponectin) and other factors (such as

thrifty genes) with eating behavior and obesity. This

session will provide a broad overview of the complex
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neuroendocrine network to enhance psychiatrists’
understanding of the basic science behind food
intake, energy balance and obesity. In particular,
the role of leptin, and other chemicals from the
metabolic periphery, in modulating the feedback
and adaptive mechanisms in energy homeostasis
will be reviewed and summarized. The review will
briefly highlight the impact of atypical antipsychotic
medication on leptin. Taking into consideration
the underlying factors behind the fuel sensing and
feedback pathways and their effect on food intake
and obesity has direct implications for improvement
in patient care and treatment. This scientific
review of existing literature will shift the emphasis
of psychiatrists treating patients on atypical
antipsychotic medications to issues of energy
intake and metabolism. Recommendations for
incorporating diet and exercise into individualized
patient treatment plans will be discussed based on
the review of the research as outlined above. This
session will further enhance psychiatric practice
by carefully translating the implications of bench
research to clinical work.

REFERENCES:
1) Potential mechanisms of atypical antipsychotic-induced
metabolic derangement: Clues for understanding obesity
and novel drug design Pharmacology & Therapeutics,
Volume 127, Issue 3, September 2010, Pages 210-251
Roberto Coccurello and Anna Moles

No.2

POST MORTEM DOPAMINE
ABNORMALITIES IN HUMAN COCAINE
USERS: NEW TARGETS FOR IN

VIVO IMAGING AND THERAPEUTIC
INTERVENTIONS

Karley Little, M.D., 2003 Holcombe, Houston, TX
75030

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) List a number of important
alterations in dopamine neurons induced by chronic

cocaine use; 2) Describe the functional implications
of these changes; and 3) Identify potential clinical
and therapeutic implications of these changes.

SUMMARY:

A number of pathological brain abnormalities

have been discovered in dopamine neurons from
human cocaine users. These alterations may

explain significant clinical symptoms, such as
cocaine-induced mood disorders and apathy, cocaine
withdrawal symptoms, and dysregulated control of
reward pursuit. Post mortem experiments performed
by the presenter, and in vivo studies by others, have
shown that chronic cocaine exposure leads to an
eventual depletion of dopamine stores. In addition,

a compensatory upregulation develops in dopamine
transporter (DAT) trafficking to the neuronal surface
(seen in post mortem and in vivo studies), which
parallels increased dopamine uptake. These changes
may lead to diminished cocaine reward, as well

as an inability to experience fully normal reward.
Further, over time these changes appear to lead to
an eventual toxicity to the whole neuron. Among a
recently examined post mortem sample of midbrains
from cocaine users, there was a statistically
significant loss of dopamine neurons (average loss of
18%). This midbrain loss was inversely correlated
with the degree of striatal upregulation of DAT
surface sites. A functional increase in DAT uptake
sites is possible despite overall loss of neurons
because most DAT (about 75%) is normally stored
in perisynaptic locations. The presenter will review
these pathological findings, discuss the correlative
and therapeutic implications, and suggest specific
follow up in vivo imaging and animal modeling
experiments that need to be performed to further
establish the significance of these findings.

REFERENCES:
1) Little, K.Y. Zhang, L., Desmond, T., Frey, K.A.,
DalackG.W., Cassin, B.J. Striatal dopaminergic alterations
in human cocaine users. Am J Psychiatry, 156:238-245,
1999
2)Litde, K.Y., Krolewski, D.M., Zhang, L.Cassin, B.J. Loss
of striatal vesicular monoamine transporter (VMAT?2) in

human cocaine users. Am ] Psychiatry 160:47-55, 2003
3)Litte, K.Y., Ramssen, E., Wolberg, V., Roland, C.].,
Welchko, R., Cassin, B.J. Altered midbrain dopa-
mine cell numbers in human cocaine users, Psychiatr

Res168:173-180, 2009
No.3
INTEGRATING NEUROSCIENCE

ADVANCES INTO CLINICAL PSYCHIATRIC
PRACTICE

David Hellerstein, M.D., NY State Psychiatric Institute,
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1051 Riverside Drive, Unit #51, New
York, NY 10032

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Describe key issues,
opportunities, and potential pitfalls related to
incorporating neuroscience concepts into clinical
work with psychiatric patients.

SUMMARY:

Despite the major advances of neuroscience and the
increased presence of neuroscientists in academic
psychiatry over the past few decades, there is a lack
of compelling models for applying neuroscience
concepts into clinical psychiatric practice. Data
from in vitro studies, animal models, genetics,
anatomical and functional neuroimaging studies,
and other basic neuroscience technologies have
provided key insights into brain development,
cognition, and psychopathology. However, because
of the complexity of such research, it can be debated
whether it is premature to incorporate such concepts
into daily psychiatric work. In this paper, I will
describe one potential model for incorporating

key neuroscience concepts into clinical work with
patients suffering from mood and anxiety disorders.
In order to be clinically useful, models must be
scientifically accurate yet simple enough to be
understood by the general public, and must have
sufficient potential benefit to justify the time spent
elucidating them. Key concepts for such a model
include: 1) brain plasticity, the ongoing remodeling
of brain structure and function throughout life,
which can be affected by biological agents, behavior,
exercise, and thought patterns; 2) the damaging
impact of clinical depression and anxiety disorders
on brain structure and function; 3) the importance
of achieving remission of disorders, and its potential
effects on limiting or even reversing brain injury
occurring as a result of psychiatric disorders; 4)

the importance of behaviors such as learning,
psychotherapy, and exercise on brain remodeling and
on alleviating disorders; 5) the impact of physical
health on the brain and the course of psychiatric
disorders; and 6) enhancing resilience as a means

of alleviating chronic stress and improving the
longterm outcome of mood and anxiety disorders.
"This model will be presented and case vignettes will
be used to illustrate its potential relevance during
different phases of clinical treatment.

REFERENCES:
1) Hellerstein DJ: Healing Your Brain: How the New

Neuropsychiatry Can Help You Go From Better to Well.
Baltimore, MD, Johns Hopkins University Press, 2011.

SCIENTIFIC AND CLINICAL REPORT
SESSION 3

CHILD AND ADOLESCENT PSYCHIATRY

No.1

CORTICAL THICKNESS CORRELATES
OF ATTENTION PROBLEMS IN A LARGE
SCALE REPRESENTATIVE COHORT OF 4
TO 18 YEAR-OLD HEALTHY CHILDREN
WITHOUT ADHD

Simon Ducharme, M.D., 801 Sherbrooke East Apt 1104,
Montreal, H2L 0B7 Canada

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the cortical thickness
correlates of attention problems in healthy children
of 4 to 18 year-old; 2) Identify the similarities
between cortical thickness correlates of ADHD
versus attention problems in healthy subjects
without ADHD; and 3) Analyze the impact of
cortical thickness correlates of attention in healthy

children on the diagnostic conceptualization of
ADHD.

SUMMARY:

OBJECTIVE: Children with attention deficit/
hyperactivity disorder (ADHD) were recently

found to have delayed cortical maturation in the
prefrontal cortex (PFC) and anomalies in the right
orbito-frontal cortex (OFC)(1-3). A caveat of most
neuroimaging studies is that they compare ADHD to
healthy controls in a categorical manner. However,
it remains unclear if ADHD is a discrete disorder

or the extreme phenotype of normally distributed
attention capacities(4). The current study aimed to
provide some answers to this question by identifying
cortical thickness correlates of attention problems in

healthy children. METHOD: The NIH MRI Study
of Normal Brain Development includes 433 healthy
children of 4 to 18 years of age, representative of the
US population(5). Data from the first MRI of each
subject were used. Cortical thickness was obtained
with automated pipelines(6-8). Attention was
measured with the Attention Problems scale (AP) of
the Child Behavior Checklist (CBCL)(9). No subject
met diagnostic criteria for ADHD. After a stringent
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MRI quality control, 205 subjects were included

for analysis. AP raw scores were regressed against
local cortical thickness (40,962 points/hemisphere)
using first and second-order linear models while
controlling for age, gender, scanner and total brain
volume. Corrections for multiple comparisons were
implemented using random field theory. RESULTS:
There was no association between AP and cortical
thickness in a first-order model. In a second-order
model, a negative association was found with the left
dorsolateral prefrontal cortex (DLPFC). The ‘age by
AP’ interaction analysis revealed an association with
bilateral OFC, right inferior frontal gyrus IFG) and
left middle temporal gyrus. In children of 13 or less
(n=127, first-order), the right OFC was negatively
associated with AP and there were negative trends in
the left OFC, bilateral anterior cingulate cortex and
right IFG. On the opposite, children of more than
13 (n=78) had small areas of positive associations
distributed in the frontal, temporal and parietal
lobes. Results from longitudinal data, (N=535) will
also be presented. CONCLUSIONS: The negative
association with the left DLPFC suggests that this
area gets proportionally thinner as AP get closer to
the pathological threshold. The fact that younger
subjects have negative associations while older
subject have positive ones is compatible with delayed
grey matter peak thickness in children with higher

AP. This suggests a
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No.2
PSYCHODYNAMIC PROFILE OF DIABETIC
ADOLESCENT PATIENTS

Hani Hamed Dessoki, M.D., 2 Jeddah St Mohandessin,
Giza, 12311 Egypt

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize the psychological
aspects of diabetic adolescents.

SUMMARY:

Objective: To investigate the effect of psychosocial
factors as self-esteem, body image, coping strategies
and family factors on diabetes self-management
behavior and subsequent glycemic control in
diabetic adolescents. Also, to assess the effect

of cognitive and emotional response to disease
and treatment on diabetes self-management
behavior. Method: cross-sectional study which
includes 37 controlled and 30 uncontrolled
diabetic adolescents recruited from Abou El-Rich
Hospital, All participants were subjected to Semi

structured interview, Personal Models of Diabetes

Questionnaire, Summary of Diabetes Self-Care
Activity, Strengths & Difficulties Questionnaire,
Coopersmith Self Esteem Inventory, Body Image
Scale, Taxonomy of Children’s Coping Strategies
and Assessment of Glycosylated Hemoglobin.
Results: The group of uncontrolled diabetes shows
statistically significant higher emotional problems
(p=0.003), higher peer problems (p=0.012) and
higher total difficulties scores (p=0.023) compared to
the group of controlled diabetes. Higher self-esteem
in the group of controlled diabetes (14.91 + 3.43)
compared to the group of uncontrolled diabetes
(10.33+ 4.74). There was highly statistical significant
difference regarding Coopersmith Self- Esteem
Inventory (p<0.001). Conclusion: Peer problems,
lower self-esteem and pathological body image
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were more prevalent among uncontrolled diabetic
adolescents with earlier age of onset.
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No.3
GENETIC EVIDENCE IN AUTISM: A
REVIEW OF THE LITERATURE

Felicia Iftene, M.D., Ph.D., 752 King St W, Kingston,
K7L 4X3 Canada

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize the possible
implications of chromosomes 2, 7, 10, 15, 17, in
autism etiology; 2) Identify the need to consider
the presence of other known genetic syndromes
when they evaluate a new case of autism; and 3)
Understand that autism etiology is probably very

complex and involves an interaction between the
genetics and the environmental factors.

SUMMARY:

Objective: Autism is a major neuropsychiatric
disorder of unknown etiology with high implications
for patients and their families. Recent studies
indicated the importance of genetic factors in
autism’s development. This Study aimed to review
and synthesize research presented on genetics’

role in autism. Methods: A systematic literature
review was undertaken, with the time frame limited
to research over the five-year period 2004-2010.
120 genetics and autism studies were retrieved

and summarized. Results: Autism is a heterogenic
disorder with plurifactorial etiology. It is associated
in 10 % of cases with known genetic syndromes
such as tuberous sclerosis, fragile X syndrome,
phenylketonuria, and Smith-Lemli-Opitz syndrome.
Cytogenetic anomalies represent approximately

6-7 % of Autism Spectrum Disorder. The genes
implicated in autism include both duplications and
deletions on a variety of different chromosomal
regions. The transporter gene for serotonin
(SLC6A4, solute carrier family 6, member 4) on

the chromosome 17 was assessed in several studies.
OXTR gene on chromosome 3p was recently
connected to autism susceptibility. Despite sex
differences in the prevalence of autism, the studies
didn’t find linkage evidence on the chromosome

X. Conclusions: Even if sophisticated genetics
methods were used, the causes for autism remained
unidentified in a significant proportion of cases. The
lack of significant results is probably a consequence
of small sample sizes combined with the etiological
and phenotypical complexity of this disorder. With
the help of new technology, genetic studies may
realize larger samples with a higher statistical power
and more significant results.

No.4

COMPARISON OF FACE RECOGNITION IN
NON-AFFECTED SIBLINGS OF AUTISTIC
CHILDREN AND NORMAL GROUP

Zabra Shabrivar, M.D., South Kargar Avenue, Tebran,
1333715914 Iran

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Be familiar with the
psychopathology especially the endophenotypes of
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autism.

SUMMARY:

Background: autism is characterized as having
difficulty in social relationship which could be due
to inability in face recognition. Face recognition
can be considered as an endophenotype which
could be found in first degree relatives of autistic
children. The main aim of this study was to compare
the ability of face recognition in non affected
siblings of autistic patients compared to healthy
children. Method: twenty non affected siblings

of autistic patients were evaluated on Benton

Facial Recognition Test compared to 20 normal
children matched on their sexes, ages, and 1Qs. All
participants were assessed using Childhood Autism
Rating Scale (CAARS) and Kiddie — Schedule for
Affective Disorders and Schizophrenia (K-SADS).
Results: there was no significant difference between
two groups on Benton Facial Recognition Test
variables. Using the Pearson correlation there

was no relationship between the CAARS scores

of autistic patients and the correct responses on
Benton Test. Conclusion: it was found in this study
that face recognition ability was different between
non affected siblings of autistic patients and normal
children. Keywords: Autism, endophenotype, face

recognition, siblings.

SATURDAY, MAY 14, 2011
9:00 AM - 10:30 AM

SCIENTIFIC AND CLINICAL REPORT
SESSION 04

COGNITIVE DISORDERS (DELIRIUM,
DEMENTIA)

No.1

COMPARISON OF MONTREAL
COGNITIVE ASSESSMENT (MOCA) AND
MINI MENTAL STATUS EXAM (MMSE) IN
IDENTIFYING COGNITIVE DEFICITS IN
MOOD DISORDERS

Neha fain, M.D., 5812 5th Ave M31, Pittsburgh, PA
15232

EDUCATIONAL OBJECTIVES:

At the end of this session, the participant should be

able to: 1) Evaluate the difference in sensitivities of

the Montreal Cognitive Assessment as compared to

the Mini Mental Status Exam in patients with mood

disorders; and 2) Be aware of predictors of cognitive
impairment in patients in mood disorders.

SUMMARY:

Objectives: 1) To compare the sensitivity of
Montreal Cognitive Assessment (MoCA) and

Mini Mental Status Exam (MMSE) in identifying
cognitive impairment in patients with mood
disorders; 2) To correlate the scores of MoCA and
MMSE and 3)To explore predictors of cognitive
impairment in mood disorders. Method: The study
was conducted at the outpatient psychiatry clinic
at a teaching hospital in West Virginia. Patients
between the ages of 18-65 with an established
diagnosis of mood disorders were included in the
study, while those with a medical or neurological
illness that might affect their performance on

the neurocognitive tests were excluded. Using a
cross-sectional design, subjects were administered
the MOCA, MMSE, and the Hamilton Depression
Rating Scale (HAM-D). One hundred participants
(72 females, 95 caucasians) were involved in the
study. The mean age of this cohort was 47 (S.D.=
11.1), range 18-64. The mean years of education
were 14.6 (5.D.=3.5). The primary outcome measure

was the proportion of patients with a score of less
than 26 on either MoCA or MMSE. A score of less

than 26 on the MMSE has been used in other studies
as a cutoff for cognitive impairment. A cutoff of 26
in the MoCA was found to have the best sensitivity
and specificity for identifying mild cognitive
impairment. Results: The mean MMSE score was
28.8 (5§.D.=1.5), range 23-30. The mean MoCA
score was 24.5 (5.D.=2.9), range 15-30. The mean
HAM-D score was 12.2 (5.D.=8.2), range 0-31. The
percentage of subjects scoring below the cutoff score
was higher on the MoCA (58%) compared with

the MMSE (4%) indicating that MoCA is a more
sensitive tool to identify cognitive impairment in
patients with mood disorder compared with MMSE.
A significant correlation was found between MMSE
and MoCA (r=.50, p<.05). A significant impairment
on MoCA was identified for visuospatial abilities,
attention, language, abstraction and recall. The

main predictors of cognitive impairment on MoCA
were a lower educational level and higher HAM-D
scores. A significant correlation was found between
scores on HAM-D and the MoCA (r= -.27, p<0.05).
Conclusion: More than half of the subjects with
normal MMSE had cognitive impairment based

on the MoCA. In contrast to the MMSE, MoCA
scores showed a significant correlation with HAM-D
scores. Our results suggest that the MoCA is a

65



SCIENTIFIC AND CLINICAL REPORTS

more sensitive instrument than the MMSE for early
detection of cognitive impairment in patients with

mood disorders.

REFERENCES:
1) Gualderi CT, Morgan DW: The frequency of cognitive
impairment in patients with anxiety, depression, and bipo-
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No.2

ADDRESSING PATIENTS NEEDS I:
FEELINGS OF LONELINESS BUT NOT
SOCIAL ISOLATION PREDICT INCIDENT
DEMENTTIA IN OLDER PERSONS

Tjalling Holwerda, M.D., Van der Boechorststraat 7,
Amsterdam, 1015V D Netherlands

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify feelings of loneliness
as a possible risk factor predicting dementia that
deserves clinical attention. Background: Stroke,
vascular risk factors, ageing, female gender, low
educational level, a family history of dementia,

genetic factors, a history of head injury, mild
cognitive impairment and depression are the most
important known associated risk factors with
Alzheimer’s disease and other dementias.

SUMMARY:

Background: Vascular risk factors, ageing, family
history of dementia, mild cognitive impairment

and depression are the most important known
associated risk factors with Alzheimer’s disease and
other dementias. The risk for dementia of social and
individual frailty factors such as social isolation and
teelings of loneliness is less well understood and
prospective data are scarce. Methods: We tested the
possible association between social isolation, feelings
of loneliness and incident dementia in a prospective
cohort study (The Amsterdam Study of the Elderly,
AMSTEL) among 2,173 non demented community
living older persons aged 65-84 years. Social
isolation and feelings of loneliness were assessed at
baseline. All participants were followed for three
years when clinical dementia was assessed (GMS
AGECAT). Logistic regression analysis was used

to assess the association between social isolation
and feelings of loneliness and the risk of clinical
dementia, controlling for sociodemographic factors,
vascular risk factors, other medical conditions,

depression, cognitive functioning and functional
status (ADL and TADL disabilities). Results: Social
isolation: at baseline 1,005 (46.2%) of participants
were living alone, 1,100 (50.6%) were not / no
longer married and 1,590 (73.2%) of participants
were lacking social support. Feelings of loneliness
were reported by 433 (19.9%) of older persons.
During follow-up in 158 (7.3 %) participants clinical
dementia had developed. Logistic regression analysis
showed that after adjustment for confounding
factors older persons with feelings of loneliness
were more likely to develop clinical dementia

(OR 1.70 CI 1.11-2.62) than those without these
feelings. In socially isolated participants no higher
risk for dementia was found. Conclusions: Feelings
of loneliness and not social isolation factors are
associated with an increased risk of and progression
to clinical dementia in later life and can be
considered a major risk-factor that, independent of
vascular disease, depression and other confounding
factors, deserves clinical attention. Feelings of
loneliness may, independent of depression, signal the
prodromal stage of dementia. A better understanding
of the backgrounds of loneliness feelings may help
us to identify persons in a predementia stage and

develop interventions to improve outcome in older
persons at risk for dementia.
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No.3

EPIDEMIOLOGICAL SURVEY OF
INFLUENCES OF LONG-TERM
TREATMENT WITH A TRADITIONAL
JAPANESE MEDICINE, YOKUKANSAN,
ON BEHAVIORAL AND PSYCHOLOGICAL
SYMPTOMS

Kazunori Okabara, M.D., 762 Iwatino Kunitomi-cho,
Higabimorokata,Miyazaki, §80-1111 Fapan

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) recognize Behavioral and
Psychological Symptoms of Dementia marked
influences on the care burden, and the treatment of
BPSD exceeding 6 months.
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SUMMARY:

[Objective] BPSD (Behavioral and Psychological
Symptoms of Dementia) may give marked influences
on the care burden, and the treatment of BPSD

is equally important to the treatment of the core
symptoms of dementia. In recent years, many
researches including us reported the effect of
yokukansan (YKS) on BPSD, but almost none of the
reports referred to long-term treatment exceeding
6 months. Thus we conducted an epidemiological
survey of the influences of long-term treatment
with YKS (up to 78 weeks) on BPSD. [Method]
Among the patients who visited this hospital and
were diagnosed with dementia accompanied by
BPSD in the period from April 2006 to March 2010,
those who were being treated with YKS for over 6
months (26 weeks) were evaluated. Epidemiological
evaluation was performed by extracting, from the
medical records, the data related to serum potassium
level, adverse reactions, for safety evaluation and
the data related to NPI/ MMSE / Zarit Burden
Interview (ZBI) / CDR for efficacy evaluation.

On conducting this survey, we complied with the
“Ethical Guideline for Epidemiological Survey”
issued by the Ministry of Health, Labour and
Welfare in Japan. [Result] Among a total of 558
dementia patients in the period concerned, 163
patients to whom YKS was prescribed for more
than 6 months were targeted. The diagnosis was
AD, DLB, VD and mixed type in 124, 23, 5 and

3 patients, respectively. A serum potassium value
lower than the lower limit of the standard range
specified at this hospital was seen in about 5% of
the patients at Week 26 (excluding the patients
whose baseline value was lower than the lower limit
of the standard range), but the adverse reactions
noted were only edema and hypokalemia (both
noted in one patient each). NPI was evaluated in
108 patients with baseline data (data at Week 0

of YKS treatment), and a significant decrease was
seen at Week 26 and Week 52. The ZBI score
decreased significantly at Week 26. A decrease in
MMSE was noted at Week 52 and Week 78, but

no changes were seen in CDR. [Discussion] No
serious adverse reactions were recognized, and the
safety of long-term treatment with YKS could be
confirmed. However, since a decrease in serum
potassium level was seen in some of the patients,
periodic examinations are necessary. A significant
decrease was seen in NPI and ZBI score, and it

was confirmed that the improvement of NPI by
long-term treatment would lead to reduction of
caregiver’s burden.

SCIENTIFIC AND CLINICAL REPORT
SESSION 05

CROSS CULTURAL AND MINORITY
ISSUES

No.1

A FOLLOW UP STUDY OF RISK AND
PROTECTIVE FACTORS INFLUENCING
POSTTRAUMATIC STRESS REACTIONS
IN SIERRA LEONEAN FORMER CHILD
SOLDIERS

Theresa Betancourt, Sc.D., M.A., 651 Huntington
Avenue, Boston, MIA 02115

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Describe the stressors
associated with posttraumatic stress reactions among
former child soldiers in Sierra Leone; 2) Understand
the naturally-occurring protective processes that are

associated with natural remission of posttraumatic

stress reactions in this population; and 3) Explain
how protective and treatment resources can be
better leveraged to assist these and other youth
affected by war.

SUMMARY:

OBJECTIVES: Recent research has demonstrated
a high prevalence of posttraumatic stress reactions
among war-affected youth (1-3). With violent
conflicts occurring globally, information on
protective processes that promote resilient outcomes
in this population is needed. This longitudinal
study assessed a cohort of Sierra Leonean male

and female former child soldiers to examine risk
and protective factors associated with PTSD
reactions over two time points (2004 and 2008).
METHODS: N=273 former child soldiers (29%
female, average age 16.6 years) were interviewed
and assessed for PTSD reactions. Primary outcome
measures were PTSD symptoms assessed using a
reduced 9-item version of the Child PTSD Reaction
Index (4). Family and community support were
assessed with instruments adapted for use with
child soldiers in Sierra Leone (5). We used linear
growth models to investigate trends in outcomes
related to war experiences and post-conflict risk
and protective resources. RESULTS: In our
sample, PTSD reactions tended to decrease in the
absence of further adverse life events. However,
youth who experienced especially toxic forms of
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violence during the war (killing/injuring others,
rape) demonstrated continued difficulties. We also
found that P'TSD reactions were exacerbated by
post-conflict risk factors (stigma, daily hardships)
and partially mitigated by protective resources in the
family and community. CONCLUSIONS: While
former child soldiers face formidable challenges to
healthy adjustment, protective resources in their
community and social networks reinforce their
capacity to overcome adversity. Ongoing exposure
to post-conflict stressors may serve to undermine
tendencies for PTSD symptoms to attenuate with
time. Findings suggest that intervention programs
can leverage natural protective resources to address
the post-conflict challenges that aggravate emotional
distress. This conclusion is reinforced by research

completed in other regions (6, 7).
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No.2

MOTIVES FOR KHAT USE AND
ABSTINENCE IN YEMEN: A GENDER
PERSPECTIVE

Felix Wedegaertner, M.D., M.PH., Carl-Neuberg-Str. 1,

Hannover, 30625 Germany

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Discern male from female
motives for khat use and abstinence; 2) Address
these in primary psychiatric care contacts; und 3)
use this knowledge in interventions for khat abuse

prevention.

SUMMARY:

Background: Khat consumption is widespread

in Yemeni society and causes problems both

in economic development and public health.
Preventive measures have been largely unsuccessful
and the cultivation continues to proliferate. The
gender-specific motives for khat use and abstinence
were studied to create a toe-hold for more specific
interventions. Methods: In a quota sample with
equal numbers of males, females, abstainers and
consumers, 320 subjects were interviewed on

their specific opinions about khat and its impact

on subjective and public health, and on social and
community functioning. Strata were compared in
their acceptance and denial of opinions. Notions
that could predict abstinence status or gender were
identified with multivariate logistic regression
analysis. Results: Male khat users had a strong
identification with khat use, while females were
more ambivalent. The notion that khat consumption
is a bad habit (odds ratio (OR) 3.4; p<0.001) and
consumers are malnuorished (OR 2.2; p=0.046) were
associated with female genderamong khat users.
Among the females worries about health impact (OR
3.2; p=0.040) and loss of esteem in the family (OR
3.1; p=0.048) when using khat predicted abstinence.
Male abstainers opposed khat users in the belief
that khat is the cause of social problems (OR 5.1,
p<0.001). Logistic regression reached an accuracy
of 75 and 73 % for the prediction of abstinence and
71% for gender among consumers. (All models
p<0.001. Conclusions: Distinct beliefs allow a
differentiation between males, females, khat users
and abstainers when targeting preventive measures.
In accordance to their specific values female khat
users are most ambivalent towards their habit.
Positive opinions scored lower than expected in the
consumers. Public opinion towards khat may have
become slightl more negative in recent years. This
finding creates a strong toe-hold for gender-specific
public health interventions.

REFERENCES:
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No.3

INVESTIGATING A DECADE OF
PSYCHIATRIC RESEARCH IN THE ARAB
GULF REGION

Ossama Osman, M.D., M.B.A., PO. Box 17666,
Al-Ain, 0 U. Arab Emirates

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) understand the quantitative
and qualitative characteristics of published
psychiatric literature from the Arab Gulf region;
2) identify strengths and weaknesses of research

areas and topics from that region; and 3) identify
future opportunities for collaborative research
opportunities.

SUMMARY:

This study evaluates the mental health research
published from 1989 to 2008 in PubMed indexed
journals from the Arab Gulf Countries in order to
detect gaps and make recommendations. A sensitive
PubMed search for general and mental health
publications in Gulf Cooperation Council (GCC)
countries including the United Arab Emirates
(UAE) revealed a total of 192 mental health studies
published in GCC countries over the past 20

years, which constituted less than 1% of the GCC
total biomedical research. Most of the studies

were from the UAE University and were either
epidemiologic (48.98%) or psychometric (24.49%)
with no studies addressing mental health systems
research. Underrepresented were studies on health
promotion and interdisciplinary, cross-cultural,
ethnic, and gender research. There is an urgent need
for respectable international collaborations and for
developing policies which link research with services
provided. longitudinal studies will be important to

test the long-term impact of early interventions.

REFERENCES:
1) Osman OT and Afifi M. Troubled Minds in The Gulf:
Mental Health Research in the United Arab Emirates.
Asia Pac J Public Health 2010 22: 48S-53S.

No.4
TRADITIONAL AND ALTERNATIVE
HEALERS: PREVALENCE OF USE IN

PSYCHIATRIC PATIENTS

Zukiswa Zingela, M.B.B.S, M.Med., Postnet Ste 274

Private Bag X1313 Humewood, Port
Elizabeth, 6013 South Africa

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the demographics
of patients who consult traditional healers; 2)
What influences a patient’s decision to consult such
healers; 3) Concordance with traditional healing
interventions compared to conventional psychiatric
interventions; and 4) Suggested solutions to
collaborative working between traditional healers

and mental health practitioners such that patients
are referred earlier to psychiatric services

SUMMARY:

Background: Studies show patients seen by doctors
also consult traditional or alternative healers (70

to 84% - South Africa). Patients receive traditional
potions, which may contain unknown ingredients.
The South African Stress and Health study (SASH),
reported that 5.7% of people with a mental disorder
had received any conventional mental health care
in the preceding 12 months. In comparison, 5.8%
consulted Complementary or Alternative Medicine
Practitioners (CAMPs) and Traditional Healers
(THs), and 6.6% consulted religious, spiritual

or social work practitioners in the preceding 12
months. Aims and Method: The study investigates
the number of psychiatric patients who consulted
THs, CAMPs or religion-aligned practitioners
(RAHs) in the past 12 months. So far, 213 subjects
have been recruited from 6 in- and outpatient

sites. A questionnaire regarding the use of THs/
RAHs/CAMPs in the previous 12 months was the
research tool used. Results: Subjects: Black 152
(71%), 151 of them Xhosa speaking, Coloured 47
(22%), White 11 (5%), Indian 3 (1%); male 104
(49%), female 109 (51%). Education: primary 41,
secondary 114, tertiary = 58. Consulters of TH/
RAH/CAMP: 69 (32.4%); non-consulters: 144
(67.6%). Percentage consulters by race - Black: 57
of 152 (37.5%), Coloured: 8 of 47 (17%), White: 3
of 4 (27%) and Indian 1 of 3 (33.3%). Consulters of
THs 62%; of RAH 41%; of CAMP 4%. Consulters
of both THs and RAHs 9%. Non-consulters: 83 %
Black, 12% Coloured, 4% White, 1% Indian.
Emotional/physical/sexual abuse by a TH/RAH:
reported by 28%. Absolute or near-compliance
with the TH/RAH’s prescription: 88%. Definitely/
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likely to re-consult a TH/RAH: 78%. Concerning
conventional treatment: no advice was given by

the healer in 60% of cases, 30% were told to
continue treatment as usual, 6% to stop medication
permanently and 1% to stop and restart later. Some
could not recall the advice given (3%). Conclusions:
Results show a much higher prevalence than the
SASH study (32% vs. 5.8%). Black, Xhosa speakers
were more likely to consult THs/RAHs than other
ethnic groups. A high compliance rate with the THs/
RAHS’ treatment and having only a small percentage
of healers advising patients to stop regular
medication indicate potential for collaboration
between healers and mental health practitioners.
The high reported abuse by some of the patients is

of concern.
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EPIDEMIOLOGY

No.1

UNDER-RECOGNITION AND
UNDER-TREATMENT OF DEPRESSED
CHINESE AMERICANS IN PRIMARY CARE

Albert Yeung, M.D., Sc.D., One Bowdoin Square 6/F,
Boston, MIA 02114

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the public

health challenges of under-recognition and
under-treatment of depressed Chinese immigrants in
primary care settings.

SUMMARY:

Objective: To examine the prevalence of depression
among Chinese Americans in primary care and the
proportion of depressed Chinese Americans who
receive treatment. Method: Between September
15,2004 and February 15, 2007, depressed Chinese
American patients in a primary care clinic were
screened using the Chinese Bilingual version

of Patient Health Questionnaire (CB-PHQ-9).
Patients who screened positive (CB-PHQ-9=10)
were asked if they had received treatment for
depression in the past month. Those who were not
receiving treatment for depression were encouraged
to consider treatment after they were confirmed as
having major depressive disorder (MIDD) based on
a structured psychiatric interview. Results: 4,228
subjects completed depression screening and 296
(7%) screened positive for MDDj; among them 19
(6.5%) had been receiving psychiatric treatment for
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depression and 155 (52 %) declined a psychiatric
interview. The remaining 122 (40%) positively
screened subjects consented to a psychiatric

assessment. Among them, 104(85%) patients were
confirmed as having MDD, suggesting that the
CB-PHQ-9 correctly identifies positive cases of

depression at a rate of 85%. The adjusted rate of
depressed Chinese patients being treated by their
primary care physicians was calculated to be 7.5%,
lower than the rate reported in health centers in
Seattle, Washington (7.5% vs 28%, p<0.001) and
in European countries (7.5% vs 21%, p<0.01).
Conclusions: Depressed Chinese Americans in
primary care settings are under-recognized and
under-treated. Key Words: Depression, primary
care, Chinese Americans, under-recognition,
under-treatment. Target Audience(s): Psychiatrists,
Psychologists, Social Workers, Primary Care

Practitioners, Trainees

REFERENCES:
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No.2

PSYCHIATRIC COMORBIDITY AND
SUICIDAL IDEATION ASSOCIATED WITH
PTSD IN THE BASELINE SAMPLE OF 2,616
SOLDIERS IN THE OHIO ARMY NATIONAL
GUARD

Foseph Calabrese, M.D., 10524 Euclid Ave 12th Fl,
Cleveland, OH 44106

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the spectrum and
prevalence of psychiatric comorbidity in soldiers
with posttraumatic stress disorder.

SUMMARY:

Objective — To study psychiatric comorbidity and
suicidal ideation in an ongoing study of soldiers
in the Ohio Army National Guard. Method
—Using a random sample of Ohio National
Guard soldiers who participated in a telephone
interview we obtained data on lifetime trauma

exposure, posttraumatic stress disorder (P'TSD
Checklist), depression and suicidal ideation (Patient
Health Questionnaire-9), generalized anxiety
disorder (GAD-7), and alcohol disorders (the

Mini International Neuropsychiatric). Results —
Among the 2,616 soldiers who participated (43 %
participation rate), 64% had at least one past
deployment. The prevalence of PTSD within

the past year was 7.2%, depression 14.0%, GAD
2.0%,AA 5.3%,AD 7.0%, and none of the above
73.9%. In soldiers with PTSD, GAD was 22 times
more likely to have occurred within the past year
compared to those without (OR 21.63; 95% CI
12.11-38.65), depression 7 times (OR 7.39; 95% CI
5.59-10.45),AD 3 times (OR 3.12; 95% CI 2.06—
4.72), and a very highly increased risk of having all

3 conditions (OR 64.64,95% CI 18.41-227.05). In
soldiers with current PTSD accompanied by at least
2 comorbidities, lifetime suicidal ideation (which was
present in 62%) was 7 times more likely to occur
(OR 7.46; 95% CI 3.05-18-26). 67% had previously
sought help through a professional or a self help
group. Conclusions - These findings suggest that
soldiers with PTSD frequently have a co-occurring
mental health condition and a history of suicidal
ideation, which highlights the complexity of this
patient population and the magnitude of associated
human suffering.

No.3

ASSOCIATION AMONG TRAUMATIC
EXPERIENCES WITH PHYSICAL HEALTH
CONDITIONS IN A NATIONALLY
REPRESENTATIVE SAMPLE

M Natalie Husarewycz, M.D., PZ412 PsycHealth
Centre 771 Bannatyne Ave, Winnipeg, R3E 3N4
Canada

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify traumatic experiences
associated with physical health conditions.

SUMMARY:

Background: Recently, there has been a growing
body of research exploring relationships between
physical health conditions and mental disorders.
Posttraumatic stress disorder (PTSD), in particular,
has been associated with several pain conditions.
Preliminary research examining specific types

of trauma, such as physical and sexual abuse in
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relation to medical conditions suggests that these
types of trauma are significantly associated with
multiple physical health conditions, including
neurological, musculoskeletal and gastrointestinal
disorders. However, there has been a dearth of
population-based research examining whether the
nature of trauma experienced may be related to
physical health conditions. Methods: The National
Epidemiologic Survey on Alcohol and Related
Conditions (NESARC) Wave II (N=34 653;
response rate 70.2%, age 20 years and older) was
used in the current study. Participants provided
reports regarding lifetime trauma experiences as
well as medical conditions experienced over the
past year. Multiple logistic regression models were
used to examine the association between type of
trauma and physical health conditions. Results:
After adjusting for sociodemographic variables,
Axis I mental disorders and all other trauma groups,
injurious trauma, psychological trauma and natural
disaster/terrorism were significantly associated
with cardiovascular disease, arteriosclerosis or
hypertension, gastrointestinal disease, diabetes and
arthritis (adjusted odds ratios ranging from 1.10

to 1.54). Witnessing a trauma was associated with
arteriosclerosis/hypertension, gastrointestinal disease
and arthritis only. In the most stringent model,
combat related trauma was not associated with any
physical health condition. Conclusion: The present
study demonstrates that there is an association
between several types of trauma and physical health
conditions, even when PTSD and other Axis |
disorders are controlled for. his data suggests that
the impact of certain types of traumatic events on
physical health may be independent of PTSD.

No.4

SEX DIFFERENCES IN WORK STRESS IN
A REPRESENTATIVE SAMPLE OF THE
CANADIAN FORCES

Natalie Mota, M.A., 5-119 Scott St, Winnipeg, MD
R3E 3N4 Canada

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand how military men
and women differ across a range of different aspects
of occupational stress; and 2) Identify possible
reasons for such differences.

SUMMARY:

Objectives: Women represent an increasing

proportion of personnel in several militaries,
however, how they perceive their occupations
relative to men remains understudied. The present
investigation aimed to examine sex differences
across six aspects of work stress in a large,
representative military sample. Method: Data came
from the Canadian Community Health Survey on
Mental Health and Wellbeing: Canadian Forces
Supplement, which was collected in 2002 and
included 8,441 regular and reserve force personnel
ages 16-64. Work stress in the past year was
assessed using an abbreviated version of the Job
Content Questionnaire. This self-report measure
consisted of 12 items divided into six subscales,
each representing a different aspect of potential
work stress. Higher scores represented higher

levels of stress. Multiple linear regression analyses
adjusted for sociodemographic and military variables
were used to examine sex differences across each
work stress sub-scale. Results: Women reported
significantly higher levels of stress than men related
to job demand (adjusted mean [AM]=4.06, SE=0.04
vs. AM=3.88, SE=0.02), job control (AM=3.13,
SE=0.04 vs. AM=3,01, SE=0.03), and social support
from co-workers and supervisors (AM=4.02,
SE=0.05 vs. AM=3.79, SE=0.03). Men, on the

other hand, reported significantly higher levels of
physical exertion than women (AM=2.23, SE=0.02
vs. AM=1.90, SE=0.02). No sex differences were
found with regard to psychological demand or job
insecurity. Conclusions: The findings of this study
will assist clinicians working with military men and
women experiencing operational stress by providing
a better understanding of existing sex differences.
This research was supported by a Social Sciences
and Humanities Canadian Graduate Scholarship —
Doctoral Award (Mota) and a Canadian Institutes of
Health Research New Investigator Award (#152348)
(Sareen).
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SCIENTIFIC AND CLINICAL REPORT
SESSION 7

FORENSIC PSYCHIATRY

No.1

WOMEN, MALINGERING AND THE
SIRS: GENDER DIFFERENCES IN
THE STRUCTURED INTERVIEW OF
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REPORTED SYMPTOMS

Fessica Ferranti, M.D., 2230 Stockton Blvd, Sacramento,
CA 95817

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Describe psychosocial,
historical and crime variable factors associated with
malingering in female jail inmates; and 2) Identify
possible gender differences in the presentation of
malingering in incarcerated populations.

SUMMARY:

Until recently, there has been a lack of information
regarding female criminality in general including
the phenomenon of incarcerated women who feign
psychiatric symptoms. The purpose of this study

is to investigate gender differences in psychosocial
background, criminal history and malingering
strategies in individuals who are administered

the Structured Interview of Reported Symptoms
(SIRS). At the Sacramento County (CA) Jail, the
SIRS is routinely administered when clinicians

teel there is a possibility that an inmate receiving
psychiatric services may be feigning or exaggerating
his/her symptoms. During the evaluation of these
inmates, demographic and historical information
were also collected to determine those factors
most associated with malingering in jail inmates.
Previous evaluation of these data indicate that the
prevalence of malingering in our sample was quite
high: over 66% were found to be malingering based
on the scoring criteria for the SIRS. This analysis
examines differences in primary scale distribution,
psychosocial and crime variable characteristics
between men and women found to be malingering

based on administration of the SIRS.

REFERENCES:
1) McDermott BE, Sokolov G, Malingering in a cor-
rectional setting: the use of the Structured Interview

of Reported Symptoms in a jail sample, Behav Sci
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No.2

ETHICAL AND CLINICAL ASPECTS OF
PRE-TRIAL FORCED NASO-GASTRIC
ADMINISTRATION OF MEDICATION

William Richie, M.D., 9601 Steilacoom Blvd SW Bldg
28, Lakewood, WA 98498

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the
participant should be able to: 1) Identify the
psychopharmacologic agents that are currently

only deliverable by the oral route; 2) Then be able
to cross reference those agents with the current

case law controlling involuntary administration of
medication for restoration of competency to stand
trial; and 3) Finally, the oral/nasal-gastric route is
thoroughly considered with reference to risk/benefit

ratios, length of stay and judicial time limits.

SUMMARY:

In 2003 the US Supreme Court handed down

a landmark decision which provided guidelines

for the lower courts in the authorization of the
forced administration of medication for pre-trial
detainees. In 2008 the 9th Circuit Court of

Appeals issued a ruling which further limited

the forced administration of psychotropic
medication. Recognizing that some medications

are only available through the oral route, forced
administration of these medications becomes
problematic from a number of perspectives. The
authors review some of the applicable case law for
Washington State. Some clinical considerations
regarding the forcible administration of medication
are also reviewed with regard to the particular
route of administration, as well as the general
consideration of side effects and management of
clinical entities emerging from both voluntary and
forced administration of psychotropic medication. A
review of the ethical considerations facing forensic
psychiatrists (vis-a-vis involuntary administration of
medication for pre-trial defendants) is conducted.
The authors entertain the hope that the conferees
will join in a fruitful discussion regarding this
narrow clinical entity. In so doing, we anticipate that
we will be providing all of our colleagues with an
enhanced database and increased awareness of the
nuances of the management of this unique clinical
concern.

REFERENCES:
1) J Am Acad Psychiatry Law 37:1:122-124 (2009) U.S.
v. Hernandez-Vasquez, 513 F3d 908 (9th Cir. 2008)Harv
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No.3

AMA VI PSYCHIATRIC IMPAIRMENT
ASSESSMENT: IS IT VALID?

Gordon Davies, M.B., D.PM., 33 Smith Street,
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Waollongong, 2500 Australia

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should: 1) Have a good understanding of the use of
the AMA VI criteria for psychological impairment
assessment and of the validity of the assessment
process together with some of the issues regarding

reliability.

SUMMARY:

The 6th Edition of the AMA Guides for the
Assessment of Permanent Impairment introduces

a new system for evaluation of Mental and
Behavioural Disorders. In some ways this has
parallels to the 1st Edition in which several
different systems were given as alternatives but the
new system involves the use of the median value

of each of the mandated measures. Importantly

the new system incorporates two measures, The
General Assessment of Function (GAF) and the
Brief Psychiatric Rating Scale (BPRS) which have
established studies of reliability although there
remains a significant margin of error in application
to individual cases rather than groups. There is

also evidence for the validity of all the measures

in their ability to order the severity of psychiatric
disturbance in different contexts.Objectives: The
present study is directed toward investigating the use
of the combined measures using the criteria set out
in the AMA Guides and examining the correlations
between each individual measure and the final
outcome measure.Method:Patients presenting

for medico-legal examination were assessed using
the three measures GAF, BPRS and Psychiatric
Impairment Rating Scale (PIRS) as set out in the
AMA Guides. Also comparisons were made with
the PIRS as originally scored, an impairment

rating system based on the 2nd Edition of the

AMA Guides and on two subjective rating scales,
the General Health Questionnaire (GHQ) and

the Depression, Anxiety and Stress Scale (DASS).
Results: The distributions of each of the variables
was reasonably symmetrical. There is a strong
correlation between the component measures of the
overall AMA assessment although the correlation of
the GAF and BPRS was much higher than that of
each of the measures with the PIRS. The correlation
of each score with the final AMA score was
significantly higher, accounting for half the variance.
Correlations with the subjective measures were
lower with the GHQ having a stronger relationship
to the final level of assessed disability than the

DASS. Conclusions:The present study establishes
good concurrent validity for the AMA 5 system of
estimating mental and behavioural impairment.

This means that despite the problems involved in
estimating the disability due to psychiatric symptoms
there is better evidence for its use than is available

in other body symptoms. However the relationship
between the “percentage” levels of impairment as
measured and actual disability remains questionable.

REFERENCES:
1) Rondinelli RD (Ed): Guides to the Evaluation of
Permanent Impairment (6th Edition), Chicago, American
Medical Association, 2008

SCIENTIFIC AND CLINICAL REPORT
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HEALTH SERVICES RESEARCH

No.1

IMPACT OF A COMPREHENSIVE CRISIS

RESPONSE TEAM ON UTILIZATION OF

HOSPITAL AND EMERGENCY SERVICES

Deepika Sabnis, M.D., 1500 East Medical Center Drive,
Ann Arbor, MI 48109

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Analyze the impact of a mobile
crisis team on inpatient and emergency service
utilization.

SUMMARY:

This purpose of this study was to examine the
impact of a public sector mobile crisis team (MCT)
on the utilization of inpatient beds and psychiatric
emergency services for patients seeking emergent
care at a large teaching hospital, including changes
in service utilization, patient characteristics
associated with hospitalization, and treatment
retention in outpatient care after MCT services
were delivered. Data was collected from the hospital
electronic medical record for every visit made to the
psychiatric emergency service (PES) for all patients
who qualified for public mental health funding

(e.g. Medicaid; Medicaid/Medicare dual eligibility;
no insurance) over two time periods: 1) Jan-Dec
2008 (pre-MCT); and 2) Jan-Dec 2009 (post-MCT
implementation) and included patient demographics,
diagnoses, total number of initial PES visits, repeat
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emergency visits (within 14 days), disposition at
release from PES, in-county and out-of-county
inpatient hospitalizations; re-hospitalizations within
30 days of discharge, and number and percentage
of patients who were receiving treatment in the
community mental health center prior to and after
inpatient admission. The number of adults who
were hospitalized decreased slightly from the year
before the MCT was enacted and following year.
There was also a modest decrease in the percentage
of out-of-county hospitalizations over the 2 years
(24% vs.21%). There were no differences in age
(mean=37; S.D.=13 years) between the in-county
and out-of-county hospitalized consumers.
Hospitalizations were distributed across mental
health diagnoses. The percentage of males sent to
in-county hospitals increased over from Year 1 to
Year 2 of the study (48% to 55%). Readmission to
psychiatric emergency care and re-hospitalizations
are also examined in this study for changes over
time. The results of this study demonstrate small
but important changes that took place the first year
the Mobile Crisis Team was in place, including the
course of in- and out-of county hospitalizations
and readmissions, indicative of the importance

of targeted multidisciplinary interventions to
improve consumer outcomes. These early gains
need to be monitored over longer periods of time
to tailor interventions and crisis management and
signal the need for an expansion of public mental
health services to better accommodate those with
significant need yet maximize consumer outcomes

and manage the costs of care.

No.2

CANCER TREATMENT FOR PEOPLE
WITH MENTAL ILLNESS: A SYSTEMATIC
REVIEW OF THE LITERATURE

Simba Ravven, M.D., 1493 Cambridge st, Cambridge,
MA 02139

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the current
literature on variation in and challenges to cancer
care for adults with mental illness; 2) Identify patient
characteristics and psychiatric symptoms that may
interfere with completion of cancer care; and 3)
Interdisciplinary strategies to improve cancer care
for people with mental illness.

SUMMARY:

People with mental illness have higher rates of many
malignancies than the general population and may
be at greater risk of receiving substandard cancer
treatment. The challenges of providing cancer care
to patients with pre-existing mental illness have
been frequently voiced by both generalists and
specialists; however, there exists no comprehensive
review on this topic. We searched PubMed, PsycInfo
and EMBASE for articles that addressed any aspect
of cancer treatment for adults with pre-existing
mental illness. We systematically reviewed the
results and made the following observations and
recommendations: 1) Persons with mental illness
were less likely to receive standard, curative
treatment for several cancers; 2) uncontrolled
psychiatric symptoms interfered with adequate
cancer treatment; 3) depression is associated with
delayed reporting of cancer-related symptoms; 4)
robust interdisciplinary care, including psychiatric
care, and social support are integral to the
completion of cancer treatment; 5) special vigilance
and persistence are called for in screening for cancer
among patients with mental illness, especially
depressive symptoms.

REFERENCES:

1) Carney, C.P, et al., Occurrence of Cancer Among
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tion. Psychosom Med, 2004. 66(5): p. 735-743.

No.3

TWO IMPLEMENTATION MODELS FOR
INTEGRATION OF PHYSICAL HEALTH
INTO A BEHAVIORAL HEALTH SETTING
FOR PATIENTS WITH SEVERE AND
PERSISTENT MENTAL ILLNESS

Shula Minsky, Ed.D., 151 Centtenial Ave., Piscataway,
N7 08854

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the need for
integration of physical health into behavioral care
settings; 2) Discuss two implementation models
of physical health integration; and 3) analyze the
advantages and disadvantages of each model.

SUMMARY:

Background: Persons with severe mental illness
(SMI) die on average 25 years earlier than the
general population. Approximately two-thirds
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of this excess mortality is due to natural causes
rather than suicide or violence. People with SMI
experience 1.5 to 2 times higher prevalence of
diabetes, hypertension, dyslipidemia and obesity.
Furthermore, they have limited access to primary
care services, due to lack of insurance, poor financial
resources and reluctance of medical providers to
treat them. In addition, patients with SMI, have
limited ability to navigate the complex health care
system. To improve health care for persons with
SMLI, there is a clear need to integrate psychiatric
and medical services. Methods and data: With

an anonymous donation, University Behavioral
HealthCare (UBHC) set up in 2008 an affiliation
with a clinic in New Brunswick, NJ. Clinic staff
provided physical health care to UBHC clients, and
communicated regularly with UBHC nurses. In
2009, the same donor offered UBHC an opportunity
to open a second primary care clinic at UBHC
Newark. UBHC established a partnership with

the UMDN]-NJ Medical School’s Department

of Family Medicine to provide the primary care
services in the behavioral health building itself. This
presentation will provide service and outcome data
from the two distinct models; the first involving the
use of an affiliated clinic; the second a co-located
primary care service. The data will include: Level of
services provided; Severity of medical presentation,
based on number of co-morbid chronic medical
conditions; Number of Emergency Room (ER)
visits; Outcome measures related to hypertension,
diabetes and obesity; and Development of wellness
initiatives. Key Findings: In New Brunswick, 296
consumers received 1,468 appointments. The
Newark clinic served 401 consumers, providing
1,415 appointments. Data on severity, chronic
conditions and longitudinal outcome measures

will be presented. Clinical and Policy Implications:
While the co-located clinic model proved to be
more effective, the cost of co-locating may be
prohibitive without special funding. However, if

a co-located clinic model can affect a meaningful
reduction in ER visits, the model may prove to

be sufficiently cost-effective to generate public
financing (e.g. Medicaid).

REFERENCES:
1).Brown S. Excess mortality of schizophrenia. A

meta-analysis. Britj Psychiat 1997; 171:502-508.

2) Everett A, Mahler J, Biblin J, et.al: Substance Abuse
and Mental Health Services Administration (SAMHSA),
Center for Mental Health Services (CMHS) Wellness
Summit. Improving the Health of Mental Health Con-

sumers: Effective Policies and Practices 2007.

3) Newcomer, ]J. W. (2005). Second-generation (atypical)
antipsychotics and metabolic effects: A comprehensive
literature review. CNS Drugs, 19(Suppl. 1), 1-93.

4) McEvoy J, Meyer ], Goff DC, et al: Prevalence of

the metabolic syndrome in patients with schizophrenia:
baseline results from the Clinical Antipsychotic Trials of
Intervention Effectiveness (CATIE) schizophrenia trial
and comparison with national estimates from NHANES
III. Schizophr Res 2005; 80(1):19-32.

5) Parks J, Svendsen D, Singer P, Foti ME eds: Morbidity
and mortality in people with serious mental illness from
the National Association of State Mental Health Pro-
gram Directors (NASMHPS) Medical Directors Council.
www.nasmhpd.org

6) Newcomer JW, Hennekens CH: Severe mental ill-
ness and risk of cardiovascular disease. JAMA 2007;
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No.4

PARTIAL HOSPITALIZATION PROGRAM
(PHP)FOR ADULTS IN PSYCHIATRIC
DISTRESS: PREDICTORS AND
CHARACTERISTICS OF CLINICAL
RESPONSE

Deshmukh Parikshit, M.D., 10524 Euclid Ave, §th floor,
Cleveland, OH 44106

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand characteristics of
the population that gets referred to PHP; 2) Identify
the type of patient population which shows higher
clinical response to PHP treatment; 3) Understand
the correlation between response among different
types of psychiatric symptoms in PHP patient
population and its clinical implication; and 4)
Identify the area where future studies are needed.

SUMMARY:

Background: Evidence suggests that PHP for adult
patients in psychiatric distress, are as effective as
inpatient hospitalization. While PHPs are financially
demanding to operate, they are associated with
more treatment related satisfaction for patients

and families. However, the clinical indications for
choosing PHP over inpatient hospitalization are not
well established and it is not clear whether results
can be generalized to all demographic populations.
In light of these differences among the PHP and
inpatient hospitalization treatment modalities,
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research is warranted to identify predictors and
characteristics of clinical response which may guide
clinicians in initiating the appropriate referral.
Methods: Eighty-three adult community mental
health center patients in acute psychiatric crisis,
were administered serial clinical assessments using
the BASIS-32 during the treatment course of

PHP. Clinical response was recorded in 5 domains
that included Daily Living and Role Functioning
(DLRF), Relation to Self and Others (RSO),
Depression and Anxiety (DAA), Psychosis, and
Impulsive and Addictive Behavior (IAB). Multiple
regression analysis (MRA) was performed to
determine if a given response to treatment could

be correlated with demographic factors that
included; age, gender, race, marital status, level of
education and living arrangement. The magnitude
of change within each domain was also compared
between domains by MRA to determine if only a
certain subset of domains show change after PHP
treatment, or if all show similar change. Results:
Forty-three (51.8 %) patients showed a 30% or
greater reduction of score in all 5 domains. Of
those, 24 (28.9%) patients showed a 50% or greater
reduction in total score. The highest reduction of
scores was found in RSO and DAA domains whereas
the least reduction of scores was found in IAB. The
psychosis domain showed widest fluctuation in
response. The response in each domain significantly
(p<0.0001) predicted the response in other domains.

RSO and DLRF showed highest positive correlation.

No significant statistical correlation was found
between the demographic factors and the clinical
response in any domain. Conclusions: A positive
clinical response to PHP does not have a positive
correlation with any demographic factor recorded
in this study. Therefore, demographic factors
should not be emphasized when considering PHP
treatment. Phase dependent illnesses such as DAA

and Psychosis may show relatively greater response

REFERENCES:
1) Horvitz-Lennon M, Normand SL, Gaccione P,
Frank RG. Partial versus full hospitalization for adults
in psychiatric distress: a systematic review of the pub-
lished literature (1957-1997). Am J Psychiatry. 2001
May;158(5):676-85.
2)Priebe S, Jones G, McCabe R, Briscoe J, Wright D,
Sleed M, Beecham ]. Effectiveness and costs of acute day
hospital treatment compared with conventional in-patient

care: randomised controlled trial. Br ] Psychiatry. 2006
Mar;188:243-9.
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SCHIZOPHRENIA & OTHER PSYCHOTIC
DISORDERS-1

No.1

CURRENT PRESCRIBING PRACTICES:
ANTIDEPRESSANT USE IN
SCHIZOPHRENIA

Megan Ehbret, Pharm.D., 200 Retreat Ave, Hartford, C'T
6106

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Discuss the relevance of these
findings to current prescribing guidelines and to
the controversy about the distinction between
schizophrenia and schizoaffective disorder.

SUMMARY:

Objective: Given recent reports about the
importance of depressive symptoms in patients
with schizophrenia (SZ) the authors examined

a large sample of hospitalized patients with a
diagnosis of SZ to determine (1) the proportion
for whom antidepressants were prescribed and (2)
if demographic and clinical variables distinguished
these patients from others with SZ. Methods:

The sample was consecutive inpatient admissions
age 18-64 discharged 2/00-6/09 with this

diagnosis (n=1519). Demographics, co-diagnoses,
and psychotropics at discharge were recorded.
“Depression” was defined as major depressive
disorder, bipolar disorder depressed phase,
depressive disorder NOS, or dysthymic disorder.
“Antidepressant” (AD) was any marketed drug in
this class except trazodone and the tricyclics, which
preliminary analyses showed were prescribed as
sedatives at dosages subtherapeutic for depression.
AD use in SZ was compared to use in patients with
schizoaffective disorder (SA). Variables associated
with AD use were identified with stepwise logistic
regression. Chi-square analysis and t-tests were
used to compare patients treated with vs. without
ADs. Results: Antidepressants were prescribed for
28.0% of patients with SZ versus 49% of those with
SA (p<.001). Of SZ patients on ADs, 6.8% had a
co-diagnosis of depression; an additional 4.9% had a
co-diagnosis of anxiety disorder and another 8.5% a
personality disorder (PD). There was no difference
in AD use by SZ subtype. Compared to all other
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SZ patients, those for whom ADs were prescribed
were more likely to receive atypical antipsychotics
(86.1% vs. 76.5%, p<.001) but less likely to receive
valproate (13.9% vs. 20.0%, p=.005). Regression
analyses revealed that the AD patients were more
likely to have a diagnosis of depression (OR=7.87),
anxiety disorder (OR=1.93), or PD (OR=1.60),

to be Latino (OR=1.39), and to receive atypical
antipsychotics (OR=1.81) or a benzodiazepine
(OR=1.38). There was no association with age,
gender, length of stay or readmission within 1 year.
Conclusions: Approximately 25% of patients with
SZ were discharged on ADs. The documented
presence of depression, anxiety or PD increased the
odds of treatment with AD, but these co-diagnoses
were not common and do not appear to explain
tully clinicians’ decisions about use of ADs. These
findings may be relevant to recent reports about
AD use for negative symptoms and to upcoming
decisions for DSM-5 distinctions between SZ, SA

and psychotic mood disorder.

REFERENCES:
1) Whitehead C, Moss S, Cardno A, Lewis G: Anti-
depressants for the treatment of depression in people
with schizophrenia: a systematic review. Psychol Med
2003;33:589.599.
2) Conley RR: The burden of depressive symptoms in

people with schizophrenia. Psychiatr Clin North Am
2009;32:853-861.

No.2

DOES SOCIAL SUPPORT PREVENT
RELAPSE AND REHOSPITALIZATION
IN EARLY ONSET SCHIZOPHRENIA?
RESULTS FROM THE LAMBETH EARLY
ONSET STUDY

Raymond Tempier; M.D., M.S.C., 103 Hospital Drive,
Saskatoon, STN OWS8 Canada

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the influence of the
social support on the outcome of first episode
schizophrenia; 2) Evaluate the importance of
assessing the social network and patients perceived
support; and 3) Ascertain the beneficial role of

patients spending time with family.

SUMMARY:
There is a growing evidence that social support

influences the course of schizophrenia;It is a
protective factor as higher support correlates with
symptom decrease. It plays a direct causal role in
reducing the risk of psychological impairment. The
goal of this study is to determine the relationship
between support characteristics and symptoms and
hospitalization rates among patients (n=99) with first
episodes of schizophrenia during a 2-year follow-up
period in London, England. Methods: We analyze
data from the Lambeth Early Onset (LEO) data set.
The social support was characterized by: 1. the size
of the support network, 2. the perceived quality of
the support measured by the Significant Other Scale
(Power et al ,1988, 3. the weekly time spent with the
family. Outcome measures were characterized by
psychiatric hospitalization count, and by a recovery
index derived from the PANSS and the GAF scale.
Results: The sample was made out of males (63.6%),
mean age 26.1 y. old, single (86.5%) with secondary
(49%,) or post secondary (50%) education.
Most(88.6%)lived in private homes, 85.6% being
unemployed. Most were from African origin (66.4%)
or Caucasian & other ethnicity(i.e. Chinese, Indian,
Pakistani or Latin American)(33.6%). The majority
had a 1st Episode (74.5%) and 25.5% a 2nd Episode.
More than half (57.9%) were hospitalized at baseline
study intake. Mean Total PANSS score at 6-month
was 58.2 (SD 18.3) and at 18-month 54.6(SD 15.1).
Mean GAF score at 6-month was 59.1 (SD 13.7) and
at 18-month 60.2 (SD 15.9). Most (77.7%) have one
(39.4%), two (25.2%) or three (13.1%) confidants.
Confidants are either a parent (31.4%), a sibling
(18.6%) or a friend (22.1%). They(69.8% )perceive
having a good support. Fewer (30.2%) have a low

to moderate support. The confidants number was
associated with the number of hospital days (p<0.01)
and with the recovery index (p<0.01). Females have
more chances to recover at 6-month follow up

(OR 0.13 CI 0.29-0.56). Non black patients have 6
times more chance to recover at 18-month follow
up (OR6.05,CI1.7-21.5). More hours spent with
family members is associated with less readmission.
Conclusions: Social support has a major influence on
the course of schizophrenia as demonstrated here.
Study limitations include: a small sample size, a short
follow-up period and patients from diverse ethnic

origin.

REFERENCES:
1) Buchanan J 1995, Arch Psychiatric Nursing

No.3
AFFECTIVE DEFICITS IN
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SCHIZOPHRENIA REVISITED: THE ROLE
OF AMBIVALENCE AND ALEXTTHYMIA

Fabien Tremeau, M.D., 6 massa lane, edgewater, N
07020

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the major affective
impairments present in schizophrenia.

SUMMARY:

Background: Affective research in schizophrenia has
repeatedly brought discrepant results: compared

to healthy controls, schizophrenia subjects show
lower positive temperament and higher negative
temperament on trait questionnaires, whereas

they report similar levels of positive and negative
affective reactivity in laboratory evocative tasks.
Those findings question the coherence between trait
measures and online ratings. However, the role of
early-stage ambivalence and alexithymia (impaired
emotional clarity) has rarely been examined.
Methods: Eighty individuals with schizophrenia and
36 non-patient control participants completed an
evocative affective task consisting of pictures and
sounds. Following each presentation, participants
rated their induced levels of pleasantness and
unpleasantness on two separate ratings, and three
scores were obtained: on-line global pleasantness,
on-line global unpleasantness and ambivalence. All
participants completed two trait questionnaires:

the General Temperament Survey to measure
positive temperament and negative temperament,
and the Toronto Alexithymia Scale. Results: In

the evocative task, schizophrenia participants
showed higher ambivalence but no impairment

in positive and negative emotional reactivity.
Schizophrenia participants self-reported higher
negative temperament and higher alexithymia. In
both groups, negative temperament moderately
correlated with induced negative experiences, but
positive temperament did not correlate with global
pleasantness. Regression analyses were conducted
to test whether trait measures predicted on-line
ratings, and negative temperament predicted on-line
global unpleasantness in the schizophrenia group
only. More importantly, in the schizophrenia group,
ambivalence and alexithymia predicted negative
temperament, accounting for 40% of the variance,
and groups did not differ on negative temperament
after controlling for ambivalence and alexithymia
(p=0.99). Discussion: The coherence between

affective state and trait measures was limited within
the negative affect system, and quite poor within the
positive affect system. In schizophrenia, increased
early-stage ambivalence was a central affective
deficit. Increased ambivalence and alexithymia
explained the higher negative temperament of
individuals with schizophrenia, which is consistent
with the view that emotional clarity helps to regulate

negative emotions.

SATURDAY, MAY 14, 2011
1:00 PM - 2:30 PM

SCIENTTIFIC AND CLINICAL REPORT
SESSION 10

MOOD DISORDERS -1

No.1
STUDY DESIGN FEATURES AFFECTING
OUTCOME IN ANTIDEPRESSANT TRIALS

Florian Seemiiller; M.D., Nussbaumstr.7, Munich,
80336 Germany

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the influence of
relevant study design features of antidepressant
treatment trials on treatment outcome.

SUMMARY:

Context: So far, only very few studies have
investigated the impact of study design features
of pivotal pre-approval phase III antidepressant
randomised controlled trials (RCTs) on study
outcome. However, increased knowledge about
potential associations may be highly relevant for
the correct evaluation of the results. Currently,
the interpretation of study results is challenged
by inconsistent patterns of outcome and by the
significant amount of variability observed in
medication response rates. Objective: To look for
relevant design factors influencing responder rates
in antidepressant trials that could explain at least
partially the observed variability. Data Sources:
We reviewed complete data packages submitted
as new drug applications to the Swiss Agency for
Therapeutic Products (Swissmedic) from 1995 to
2008 with a focus on pivotal short-term

antidepressant trials. Study selection: Included
studies used HAMD-17 or HAMD-21 as primary
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measures, lasted six, eight or nine weeks and enrolled
hospitalised patients or outpatients aged 18 - 65
years with a diagnosis of major depression of at least
moderate severity without further co-morbidity.
Data Extraction: The multiple regression analyses
investigated the transformed responder rates in
combination with seven explanatory factors. Results:
The dataset included 35 study reports with a total
of N=10.835 patients. Four out of seven factors
were highly significant with a p-value < 0.0001:

The active compound, study arm (placebo versus
verum), scale used as primary outcome measure,
geographical region. Further interactions were
found for: Sample size (p=0.0001), dosage schedule
(p=0.0094) and treatment duration (p=0.0188).
Conclusions: Responder rates in antidepressant
trials are significantly affected by various factors.
Thus, treatment interaction tests (including

detailed pre-specification of these analyses) should
be conducted carefully in antidepressant clinical
programs. The conduction of multiple pivotal
studies appears necessary to check if results were
robust.

No.2

ADDRESSING PATIENTS NEEDS III:
COMMUNITY MENTAL HEALTH CARE
FOR NON-PSYCHOTIC CHRONIC
PATIENTS

Tjalling Holwerda, M.D., Van der Boechorststraat 7,
Amsterdam, 1015V D Netherlands

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant
should be able to: 1) Identify three different

multidisciplinary intervention methods for
non-psychotic chronic patients.

SUMMARY:

Backgrounds: many non-psychotic chronic patients
(severe personality disorders, bipolar disorders)

are not able or not willing to participate in
structured psychotherapeutic programs.There a few
intervention methods to support mental health care
professionals in their efforts to provide accessible
care to these patients. Methods: we developed
three multidisciplinary intervention programs

for these patients groups, with the psychiatric
nurse in a central position of care manager. The
intervention programs were developed on the basis
of systematic literature review, problem and needs

analysis, consultation of experts and pilot testing.
The feasibility and effectiveness of intervention are
currently being tested. Results: The preliminary
findings of the interventions show promising results
for improving clinical practice regarding treatment
and care for patients with chronic non-psychotic
disorders in community mental health care.

REFERENCES:
1) Koekkoek B, van Meijel B, Schene A, Hutschemaek-
ers G. Problems in psychiatric care of ‘difficult pa-
tients’: a Delphi-study. Epidemiol Psichiatr Soc. 2009;
18(4):323-30.
2) Koekkoek B, van Meijel B, Schene A, Hutschemaekers
G. A Delphi study ofproblems in providing community
care to patients with nonpsychotic chronic mental illness.
Psychiatr Serv. 2009; 60(5):693-7
3) Stringer B, van Meijel B, Koekkoek B, Kerkhof AJFM,
Beekman ATF. A Collaborative Care program for patients
with severe (cluster B or NOS) personality disorders.
2010 (Submitted)Van der Voort N, van Meijel B, Goos-
sens P, Beekman ATE, Kupka R. Collaborative Care for
Patients with a Bipolar Disorder. 2010 (Submitted).

No.3

LARGE-SCALE DEPRESSION SCREENING
IN PRIMARY CARE - UNEXPECTED
BENEFITS

Gabrielle Beaubrun, M.D., 2081 Palos Verdes Drive
North, Lomita, CA 90717

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify specific benefits
associated with the implementation of a Depression
Screening program within a large group practice;
and 2) Discuss methods to overcome barriers

to implementation of depression screening and

treatment in Primary Care.

SUMMARY:

Background: The USPSTF recommends

screening adults for depression when staff-assisted
depression care supports are in place. However this
recommendation has met with mixed reactions from
medical groups concerned with its cost-effectiveness
and practicability for large scale implementation.

In 2005 Kaiser Permanente in Southern California
began systematic depression screening of adults
with cardiovascular diseases using the PHQ9
questionnaire and implementing a collaborative care
treatment model based upon the IMPACT research
design. Most of the initial depression screening
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was conducted by mailing the PHQ9 with an
information letter to patients’ homes and following
up with a telephone interview.Within this network
HMO with an all-electronic medical record system
linking medical, psychiatric and pharmacy records,
we conducted a retrospective analysis in the period
2007-2008 to examine the effects of the depression
screening on overall healthcare utilization.
Method:Data for a study cohort of 309,000 members
with cardiovascular conditions or diabetes was
examined, and the number of medical visits one
year prior to depression screening compared with
one year after screening, for the 41,000 screened
for depression and 268,000 unscreened members.
Results:A statistically significant reduction in the
total number of medical encounters per patient

was demonstrated in the year following depression
screening when compared with data for the same
patient one year earlier. This effect was actually most
prominent among the group who screened negative
for depression, which constituted more than 80%
of the screens. We present this as yet unpublished
data for the first time. Conclusions: Demonstration
of a cost-benefit to screening non-depressed

clients has not to our knowledge been proposed
previously and if this finding is replicated (we

are currently undertaking a similar examination

of a second cohort, which will be completed in
2010) it will support the cost-effectiveness of
increased widespread depression screening.We
present a discussion of possible psychological
empowerment mechanisms by which learning

of a negative depression screen might positively
impact health outcome. We will also discuss barriers
to implementation of screening and treatment
encountered across the 12 large medical centers
where this collaborative care model was introduced
and how we overcame them.

REFERENCES:
1) The PHQ-9: validity of a brief depression severity
measure. Kroenke K, Spitzer RL, Williams JB. ] Gen
Intern Med. 2001 Sep;16(9):606-13
2)O’Connor EA, Whitlock EP, Beil TL, Gaynes BN.
Screening for depression in adult patients in primary care

settings: a systematic evidence review. Ann Intern Med

2009;151:793-803.

SUNDAY, MAY 15, 2011
7:00 AM - 8:30 AM

SCIENTIFIC AND CLINICAL REPORT
SESSION -11

PERSONALITY DISORDERS-1

No.1

STRUCTURAL BRAIN ABNORMALITIES
AND SUICIDAL BEHAVIOR IN
BORDERLINE PERSONALITY DISORDER

Paul Soloff; M.D., 3811 O’Hara St., Pittsburgh, PA
15213

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify brain regions
implicated in suicidal behavior in borderline

personality disorder.

SUMMARY:

Objective: Structural abnormalities have been
demonstrated in subjects with BPD in fronto-limbic
brain regions involved in regulation of emotion

and impulsive behavior; however, their relationship
to suicidality has not been assessed. Because
emotion dysregulation and impulsive-behavioral
dyscontrol are endophenotypic traits which
contribute a diathesis to suicidal behavior in BPD,
we asked if suicidal behavior in BPD was associated
with changes in brain morphology, especially in
fronto-limbic cortex. Method: Structural MRI scans,
acquired on a 1.5T GE Signa MR scanner, were
obtained on 68 BPD subjects (16 male, 52 female),
defined by IPDE and DIB/R criteria, and 52
healthy controls (HC: 28 male, 24 female). Groups
were compared by diagnosis (BPD attempters,
non-attempters vs. HC), attempt status within
BPD, low vs. high lethality attempt history (defined
by median split on the Lethality Rating Scale). ROIs
included: anterior cingulate, amygdala, fusiform
gyrus, hippocampus, insula, lingual gyrus, mid-inf.
orbitofrontal cortex, mid-sup temporal cortex and
parahippocampal gyrus. Data were analyzed using
optimized voxel-based morphometry implemented
with DARTEL in SPMS5, covaried for age and
gender, corrected for cluster extent (p<.05), with
AlphaSim. Results: Compared to HC, BPD
attempters had significantly diminished gray matter
concentrations in 8 of 9 ROIs, non-attempters in

6 of 9 ROIs. Within the BPD sample, attempters
had diminished gray matter in Lt. insula compared
to non-attempters. High lethality attempters had
significant decreases in Rt. mid-sup. temporal
gyrus, Rt. mid-inf. orbito-frontal gyrus, Rt. insular
cortex, Lt. fusiform gyrus, Lt. lingual gyrus and Rt.
parahippocampal gyrus compared to low lethality
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attempters. Conclusions: Specific structural
abnormalities discriminate BPD attempters from
non-attempters and, importantly, high from low
lethality attempters.

REFERENCES:
1) Soloff PH, Nutche J, Goradia D, Diwadkar V.(2008)
Structural brain abnormalities in borderline personality
disorder: A voxel-based morphometry study. Psychiatry
Research: Neuroimaging 164:223-236

No.2

THE COURSE OF DYSPHORIC
AFFECTIVE AND COGNITIVE STATES IN
BORDERLINE PERSONALITY DISORDER:
A 10-YEAR FOLLOW-UP STUDY

Lawrence Reed, Ph.D., 115 Mill Street, Belmont, MA
02478

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize the severity of
specific affective and cognitive states in borderline
patients over a 10-year course in comparison to

non-borderline axis II participants.

SUMMARY:

Objective: To assess the severity of specific dysphoric
affective and cognitive states among patients

with borderline personality disorder (BPD) and
non-borderline axis II diagnoses (OPD) over a
10-year course of prospective follow-up. Method:
Participants were 275 borderline inpatients and 67
axis II comparison participants. The Dysphoric
Affect Scale (DAS) — a 50-item self-report measure
of affective and cognitive states thought to be
common among borderline patients and specific

to the disorder — was administered at five waves

of prospective follow-up to all participants. Items
on the DAS corresponding to specific affects (e.g.
empty, full of shame, in terrible pain) and cognitions
(e.g. the pain will never end, I have no identity, 'm
damaged beyond repair) were separately analyzed,
yielding respective subscores. These scores reflect
the percentage of time that each inner state was
experienced. Results: BPD patients reported more
severe affective and cognitive subscores compared to
OPD comparison participants at baseline (48% vs.
21% affective; 32% vs. 10% cognitive). Additionally,
the severity of affective and cognitive subscores
declined significantly for both groups taken together
over the 10 years of follow-up (62% decline for

affective states; 57% decline for cognitive states),
while remaining significantly more severe for those
in the borderline group. Further analyses were
conducted regarding recovery (i.e., concurrent
remission from BPD and good social and vocational
functioning) within the BPD group. Results showed
a significant decline in total DAS scores for those
who did and did not recover, but at significantly
different rates (73 % decline in recovered patients;
47% decline in non-recovered patients). Conclusion:
The severity of specific dysphoric affective and
cognitive states is greater for BPD patients than
non-borderline axis II comparison participants and
declines for both groups over time. Among BPD
patients, those who recover report significantly

less severe dysphoric states than those who do not
recover.

REFERENCES:
1) Zanarini MC, Frankenburg FR, DeLuca CJ, Hennen J,
Khera GS, Gunderson, JG. The pain of being borderline:
Dysphoric states specific to borderline personality disor-
der. Harvard Rev Psychiatry, 1998;6: 201-207.

No.3
AFFECTIVE LABILITY IN BORDERLINE
PERSONALITY AND BIPOLAR DISORDERS

D. Bradford Reich, M.D., Mclean Hospitall15 Mill
Street, Belmont, MA 02478

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify overlapping and
differing patterns of affective lability in borderline
personality disorder and bipolar II/cyclothymic
disorders.

SUMMARY:

Background: The boundaries between the affective
instability in bipolar disorder and borderline
personality disorder have not been clearly defined.
Using self-report measures, previous research has
suggested that the affective lability of patients with
bipolar disorder and borderline personality disorder
may havedifferent characteristics. Methods: We
assessed the mood states of 29 subjects meeting
DIB-R and DSM-IV criteria for BPD and 25
subjects meeting DSM-IV criteria for bipolar II
disorder or cyclothymia using the Affective Lability
Scale (ALS), the Affect Intensity Measure (AIM),
and a newly developed clinician-administered
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instrument, the Affective Lability Interview for
Borderline Personality Disorder (ALI-BPD). The
ALI-BPD measures frequency and intensity of shifts
in 8 affective dimensions. Subjects in the borderline
group could not meet criteria for bipolar disorder;
subjects in the bipolar/cyclothymia group could

not meet criteria for BPD. Results: Patients in the
bipolar group had significantly higher scores on

the euthymia-elation subscale of the ALS; patients
in the BPD group had significantly higher scores

on the anxiety-depression subscale of the ALS.
Bipolar patients had significantly higher total AIM
scores and significantly higher score on the AIM
positive emotion subscale. In terms of frequency,
patients in the borderline group reported: 1)
significantly less frequent affective shifts between
euthymia-elation and depression-elation on the
ALI-BPD; and 2) significantly more frequent shifts
between euthymia-anger, anxiety-depression, and
depression-anxiety. In terms of intensity, borderline
patients reported: 1) significantly less intense shifts
between euthymia-elation and depression-elation
on the ALI-BPD; and 2) significantly more intense
shifts between euthymia-anxiety, euthymia-anger,
anxiety-depression, and depression-anxiety.
Conclusion: The affective lability of borderline and
bipolar II/cyclothymic patients can be differentiated
with respect to frequency and intensity using both
self-report and clinician-administered measures.

REFERENCES:
1) Henry C., Mitropolou V., New A.S., Koenigsberg
H.W,, Silverman J., Siever L.J., 2001. Affective instability
and impulsivity in borderline personality and bipolar II
disorders: similarities and differences. Psychiatry Res 2001
35:307-312.

No.4

REASONS FOR SELF-MUTILATION
REPORTED BY BORDERLINE PATIENTS
OVER 16 YEARS OF PROSPECTIVE
FOLLOW-UP

Mary Zanarini, Ed.D., McLean Hospital 115 Mill
Street, Belmont, MA 02478

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize that borderline
patients with a more extensive history of
self-mutilation report being more motivated by
dysphoric inner states of both an affective and

cognitive nature than interpersonal reasons.

SUMMARY:

Objective: The main objective of this study was to
assess the reasons for episodes of self-mutilation
engaged in by patients with borderline personality
disorder (BPD) over 16 years of prospective
follow-up. Method: 290 patients meeting both
DIB-R and DSM-III-R criteria for BPD were
interviewed concerning episodes of self-mutilation
nine times over these 16 years of prospective
follow-up. These blinded assessments were made
every two years using a semi-structured interview of
proven reliability. We divided the borderline patients
into two groups: those with a more extensive

and those with a less extensive lifetime history of
self-mutilation at the time of study entry (median
number of episodes=35). Results: Those in the more
and less extensive groups were not significantly
different than one another on either of the
interpersonally-directed reasons for self-mutilation:
to get attention or being angry with someone.
However, those in the group with a more extensive
history of self-mutilation were significantly more
likely to report each of the five internally-directed
reasons studied: feeling numb or dead (RRR=1.45),
to punish self (RRR=1.28), to relieve anxiety (RRR=
1.16), to control emotional pain (RRR=1.15),

and to prevent being hurt in a worse way (1.96).
Conclusions: Taken together, the results of this
study suggest that borderline patients with a more
extensive history of self-mutilation are motivated
more by dysphoric inner states than interpersonal
reasons for mutilating themselves. They also suggest
that these states are both affective and cognitive in
nature.

REFERENCES:
1) Zanarini MC, Frankenburg FR, Reich DB, Fitzmau-
rice G, Weinberg I, Gunderson JG: The 10-year course
of physically self-destructive acts reported by borderline
patients and axis II comparison subjects. Acta Psychiatr

Scand 2008; 117:177-184

SCIENTIFIC AND CLINICAL REPORT
SESSION 12-
PSYCHOPHARMACOLOGY- 1

No.1

TOLERABILITY AND SENSITIVITY OF
PATIENTS WITH BIPOLAR DEPRESSION,
MAJOR DEPRSSION, AND GENERALIZED
ANXIETY DISORDER TO ATYPICAL
ANTIPSYCHOTICS
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Keming Gao, M.D., Ph.D., 11400 Euclid Avenue, Suite
200, Cleveland, OH 44106

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the different
tolerabilities and sensitivities of patients with
bipolar depression, major depressive disorder,
and generalized anxiety disorder to atypicla
antipsychotics.

SUMMARY:

Objective: To compare the tolerability and sensitivity
of atypical antipsychotics relative to placebo

in bipolar depression (BDP), major depressive
disorder (MDD), and generalized anxiety disorder
(GAD). Methods: Literature cited in Medline was
searched with terms, generic/brand name of atypical
antipsychotics, safety, tolerability, and BDP, MDD,
or GAD, and placebo- controlled trial. The NNTH
for the discontinuation due to adverse events (DAEs)
and somnolence relative to placebo were estimated.
Results: Five studies in BDP, 10 in MDD, and 3 in
GAD were identified. Aripiprazole and olanzapine
have been studied in BDP and refractory MDD,

but quetiapine-XR has been studied in 3 psychiatric
conditions with fixed dosing. The NNTH for DAEs
was 14 for aripiprazole in BDP, but not significantly
different from placebo in MDD. The NNTH for
DAEs was 24 for olanzapine in BDP and 9 in MDD.
The risk for DAEs with quetiapine-XR appeared

to be associated with dose. At quetiapine-XR-300
mg/d, the NTTH for DAEs was 9 for BDP, 8 for
refractory MDD, 9 for MDD, and 5 for GAD.
Significantly increased risk for somnolence of
olanzapine, quetiapine-IR, and quetiapine-XR
relative to placebo was found in BPD, MDD,

and GAD studies. In BDP, the NNTH was 6 for
olanzapine alone, 12 for olanzapine-fluoxetine
combination (OFC), 6 for quetiapine-IR 300

mg/d, 7 for quetiapine-IR 600 mg/d, and 4 for
quetiapine-XR 300 mg/d. In MDD, the NN'TH

for somnolence was 15 for olanzapine alone and

8 for OFC. In refractory MDD, the NN'TH for
somnolence was 6 for quetiapine-XR 150 mg/d and
5 for quetiapine-XR 300 mg/d. In non-refractory
MDD, the NNTH was 11 for quetiapine-XR 50
mg/d, 8 for quetiapine-XR 150 mg/d, and 5 for
quetiapine-XR 300 mg/d. In GAD, the NNTH was
7 for quetiapine-XR 50 mg/d, 5 quetiapine-XR 150
mg/d, 5 for quetiapine-XR 300 mg/d. Conclusion:

At the same dose of quetiapine-XR, patients with
GAD appeared to have a lower tolerability and
higher sensitivity than those with BDP or MDD.

REFERENCES:
1. Gao K, Ganocy SJ, Gajwani P, et al. A review of sen-
sitivity and tolerability of antipsychotics in patients with
bipolar disorder or schizophrenia: focus on somnolence. |
Clin Psychiatry 2008; 69:302-3009.
2) Gao K, Kemp DE, Ganocy SJ, et al. Antipsychotic-in-
duced extrapyramidal side effects in bipolar disorder and

schizophrenia: a systematic review. J Clin Psychopharma-
col 2008; 28:203-2009.

No.2

CURRENT PRESCRIBING PRACTICES:
ANTIPSYCHOTIC POLYPHARMACY IN
PATIENTS WITH SCHIZOPHRENIA AND
SCHIZOAFFECTIVE DISORDER

Jobn Bonetti, D.O., 200 Retreat Avenue, Hartford, CT
06106

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Present the data about the gap
between current prescribing practices and evidence—
based guidelines of antipsychotic polypharmacy; and

2) Discuss the evidence for/against this practice.

SUMMARY:

Objective: To determine the prevalence of
antipsychotic polypharmacy (APP) and the
demographic and clinical variables associated

with this practice in hospitalized patients with a
diagnosis of schizophrenia (SZ) or schizoaffective
disorder (SA). The investigators also examined the

change in APP over time. Method: The sample

was inpatients age 18-64 admitted between 1/2000
and 6/09 with a clinical diagnosis of SZ or SA who
were treated with antipsychotics (AP) (n=2893).
Demographics, diagnoses, psychotropics at discharge
and AP dosages (only available for the last 2 years)
were recorded. To examine changes in prescribing
practices we compared data from the first (2000-02;
n=969) to the last three years (7/06-6/09; n=1463).
Data were analyzed with stepwise logistic regression,
chi-square and t-tests. Results: 28.2% of the sample
received APP, 65.9% of whom received both

second (SGA) and first generation agents (FGA).
The most common combinations were an FGA
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with risperidone, quetiapine or olanzapine (52.7%
of all APP). Among patients on clozapine (n=263)
51.3% received another AP. Patients on = 2 APs
were more likely to be white (OR=1.2) and to have

a longer LOS (OR=1.0) but less likely to have drug
abuse/dependence (OR=0.8). A separate regression
that added as independent variables low-dose and
high-dose AP (based on product labeling) found that
patients on APP were more likely to receive both
high (OR=3.8) and low dosages (OR=2.7), to be male
(OR=1.7), to have a diagnosis of SA (OR=1.5) and

a longer LOS (OR=1.1) but less likely to receive

an antidepressant (OR=0.7). APP increased over
time from 19.9% to 30.1% (p<.001). Combined
treatment with FGA + SGA increased from 13.4%
to 20.4% (p<.001); [there was not a significant
change in the use of = 2 SGAs]. Conclusions: APP

is common and appears to have increased in the

last decade. The association of APP with lower

than usual doses may reflect a strategy for treating
patients unable to tolerate usual doses of a single AP;
the association with high doses may be an approach
to treatment-refractory conditions. The addition

of FGA to SGA may be an effort to increase D2
blockade in patients with persistent hallucinations/
delusions. Some associations were not expected and

require further investigation.

REFERENCES:
1) Kreyenbuhl JA, Valenstein M, McCarthy JF, Ganoczy
D, Blow FC. Long-term antipsychotic polypharmacy in
the VA heath system: patient characteristics and treat-
ment. Psychiatr Serv 2007; 58:489-495.
2) Pandurangi AK, Dalkilic A. Polypharmacy with

second-generation antipsychotics: a review of evidence. J
Psychiatr Pract 2008; 14:345-367.

No.3

CURRENT PRESCRIBING PRACTICES:
ANTIPSYCHOTIC USE IN CHILDREN AND
ADOLESCENTS

Michael Stevens, Ph.D., 200 Retreat Avenue, Hartford,
CT 6106

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Describe current practices
in antipsychotic use in hospitalized children and
adolescents; and 2) Discuss issues relevant to this
practice.

SUMMARY:

Objective: To determine among children and
adolescents the prevalence of antipsychotic (AP)

use and its associated demographic, diagnostic,

and clinical characteristics. We also compared
current pediatric AP use to prescribing practices in
2000-2003. Method: The sample was all 5-17 year
old inpatients admitted between 1/2000-6/2010
(n=3851). Demographics, diagnoses, psychotropics at
discharge and AP dosages (only available 2004-2010)
were recorded. Diagnoses included: psychosis (PSY;
bipolar and psychotic MDD), behavioral disorder
(BEH), depression without psychosis (DEP), PTSD,
anxiety (ANX), and other diagnoses (OTH). To
examine changes in prescribing practices over time,
we compared data from 2001-2003 (n=1422) to
2006-2010 (n=2120). Variables associated with AP
use were identified with stepwise logistic regression.
Chi-square and t-tests compared patients treated
with versus without APs the 2 time frames. Results:
Antipsychotics were prescribed for 44% (n=1707)
of the sample. APs were prescribed for 76% of PSY,
45% of BEH, 24% of DEP, 46% of PTSD, 31%

of ANX, and 20% of OTH. Patients receiving APs
were more likely to be male (OR=1.76), to be age
5-12 (OR=1.20), have psychosis (OR=7.18), PT'SD
(OR=2.23) or behavioral disorder (OR=1.93), had

a longer length of stay (LOS) (OR=2.31, x™ =18.2

vs. 8.0 days) and less likely to be white (OR=0.69).
94% received an atypical AP, most often risperidone
(32%), aripiprazole (29%), or quetiapine (24%).
The mean dose (mg/day) was 11.8 for aripiprazole,
205.8 for quetiapine, and 1.5 for risperidone. AP
polypharmacy was prescribed for 5% of patients
discharged on an AP. AP use decreased over time
from 47% to 44% (p=.044). Among patients
discharged on APs, there were significant changes in
use of olanzapine, (14% to 3%), risperidone (from
45% to 25%), and aripiprazole which increased from
9% to 40% (all p<.001). Conclusions: AP use for
inpatients ages 5-17 is common and APs are often
prescribed for behavioral disorders, non-psychotic
mood disorders, and anxiety. Males and non-whites
were more likely to receive APs. There was a
substantial decrease over time in use of olanzapine
and risperidone, perhaps due to increased concerns
about metabolic symptoms with olanzapine and
prolactin elevations with risperidone. Aripiprazole
has become the most widely prescribed AP.

REFERENCES:
1) Olfson M, Blanco C, Liu L, Moreno C, Laje G: Na-

tional trends in the outpatient treatment of children and
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adolescents with antipsychotic drugs. Arch Gen Psychia-
try 2006;63:679-685.

2)Patel NC, Crismon ML, Hoagwood K, Johnsrud

MT, Rascati KL, Wilson JP, Jensen PS: 2'Trends in the
use of typical and atypical antipsychotics in children

and adolescents. ] Am Acad Child Adolesc Psychiatry
2005;44:548-556.

No.4
PATTERNS OF ANTIPSYCHOTIC USE IN
HOSPITALIZED PSYCHIATRIC PATIENTS

Bonnie Szarek, R.N., Institute Of Living 200 Retreat
Avenuebartford, Hartford, CT 6106

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Summarize the published
data about the prevalence of off-label use of
antipsychotics; and 2) Discuss the clinical and
demographic variables associated with these

prescribing practices.

SUMMARY:

Objective: Antipsychotics (AP) are frequently used
for “off label” indications, at dosages outside the
recommended range, and in combination with other
APs, practices that are neither approved nor well
supported by published studies. This study examined
the (1) prevalence of off label AP use (and change
over time), (2) use of = 2 APs concurrently, and (3)
clinical and demographic variables associated with
these prescribing practices. Methods: The sample
was consecutive patients age 18-64 hospitalized
2000-2009 (n=13,864). Data recorded included
demographics, diagnoses (dx) and discharge APs. To
examine changes in prescribing practices over time,
we compared data from the 1st to the last 3 years of
the study. Statistical analyses included descriptives,
chi-square, t-tests, and logistic regression. Results:
An AP was prescribed for 59% (n= 8191). In the AP
group the dx was schizophrenia/schizoaftective (SZ/
SA) in 35%, bipolar disorder (BP) in 19%, psychotic
MDD in 17%, and nonpsychotic MDD in 14%;
15% had another diagnosis. 14% of all AP-treated
patients received AP polypharmacy; the prevalence
of this practice was much greater in patients with
SZ/SA (28% vs 6% in all others on APs, p<.001).
Doses below the recommended minimum were
most frequently prescribed for quetiapine (51%

of those on quetiapine), aripiprazole (43 %), and
risperidone (42%). Doses above the recommended
maximum were most often prescribed for olanzapine

(27%) and ziprasidone (16%). AP use in the sample
as a whole increased from 51% to 69%, p<.001;
significant increases were also seen in each dx
examined. Although it was not surprising that BP
patients with psychosis were more likely to receive
APs (OR=6.3), this practice was not expected in
patients with a co-diagnosis of borderline personality
disorder (OR=1.5). Black (OR=1.6) and Latino BP
patients (OR=1.8) were also more likely to receive
APs, even those without psychosis (black, OR=2.4;
Latino, OR=2.8), as were patients with mania
without psychosis.Conclusions: APs are widely used
for off-label indications and at dosages outside the
FDA recommended therapeutic range, and use

of APs increased significantly over time for all dx
examined. Additional studies are needed to develop
evidence-based guidelines for this expanded use of

APs.

REFERENCES:
1) Leslie DL, Mohamed S, Rosenheck RA. Off-label
use of antipsychotic medications in the Department of
Veterans Affairs health care system. Psychiatr Serv 2009;
69:1175-1181.
2) Mauri MC, Regispani, Beraldo S, Volonteri LS, Fer-
rari VM, Fiorentini A, Invernizzi G. Patterns of clinical
use of antipsychotics in hospitalized psychiatric patients.
Prog Neuropsychopharmacol Biol Psychiatry 2005;
29:957-963.

SCIENTIFIC AND CLINICAL REPORT
SESSION 13-
SOCIAL AND COMMUNITY PSYCHIATRY

No.1

SMALL TOWN AND GOWN:
TELEPSYCHIATRY COLLABORATIONS
BETWEEN RURAL COMMUNITY MENTAL
HEALTH CENTERS AND AN ACADEMIC
MEDICAL CENTER

Robert Caudill, M.D., 550 South Fackson Street,
Louisville, KY 40202

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize those elements of a
Telepsychiatry program that must be coordinated

to maintain and sustain such a collaborative
relationship between academia and rural community

mental health centers.
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SUMMARY:

Telepsychiatry has proven to be a valuable means
by which to improve the geographic distribution of
mental health providers. Kentucky has consistently
been identified as a state with significant areas that
medically underserved. The majority of psychiatrists
train and practice in urban areas. Since 2008, the
department of psychiatry at the University of
Louisville has reached out to rural Community
Mental Health Centers in the state to help meet
the psychiatric needs of citizens living in such areas.
The development of partnerships with community
mental health centers has allowed the department
to deliver psychiatric care to populations that would
otherwise have limited access to mental health
services. The presentation will cover the three

main areas involved in the establishment of such
programs: clinical, technical, and administrative.
Leaders from each of these areas within both the
University and he rural CMHC’s will share insights
and experiences gained in the course of this ongoing
collaboration.

No.2

DOMESTIC VIOLENCE IN A SAMPLE
OF EGYPTIAN FEMALE PSYCHIATRIC
PATIENTS: A PILOT STUDY

Hani Hamed Dessoki, M.D., 2 feddah St Mohandessin,
Giza, 12311 Egypt

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify different forms of
violence among egyptian psychiatric patients; and 2)
Know psychiatric disorders associated with violence.

SUMMARY:

Domestic violence is one of the most pervasive of
all social problems, Domestic violence for women
is violence perpetrated within relationships; this
violence is much serious than violence perpetrated
by a stranger. The hypothesis of this work is that
domestic violence is a general health problem and
not present particularly in psychiatric patients,

the study aims at studying domestic violence in
married female psychiatric patients. Sixty Egyptian
married females were included, 20 of them had the
I.C.D.-10 diagnosis of bipolar affective disorder,
20 neurotic disorders and 20 control group.

All groups were clinically and psychometrically
assessed using clinical psychiatric sheet of Kasr
El-Aini hospital. Those who reported history of

domestic violence were subjected to: Zung self
rating depression scale, locus of control, Esyenck
Personality Questionnaire (E.P.Q) and a specially
designed questionnaire to assess intimacy/abuse,
and wives’ perception of husbands characters. The
results reveal no statistically significant difference
between the 3 groups concerning the domestic
violence or the degree of abuse. A significant relation
was found between domestic violence and history
of child abuse. Battered women of patient group
were more depressed than control group with no
statistical significance, while neurotic patients were
significantly more depressed (87 %) than bipolar
patients (50%) and control group (57.1%)((p<0.05)..
Significant higher scores were found in neurotic
patients on EPQ neuroticism scale, in bipolar
patients on the lie scale, and in the control group on
psychoticism scale. No significant relation was found
between domestic violence and intimacy among
couples. Conclusion: Domestic violence occurring
in female psychiatric patients is not higher than
normal. In addition, despite abuse, Egyptian wives
tend to see their husbands positively.

REFERENCES:
1) Bates L.M., Schuler S.R., Islam E., Islam M.K. (2004):
Socioeconomic factors and processes associated with do-
mestic violence in rural Bangladish. International Family
Planning Perspectives. 30(4): 190-199..
2) Bensley L., VanEenwyk J., Wynkoop Simmons K.
(2003): Childhood family violence history and women’s
risk for intimate partner violence and poor health, Am. J.
Prev. Med. 25 (1): 38-44.
3) Bohn D.K. (2003): Lifetime physical and sexual abuse,
substance abuse, depression, and suicide attempts among
native American women, Mental Health Nursing, Vol.25
(3):333-352.
4) Caetano-R., Schafer J., Cunradi C.B. (2001): Alco-
hol-related intimate partner violence among white,
black and Hispanic couples in the United States. Alco-
hol-Res-Health, 25(1):
58-65.
5) David J., Michelle, B., Thomas L. (1997): Domestic
violence and abuse. In: Primary Care Psychiatry 1st Ed.
Saunders Co. Publication. pp. 387-403.
6) Douki S., Nacef F, Belhadj A., et al. (2003): Violence
against women in Arab and Islamic countries. Archives of
Women’s Mental Health. Vol (6) 3:165-171.
7) Dutton D.G. (1988): A profiling of wife assaulters:
preliminary evidence and trimodal analysis. Violence and
Victims, (3): 5-30.
8) EDHS, Egypt Demographic and Health Survey.
(1995): Treatment of women in the home, National Popu-
lation Council, Cairo, Egypt, pp. 206-211.
9) El-Hadad A., Mitwali H. and William S. (1998):
Domestic violence in Egypt, proceeding of the Ninth
international Congress Women’s Health Issues, June.
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10)Erez E. (2002): Domestic violence and the criminal
justice system: an Overview. J. Issues- Nurs. 7 (1): 4

11) Eysenck H.J. (1975): Handbook of Abnormal Psychol-
ogy, Pitman, London.Fahmy M., El-Sherbini, O. (1986):
The Egyptian Classification of Fahmy and El-Sherbini,
Faculty of Medicine, Tanta University.

12)Fals-Stewart W., Kennedy C. (2005): Addressing
intimate partner violence in substance abuse treatment.
Journal of Substance Abuse Treatment. 29(1): 5-17.
13)Frank J.B., Rodowski M.E. (1999): Review of psy-
chological issues in victims of domestic violence seen in
emergency settings. Emerg. Med. Clin. North America
17:657-677.Frias S.M., Angel RJ. (2005): The risk of
partner violence among low -income Hispanic subgroups.
Journal of Marriage and Family. 67(3): 552-564.

14) Gortner E.T., Gollan J.K., Jacobson N.S. (1997):
Psychological aspects of perpetrators of domestic violence
and their relationships with victims. Psych. Clin North
Am (20):337-352.Kaplan H.I., Sadock B.]J. (2004)

No.3

UNEMPLOYMENT AND THE
PSYCHIATRIC EMERGENCY SERVICE IN A
COUNTY OF 800,000

Tracy Lo, M.A., 14445 Olive View Dr.,, Sylmar, CA
91342

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Describe the epidemiology of a
PES at time of economic downturn; and 2) Identify
the sub-group of PES that may require extra

resources.

SUMMARY:

Objective: Previous research has established some
connections between the economy and mental
health utilization. For example, researchers found
an increased in incidence of involuntary admission to
psychiatric emergency services (PES) in men during
economic recession. The present study attempts to
turther explores the relationship between current
economic downturn and PES admission, as these
findings have important implications for patient
care and policy making. Method: To evaluate

the impact of economic recession, we compared
admission data from the PES at the Ventura County
Medical Center, California (VCMC; management
information system) before and during a major
increase in unemployment rate. The first quarter
of 2008 and 2009 were chosen to present the two
different time period, respectively. VCMC has the
only psychiatric emergency room and inpatient
facility in a county of 800,000 inhabitants. There

were a total of 2145 psychiatric emergency
evaluation during the first quarters of 2008 and
2009 (n = 1030 and n = 1115, respectively). The
following demographic and clinical characteristics
were obtained: gender, age, ethnicity, marital

status, legal status, insurance status, number of
previous admissions, and Axis I diagnoses. Results:
The average unemployment rates during the first
quarter of 2008 and 2009 were 5.7% and 9.3 %,
respectively. Results showed that admission figures
were significantly different between the two periods
in terms of past mental health utilization and clinical
diagnosis. Patients who utilized the PES during the
first quarter of 2009 were more likely to have no
history of mental health utilization (p = 0.049; df =
3.87) than those who utilized in 2008. Furthermore,
depression and other disorders (e.g., stress reaction,
adjustment, cognitive, impulse control, anxiety,

and abuse/dependence disorders) were more often
diagnosed among those who presented at the PES in
2009 than 2008 (p = 0.004, df = 8.21). Conclusions:
The findings showed the effects of unemployment
on PES. Specifically, it revealed a population who
have no past mental health utilization but utilized
the PES for the first time during the period of
economic stress. These findings have important
implication on policy making and patient care

e.g., how to provide mental health services and
community support for these first timers during
economic downturn.

REFERENCES:
1) Catalano, R., McConnell, W., Forster, R. & Thornton,
D. (2003). Psychiatric Emergency Services and the Sys-
tem of Care. Psychiatric Services, 54, 351-355.

No.4

THE EFFECTIVENESS OF THE NAMI
FAMILY TO FAMILY EDUCATION
PROGRAM: A RANDOMIZED TRIAL

Lisa Dixon, M.D., 737 West Lombard St. 5th Floor,
Baltimore, MID 21201

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the potential benefits
of the NAMI Family to Family program for family
members.

SUMMARY:
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Aims: The purpose of the study was to evaluate

the effectiveness of the National Alliance on

Mental Illness Family to Family Education
Program (FTF). This program is delivered by
trained family-member teachers and is available
free of charge throughout the country. We
hypothesized that individuals randomized to take
FTF immediately would show greater coping,

less distress and subjective family burden, and
better family functioning after FT'F compared

to individuals asked to delay taking the class but
having access to all other NAMI or community
supports over the same time period. Methods:

Each family member expressing interest in FT'F
within the geographic area of five participating
Maryland NAMI affiliates was directed to the state
FTF coordinator. She evaluated each person’s
appropriateness for FTE and then ascertained their
interest in the study. If interested, they were referred
to research staff and asked to provide informed
consent. A total of 532 individuals were screened, of
whom 1168 were eligible. Of these, 27% (IN=318)
consented to be in the study, were randomized, and
completed the baseline assessment. Staff blinded to
treatment condition performed assessments again
three months later. Follow up rates exceeded 80%
and did not vary by condition. To assess differences
in coping, distress, burden and family functioning
(measured with continuous variables) we used a
General Linear Mixed Model (SAS Proc MIXED)
to compare scores at the three month assessment
controlling for baseline and FTF class. Participants
had an average age of 51.9 (§SD=10.9); 77% were
women. A total of 61% were parents, 13% were
siblings, 10% were spouse/partners, 8% were
other, and 7% were adult children of the consumer.
A total of 66% were Caucasian, 27% were African
American, and 7% were of other races/ethnicities.
Results: Individuals having received FTF showed
significantly greater overall empowerment and
empowerment within their family, the service system
and their community. Individuals who received FTF
also had greater knowledge of mental illness, higher
ratings of constructive emotion focused coping,

and lower ratings of anxiety than individuals in the
control condition.

REFERENCES:
1) Dixon L, Lucksted A, Stewart B, Burland J, Brown C,
Postrado L, McGuire C, Hoffman M.:Outcomes of the
Peer-Taught 12-Week Family-to-Family Education Pro-

gram for Severe Mental Illness, Acta Psychiatrica Scandi-

navica 2004:109, 207-215
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No.1

STRESS IS VISIBLE: OBJECTIVE
ASSESSMENT OF STRESS BASED ON
MULTIPLE CYTOKINES IN PLASMA

Sekiyama Atsuo , M.D., Ph.D., Tsukinowacho, Seta,
Shiga, 564-0063 Japan

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand how closely related
a profile of plasma cytokines levels and mental and/

or physical stress; and 2) At the same time, the
participant shall be impressed by the fact that stress
can be objectively assessed by plasma cytokines.

SUMMARY:

Background; Stress is major causative factor for
psychiatric diseases, though there have been no
biological means for objective assessment. Responses
of hormones and monoamines after stress have

been investigated, however, responses of cytokines
and chemokines to stress have not. Method; 25-40
years old, 80 men and 80 women which were
physically and psychologically healthy were loaded
with Kraepelin’s test and Tread Mill for three hours.
Blood were overtaken every hour, plasma levels of
cytokines and chemokines were determined, and
whether plasma cytokines levels reflect context and
severity of stressor was examined by multiple logistic
regression analysis. Results; Participants loaded

with Kraepelin Test or Tread Mill were serologically
segregated with accuracy of 100%. Accuracy (mean
of sensitivity and specificity) for segregation between
before and after load was elevated according to
duration of loads and decreased by rest. 8 to 10
cytokines and chemokines selected, were enough

to maximize the effect. Conclusion; Kraepelin test
and "Tread Mill induces distinct levels of cytokines

in plasma. It is revealed that responses of plasma
cytokines and chemokines after stress do not follow
the paradigm of classical stress response, a general
adaptation syndrome, thus stress responses may be
segregated and, further, categorized serologically
basing on cytokines. Determination of host defense
mediators in plasma may serve objective means
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for detection of high risk group for stress-related
psychiatric disorders and indicators for stress coping.
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superoxide-mediated caspase-1 activation pathway causes
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No.2

STRESS IS VISIBLE; OBJECTIVE
ASSESSMENT OF STRESS BASED ON
MULTIPLE CYTOKINES IN PLASMA

Sekiyama Atsuo , M.D., Ph.D., Tsukinowacho, Seta,
Shiga, 564-0063 Fapan

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand how closely related
a profile of plasma cytokines levels and mental and/
or physical stress; and 2) At the same time, the
participant shall be impressed by the fact that stress

can be objectively assessed by plasma cytokines.

SUMMARY:

Background; Stress is major causative factor for
psychiatric diseases, though there have been no
biological means for objective assessment. Responses
of hormones and monoamines after stress have been
investigated, however, responses of cytokines and
chemokines to stress have not. Method; 25-40 years
old, 80 men and 80 women which were physically
and psychologically healthy were loaded with
Kraepelin’s test and Tread Mill for three hours.
Blood were overtaken every hour, plasma levels of
cytokines and chemokines were determined, and
whether plasma cytokines levels reflect context and
severity of stressor was examined by multiple logistic
regression analysis. Results; Participants loaded

with Kraepelin Test or Tread Mill were serologically
segregated with accuracy of 100%. Accuracy (mean
of sensitivity and specificity) for segregation between
before and after load was elevated according to
duration of loads and decreased by rest. 8 to 10
cytokines and chemokines selected, were enough

to maximize the effect. Conclusion; Kraepelin test
and "Tread Mill induces distinct levels of cytokines

in plasma. It is revealed that responses of plasma
cytokines and chemokines after stress do not follow
the paradigm of classical stress response, a general
adaptation syndrome, thus stress responses may be
segregated and, further, categorized serologically
basing on cytokines. Determination of host defense
mediators in plasma may serve objective means

for detection of high risk group for stress-related
psychiatric disorders and indicators for stress coping.

REFERENCES:
1) Sekiyama A, Ueda H, Kashiwamura S, Sekiyama R,
Takeda M, Rokutan K, Okamura H. A stress-induced,
superoxide-mediated caspase-1 activation pathway causes

plasma IL-18 upregulation. Immunity. 2005, 22(6):669-77.

No.3

SLEEP DISRUPTION AMONG RETURNING
COMBAT VETERANS FROM IRAQ AND
AFGHANISTAN

Vincent Capaldi, M.D., M.S., 7007 Oak Grove Way,
Elkridge, MD 21075

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Describe the prevalence of
sleep disorders in combat veterans; 2) Analyze the
association between sleep disordered breathing and
PTSD, TBI and other psychiatric conditions; and
3) Identify opportunities for additional research to
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better elucidate the relationship between stress, sleep
and psychiatric conditions.

SUMMARY:

Background: Post-traumatic stress disorder (PTSD)
and traumatic brain injury (TBI) are common
injuries among returning combat veterans from the
wars in Iraq and Afghanistan. While these combat
injuries have been associated with increased sleep
disruption, little is known about the nature and
specificity of sleep problems within these common
injury categories. Method: A retrospective chart
review of 69 consecutive referrals to the Walter
Reed Army Medical Center (WRAMC) sleep

clinic was conducted. All cases were active duty
soldiers who had recently returned from combat
deployment in Iraq or Afghanistan. Data from
polysomnographically (PSG) recorded sleep stages,
sleepiness scales, and documented medical diagnoses
were extracted from medical records. Sleep data
were compared across diagnoses of PTSD, TBI, and
other clinical conditions. Results: Although clinical
sleep disturbances, including rates of OSA, excessive
awakenings, daytime sleepiness, and hypoxia, were
high for the sample as a whole, no differences

across diagnostic groups were found. Differences
were observed, however, on PSG measures of sleep
quality, suggesting more frequent arousals from
sleep among patients with PT'SD and greater slow
wave sleep among those with TBI. Except for REM
latency, medication status had virtually no effect

on sleep variables. Conclusions: Among recently
redeployed combat veterans, clinically significant
sleep disturbances and problems with sleep
disordered breathing are common but non-specific
findings across primary diagnoses of PTSD, TBI,
major depression, and anxiety disorder, whereas
more subtle differences in sleep architecture and
arousals as measured by overnight PSG recordings
were modestly but significantly effective at
distinguishing among the diagnostic groups.

SUNDAY, MAY 15, 2011
9:00 AM - 10:30AM

SCIENTIFIC AND CLINICAL REPORT
SESSION 15

TREATMENT TECHNIQUES & OUTCOME
STUDIES

No.1
IMPROVING EMPATHY IN
PSYCHOTHERAPY: A RANDOMIZED

PROOF-OF-CONCEPT STUDY

Bhaskar Sripada, M.D., 1747 W. Roosevelt Rd., Room
155, Chicago, IL 60608

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Appreciate and be able to
use patient and therapist ratings on the Global
Assessment of Functioning to improve empathic

understanding in individual psychotherapy.

SUMMARY:

Objectives. To develop and evaluate a feedback
method for improving empathic accuracy of

the therapist and reducing empathic bias in the
psychotherapist and his or her patient. Design.
Randomized controlled trial conducted in a
university-affiliated out-patient psychiatric clinic.
Methods. Sixteen non-psychotic patients being
treated for Axis I disorders by 12 psychiatry residents
were randomly assigned to intervention and control
conditions. In both conditions, at the end of each
session, patients rated their own functioning on

the Global Assessment of Functioning scale, and
therapists predicted patients’ ratings. Patients
predicted their therapist’s accuracy and therapists
rated their confidence in their own predictions. In
the intervention condition, therapists and patients
reviewed their respective ratings from the previous
session together. In the control condition, ratings
were given directly to the investigator without being
reviewed by either patients or therapists. Results.
Therapists in the intervention condition showed
greater overall accuracy than controls. Compared

to intervention patients, those in the control group
were more likely to either over-estimate (i.e.,
over-idealize) or under-estimate (i.e., under-idealize)
their therapists’ empathic accuracy. Therapists in
the control group were more likely than those in the
intervention group to have a biased estimate of their
own accuracy (i.e., overconfidence). The instrument
was well-tolerated by both intervention and control
patients and therapists. Conclusion. An intervention
such as the one tested in this study may be a
practical and useful method for improving accuracy
of understanding in a variety of training andclinical
settings.

REFERENCES:
1) Sripada, B. N., Henry, D. B, Jobe, T. H., Winer, J. A.,
Schoeny, M. E., & Gibbons, R. D. (2010). A random-
ized controlled trial of a feedback method for improv-
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ing empathic accuracy in psychotherapy. Psychology
and Psychotherapy: Theory, Research and Practice.

DOI:10.1348/147608310X495110

No.2

SWITCHING TO ARIPIPRAZOLE AS A
STRATEGY FOR WEIGHT REDUCTION:
A META-ANALYSIS IN PATIENTS
SUFFERING FROM SCHIZOPHRENIA

Yoram Bavak, M.D., M.H.A., 15 KKIL. Street, Bat-Yam,
59100 Israel

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify patients suffering
from schizophrenia in need of weight reduction; 2)
Analyze the available strategies to achieve weight
reduction in patients; 3) To consider switching to
an antipsychotic better suited for patients suffering
from obesity; and 4) To evaluate the outcome of
these clinical strategies for weight reduction.

SUMMARY:

Background: Weight gain is one of the major
drawbacks associated with the pharmacological
treatment of schizophrenia. Existing strategies for
the prevention and treatment of obesity amongst
these patients are disappointing. Switching current
antipsychotic to another that may favorably affect
weight is not yet fully established in the psychiatric
literature. Aim: This meta-analysis focused on
switching to aripiprazole as it has a pharmacological
and clinical profile that may result in improved
weight. Methods: Mean change from baseline was
the primary efficacy outcome measure in the present
analysis. Studies were included only if mean change
in weight was reported as well as the following
variables: a) design: industry support, sample size,
previous antipsychotic treatment, aripiprazole dose
and treatment duration. b) demographic: age, gender
and diagnosis. Results: Literature search yielded

47 articles of which 9 manuscripts fulfilled the
inclusion criteria for the present metaanalysis. These
studies spanned the period 2003 to 2010. Taken
alltogether the cumulative sample size included

784 schizophrenia and schizoaffective patients

from seven countries worldwide. There were 473
(60%) men and 311 (40%) women, mean age 39.4

+ 7.0 years. The major significant findings of the
present analysis were: (i)mean weight reduction by

-2.55 + 1.5 kgs 95%CI: -3.7 to -1.4 (range: -1.2 to
-5.3) following switch to aripiprazole p<0.001; (ii)
mean weight reduction was statistically greater for
patients diagnosed as suffering from schizophrenia
(- 2.67 kgs) when compared to mean reduction

in patients suffering from schizoaffective disorder
(- 2.18 kgs), p< 0.022; (iii) the most significant
weight reduction was noted in patients who were
exposed to olanzapine prior to switching treatment
to aripiprazole, p<0.001. Duration of aripiprazole
treatment was negatively correlated with weight
change not reaching statistical significance (R2
=-0.48, p = 0.085). Conclusions: Switching to an
antipsychotic with a lower propensity to induce
weight gain need be explored as a strategy. Our
analysis suggests that aripiprazole is a candidate for
such a treatment strategy.

REFERENCES:
1) Barak Y, Aizenberg D. “Switching to Aripiprazole as a
strategy for weight reduction: a meta-analysis in patients
suffering from schizophrenia.” ] Obesity, 2010; Nov, (In
Press).

No.3

CBT FOR DEPRESSED INPATIENTS: THE
RELATIONSHIP BETWEEN TREATMENT
ALLIANCE AND GROUP PARTICIPATION

Katherine Lynch, Ph.D., 21 Bloomingdale Road, White
Plains, NY 10605

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize the potential
benefits of group CBT programming for depressed
inpatients as a complement to medication and the
therapeutic milieu; 2) Understand the relationship
between treatment alliance, motivation, and group
psychotherapy participation to patient outcomes;
and 3) Recognize the relative impact of early
participation in inpatient treatment to outcome at

discharge.

SUMMARY:

Objective: As a time-limited, present-focused, and
structured treatment, Cognitive Behavior Therapy
(CBT) is ideally suited for adaptation to the
inpatient unit. However, the successful provision

of group-oriented CBT with the varied patient
population typically present in the hospital requires
a sensitivity to and awareness of many factors,
including motivation for treatment and alliance
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with the treatment team. This research will attempt
to determine the impact of motivation and alliance
on patients’ time to participation in treatment and
intensity of use of treatment. This study will also
examine whether intensity of use of treatment,

both in the early phase of hospitalization and over
the entire hospitalization, predicts depression
outcomes. Method: Participants are women ages
18-65 hospitalized on an acute stabilization unit

at a large, metropolitan hospital, diagnosed with
depressive disorders. They will complete a battery
of self-report measures at admission and discharge,
as well as after attending their first two CBT
groups. A clinician-rated measure of depression

is also completed at admission and discharge.
Results: Regression analyses will be used to examine
the relation of time to participation, level of
participation in CBT" groups, and patient motivation
to outcomes. Multivariate repeated measures analysis
of variance will be used to assess change in patient
alliance with the treatment team and relationship
with outcomes. Conclusions: Given the collaborative
nature of CBT and the frequency and intensity of
interactions between patient and treatment team
during hospitalization, further understanding of
factors promoting efficient, effective programming
are needed. This study will help inform inpatient
psychiatrists about the impact of treatment alliance
and patient motivation in an inpatient CBT
program, serving to guide programs’ investment

in resources that maximize the hospitalization
experience, promoting patient engagement and
positive outcomes.

REFERENCES:
1) Martin DJ, Garske JP, Davis K: Relation of the
therapeutic alliance with outcome and other variables:
A meta-analytic review. ] Consult Clin Psychol 2000
68:438-450.2) Wright JH, Thase ME, Beck AT, Ludgate
JW: Cognitive Therapy with Inpatients: Developing a

Cognitive Milieu. New York, Guilford Press, 1993.

SCIENTIFIC AND CLINICAL REPORT
SESSION 16

VIOLENCE, TRAUMA AND
VICTIMIZATION

No.1
VICARIOUS TRAUMA IN MENTAL
HEALTH PROFESSIONALS FOLLOWING

9/11: THE IMPACT OF WORKING WITH
TRAUMA VICTIMS

Gertie Quitangon, M.D., 423 East 23rd St., New York,
NY 10023

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the factors that predict
vicarious trauma in mental health professionals;

2) Describe the impact of providing assistance to
victims of the 9/11 terrorist attacks on mental health
professionals; and 3) evaluate the existing literature
on vicarious trauma in mental health professionals
who provided assistance to 9/11 victims.

SUMMARY:

Introduction: Studies show that search and rescue
personnel, firefighters, and other first responders
are at increased risk for posttraumatic stress
disorder (P'TSD); however the impact of providing
psychotherapy to victims of such large-scale

events as the 9/11 terrorist attack on mental

health professionals has been less widely studied.
Objectives: This study sought to 1) evaluate the
impact of treating victims of the 9/11 terrorist
attacks on a group of mental health professionals;
2) identify factors that predict vicarious trauma

in mental health professionals; and 3) provide
recommendations for improving mental health
outcomes of those providing therapy to victims

of trauma. Methods: In 2002, 35 mental health
professionals who provided services to a number
of New York City residents affected by the 9/11
terrorist attacks were surveyed one year following
9/11. A literature review was conducted 8 years
later to determine: 1) if similar studies had been
conducted since the event; and 2) whether these
studies reported similar results. The results of our
initial study were compared and contrasted with
the results of studies identified in the literature
review. Results: In our initial study, previous trauma
was significantly associated with symptoms of
psychological distress following 9/11 (67% of those
with past trauma reported experiencing symptoms
following 9/11, compared to 35% of those with

no previous trauma). Mental health professionals
endorsing depressive symptoms prior to 9/11 were
significantly more likely to have elevated intrusion
scores on the IES-r following 9/11 than those

who did not report pre 9/11 depressive symptoms
(chi-square = 3.85; p=0.014). Similar results had
been reported by a number of researchers, including
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Boscarino et al (2009), Pulido (2007), and Perrin et
al (2007). Conclusions: On the eve of the 10-year
anniversary of the 9/11 attacks, results of this current
study give ample support to vicarious trauma among
health care providers, and based on the breadth

of related studies, a meta-analysis would appear
teasible. Vicarious trauma does occur in certain
mental health providers who provide treatment

to victims of mass traumatic events; in particular,
past trauma was a strong predictor of psychological
distress among mental health professionals who

treated 9/11 trauma victims.

No.2

POSTTRAUMATIC STRESS DISORDER
AMONG AMERICAN INDIAN VETERANS:
IS IT MORE COMORBID WITH
EXTERNALIZING OR INTERNALIZING
DISORDER?

Foseph Westermeyer, M.D., Ph.D., 1 Veterans Dr;
Minneapolis, MIN 55417

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify common disorders
that are comorbid with Posttraumatic Stress
Disorders (PTSD) among American Indian
veterans; 2) Analyze PTSD in regard to whether is
more associated with internalizing or externalizing
disorders; and 3) diagnose disorders comorbid with

PTSD.

SUMMARY:

Goal was to assess the comorbidity associated

with Posttraumatic Stress Disorder (PTSD)

among American Indian veterans, including both
internalizing disorders and externalizing disorders.
Sample included 557 American Indian veterans in a
community sample, with targeted sampling designed
to provide a representative sample, structured to
include equal numbers of rural and urban veterans
and a two-fold over sample of women. Data
collection involved lifetime diagnoses based on

the Diagnostic Interview Schedule/Quick Version/
DSM-III-R, demographic characteristics, and
combat exposure. Findings. Bivariate comparisons
showed relationships of PTSD with Mood, Anxiety,
and Substance Use Disorders, but not Antisocial
Personality Disorder or Pathological Gambling.
Regression analyses showed an independent

association of PTSD with both internalizing
disorders (Mood and Anxiety Disorders) but not
with both externalizing disorders” (Substance Use
Disorder and Pathological Gambling). Conclusion
is that comorbid externalizing disorders can
accompany PTSD, but do not predict lifetime
PTSD when analyzed with other factors. On the
contrary, comorbid internalizing disorders both

accompany and predict lifetime PTSD.

REFERENCES:
1) Brinker M, Westermeyer J, Thuras P, Canive J. Sever-
ity of combat-related PTSD versus non-combat-related
PTSD: A community-based study in American Indian
and Hispanic veterans. Journal Nervous Mental Disease.

2007;185(8):655-61.

No.3

SUCCESSFUL REDUCTION OF
SECLUSION USE AND VIOLENCE ON
PSYCHIATRIC UNITS

Shane Konrad, M.D., 55 North Ist. St., Brooklyn, NY
11211

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify how their specific
treatment setting may benefit from utilizing a brief
screening interview to identify patients at increased
risk for violence; and 2) Train staff to utilize

graded sequential interventions, from least to most
restrictive, to decrease violence and the overall need

for seclusion use.

SUMMARY:

Objectives: Management of violent patients is a
growing safety concern for inpatient psychiatric
settings. Current literature emphasizes importance
of early identification of violence risk factors,

and increased staff-to-patient ratio to reduce
violence and use of seclusion. However, there is

a lack of information detailing an efficient and
reliable method of identifying which patients may
become violent, and detailing specific behavioral
interventions that can be utilized to reach these
goals. Our objectives were to make system changes
to easily identify the potential for violence, and train
staff to use interventions that were less restrictive
than seclusion. Methods: Data was collected

from 229 consecutive admissions in 2002, and

175 consecutive admissions in 2008. These were
admissions to a community psychiatry unit that
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cares for acutely ill patients. A nurse administered an
11-item questionnaire upon admission. A physician
re-administered the same screening interview
within 24-48 hours of admission. The screening
interview alerted nurses to the need for early
increased observation status for patients identified
as potentially violent. Nurses were trained to use
graded sequential interventions in an attempt to
avoid violence on the unit and the use of seclusion.
When seclusion was used, patient demographics,
case- mix severity, and outcomes were recorded.
Results: 22 patients were responsible for 68 acts

of violence. All were identified by the screening
interview. No gender or age differences were noted
between aggressive and non-aggressive patients.
There were significant differences between groups
for illness complexity, length of stay, and cost of
hospitalization. The use of seclusion, average length
of stay, and overall cost of inpatient care decreased
after one calendar year. Kappa scores demonstrated
good inter-rater reliability between nursing staff
and physicians. Conclusions: It is possible to utilize
a brief screening interview to identify patients

who are at increased risk for violence. There

was good inter-rater reliability in this screening
interview. Training staff to utilize graded sequential
interventions, from least to most restrictive,
decreases overall need for seclusion use. These
strategies reduced length-of-stay and overall cost
of inpatient psychiatric care, despite increased use
of close observation as an alternative. Further work
lies in identifying those questions with the greatest
specificity for violence.

REFERENCES:
1) Fisher WA: Restraint and Seclusion: A Review of the
Literature. Am J Psychiatry 151:
1584-91, 1994
2) Owen C, Tarantello C, Jones M: Repetitively Violent

Patients in Psychiatric Units.
Psychiatric Services 49: 1458-61, 1998

SUNDAY, MAY 15, 2011
NOON - 1:30 PM

SCIENTIFIC AND CLINICAL REPORT
SESSION 17-
NEUROPSYCHIATRY AND GENETICS

No.1
DYSLIPIDEMIA IN
PSYCHTROPIC-TREATED PATIENTS

CORRELATES WITH COMBINATORIAL
CYP450 DRUG METABOLISM INDICES

Gualberto Ruano, M.D., Ph.D., Genomas, Inc., 67
Fefferson Street Hartford, C'T 06106

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Describe the prevalence

and significance of CYP450 drug metabolism
deficiencies; 2) Assess the utility of CYP450
combinatorial drug metabolism indices in
characterizing and individual’s metabolic phenotype;
and 3) utilize combinatorial index values to improve
psychotropic management.

SUMMARY:

Objective: To examine the combinatorial effect
of polymorphisms in the cytochrome P450 genes
CYP2C9, CYP2C19, and CYP2D6 on HDL and
LDL for patients treated for major depressive
disorder (MDD). Method: We recruited 150
psychiatric in-patients referred to the Institute

of Living who were treated for MDD with
antidepressants and antipsychotics. Their DNA
was genotyped to detect CYP2C9, CYP2C19,

and CYP2D6 polymorphisms. We analyzed lipid
values for a correlation with four quantitative drug
metabolism indices measuring innate hepatic drug
metabolism reserve and gene polymorphism: the
drug metabolism reserve index, drug metabolism
alteration index, allele alteration index and gene
alteration index. An individual with low metabolic
reserve carries multiple deficient or null alleles,
whereas a high metabolic reserve denotes the
presence of mainly reference and/or ultra-rapid
alleles. Greater alteration index values signify
greater presence of non-reference alleles. Results:
After correcting for covariates, we found that
individuals with lower metabolic reserve had higher
LDL (p=0.02). Individuals with greater metabolic
alteration, allele alteration and gene alteration also
had higher LDL values (p=0.008, 0.046, 0.002,
respectively). Patients with more gene alterations
had significantly lower HDL (p=0.018). Finally,
LDL/HDL values varied directly with alteration
index values and inversely with metabolic reserve
index values (p=0.012, 0.038, 0.099, 0.008 for
metabolic reserve, metabolic alteration, allele
alteration, and gene alteration, respectively).

No individual gene alone was correlated with
dyslipidemia. Conclusions: Psychiatric inpatients
treated for MDD with low innate metabolic
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capacity and a higher degree of allele and gene
alterations have greater LDL and lower HDL

values. Dyslipidemia is a side effect of psychotropic
medications which may be exacerbated in patients
with low metabolic reserve and therefore high drug
plasma concentrations. The results suggest that
benchmarking innate drug metabolism capacity
through combinatorial CYP450 genotyping is
relevant to psychotropic management and superior
to single gene testing for predicting and avoiding
adverse side effects.

REFERENCES:
1) Blank K, Szarek BL, Goethe JW. Metabolic abnormali-

ties in adult and geriatric major

depression with and without comorbid dementia. J Clin
Hypertens (Greenwich). 2010 June;

12 (6): 456-61.

2) Goethe JW, Szarek BL, Caley CF, Woolley SB. Signs
and symptoms associated with the

metabolic syndrome in psychiatric inpatients receiving
antipsychotics: a retrospective chart

review. ] Clin Psychiatry. 2007 Jan;68(1):22-8.

No.2

AGE AT ONSET OF PSYCHIATRIC
DISORDERS IN FRAGILE X MENTAL
RETARDATION (FMR1) ADULT
PREMUTATION CARRIERS

Andyreea Seritan, M.D., 2230 Stockton Blvd.,
Sacramento, CA 95817

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the most common
neuropsychiatric disorders in FMR1 gene adult
premutation carriers; 2) Understand differences

in ages at onset of psychiatric disorders in FMR1
premutation carriers vs. general population; and 3)
Analyze the burden of psychiatric illness in FMR1
premutation carriers.

SUMMARY:

Adult premutation carriers of the fragile X mental
retardation (FMR1) gene are afflicted with
several psychiatric disorders, including mood,
anxiety, substance abuse, somatoform, and eating
disorders. Both men and women may develop the
neurodegenerative disorder, fragile X-associated
tremor ataxia syndrome (FXTAS). In addition,

older men (more often than women) may develop
dementia. We will review lifetime prevalence and
investigate ages at onset of psychiatric disorders in
this population, based on the Structured Clinical
Interview for DSM-IV TR performed on 175
premutation carriers. We have demonstrated that
lifetime prevalence of mood and anxiety disorders is
higher in the premutation carriers versus the general
population (Bourgeois et al., 2010). We studied ages
of onset of major depressive disorder and anxiety
disorders in premutation carriers, compared to the
general population.

REFERENCES:
1) Bourgeois J.A., Seritan A.L., Casillas E.M., Hessl D.,
Schneider A., Yang Y., Kaur I, Cogswell J., Nguyen D.V.,
Hagerman R.J. Lifetime prevalence of mood and anxiety
disorders in fragile X premutation carriers. ] Clin Psychia-

try 2010; Aug 24 [Epub ahead of print]

No.3
USING PHARMACOGENOMIC TESTING
IN CLINICAL PRACTICE

Amita Patel, M.D., 1435 Haven Hill Drive, Dayton,
OH 45459

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the

participant should be able to: 1) Discuss the
pharmacogenomic basis of the test; 2) discuss uses of
pharmmacogenomic testing in clinical practice; and
3) Understand the results of the clinical trial done in
her practice to look at its validity and reliability.

SUMMARY:

Pharmacogenomics (PGX) is the study of how a
patient’s individual DNA affects their response

to medication. Individual variation in response to
psychiatric medication is substantively influenced by
genetic factors. Pharmacokinetic factors, particularly
variants in the cytochrome P450 (CYP450) genes,
have been examined in the context of psychotropic
medicationsl. These and other genes code for

the proteins responsible for the metabolism of
antipsychotics and antidepressants. Variation in
these genes may produce enzymes with increased
activity, normal activity, reduced activity, or no
activity. This variation likely affects medications

that use these particular enzymes in their metabolic
pathways. The variation in the P450 system has led
to a classification system for medication metabolism:
Ultra-Rapid, Extensive (normal), Intermediate,
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or Poor. Application of pharmacogenomics into
clinical practice provides clinicians with guidance
for the personalization of medication choices for
individual patients. Human CYP450 enzyme families
most important in drug metabolism are CYP1,
CYP2, and CYP3A4. Cyp3A4 is responsible for the
metabolism of more than half of clinically useful
drugs followed by CYP2D6 (20%), CYP2C9 (15%),
and CYP2C19 (5%)1. Each psychiatric medication
is metabolized by its own cadre of CYP enzymes.
Overlaying individual patient CYP heterogeneity
with the variation in metabolic pathways for each
psychiatric medication is a vexing problem for
practicing psychiatrists. For example, paroxetine

is almost exclusively metabolized by CYP2D6,
whereas CYP2D6 has very little influence on

the metabolism of fluvoxamine (where CYP1A2

has a more prominent role)2. Translating the
information from specific genetic markers to
providing improvement in psychiatric care presents
several challenges. Translating the information from
specific genetic markers to providing improvement
in psychiatric care presents several challenges. One
of the greatest challenges is educating practicing
physicians about utilizing pharmacogenomics in a
rational and appropriate way. To this end, the Mayo
Clinic’s Genomic Expression and Neuropsychiatric
Evaluation group has developed a PGx-based
depression treatment algorithm that incorporates
published PGx information related to antidepressant
effectiveness and safety. This algorithm has been
incorporated into a new genotype interpretative
report and is now available through AssureRx.

REFERENCES:
1) Kirchheiner J, Nickchen K, Bauer M, Wong ML,
Licinio ], Roots I, Brockméller J. Pharmacogenetics of
antidepressants and antipsychotics: the contribution of
allelic variations to the phenotype of drug response. Mol

Psychiatry. 2004 May;9(5):442-73

No.4
ENVIRONMENT AFFECTS GENES
THROUGH MEMES

Hoyle Leigh, M.D., 155 N. Fresno St., Fresno, CA
93701

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the mechanisms
of epigenesis; 2) explain the role of memes in
epigenesis; and 3) Identify the means of enhancing

salutary memes that may buffer the noxious effects
of stress.

SUMMARY:

Objective: To answer the question, “How does
social environment actually affect genes encoded in
DNA?” Method: Genes are known to be modified,
and thus, phenotype altered, by such experiences as
abuse or nurturance especially in early development.
For example, the phenotypic stress-responsiveness
of the serotonin transporter promoter gene
(SHTTLPR) short allele may be reversed by good
nurturance in monkeys. Exactly how such early
experience affects genes, however, has not been
elucidated. Results: Genes are turned on or off
through methylation, changes in histone code, and
other mechanisms within the microenvironment

of the cell nucleus. Such microenvironmental
changes are brought about by hormonal and
neurotransmitter secretion controlled by the central
nervous system, which, in turn, is affected by memes.
Memes are information encoded as reinforced
neural connections of clusters of neurons. Memes
are based on memory, but are also replicated and
may be communicated to other brains. Memes

also reside in cultural environment. Perception of
external stimulus such as abuse and nurturance is
processed in the light of existing memes in the brain,
resulting in specific activation or non-activation of
specific pathways such as fight/flight, relaxation,

etc. The mechanism by which perception of the
environment, be it traumatic or nurturing, affects
the microenvironment of cells is through memes.
Memes, being specific neural connections, affect
specific neural activation resulting in specific
hormonal and neurotransmitter secretion causing
epigenesis. Conclusions: Environment does not
affect genes directly but it may alter genes through
the mediation of memes. Pathogenic memes in the
social environment may infect brains and predispose
them to illness. By boosting salutary memes, the
noxious effects of environmental stress may be
prevented.

REFERENCES:
1) Leigh, H: Genes, Memes, Culture, and Mental
IlIness: Toward an Integrative Model, Springer, New York,

2010
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No.1

THE PSYCHOLOGICAL IMPACT OF
A CANCER DIAGNOSED DURING
PREGNANCY: DETERMINANTS OF
LONG-TERM DISTRESS

Melissa Henry, Ph.D., 3755 Cote-Ste-Catherine Rd,
Pavilion E, room E-904, Montreal, H3'T 1E2 Canada

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize the impact of a
cancer diagnosed during pregnancy; and 2) Identify
early predictors of long-term psychological distress
in these women.

SUMMARY:

Cancer occurs during one in 1,000 to 5,000 of the
approximately 6 million yearly US pregnancies
identified by the American Pregnancy Association.
Although a newly diagnosed cancer is associated
with substantial distress, little is known and no
studies have been conducted concerning cancer’s
emotional impact on women when diagnosed during
pregnancy. The Cancer and Pregnancy Registry
was developed by Dr Cardonick to examine the
consequences of maternal cancer diagnosis and
treatment during pregnancy on maternal, foetal
and neonatal outcomes, including after in-utero
exposure to chemotherapy. Participants were asked
to complete questionnaires, including measures

to ascertain levels of psychological distress, with

the goal of examining predictors of long-term
psychological distress. Predictors of distress
included information on: sociodemographics,
disease, pregnancy, birth and cancer treatment.
Multiple regression analyses revealed that women
were at higher risk of long-term distress on the

IES if they: did not receive fertility assistance,[b=
12.4,8=.27,p=0.02], had been advised to terminate
the pregnancy(trend),[b=7.7,8=.20,p=0.08], did

not produce sufficient milk to breastfeed,[b=9.0
,8=.25,p=0.03], experienced a recurrence(trend),
[b=8.6,6=.21,p=0.06], and underwent surgery po
st-pregnancy,[b=11.4,6=.34,p=0.003;r2adj=.24].
Women scored higher on the BSI-18 if they: had

a caesarean delivery,[b=5.9,6=.27,p=0.02], did not
produce sufficient milk to breastfeed,[b=7.0,8=.
28,p=0.02], currently experienced a recurrence,
[b=7.1,8=.35,p=0.004], and underwent surgery post-
pregnancy(trend),[b=4.7,8=.20,p=0.08; r2adj=.20]. In
conclusion, some women may be at particular risk of
experiencing high levels of distress when diagnosed

with cancer during pregnancy. Physicians can pay
particular attention to early markers of distress
suggesting a need for referral to psychological
supports, which may in turn help improve long-term
quality of life for these women and their children.

REFERENCES:

1) Cancer and Pregnancy Registry. www.cancerandpreg-
nancy.com

2) Cardonick E, Dougherty R, Grana G, Gilmandyar D,
Ghaffar S, Usmani A. Breast cancer during pregnancy:
maternal and fetal outcomes. Cancer Journal 2010;
16(1):76-82.

3) Cardonick E, Iacobucci A. Use of chemotherapy during
human pregnancy. Lancet Oncology 2004; 5(5):283-291.
4) Cardonick E, Usmani A, Ghaffar S. Perinatal outcomes
of a pregnancy complicated by cancer, including neonatal
follow-up after in utero exposure to chemotherapy: results
of an international registry. American Journal of Clinical
Oncology 2010; 33(3):221-8.

No.2

ANTIDEPRESSANT THERAPY RELATED
TO COMBINED HORMONAL AND
PROGESTIN-ONLY CONTRACEPTIVES:
A NATIONWIDE POPULATION-BASED
STUDY

Malou Lindberg, Ph.D., R&'D Unit in Local Health
Care, Linkoping, 58185 Sweden

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be: 1) Aware of that special attention should
be given to young women’s mental history when
prescribing hormonal contraceptives and vice versa:
the contraceptive history should be taken into
account when prescribing antidepressants.

SUMMARY:

Objectives: To elucidate the association between
the use of antidepressant therapy and hormonal
contraceptives by stratifying combined hormonal
contraceptives and progestin-only drugs into
different hormonal formulations. Methods: In a
nationwide cross-sectional study among all women
in Sweden aged 16-31, three-year drug expenditure
data on antidepressants and hormonal contraceptives
(combined hormone contraceptives (CHCs) as well
as progestin-only contraceptives) were obtained
from the Swedish Prescribed Drug Register. Odds
ratios (ORs) for being an antidepressant user were
calculated by logistic regression for hormonal
contraceptive users versus non-users. ORs were
presented for each hormonal formulation in the
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age groups 16-19,20-23,24-27 and 28-31 years.
Results: The overall progestin-only group had
higher OR than the overall CHC group. OR was
consequently highest in the youngest age group
compared to the older groups in all hormonal
formulations, although in varying magnitude.

Of seven hormonal formulations in the CHC
grouping, OR for Norelgestronim, Lynestrenol
and Drospirenone was above 1 in the ages 20
years and older. Among the six progestin-only
formulations the corresponding results, i.e. OR
above 1, were for Medroxiprogesteron, Etonogestrel
and Levonorgetsrel. Conclusion: Our results show
that some hormonal formulations have a stronger
association to antidepressant therapy. To verify and
strengthen these results, prospectively designed
studies are needed.

No.3
GENDER, IMPULSIVITY AND SEROTONIN

Donatella Marazziti, M.D., Dipartimento di psichiatria,

Neurobiologia, Farmacologia e Biotecnologie, Univerrsity
of Pisa, Pisa, 56100 Italy

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Analyze better the impulsivity
traits; 2) Have a deeper knowledge on how the
serotonin system may modulate it; and 3) Identify
promptly the impact of gender on both.

SUMMARY:

The present study explored the possible
relationships between impulsivity, gender and

a peripheral serotonergic marker, the platelet
serotonin (5-HT) transporter (SERT), in a group of
32 healthy subjects. The impulsivity was measured
by means of the Barratt Impulsivity Scale, version
11 (BIS-11), a widely used self-report questionnaire,
and the platelet SERT was evaluated by means of
the specific binding of 3H-paroxetine (3H-Par)

to platelet membranes, according to standardized
protocols. The results showed that women had

a higher BIS-11 total score than men, and also
higher scores of two factors of the same scale: the
motor impulsivity and the cognitive complexity.
The analysis of the correlations revealed that the
density of the SERT proteins, as measured by the
maximum binding capacity (Bmax) of 3H-Par, was
significantly and positively related to the cognitive
complexity factor, but only in men. Men showed
also a significant and negative correlation with the

dissociation constant, Kd, of (3H-Par) binding, and
the motor impulsivity factor. These findings suggest
that women are generally more impulsive than men,
but that the 5-HT system is more involved in the
impulsivity of men than in that of women.

REFERENCES:
1) Arango V, Underwood MD, Boldrini M, et al. Sero-
tonin 1A receptors, serotonin transporter binding and
serotonin transporter mRNA expression in the brainstem

of depressed suicide victims. Neuropsychopharmacology.
2001;25(6):892-903.
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No.1

THE PARTICIPATION OF GERMAN
PHYSICIANS IN THE SO CALLED
“EUTHANASIA PROGRAM” DURING THE
THIRD REICH: MOTIVATIONS, VERDICTS,
AND SENTENCES

Robert McKelvey, M.D., 4306 SE Elsewhere Lane,
Milwaukie, OR 97222

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify factors contributing
to the participation of German physicians in the
“Euthanasia Program”; 2) Understand how the
program was organized, carried out, and modified
over time; 3) Recognize the variability of the
judicial verdicts and sentences given to participants
depending on how long after the war and in what
social and political context the trials were held; and
4) Analyze the present-day relevance of the trials.

SUMMARY:

During the Third Reich, Hitler issued a secret
decree ordering that the “incurably mentally

ill” should be killed. This decree authorized

the appointment of a group of physicians, some
prominent psychiatrists, to select physicians to
participate in the identification of mentally-ill
persons whose lives were “no longer worth living” so
that they could be put to death by “mercy killing.”
In reality, this so-called “Euthanasia Program”
was an outgrowth of the Nazis’ philosophy of

racial purification that sought to eliminate those
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individuals who consumed resources that might be
better allocated to productive members of society.

Prominent among the over 200,000 German victims
of this policy were disabled children and mentally-ill
adults who were gathered together in designated
mental hospitals and put to death by starvation,
gassing, and overdoses of medication. After the

war, as part of the “de-Nazification process,”
German courts in both East and West Germany
were given the responsibility to try and sentence

the participants in these mass murders. The trials
began in 1946 and continued until 1988. As time
passed, the verdicts and punishments meted out

by the courts became increasingly mild as German
society, recovering from and wishing to distance
itself from the war, began to see in the trials a form
of “victors’ justice.” The objective of this report is to
review the verdicts and sentences handed down by
German courts to German physician-participants in
the “Euthanasia Program.” Specifically, I would like
to: identify the backgrounds and motivations of the
physician participants; their postwar medical careers;
their attempts at trial to justify their actions; and the
evolution of the courts’ decisions over both time and
the differential political contexts of East and West
Germany. This review will shed light on the cultural,
historical, institutional, political, psychological, and
social factors that influenced German physicians to
deviate so grotesquely from the ancient tradition of
their field to “do no harm.” Such a review is timely
given the present-day participation of US physicians
and psychologists in the interrogation of suspected
terrorists, and in recent allegations of physician
endangerment of patients in research studies that

employed tainted compounds.

REFERENCES:
1) DeMildt, D (ed.): Tatkomplexe: NS-Euthanasie: Die
ost- und westdeutschen Strafurteile seit 1945. Amsterdam

University Press, Amsterdam, 2009.

No.2

DREAMING WITH JUNG: CARL
JUNG’S RED BOOK, AND CRITICAL
IMPLICATIONS FOR PSYCHIATRIC
PRACTICE 90 YEARS LATER

Scott Simpson, M.D., M.PH., 1959 NE Pacific St, Box
356560, Seattle, WA 98121

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant

should be able to: 1) Discuss the narrative and
illustrative content of Carl Jung’s Red book in its
historical context; 2) Understand basic principles of
Jungian psychology and their relevance to modern
psychiatric practice; and 3) Interpret the origins of
Jungian theory through the stories of the Red Book.

SUMMARY:

The recent publication of Swiss psychiatrist

Carl Jung’s (1875-1961) Red Book has renewed
interest in his psychological theories and their

role in modern psychiatry. The richly narrated

and illustrated Red Book -- whose production
Jung called the “most important time of my life”
founding all his later “scientific elaboration” --
records Jung’s dreams and visions while recalling
cultural and scientific movements of the 1910s

and 20s. Several authors have described the Red
Book’s content (Shamdasani 2009, Harris 2010)
but have not interpreted the stories themselves as
origins of ultimate, formed clinical psychological
theories -- in essence, re-tracing the process Jung
himself undertook. Introducing Carl Jung and

his writings in their cultural context, I aim here

to explicitly connect the inchoate visions in the
Red Book to the crucial theories extrapolated

from them and their subsequent impact on clinical
psychiatry. For instance, where Jung describes (and
draws) visions of fantastic conversations with the
Greek deities Cabriri who harbor the history of
mankind, we see the seeds of Jung’s theory of the
collective unconscious whereby all humans share
innate behavioral patterns. Where Jung dreams
that he finds a princess locked in a castle only to

be disappointed by her predictable stereotype,
modern readers realize alongside Jung his
conception of the archetype and the importance of
recognizing common patterns to understanding the
psychological world. Where Jung imagines himself
to be an asylum patient and adopts the perspective of
his own patients, one envisages today’s less didactic
clinical practice in which doctors and patients
partner for care. Indeed, the Red Book reminds us
how Jung’s synthesis of biological and psychological
science in his own career, from testing cognitive
deficits in schizophrenia to considering projection
as a mechanism of paranoia, embodies the interplay
of neuroscience, neurochemistry, and psychology so
prominent today.

REFERENCES:
1) Jung CG. The Red Book. ed and tr Shamdasani S,
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No.3

RISKS OF READMISSION IN PATIENTS
DIAGNOSED WITH BIPOLAR, MAJOR
DEPRESSIVE, OR SCHIZOAFFECTIVE
DISORDERS: A LONGITUDINAL STUDY

Stephen Woolley, D.Sc., M.P.H., 200 Retreat Avenue,
Hartford, CT 06106

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) List variables associated with
readmission; and 2) Compare and contrast the
risks associated with a diagnosis of bipolar versus
schizoaffective versus major depression disorders.

SUMMARY:

Objective: To measure risk of readmission (RoR)

at different time points in each of 3 diagnostic
groups (bipolar [BP], major depression [MDD],
schizoaffective disorder [SA]) after controlling

for demographic and clinical characteristics.
Method: For all adult inpatients (n=10,494)
admitted 1/2002-6/2008 (index episodes) previous
and subsequent admissions were recorded for

the 2-year periods pre/post index hospitalization.
Index episodes were categorized by diagnosis: BP,
MDD, SA, or other. The associations between index
diagnosis and RoR (within 90 days [90d] or 2 years
[2y]) were examined controlling for demographics,
change in diagnosis, previous inpatient

treatment, psychiatric and other medications, and
co-morbidities. Psychotic conditions were defined
as schizophrenia, SA, and any other DSM-IV
diagnosis specifying psychotic features. Result: The
diagnosis was BP in 16%, MDD in 39%, and SA in
11.5%.24.3% (n=2,554) were readmitted within 2y,
approximately half of whom returned within 90d
(11.5%). RoR was not associated with BP or MDD,
but was increased in SA, both at 90d (odds ratio=1.83
and 95% confidence interval=[1.53, 2.19]) and 2y

(2.11, [1.83, 2.42]). For BP and MDD RoR was

not significantly different for patients with versus
without psychotic features; for BP patients depressed
but not manic or mixed had elevated RoR (90d

1.51 [1.19, 1.93]: 2y 1.35 [1.11, 1.64]). As expected,
previous treatment was a strong predictor of
readmission within 90d and 2y (6.14 [5.43, 6.95] and
7.80 [7.05, 8.63] respectively), but it did not explain
the associations with index diagnoses. Among those
without prior hospitalization BP was associated with
readmission at 90d (1.32 [1.01, 1.73]) as was SA,

at both 90d (1.81 [1.35, 2.44]) and 2y (1.70 [1.38,
2.09]). For patients not previously admitted the
increase in RoR ranged from more than 2-fold to
20-fold, depending on the combination of diagnoses
at the previous and index episodes. RoR for patients
with SA during either or both episodes was elevated
by more than 20%; patients with SA at both episodes
had a 13-fold (90d) and 20-fold (2y) increase,
compared to patients not previously admitted.
However, RoR was not generally associated with
stability of diagnosis. Other factors associated with
RoR included: middle age, number and types of
psychiatric diagnoses (schizophrenia, PTSD, drug
abuse, personality disorders), pharmacotherapy
(antipsychotics, anticonvulsants, psychotropic
polypharmacy, antidiabetics, anticholiner

REFERENCES:
1) Fekadu A, Rane LJ, Wooderson SC, Markopou-
lou K, Poon L, Cleare AJ. Longer-term outcome in
treatment-resistant depression: prediction of remis-
sion, recovery and episode persistence. ] Affect Disord.
2010;122:S32-541.
2) Ten Have M, de Graaf R, Vollebergh W, Beekman A.
What depressive symptoms are associated with the use
of care services? Results from the Netherlands Mental
Health Survey and Incidence Study INEMESIS). J Affect
Disord. 2004;80(2-3):239-48.

No.4
DEVELOPMENT OF A COMORBIDITY
INDEX FOR MENTAL HEALTH

Dianne Groll, Pbh.D., 752 King St W Kingston, K7L
4X3 Canada

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the importance of
controlling for comorbid illness when studying the

effectiveness of treatments and interventions
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SUMMARY:

The use of psychiatric services has been correlated
with several demographic and clinical variables,
including comorbid illnesses. Without the ability

to take into consideration the effect of these
comorbid illnesses it is difficult, if not impossible,

to determine the effectiveness of an intervention or
treatment. However, while there is evidence that
the type and number of comorbid health conditions
influences mental health outcomes, there are no
validated comorbidity indices listing the diagnoses
most important to control for in studies of mental
health. In many types of research, particularly where
mortality is the outcome of interest, it is routine to
adjust for the effect of comorbid diseases. However,
diagnoses predictive of mortality have been shown to
not always be relevant to outcomes such as quality of
life or physical function, and similarly, these diseases
may be expected to not be good predictors of mental
health outcomes. Thus, the purpose of this study
was to develop and validate an index of comorbid
diseases with the SF-36 mental health subscale, and
the Mental Component Subscale as the outcome of
interest. This study will provide the first validated
index of diagnoses needed to control for the effect
for chronic comorbid conditions on mental health
outcomes. This will improve our ability to know

if a change in a person’s mental health is due to

the treatment or due to other factors such as other
diseases they may have.

MONDAY, MAY 16, 2011
9:00 AM - 10:30 AM

SCIENTIFIC AND CLINICAL REPORT
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MICELLANEOUS TOPICS

No.1

DIAGNOSTIC STABILITY IN MAJOR
DEPRESSIVE DISORDER WITH VERSUS
WITHOUT PSYCHOTIC FEATURES

Fobn Goethe, M.D., 200 Retreat Avenue Hartford,
Hartford, CT 06106

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Compare patterns of change in
clinical diagnosis over time in MDD patients with
versus without psychotic features; and 2) Discuss

variables associated with change in diagnosis over
time.

SUMMARY:

Objective: To determine, in a sample of inpatients
with a clinical diagnosis of major depressive disorder
(MDD), the proportion given this diagnosis at a
subsequent hospitalization for the (1) sample as

a whole and the (2) subsamples with vs without
psychotic features (MDD-P vs MDD-NP). Also
examined were the demographic and clinical
variables associated with a change in diagnosis.
Method: The sample was consecutive inpatient
admissions age =18 with >1 hospitalization between
1/2000-12/2007 who at first admission had a
DSM-1V diagnosis of MDD (n=1672, 74.6% of

all MDD patients with >1admission). “Stability”
was defined as having the same diagnosis at first
and last admission. Demographic and treatment
variables associated with a change in diagnosis were
identified with stepwise logistic regressions. Results:
Stability for the sample as a whole (i.e., all patients
with MDD) was 69.7% ; an additional 13.9% of
patients (n=232) had a diagnosis at last admission

of mood disorder other than MDD and another

7% a diagnosis of schizoaffective disorder (SA).
Thus, the presence of some disturbance in mood
was identified by the clinician in 90.6% (n=1514) of
the sample at both first and last admission. Change
in diagnosis was more likely in males (OR=1.46)
and in patients with a co-diagnosis of drug abuse/
dependence (OR=1.72), but there was no association
with age, LOS or treatment with antidepressants,
antipsychotics, or ECT. Patients with MDD-P (38%
of the sample, n=636) were less likely than those
with MDD-NP (57.7%, n=958) to have MDD at
last admission (59% vs 68%, p<.001) but more likely
at last admission to have MDD-P (46% vs 19%,
p<.001) or some other DSM diagnosis associated
with psychosis (66% vs 25%, p<.001). For example,
change to SZ was much more common in MDD-P
than NP (12.9% vs 3.1%, p<.001). A change in
diagnosis to bipolar was infrequent in both groups
(7.5% vs 9.6%, p=.15). Conclusion: These data
suggest that clinically applied DSM-IV criteria for
MDD define a condition that is at least moderately

stable. Mood disturbance was consistently identified
in > 80% of the sample, more so in patients without
psychotic features. While psychotic features were
stable over time, patients with psychosis were less
likely to continue to have a diagnosis of MDD.
These findings are relevant to planning for DSM-5
and contribute to the recent literature about the
co-occurrence of symptoms of psychosis and mood
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disorder.

REFERENCES:
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No.2

CONVERSION DISORDER PRESENTING
AS HEMIPLEGIA IN A PATIENT WITH
FAMILIAL HEMIPLEGIC MIGRAINE

George Paris, M.D., 35 Severance Circle Ap 508, East
Cleveland, OH 44118

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Differentiate Conversion
Disorder Manifesting as Hemiplegia in patients with
Familial Hemiplegic Migraine.

SUMMARY:

INTRODUCTION: Familial hemiplegic migraine
(FHM) is a rare genetically heterogeneous autosomal
dominant subtype of migraine with aura. The
headache attacks are associated with hemiparesis or
hemiplegia, and may last from few hours to several
days. We present the first case, to our knowledge, of
a patient with known FHM presenting subsequently
with hemiplegia as a manifestation of a conversion
disorder. CASE REPORT: The patient is a 32

year old African American female with multiple
episodes of hemiplegia due to FHM diagnosed by
genetic testing (CACNAIA mutation). The patient
presented with left-side hemiplegia that started

a few minutes after having a fight at home with

her mother. She did not complain of headache.
Physical exam revealed: 1. A positive Hoover sign
(involuntary extension of a pseudo-paralysed leg
when the ‘good leg’ is flexing against resistance). 2.
The patient reported decreased vibratory sensitivity
only on the left side of the frontal area (frontal bone
is a solid bone and vibratory sensitivity should be
the same in both sides ). 3. She could not move her
left upper and lower extremities when asked to do
so, but was able to tonically contract them. 4. She
actively directed her left upper extremity towards
her side after the arm was passively elevated above
the face and then released. 5. She reported seeing
blurry with the left eye, but visual acuity tested with

Snellen chart was equal in both sides. The above
clinical signs supported the diagnosis of a conversion
disorder manifesting as hemiplegia. The patient was
started on Lorazepam p.o. and after the second dose
all symptoms disappeared. She was discharged in
stable condition with the diagnosis of Conversion
Disorder Manifesting as Hemiplegia and she was
reffered to the Outpatient Psychiatric Service.
CONCLUSION: Conversion disorders can present
with a variety of neurologic complaints and should
be considered when the symptoms do not correlate
with the physical

findings. The association between FHM and
conversion disorder manifesting as hemiplegia was
not described before. These are two distinct entities
with common features not related to each other.
The distinction between the two can be made based
on physical examination and it has therapeutical
implications.
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ders in children and adolescents: a review of the past
10 years. ] Am Acad Child Adolesc Psychiatry. Oct
1997;36(10):1329-38
6) Krem MM. Motor conversion disorders reviewed from
a neuropsychiatric perspective. J Clin Psychiatry. Jun
2004;65(6):783-90Visualizing Mental Diseases: Distinct
Plasma Levels of Cytokines and Chamokines in

No.3
SCHIZOPHRENIA AND MAJOR
DEPRESSIVE DISORDER

Sekiyama Atsuo , M.D., Ph.D., Tsukinowacho, Seta,
Shiga 564-0063 Fapan

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Realize that plasma levels of
cytokines in schizophrenia and MDD are so distinct
that cytokines are useful biomarker for a screening
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of mental diseases.

SUMMARY:

Background: Neural, immune, and endocrine
systems interacts each other, consisting a network
for host defenses, suggesting that disruption of one
of those systems may cause an alteration of other
systems. We have reported a stress-induced secretion
of cytokines into plasma, which is one of the
pathways by which neural, immune, and endocrine
systems interact. Method: To reveal biochemical
features of mental diseases, levels of signaling
proteins in plasma were determined in healthy
Mongoloid (Japanese) adults (N = 100), age and
gender matched Mongoloid (Japanese) subjects of
schizophrenia (N = 200) and major depression (N =
200). Results: Levels of signaling proteins in plasma
were found to form a characteristic pattern in each
group. Multiple logistic regression analysis showed
that those patterns were associated with psychiatric
diagnosis. Serological segregation in other groups of
subjects showed that a classification based on those
molecules in plasma achieved over 95 % of match
with clinical diagnosis. Conclusions: It is suggested
that signaling molecules in plasma are involved in
the mental disorders. Mediators for Host defense
network are capable to classify psychiatric disorders.
Plasma signaling molecules may provide important
information for psychiatric pathology and diagnosis.

REFERENCES:
1) 1. Li W, Kashiwamura SI, Ueda H, Sekiyama A,
Okamura H. Protection of CD8+ T cells from activa-
tion-induced cell death by IL.-18. ] Leukoc Biol. 2007,
82(1):142-51
2) Sekiyama A, Ueda H, Kashiwamura S, Nishida K,
Yamaguchi S, Sasaki H, Kuwano Y, Kawai K, Teshi-
ma-Kondo S, Rokutan K, Okamura H. A role of the
adrenal gland in stress-induced up-regulation of cytokines
in plasma. ] Neuroimmunol. 2006, 171(1-2):38-44. (IF =
3.159)
3)Ueda H, Kashiwamura S, Sekiyama A, Ogura T, Gama-
chi N, Okamura H.
Production of IL-13 in spleen cells by IL-18 and IL-12
through generation of NK-like cells.
Cytokine. 2006, 33(4):179-87. (IF = 2.214)
4) Sekiyama A, Ueda H, Kashiwamura S, Sekiyama R,
Takeda M, Rokutan K, Okamura H.
A stress-induced, superoxide-mediated caspase-1 activa-
tion pathway causes plasma IL-18
upregulation. Immunity. 2005, 22(6):669-77.
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No.1
BRUXISM AND ANTIDEPRESSANTS

Harvinder Singh, M.D., 7675 Phoenix Dr; #624,
Houston, TX 77030

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognise and treat bruxism as
a side effect of antidepressants; and 2) Identify why
prescribers and dentists should inquire specifically
about these symptoms and antidepressants use in
order to elicita history of underlying bruxism.

SUMMARY:

Background: Bruxism is characterized by clenching
or grinding of the dentition. Not only is bruxism
more commonly a problem in individuals with
depression and anxiety disorders, but also the
medicines used to treat anxiety and depression can
themselves often create a new iatrogenic or worsen
a preexisting bruxism even when they successfully
treat the target psychiatric problem. The authors
describe a case of bruxism likely induced by the
antidepressant Bupropion.Case Description: A
case of Bruxism is reported in a female with major
depressive disorder that developed a few days after
initiating Bupropion. One week later, the patient
reported mild improvement in her drpressive
symptoms. She reported clenching and grinding
of the teeth’s and Buspirone (5Smg BID) was started
after a month of initiation of bupropion. Six weeks
later her bruxism was so worse that she couldn’t
even open her mouth well, and bupropion was
discontinued. The patient was advised to consult
with a dentist if the bruxism continued.Clinical
Implications: On the basis of this case and the
available literature, the authors conclude that
bruxism secondary to antidepressant therapy may
be common. Bruxism symptoms may begin within
hours of starting or changing antidepressant drug
dosage; however, 90% of symptoms are observed
during the first 3-5 days of starting or increasing
dosage. Since antidepressants are frequently
prescribed medications dentists should be aware of
these drugs side effects when assessing patients with
bruxism.

REFERENCES:
1) Detweiler MB, Harpold GJ. Bupropion-induced
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acute dystonia. Ann Pharmacother. 2002
Feb;36(2):251-4.

No.2

RAPID RESPONSE OF DISABLING
TARDIVE DYSKINESIA TO A SHORT
COURSE OF AMANTADINE

Gaurav Jain, M.D., 901 West Jefferson, Springfield, IL
62794

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Appreciate a potential
usefullness of a short course of amantadine in the
treatment of Tardive Dyskinesia.

SUMMARY:

Introduction: About 20% of patients treated with
standard neuroleptic drugs are affected with tardive
dyskinesia (TD), and approximately 5% are expected
to develop TD with each year of neuroleptic
treatment (1). The majority of TD patients have a
mild disorder but about 5-10% suffers impairment
from the dyskinesia (2). The evidence in relation

to the atypical antipsychotics suggests that these
drugs present a significantly lower risk for TD in
comparison to first generation antipsychotics (3).
Reports suggest that the risk of TD is lowest with
clozapine followed by quetiapine (4). The severity
of TD and the absolute need for neuroleptic
therapy often dictate the treatment approach.
Although there is no currently effective treatment
for TD, but amantadine has been reported to be
beneficial, possibly because of its glutaminergic
effects (4,5). I report a case of fifty-seven year
female patient with disabling tardive dyskinesia
(TD) due to quetiapine which responded rapidly to
amantadine. To my knowledge, this report is the first
description of rapid improvement of Quetiapine
induced TD by Amantadine.Discussion: Tardive
Dyskinesia (TD) is the most serious consequence
of long-term neuroleptic administration, and all
known approaches to its treatment are relatively
unsuccessful (5). Amantadine is a commonly used
drug in neurology but psychiatrists are generally
less experienced with its usage. There has been

very little work done on the use of amantadine in
TD, and the patient population studied was on
typical antipsychotics only (8-14). An 18-week,
double-blind, crossover study by Angus et al,
demonstrated that amantadine is significantly better
than placebo in the management of TD, and there

is little risk of exacerbating psychosis (14). Using
amantadine to treat TD has produced a rapid
improvement in the dyskinesia without emergence
of psychosis even with prolonged administration.
Conclusions: More studies are needed to prove

the utility of amantadine in typical antipsychotic
induced TD. Meanwhile, a trial of amantadine for a
short period (1-2 week) in a patient with debilitating
tardive dyskinesia may be useful.

REFERENCES:
1) Kane JM, Woerner M, Lieberman J. Tardive dyskinesia:
prevalence, incidence, and risk factors. J Clin Psychophar-
macol 1988; 8:525-565.
2) Sachdev P. The current status of tardive dyskinesia.
Australian and New Zealand journal of psychiatry 2000;
34:355-369.
3)Correll CU, Schenk EM. Tardive dyskinesia and new
antipsychotics. Curr Opin Psychiatry 2008; 21:151-156.
4)Fernandez HH, Friedman JH. Classification and
treatment of tardive syndromes. The Neurologist 2003;
9:16-27.
5)Soares-Weiser K, Fernandez H. Tardive dyskinesia.
Seminars in Neurology 2007; 27(2):159-169.
6)Hamilton M. A rating scale for depression. ] Neurol
Neurosurg Psychiatry 1960; 23:56-62.
7)Munetz MR, Benjamin S. How to examine patients us-
ing the Abnormal Involuntary Movement Scale. Hospital
and Community Psychiatry Nov 1988, 39 (11):1172-1177.
8)Allen RM. Palliative treatment of tardive dyskinesia
with combination of amantadine-neuroleptic administra-
tion. Biol Psychiatry 1982; 17:719-727.
9)Vale S, Espejel MA. Amantadine for tardive dyskinesia.
New Engl ] Med 1971; 284;673-
674.
10)Crane GE. More on amantadine in tardive dyskinesia.
New Engl ] Med 1971; 285;1150-1151.
11)Merren MD. Amantadine in tardive dyskinesia [letter].
New Engl J Med 1972; 286;268.
12)Decker BL, Davis JM, Janowsky DS, El Yousef MK,
Sekerke HJ. Amantadine
hydrochloride treatment of tardive dyskinesia [letter].
New Engl ] Med 1971; 285:860.
13)Janowsky DS, Sekerke HJ, Davis JM. Differential ef-
fects of amantadine on pseudo-parkinsonism and tardive
dyskinesia. Psychopharmacol Bull 1973; 9:37-8.
14)Angus S, sugars J, Boltezar R, Koskewich S, Schneider
N. A controlled trial of
amantadine hydrochloride and neuroleptics in the treat-
ment of tardive dyskinesia. ] Clin Psychopharmacol 1997;
17(2):88-91.

No.3

PRESCRIPTION RATES OF SELECTIVE
SEROTONIN REUPTAKE INHIBITORS
(SSRIS) AFTER INTRODUCTION

OF GENERIC EQUIVALENTS: A
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POPULATION-BASED STUDY

Fames Bolton, M.D., PZ430-771 Bannatyne Ave,
Winnipeg, R3E 3N4 Canada

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize that incident SSRI
prescriptions continue to increase in rate over the
years when the drug is under patent; 2) Appreciate
that there is a significant decrease in the rate of
new antidepressant prescriptions after that drug
becomes generic; and 3) Understand that although
generic antidepressants are less expensive, physicians
prescribe them significantly less compared to the
brand-name products

SUMMARY:

Objective: This study sought to examine how the
prescription rates of SSRIs changed after the
introduction of generic equivalents. This is of
interest considering the cost reduction of generic
drugs and the decrease in pharmaceutical company
promotion. Methods: Data came from the Manitoba
Centre for Health Policy data repository, which
contains de-identified linked administrative health
and census data for nearly all residents of the
province of Manitoba in Canada (population 1.2
million). The study period was from 1996-2009.
All medication dispensations in the population

are recorded, providing detailed information on
the dose, quantity, and date dispensed. During the
study period sertraline, citalopram, and paroxetine
had generics introduced. Generalized estimating
equations determined the rate of incident
prescriptions for all SSRIs and their change over
the study period, adjusting for age group, sex,
income, and region of residence. Results: In adjusted
models, all branded SSRIs had increasing rates of
prescription per yearly quarter while under patent.
After generic citalopram became available the

rate of increase of incident prescriptions dropped
from 13.2% to 1.3% (p<0.0001). The rate of new
prescriptions of sertraline and paroxetine not only
significantly decreased after the introduction of
generic equivalents, but continued to decrease for
the remainder of the study period (1.5% and 1.9%
quarterly decreasing rates, respectively, p<0.0001).
The rate of incident fluoxetine and fluvoxamine
prescriptions continued to decrease during the
entire study period. New escitalopram prescriptions
increased at a quarterly rate of 8.9% after its
introduction. Conclusions: Despite the reduction

in cost, generic SSRIs are prescribed less often

than when they were under patent. These findings
suggest that prescribing practices by physicians

are perhaps more influenced by pharmaceutical
company promotion than by the availability of more
inexpensive medication alternatives.

REFERENCES:
1) Huskamp HA, Donohue JM, Koss C, Berndt ER, Frank
RG. Generic entry, reformulations and promotion of SS-
RIs in the US. Pharmacoeconomics 2008;26(7):603-616.

No.4

CURRENT PRESCRIBING PRACTICES:
ANTIPSYCHOTIC POLYPHARMACY IN
PATIENTS WITH SCHIZOPHRENIA AND
SCHIZOAFFECTIVE DISORDER

Jobn Bonetti, D.O., 200 Retreat Avenue, Hartford, CT
06106

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Present the data about the gap
between current prescribing practices and evidence—
based guidelines of antipsychotic polypharmacy; and
2) Discuss the evidence for/against this practice.

SUMMARY:

Objective: To determine the prevalence of
antipsychotic polypharmacy (APP) and the
demographic and clinical variables associated

with this practice in hospitalized patients with a
diagnosis of schizophrenia (SZ) or schizoaffective
disorder (SA). The investigators also examined

the change in APP over time. Method: The sample
was inpatients age 18-64 admitted between 1/2000
and 6/09 with a clinical diagnosis of SZ or SA who
were treated with antipsychotics (AP) (n=2893).
Demographics, diagnoses, psychotropics at discharge
and AP dosages (only available for the last 2 years)
were recorded. To examine changes in prescribing
practices we compared data from the first (2000-02;
n=969) to the last three years (7/06-6/09; n=1463).
Data were analyzed with stepwise logistic regression,
chi-square and t-tests. Results: 28.2% of the sample
received APP, 65.9% of whom received both second
(SGA) and first generation agents (FGA). The
most common combinations were an FGA with
risperidone, quetiapine or olanzapine (52.7% of

all APP). Among patients on clozapine (n=263)
51.3% received another AP. Patients on = 2 APs
were more likely to be white (OR=1.2) and to have
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a longer LOS (OR=1.0) but less likely to have drug
abuse/dependence (OR=0.8). A separate regression
that added as independent variables low-dose and
high-dose AP (based on product labeling) found that
patients on APP were more likely to receive both
high (OR=3.8) and low dosages (OR=2.7), to be male
(OR=1.7), to have a diagnosis of SA (OR=1.5) and

a longer LOS (OR=1.1) but less likely to receive

an antidepressant (OR=0.7). APP increased over
time from 19.9% to 30.1% (p<.001). Combined
treatment with FGA + SGA increased from 13.4%
to 20.4% (p<.001); [there was not a significant
change in the use of = 2 SGAs]. Conclusions: APP
is common and appears to have increased in the

last decade. The association of APP with lower

than usual doses may reflect a strategy for treating
patients unable to tolerate usual doses of a single AP;
the association with high doses may be an approach
to treatment-refractory conditions. The addition

of FGA to SGA may be an effort to increase D2
blockade in patients with persistent hallucinations/
delusions. Some associations were not expected and
require further investigation.

REFERENCES:
1) Kreyenbuhl JA, Valenstein M, McCarthy JF, Ganoczy
D, Blow FC. Long-term antipsychotic polypharmacy in
the VA heath system: patient characteristics and treat-
ment. Psychiatr Serv 2007; 58:489-495.
2) Pandurangi AK, Dalkilic A. Polypharmacy with

second-generation antipsychotics: a review of evidence. ]

Psychiatr Pract 2008; 14:345-367.
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SCHIZOPHRENIA & OTHER PSYCHOTIC
DISORDERS

No.1

META-ANALYSIS OF PHASE III TRIALS
OF ILOPERIDONE IN THE SHORT-TERM
TREATMENT OF SCHIZOPHRENIA:
EFFICACY OUTCOMES BASED ON
PRETREATMENT STATUS

Stephen Stabl, M.D., Ph.D., 1930 Palomar Point Way
Ste 103, Carlsbad, CA 92008

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant

should be able to: 1) Assess the efficacy of

iloperidone therapy after short-term treatment on
BPRS and PANSS scores among patients with and
without prior treatment for schizophrenia.

SUMMARY:

Objective: An individual-patient-based meta-analysis
of 4 phase III studies was conducted to examine
the short-term efficacy of iloperidone (ILO), a
mixed D2/5-HT2A antagonist for the treatment
of schizophrenia, based on whether patients

had previously received antipsychotics or were
treatment-naive. Methods: Data were derived

from 4 double-blind, placebo (PBO)-controlled
trials (4 or 6 weeks’ duration) that enrolled adult
patients with schizophrenia. Active controls were
included to confirm trial validity. Brief Psychiatric
Rating Scale-derived (BPRSd), Positive and
Negative Syndrome Scale Total (PANSS-T), and
Positive (PANSS-P) and Negative (PANSS-N)
subscale scores were analyzed. Patient-level data
for ILO 4-8, 10-16, and 20-24 mg/d, PBO, and
active-control groups for each assessment were
pooled. An LOCF approach was applied to the I'TT
population (all randomized patients who had at
least 1 study medication dose and 1 on-treatment
efficacy measurement). The last observation before
Week 4 (1 study) or Week 6 (3 studies) was carried
forward until Week 4 or 6, respectively. To compare
reductions between treatments, least squared
mean (LSM) change + standard error (SE) was
derived from an ANCOVA model with treatment,
study, pretreated, and treatment by pretreated

as factors and baseline as a covariate. Results:

1941 Patients were included: 1697 previously
treated, 244 treatment-naive. At Week 4/Week

6, LSM+SE changes in PANSS-T scores among
previously treated patients were: -6.8+1.4/-7.2+1.4,
ILO 4-8 mg/d; -10.4+1.1/-10.6+1.1, ILO 10-16
mg/d; -10.5+1.3/-12.422.3, ILO 20-24 mg/d;
-5.5+1.0/-5.4=1.3, PBO (p<0.05, ILO 10-16

and 20-24 mg/d vs. PBO). Statistical separation

vs. placebo for ILO 10-16 and 20-24 mg/d

also was observed for BPRSd, PANSS-P, and
PANSS-N among previously treated patients.
Corresponding changes in PANSS-T among
treatment-naive patients were: -13.1£3.3/-15.1£3.6,
-11.9+3.5/-13.5+3.9, and -11.9+2.7/-19.2+7.0 for
ILO 4-8, 10-16, and 20-24 mg/d, respectively,

vs. -6.7+2.4/-7.9£3.7 for PBO. Conclusions: A
significant improvement in BPRSd and PANSS
scores over 4 to 6 weeks was seen with ILO 10-16
mg/d or 20-24 mg/d in pretreated schizophrenia.
Improvement among treatment-naive patients

was numerically better than for previously treated
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patients but was not statistically significantly better
vs. PBO due to small sample size. Research support:
Novartis Pharmaceuticals Corporation.

No.2

MOOD SYMPTOMS IN PATIENTS
PRESENTING WITH PRIMARY PSYCHOSIS
AFTER AGE 40: A PROSPECTIVE COHORT
STUDY

Rebecca Anglin, M.D., #403, 10 Morrison St, Toronto,
M5V 2T8 Canada

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the nature and
prevalence of mood symptoms in late-onset
psychosis; 2) Appreciate the characteristics of
patients with depression and late-onset psychosis
and the course of illness in these patients; and

3) Understand that mood symptoms in patients
with late-onset psychosis can respond robustly to
treatment with neuroleptic medications alone.

SUMMARY:

Objectives: Depressive symptoms can be prominent
in patients who present with psychosis later in

life, but have received little research attention.

The objectives of this study were to determine

the prevalence, associated clinical features and
treatment-response of depressive symptoms in

a prospective cohort of patients with late-onset
psychosis. Methods: We prospectively assessed
consecutive patients age > 40 who were admitted

to our service with first-episode psychosis. Patients
with cognitive impairment, dementia, or a history
of mood disorder were excluded. Assessments were
carried out prior to treatment and weekly thereafter
using the BPRS, HAM-D, HAM-A, GAF, YMRS
and CGI. All patients were treated with low-dose
antipsychotic medications and none received
treatment with an antidepressant medication.
Results: To date, we have diagnosed 103 patients
(63 female, 40 male; mean age 66.6) with late-onset
psychosis. The mean admission BPRS score +/
-SD was 48.5 +/-8.75 and mean discharge BPRS
score was 25.27 +/-5.6. Sixty-one patients (59%)
had a HAM-D score of >17 at admission with a
mean score of 23.8 +/-4.5. Compared to those with
HAM-D scores <17, patients with HAM-D scores

> 17 (i) were significantly younger (p 0.00006), (ii)
had higher BPRS scores at the time of presentation

(p 0.02) and (iii) were more likely to be suicidal:
21 (34%) vs 4 (9%). With anti-psychotic drug
treatment alone (mean dose = 144 +/-8.9 CPZE),
55/61 patients (90%) had complete resolution of
depressive symptoms (HAM-D < 7). The original
diagnosis was maintained in all patients during
the follow-up period (mean 5 years). Conclusions:
[1] Patients presenting with primary psychosis
later in life have a high prevalence of depressive
symptoms [2] Those with depressive symptoms
are significantly younger and more severely
unwell than those without [3] Both psychotic
and depressive symptoms respond robustly to
antipsychotic treatment alone, without the addition
of anti-depressant medication.

REFERENCES:
1) Howard R, Rabins PV, Castle DJ. Late Onset Schizo-

phrenia. Petersfield, UK, Wrightson
Biomedical Publishing,1999.

No.3

A RANDOMIZED TRIAL EXAMINING
THE EFFECTIVENESS OF SWITCHING
FROM OLANZAPINE, QUETIAPINE, OR
RISPERIDONE TO ARIPIPRAZOLE TO
REDUCE METABOLIC RISK

Thomas Stroup, M.D., M.PH., 1051 Riverside Dr., New
York, NY 10025

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Analyze the risks and benefits
of switching medications to address metabolic side
effects; and 2) Evaluate the impact of interventions
to address metabolic problems associated with
antipsychotic medications.

SUMMARY:

Objective: We conducted a randomized controlled
trial examining the strategy of switching from
olanzapine, quetiapine, or risperidone to aripiprazole
to ameliorate metabolic problems that are risk
factors for cardiovascular disease. Method: 215
patients with schizophrenia or schizoaffective
disorder with BMI = 27 and non-HDL cholesterol

= 130 mg/dl who were taking a stable dosage

of olanzapine, quetiapine, or risperidone were
randomly assigned to stay on the current medication
(n=106) or switch to aripiprazole (n=109) for 24
weeks. Raters were blinded to treatment assignment.
The primary and key secondary outcomes were
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non-HDL change and efficacy failure, respectively.
Results: The primary analysis included 89 persons
who switched to aripiprazole and 98 who stayed
on the current treatment. The least squares mean
estimates of non-HDL cholesterol decreased
more for the switch than the stay groups (-20.2 vs.
-10.8 mg/dl), with a difference of 9.4 mg/dl (CI
2.2-16.5, p = 0.01). Switching was associated with
larger reductions in weight (2.9 kg) and serum
triglycerides (32.7 mg/dl). Twenty-two (20.6%) of
those who switched to aripiprazole compared to
18 (17%) of those assigned to current medication
experienced protocol-defined efficacy failure.
Twenty (18.4%) switchers and 8 (7.6%) stayers
discontinued the assigned treatment during the
first month. Forty-seven (43.9%) switchers and 26
(24.5%) stayers stopped the assigned antipsychotic
before 24 weeks. Fifty-one (47.7%) switchers and
29 (27.4%) stayers stopped the protocol-specified
treatment before 24 weeks. Conclusion: Switching
to aripiprazole led to improvement of metabolic
parameters. Rates of efficacy failure, representing
significantly worsening of clinical status, were
similar between groups but switching to aripiprazole
was associated with a higher rate of stopping the
assigned treatment.

No.4

PARSING THE HETEROGENEITY OF
SCHIZOPHRENIA: THE UTILITY OF FOUR
EARLY-COURSE FEATURES IN SUBTYPING
FIRST-EPISODE NONAFFECTIVE
PSYCHOSIS

Michael Compton, M.D., M.PH., 49 Fesse Hill 7.
Drive, S.E., Room #333, Atlanta, GA
30303

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) identify several key
early-course features that may be useful in
prognostic and subtyping considerations for
psychotic disorders; 2) recognize that latent profile
analysis is useful in identifying subgroups; and 3)
consider key domains of outcomes in psychotic
disorders.

SUMMARY:

Heterogeneity of symptoms, course, and outcomes
among the primary psychotic disorders makes
prognostication and treatment planning difficult,
and complicates research on etiology and

pathophysiology. This study aimed to identify
interpretable subtypes of first-episode nonaffective
psychosis based on four early-course features
occurring even before the initial evaluation and
treatment (premorbid academic functioning,
premorbid social functioning, duration of the
prodrome, and age at onset of psychosis). Data

from 200 well-characterized patients hospitalized
three public-sector inpatient units for first-episode
nonaffective psychosis were used in latent profile
analyses. Derived subtypes were then compared
using post-hoc analyses of variance. Using the

four early-course features, three classes were
derived: (1) a good premorbid functioning/short
duration of prodrome subtype was characterized

by lesser severity of positive and dysphoric
symptoms, fewer psychosocial problems, greater
global and social/occupational functioning at

the time of initial hospitalization, as well as a
shorter duration of untreated psychosis; (2) a poor
premorbid functioning/early onset of psychosis
subtype evidenced greater severity of negative

and autistic-like symptoms and more psychosocial
problems; and (3) a long duration of prodrome/late
onset of psychosis subtype resembled the second
subtype except for having lesser negative symptoms.
Findings suggest that early features that can be
assessed at the initial evaluation may be useful in
subtyping the disorder in terms of diverse symptom
and psychosocial variables. This and related research,
especially longitudinal studies of first-episode
patients, could help to reduce the heterogeneity that
is so characteristic of psychotic disorders, thereby
advancing nosology, clinical practice, and etiologic
research.

TUESDAY, MAY 17, 2011
7:00 AM - 8:30 AM

SCIENTIFIC AND CLINICAL REPORT
SESSION 23

PSYCHOSOMATIC MEDICINE

No.1

AN ANALYSIS OF SMOKING PATTERNS
AND CESSATION EFFORTS AMONG
CANADIAN FORCES MEMBERS AND
VETERANS: AN EXPLORATION OF THE
TRANSTHEORETICAL MODEL

Charles Nelson, Ph.D., 801 Commissioners Rd. E.,
London, N6C 571 Canada
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EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to 1) Identify factors that influence
smoking maintenance and cessation in military
populations; 2) Describe how the 'TM can be
applied to smoking cessation in military populations;
and 3) Compare differences between smoking
patterns in military and civilian populations and
explain how TM predicts these patterns.

SUMMARY:

Introduction: Canadian Forces (CF) members

face significant challenges upon returning home
from deployment, and the stress associated with
adapting to their civilian roles and responsibilities
often leads to increased tobacco use. Research
shows the prevalence of smoking among military
veterans is 1) higher than the prevalence in civilian
populations; and 2) among those seeking care within
the Veterans Affairs system than for other veterans.
Objectives: This study seeks to: 1) determine the
factors that affect smoking patterns among CF
members and veterans; 2) establish the factors

that contribute to successful smoking cessation
within this group; and 3) determine if and how

the Transtheoretical Model (TM) accounts for
smoking maintenance and cessation among a sample
of treatment-seeking Canadian military members
and veterans. Methods: Approximately 200 CF
and Royal Canadian Mounted Police (RCMP)
members and veterans attending the Operational
Stress Injury (OSI) Clinic at Parkwood Hospital
in London, Ontario completed two standardized
questionnaires (Pros and Cons of Smoking scale
from the Decisional Balance measure, and the
Self-Efficacy/Temptation scale), in addition to a
brief survey soliciting information including current
smoking levels, age of smoking initiation, and
number of previous quit attempts. Demographic
information, primary mental health diagnosis, and
comorbid psychopathologies were obtained from
the OSI clinic database. A series of t-tests and
chi-square analyses will be used to examine bivariate
relationships between sociodemographic variables,
smoking status variables, and Stage of Change/
Decisional Balance subscale scores. Pearson’s
correlations will assess relationships between
sociodemographic and smoking history variables.
Stepwise linear regression models will investigate
multivariate relationships between aggregate
Decisional Balance and Self-Efficacy scores, sex,
and other smoking characteristics. The findings
will be compared to known patterns of smoking
cessation among civilians in the Stage of Change

model predicted by the TM. Results: Data analysis
is currently ongoing. Conclusions: We expect to
gain a basic epidemiological understanding of how
OSIs influence smoking maintenance and cessation
in military populations. We also expect the TM will
provide a useful construct for informing clinical
efforts to target smoking behaviour in a military
population.

No.2

PREVALENCE AND PREDICTORS OF POST
TRAUMATIC STRESS DISORDER AMONG
THOSE IN METHADONE MAINTENANCE
TREATMENT

Seth Himelhoch, M.D., M.PH., 737 West Lombard
Street, Suite 560, Baltimore, MID 21201

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the prevalence of
PTSD among those in methadone maintenance;
2) Identify the predictors of PTSD among those
in methadone maintenance; and 3) Appreciate the
opportunity to improve screening, diagnosis and
treatment of P'T'SD in methadone maintenance
programs.

SUMMARY:

Background: Opiate use may be associated with an
increased exposure to trauma, yet few studies have
evaluated the prevalence and predictors of Post
Traumatic Stress Disorder (PTSD) among those

in methadone maintenance. Methods: This single
site, cross sectional study assessed the prevalence
and predictors of PTSD among people receiving
methadone maintenance at an urban methadone
treatment program. All patients who received
methadone maintenance for at least 3 months,

but not longer than approximately 12 months,
were eligible to participate in the study. The Post
Traumatic Diagnostic Scale was used to determine
the prevalence of PTSD. The Life Stressor Checklist
Revised was use to evaluate trauma history.
Bivariate analysis evaluated associations between the
outcome of interest--diagnosis of PT'SD with the
following variables: 1) demographic characteristics,
2) results of the toxicology screen and the 3) trauma
history. Logistic regression analyses were used

to examine associations between demographic

and trauma related variables and the outcome of
interest-- diagnosis of PTSD. All reported p-values
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are 2-tailed. Results: Of the 115 eligible people,

89 (77 %) participated in the study. The average
participant age was 43.6 (SD=8.4). The majority of
participants were male (66.3%), non-white (70.8%),
non Hispanic (96.5%), unemployed (77.6%) and
unmarried (81.2%). Most of the participants had

at least a high school education (65.5%). Toxicity
screenings revealed that 51.1% of the participants
screened positive for one or more illicit substances.
The mean number of reported lifetime trauma
events was 8.0 (SD=3.7). PTSD was diagnosed in
27% of the participants.Being female (AOR [95%
ClIJ; 3.89 [1.07-14.01]), experiencing a greater
number of traumatic events (AOR [95% CI];1.34
[1.13-1.61]) and having less than a high school
education (AOR [95% CIJ;4.13 [1.14-14.98]) were
significantly associated with PTSD. Women with
PTSD were significantly more likely to report being
raped compared to men with PTSD. Conclusions:
PTSD is highly prevalent among those in this urban
methadone maintenance treatment program. Future
efforts may need to be directed toward improving
screening for traumatic events as well as PTSD
among those in methadone maintenance treatment.
This may be particularly true for women and those
with lower educational status who may be at a
particularly high risk for developing PTSD.

No.3

WORKERS’ RISKS OF PERMANENT
DISABILITY AND PREMATURE DEATH
UNDER THE CONDITIONS OF ALCOHOL
ABUSE AND ADDICTION

Felix Wedegaertner; M.D., M.P.H., Carl-Neuberg-Str. 1,
Hannover, 30625 Germany

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Appraise the impact of alcohol
abuse on all-cause mortality and occupational
disability if it surfaces by absenteeism from work,
psychiatric inpatient treatment or during hospital
treatment.

SUMMARY:

Aims: It was the aim of this study to estimate effects
of alcohol abuse on early retirement and premature
death in the working population with special
emphasis on alcohol related absenteeism from work
and inpatient treatment. Methods: Sample consisted
of 125.019 resp. 128.001 health insurance clients up
to age 58 resp. 74 were used. Mean follow-up period

was 6.4 years. Excess risks were calculated with

Cox regression models adjusted for age, gender,
education and job classification. Results: Both
alcohol-related absenteeism from work (without
inpatient treatment) and detoxification treatment
were associated with higher risks of early retirement
(RR 2.59,CI 2.21-3.04, p<0.001; RR 2.29, CI
1.99-2.62, p<0.001) and premature death (RR

3.26 CI 2.74-3.88, p<0.001; RR 4.41, CI 3.90-4.98,
p<0.001). Further analysis showed higher risks of
early retirement for males. Females who sought
inpatient treatment for alcohol abuse/addiction

had the highest risk of premature death (RR 7.75,
CI 5.61-10.68, p<0.001). Marked increases of the
risks for permanent disablity and death during

the follow-up period could also be oberserved

after all-cause inpatient treatment in patients

with a comorbid alcohol problem. Conclusions:

The detrimental effect of alcoholism on life
expectancy and capacity to work is considerable after
absenteeism from work, psychiatric treatment and
all-cause inpatient treatment. While female patients
in detoxification wards are a minority, they may be
more strongly affected by the somatic complications
of alcohol abuse. Nevertheless, strong selection
biases in this subsample need to be considered and
the data interpreted with caution.

REFERENCES:
1) Hannerz H, Borgs P, Borritz M. Life expectancies for
individuals with psychiatric diagnoses. Public Health
2001; 115 (5): 328-37.
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No.1

EFFECTIVENESS OF MOTIVATION-BASED
INTERVENTIONS TO REDUCE
CARDIOMETABOLIC RISK IN
LOW-RESOURCE PSYCHIATRIC
SETTINGS

Feanie Ise, M.D., 40 Rector St, 8th Floor, New York, NY
10006

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify factors contributing to
increased cardiometabolic mortality and morbidity
for people with serious mental illness (schizophrenia,
bipolar disorder, major depression); 2) Consider
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evidence-based /best practices, such as motivational
interviewing, that may be implemented in low
resource community psychiatry settings to enhance
health literacy, improve health outcomes and
potentially reduce costs.

SUMMARY:

Objective: People with serious mental illness
(schizophrenia, bipolar disorder, major depression)
have increased morbidity and mortality related

to higher rates of cardiometabolic disorders,
including diabetes. An intervention designed

to address barriers to accessing health care was
evaluated in low-resource community psychiatric
settings. Method: A Diabetes Self-Management
Toolkit and a Healthy Living Toolkit were piloted
in 81 New York City housing, case management
and clinic programs. Both Toolkits were structured
around workbooks enabling paraprofessionals

to use motivational enhancement techniques to
promote health literacy and treatment adherence
for patients with serious mental illness. The
effectiveness of these interventions was investigated
using objective measures of health risk, self-report
measures of health knowledge and behaviors, and
utilization of inpatient and emergency services,
assessed on a quarterly basis. Results: Significant
pre- to post-intervention improvements in

HbA ¢ levels, access to recommended diabetes
monitoring interventions, self-reported diabetes
self-management behaviors, and inpatient and
emergency utilization were found for participants
using the Diabetes Self-Management Toolkit
(n=204). Significant improvements on the

SF-8 Health Outcomes Questionnaire and in
self-reported health knowledge and behaviors were
found for participants using the Healthy Living
Toolkit (n=1351). Conclusions: These findings
suggest that a psychoeducational intervention based
on motivational enhancement techniques may
reduce cardiometabolic risk, and possibly health
care costs, for people with serious mental illness in
low-resource communities.

REFERENCES:
1) Miller WR, Rollnick S: Motivational interviewing:

Preparing people to change addictivebehavior. New York:

Guilford Press, 1991.

2)National Association of State Mental Health Program
Directors Medical Directors Council:

Morbidity and mortality in people with serious mental
illness. Http://www.nashmpd.org,

2006.

No.2

DEPRESSIVE SYMPTOM CLUSTERS ARE
DIFFERENTIALLY ASSOCIATED WITH
ATHEROSCLEROTIC DISEASE

Boudewijn Bus, M.D., Sint Jacobslaan 466, Nijmegen,
6533V Z Netherlands

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be: 1) Informed about the latest
developments in research on the relation between
cardiovascular disease and affective disorders.

SUMMARY:

Background - Depression increases the risk

of subsequent vascular events in both cardiac

and non-cardiac patients. Atherosclerosis, the
underlying process leading to vascular events,

has been associated with depression. This
association, however, may be confounded by the
somatic-affective symptoms being a consequence of
cardiovascular disease. While taking into account
the differentiation between somatic-affective

and cognitive-affective symptoms of depression,

we examined the association between depression
and atherosclerosis in a community based sample.
Methods — In 1261 participants of the Nijmegen
Biomedical Study (NBS), aged 50 through 70

and free of stroke and dementia, we measured the
intima-media thickness (IMT) of the carotid artery
as a measure for atherosclerosis and we assessed
depressive symptoms using the Beck Depression
Inventory (BDI). Principal components analysis of
the BDI-items yielded two factors, representing a
cognitive-affective and a somatic-affective symptom
cluster. While correcting for confounders, we used
separate multiple regression analyses to test the BDI
sum score and both depression symptom clusters.
Results — We found a significant correlation between
the BDI sum score and the IMT. However, whereas
cognitive-affective symptoms were not associated,
somatic-affective symptoms were associated with the
IMT. When we stratified for coronary artery disease,
the somatic-affective symptom cluster significantly
correlated with depression both in patients with

and patients without coronary artery disease.
Conclusions — The association between depressive
symptoms and atherosclerosis is explained by the
somatic-affective symptom cluster of depression.
Subclinical vascular disease thus may inflate
depressive symptom scores and may explain why
treatment of depression in cardiac patients hardly
affects vascular outcome.
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No.3
DIFFERENTIAL COMORBIDITY OF
MIGRAINE WITH MOOD EPISODES

Tuong-Vi Nguyen, M.D., 760 Stravinski, Brossard, 74X
1S9 Canada

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Describe the differential
comorbidity of migraine with mood episodes; 2)
List putative mechanisms of association between
migraine and mood episodes; and 3) Identify
unipolar mania as a separate bipolar syndrome
as defined by different clinical and demographic
correlates.

SUMMARY:

Objectives: Migraine has been found to be comorbid
with bipolar disorder and major depressive disorder
in clinical and population-based samples. However,
variability in findings across studies suggests that
examining mood episodes separately, as (1) manic
episodes alone (2) depressive episodes alone and

(3) manic and depressive episodes, may be fruitful
in determining which of these mood episodes are
specifically associated with migraine. Methods:
Using a population-based sample (n=36984), the
Canadian Community Health Survey 1.2, this
study examined lifetime prevalence of migraine in
subjects with lifetime history of manic episodes
alone, depressive episodes alone and both manic
and depressive episodes. Frequencies of migraine,
demographic and treatment variables were
conducted between the three subtypes of mood
disorders and bivariate testing was conducted using
chi-square tests, T-tests and ANOVAs. Logistic
regression analyses were conducted, controlling
for age, sex and education, (1) comparing rates

of migraine between each of the three subtypes

of mood disorders versus controls, and then (2)
comparing rates of migraine directly between

the three subtypes of mood disorders. Results:
Subjects with both manic and depressive episodes
were found to have different demographic and
treatment characteristics when compared to the
unipolar subtypes of mood disorders. Compared to
controls, the adjusted odds ratio of having migraine
was 2.0 (95%CI 1.4-2.8) for subjects with manic
episodes alone, 1.9 (95%CI 1.6-2.1) for subjects
with depressive episodes alone, and 3.0 (95%CI
2.3-3.9) for subjects with both manic and depressive
episodes. Compared to the unipolar subtypes of

mood disorders, the odds of having migraine were
significantly increased when subjects had both manic
and depressive episodes. Conclusions: Differential
comorbidity of migraine with the manic-depressive
subtype of bipolar disorder, when compared to
unipolar mania and unipolar depression, supports
the examination of mood disorders by specific type
of mood episode. Differences in demographic

and clinical correlates between unipolar mania

and the manic-depressive subtype further support
the existence of specific bipolar syndromes. These
findings strengthen the argument that different
phenomenology underlie migraine comorbidity with
mood disorders.

TUESDAY, MAY 17, 2011
9:00 AM - 10:30 AM

SCIENTIFIC AND CLINICAL REPORT
SESSION 25

SCHIZOPHRENIA &OTHER PSYCHOTIC
DISORDERS

No.1

GLYCINE TRANSPORTERTYPE 1
INHIBITOR RG1678: PHASE II STUDY
SUPPORTS CONCEPT OF GLYT1
INHIBITION FOR TREATMENT

OF NEGATIVE SYMPTOMS OF
SCHIZOPHREINA

Daniel Umbricht, M.D., Grenzacherstrasse 124, Basel,
CH-4070 Switzerland

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the concept of
glycine reuptake inhibition as a therapeutic principle
for negative symptoms of schizophrenia; and 2)
Explain the efficacy of RG1678, a potent inhibitor
of glycine transporter type 1 in patients with
predominantly negative symptoms.

SUMMARY:

Background: A Phase IIb proof-of-concept study
investigated the effects of RG1678, a potent,
noncompetitive inhibitor of glycine transporter
type 1 (Gly'T'1), on negative symptoms of
schizophrenia. Methods: Clinically stable patients
with predominant negative symptoms were
randomized to 8 wk of treatment with 3 doses of
RG1678 (10 mg, 30 mg, 60 mg) or placebo once
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daily as adjunct to 2nd-generation antipsychotics.
Efficacy parameters included: change from baseline
in Positive and Negative Syndrome Scale (PANSS)
negative symptom factor score (NSFS); proportion
of responders (defined as =20% improvement in
NSES); Clinical Global Impression-Improvement
(CGI-I) in Negative Symptoms; Personal and Social
Performance (PSP) scale. Populations analyzed
included intent-to-treat (I'T'T) and per protocol
(PP; patients who completed 8 wk of treatment
without any major protocol violations). Results: 323
patients were randomized (mean age, 39.9 = 10.1
[SD] years; PANSS total, 79.2 + 9.3; PANSS NSFS,
26.1 = 3.9). The NSFS showed a significantly
greater decrease from baseline (?=25%) in the 10 mg
and 30 mg groups vs. placebo (?=19%) in the PP
population (10 mg, p=0.049; 30 mg, p=0.034). The
percentage of responders in the PP population was
significantly higher in the 10 mg group vs. placebo
(65% vs. 43 %, p=0.013). Differences in CGI-I in
Negative Symptoms were significant for the 10 mg
group vs. placebo in both populations (I'T'T; p=0.021;
PP, p=0.025). Compared with placebo, there was a
trend towards functional improvement as assessed
by increase in PSP scale from baseline to week 8

in the 10 mg group in the PP population. RG1678
was well tolerated. Discussion: RG1678 is the 1st
compound in clinical development to demonstrate
a consistent and clinically meaningful reduction in
negative symptoms associated with a positive effect
on functionality. These results provide clinical
proof of concept of glycine reuptake inhibition as
a therapeutic principle for negative symptoms of
schizophrenia.

No.2

CHARACTERISTICS OF EYE-GAZE
DISTRIBUTIONS OF SCHIZOPHRENIA
PATIENTS MEASURED WITH SCANPATHS
DURING EMOTION-PROVOKING
CONVERSATION

Fae-Fin Kim, M.D., Ph.D., 712 Eonjuro, Gangnam-gu,
Seoul, 135-720 Korea

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand a defect in eye
gaze distribution during the conversation with two
people as one of disabilities of social cognition in
schizophrenia patients.

SUMMARY:

Impairment of social cognition affects social
functioning of schizophrenia patients. It has been
shown that patients with schizophrenia have
abnormal eye-gaze patterns, specially reduced eye
contacts during a one-on-one conversation. This
study was designed to investigate characteristics

of eye-gaze distributions of patients with
schizophrenia while talking with two persons.
Groups of schizophrenia patients (n=17, 8 males,
mean age 29.2) and healthy participants (n=18, 8
males, mean age 28.2) performed the virtual reality
conversation tasks in which two avatars were talking
with participants. Participants were asked to answer
the question of the main avatar at the end of the
conversation with positive or negative emotion.
During listening phase and expressing phase, the
characteristics of eye-gaze toward main avatar and
assistant avatar were measured with scanpaths.
During both listening phase and expressing phase,
schizophrenia patients showed shorter duration of
gaze toward the avatars than healthy participants.
Specially, during expressing phase of the scene
with positive emotion, both groups showed same
patterns of gaze distribution toward main and
assistant avatars. But during expressing phase of
the scene with negative emotion, schizophrenia
patients showed higher proportion of gaze toward
the assistant avatar than healthy participants. During
the negative scenes, the proportions of gaze toward
the assistant avatar had correlation with ER40
scores. It suggests a defect in social cognition that
schizophrenia patients don’t distribute their gaze
appropriately during the conversation with two

people.

REFERENCES:
1) Streit, M., Wlwer, W., & Gaebel, W. (1997). Facial-af-
fect recognition and visual scanning behaviour in the
course of schizophrenia. Schizophrenia research, 24,

311-317.

No.3

CHILDHOOD AND ADOLESCENCE
SYMPTOMS PREDICTING FIRST EPISODE
PSYCHOSIS IN GENERAL POPULATION:
THE NORTHERN FINLAND 1986 BIRTH
COHORT

Pirjo H. Maki, M.D., Ph.D., P O Box 5000, Oulu,
90014 Finland

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant
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should be able to: 1) Understand that both positive
and negative features are common in adolescence,
especially in subjects developing first episode
psychosis.

SUMMARY:

Objective: Prodromal symptoms are non-specific
problems often preceding frank psychosis.
Prospective general population based reports are
lacking on specific symptoms in childhood and
adolescence predicting psychosis in youth. The

aim was to describe which kind of symptoms in
childhood and adolescence precede onset of real
hospital-treated psychosis in young subjects in a
general population sample when taking account
specificity. Method: Members (N= 6,676) of the
Northern Finland 1986 Birth Cohort, an unselected
general population cohort, were examined in
childhood and adolescence. The 8 —year field study
included Rutter B2 questionnaire for teachers
screening neurotic and antisocial symptoms. The 16
—year field study included a 21-item PROD-screen
questionnaire screening prodromal symptoms for
last six months. The Finnish Hospital Discharge
Register was used to find out new cases of severe
mental disorders. The follow-up of psychotic and
non-psychotic disorders was from 1998 to 2008

for Rutter B2 scale analysis and from 2002 to

2008 for PROD-screen analysis. Cut-off points

for PROD-screen subscales (positive and negative
symptoms) were determined by Receiver Operating
Characteristics (ROC) —curve analysis. Results: High
scores of symptoms in Rutter B2 did not associate
with later psychosis. The highest prevalence of
positive symptoms in the PROD-screen were in

the group of subjects who developed psychotic
disorder (65%) compared to group of subjects

who developed non-psychotic disorder (36%,
p<0.001), and to group of subjects without any
disorder (27%, p<0.001). Respective figures for
negative symptoms were 55% in the group of
psychotic subjects, 30% in the group of subjects
with non-psychotic disorder (p=0.01) and 24% in
the ‘healthy’, without psychiatric hospital treatment
(p<0.001). Conclusions: Symptoms reported by
teachers at age of 8 years did not predict later
psychosis. This is understandable as Rutter Scale

is not meant to assess psychotic symptoms. On the
other hand both positive and negative features
were common in adolescents who later developed
psychosis. Acknowledgements: This study has been
funded by the Academy of Finland, the Signe and
Ane Gyllenberg Foundation, Finland and the Sigrid
Juselius Foundation, Finland.

REFERENCES:
1) Heinimaa M et al. Int ] Methods Psychiatric Res 2003;
12(2): 92-104 Jirvelin M-R et al. Br ] Obstet Gynaecol
1993; 100: 310-315
2) Miettunen ] et al. Association of cannabis use with
prodromal symptoms of psychosis in adolescence. Br J
Psychiatry 2008; 192(6): 470-471 Weinberger DR. Lancet
1995; 346: 552-57

No.4

IMPACT OF SECOND-GENERATION
ANTIPSYCHOTICS AND PERPHENAZINE
ON DEPRESSIVE SYMPTOMS IN A
RANDOMIZED TRIAL OF TREATMENT
FOR CHRONIC SCHIZOPHRENIA

Donald Addington, M.D., Department of Psychiatry,
Foothills Hospital, 1403 29th Street
NW; Calgary, Alb, T2N 2T9 Canada

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize symptoms

of depression in schizophrenia; and 2) Select
appropriate antipsychotics for the treatment of
depression in schizophrenia.

SUMMARY:

Objective: According to the American Psychiatric
Association Clinical Practice Guidelines for
schizophrenia, second-generation antipsychotics
may be specifically indicated for the treatment

of depression in schizophrenia. We examined

the impact of these medications on symptoms

of depression using the data from the Clinical
Antipsychotic Trials of Intervention Effectiveness
(CATIE), conducted between January 2001 and
December 2004. Method: Patients with DSM-IV-
defined schizophrenia (N = 1,460) were assigned

to treatment with a first-generation antipsychotic
(perphenazine) or one of 4 second-generation drugs
(olanzapine, quetiapine, risperidone, or ziprasidone)
and followed for up to 18 months (phase 1).
Patients with tardive dyskinesia were excluded from
the randomization that included perphenazine.
Depression was assessed with the Calgary
Depression Scale for Schizophrenia (CDSS). Mixed
models were used to evaluate group differences
during treatment with the initially assigned drug.
An interaction analysis evaluated differences in drug
response by whether patients had a baseline score
on the CDSS of = 6, indicative of a current major
depressive episode (MDE). Results: There were no
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significant differences between treatment groups
on phase 1 analysis, although there was a significant
improvement in depression across all treatments.

A significant interaction was found between
treatment and experiencing an MDE at baseline (P
=.05), and further paired comparisons suggested
that quetiapine was superior to risperidone among
patients who were in an MDE at baseline (P =
.0056). Conclusions: We found no differences
between any second-generation antipsychotic and
the first generation antipsychotic perphenazine and
no support for clinical practice recommendations
suggesting the use of second generation
antipsychotics over first generation antipsychotics
for the treatment of depression in schizophrenia.
We did detect a signal indicating a small potential
difference favoring quetiapine over risperidone only
in patients with an MDE at baseline.

REFERENCES:
1) Addington D, Addington J, Maticka-Tyndale E, et al.
Reliability andvalidity of a depression rating scale for
schizophrenics. Schizophr Res.1992;6(3):201-208.
2) Lieberman JA, Stroup TS, McEvoy JP, et al. Clinical
Antipsychotic Trialsof Intervention Effectiveness (CAT-
IE) Investigators. Effectivenessof antipsychotic drugs

in patients with chronic schizophrenia.N Engl ] Med.
2005;353(12):1209-1223.
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ADDICTION PSYCHIATRY/SUBSTANCE
USE DISORDERS

No.1

PROBLEM AND PATHOLOGICAL
GAMBLING AMONG VETERANS IN
CLINICAL CARE: PREVALENCE AND
DEMOGRAPHIC RISK FACTORS

Foseph Westermeyer, M.D., Ph.D., 1 Veterans Dr;
Minneapolis, MIN 55417

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to 1) Identify demographic and
clinical characteristics of veterans at high risk to
problem and pathological gambling; 2) Know how to
screen patients for gambling problems; 3) Diagnose
problem and pathological gambling; and 4) prevent
the development of gambling problems in veterans
with demographic and clinical risk factors.

SUMMARY:

Purpose was to determine prevalence rates of
Pathological Gambling and problem gambling,
along with possible demographic risk factors, among
veterans receiving VA care. Sample was randomly
selected from veterans receiving care in 2006 and
2007 at the Albuquerque and Minneapolis VAMCs.
Women and younger veterans were oversampled.
Findings revealed that the lifetime prevalence rate
of Pathological Gambling weighted for current

VA patients was 2.0%, twice the general adult
population rate. Current weighted prevalence of
Pathological Gambling was 0.9%, with an additional
0.2% continuing problem gambling and 0.9%
recovered. Lifetime weighted problem gambling
rate was 8.8%. Altogether, 10.7% had lifetime
Pathological Gambling or problem gambling.
Women had higher rates of Pathological Gambling,
but similar rates of problem gambling compared

to men. The greater prevalence of Pathological
Gambling for younger veterans aged 20-29

(1.3%) compared to veterans aged 30-39 (0.8%)
was unusual and warrants further investigation.
Conclusions: Veterans have high rates of gambling
problems than the general population. Female and
young veterans are at particular risk — an ominous
finding for the future VA patient population.

REFERENCES:
1) Westermeyer J, Canive J, Garrard J, Thuras P, Thomp-
son J. Lifetime prevalence of Pathological Gambling
among American Indian and Hispanic Veterans. American
Journal Public Health 2005;95(5):860-866.

No.2

DIFFERENT DIETS AND FOOD GROUPS
COMPARED IN TERMS OF THEIR ROLES
IN THE INCREASING RATES OF OBESITY
IN THE UNITED STATES

Marc Lindberg, Ph.D., 1 Marshall Drive, Huntington,
WV 25755

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the elements in food
that lead to increases in consumption and weight
gain, and therefore better treat obesity.

SUMMARY:

Background: Between 1970 and 2005, the average
Body Mass Index (BMI) in the Unites States
increased by roughly 10%. BMI levels at the high
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end have been linked to increases in diabetes,

heart disease, some types of cancer, depression,

and a host of other related problems. Thus, one

of the most important questions for researchers,
practitioners, and the general public is, “Why has
the BMI gone up so drastically in the last 35 years?”
Methods: Several different hypotheses were tested
with data for per capita food production available
for consumption after spoilage for different kinds
of foods and additives from the US Department

of Agriculture. These food groups were used as
independent variables to predict BMI increases. The
following hypotheses were tested. Hypothesis 1:
High-fat foods are most responsible for weight gain.
Hypothesis 2; Sugar and sweetener consumption is
most responsible for increases in BMI. Hypothesis
3: Foods high in palatability, most notably foods
high in fat and sugar, are most responsible for the
increases in BMI. Results: The additives of fat

and sugars in combination, not separately, best
predicted increases in BMI accounting for 97%

of the variance in the linear regression analyses.
When all food groups were entered into regressions
to predict increases in BMI, fats and sugars in
combination accounted for 96% of the variance for
females and 97% for males, with the other food
groups adding very little. Path analyses showed
that fat and sweeteners had direct effects on BMI
and were also the mediators of increased caloric
consumption. Popular diet hypotheses emphasizing
only fats, sugars, or carbohydrates were not strongly
supported. Conclusions: In line with the major
physiological theories emphasizing palatability as
the trigger stimulus in models of incentives and
addiction, palatability rather than particular foods
or food groups accounted for increases in BMI.
These physiological addiction based theories and
data along with these data suggest that one should
focus on palatability (the addictive aspect of food)
in dealing with the increasing problem of obesity

in the United States. Thus, the present data add to
the physiologically based theories of Volkow, Gold,
Koob, Kessler and others creating a theory with a
robust nomological net that extends to population

based data.

REFERENCES:
1) Kessler DA. The end of overeating. Taking Control of
the Insatiable American Appetite. New York, New York:

Rodale, 2009.

2) Volkow ND, Fowler ]S, Wang G. The addicted human
brain: insights from imaging studies. ] Clin Invest 2003;
111: 1444-1451.

No.3

ASSOCIATION BETWEEN IMPULSIVITY
AND DEPRESSION IN CURRENT AND
ABSTINENT METHAMPHETAMINE USERS

Helenna Nakama, M.D., 1356 Lusitana Street, 4th
floor; Honolulu, HI 96813

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify certain aspects
depression, impulsivity, and suicidal behavior in
methamphetamine (METH) users; 2) Analyze the
differences and associations between depression,
impulsivity, and suicidal behaviors in METH users;
and 3) Treat METH users with the knowledge

that depression and impulsivity may contribute to
suicidal behaviors in METH users.

SUMMARY:

Impulsivity may lead to substance use and suicidal
behavior. One of the risk factors associated with
suicide attempts in methamphetamine (METH)
users is depression. The direct relationship between
METH use, depression, and suicidal behavior is
unclear and may be related to impulsivity. Objective:
Assess whether impulsivity, depression, and suicidal
behaviors differed between current METH users,
abstinent METH users and controls; Assess
whether impulsivity was associated with depression
or suicidal behavior. Method: Cross-sectional
study in a university affiliated medical center; 86
subjects (28 controls, 30 abstinent, and 28 current
meth-users). Current users (used METH within
last 30 days) and abstinent METH users (last used
between 1-24 months) were METH-dependent
according to DSM IV and; controls never used any
METH. All subjects were healthy, HIV negative, &
had no significant medical or psychiatric illness or
history of other illicit drug dependence. Subjects
were assessed for estimated verbal IQ, completed
the Center for Epidemiologic Study-Depression
Scale (CES-D), Barrat Impulsivity Scale (BIS), Adult
Suicide Index Questionnaire (ASIQ). Results: The
3 groups were well-matched by sex and age (mean
34; 18-55 yrs). Compared to controls, current users
had the lowest education (12.6 vs abstinent 12.7 vs
current 11.7 years, p= 0.01), lowest estimated verbal
IQ (110 vs 102 vs 100, p=0.005), highest CES-D
scores (10.1 vs 12.6 vs 17.5, p= 0.01) and highest
ASIQ scores (9.7 vs 11.4 vs 18.4, p=0.04). Current
users scored the highest in each of the 7 BIS
subscales. Current and abstinent users were more
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impulsive than the controls (59.1 vs 68.7 vs 72.1,
p-values = 0.001), even after adjusting for CES-D
and age. Age was negatively associated with BIS,
p=0.07. CES-D also correlated with BIS (r=0.36,
p=0.001) and with ASIQ (r=0.35, p=0.003), but

BIS and ASIQ were not correlated (p=0.44). There
was no interaction between the groups. Covarying
1Q and education did not alter the results. For
METH-users, BIS was negatively correlated

with length of abstinence (r=-0.30, p=0.03), but

not duration or lifetime grams METH used.
Conclusions: Depression and impulsivity need to
be addressed in METH treatment due to the greater
risk for suicide in those who are depressed, and who
in turn might have greater impulsivity. Longitudinal
studies are needed to assess if symptoms will
diminish with abstinence.

TUESDAY, MAY 17, 2011
12:00 PM - 1:30 PM

SCIENTIFIC AND CLINICAL REPORT
SESSION 27

SCHIZOPHRENIA & OTHER PSYCHOTIC
DISORDERS

No.1
IS VITAMIN D IMPORTANT IN THE
SEVERELY MENTALLY ILL?

Nigel Bark, M.D., Bronx Psychiatric Center; 1500
Waters Place, Bronx, NY 10461

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Know that vitamin D is very
low in schizophrenia and the severely mentally ill;
2) Should be able to identify the known effects of
vitamin D or the lack of it: prenatally and in infancy
as a risk factor and in adults on general health,
diabetes, life expectancy etc; and 3) Wonder at the
apparent absence of effects on psychopathology or
outcome.

SUMMARY:

BACKGROUND: Low Vitamin D levels are
associated with increased mortality, diabetes, BMI,
Parkinson’s disease, falls, smoking, incontinence,
perhaps depression and cognitive functioning, and
nonwhite race, all of which are features of patients
in the authors’ hospital. Deficient vitamin D

perinatally is a risk factor for schizophrenia and in
adult rats it increases dopamine in the cortex and
hypothalamus. Low vitamin D has been reported
in severely mentally ill patients but there is no
evidence yet of whether it affects their symptoms
or outcome. METHODS: All patients in a State
hospital are having their Vitamin D level measured.
This is being correlated with demographics, medical
and psychiatric measures and movement disorders.
An open label 3 month intervention study of those
with low vitamin D has started. RESULT'S: As of
September 2010 143 subjects have been included,
104 with vitamin D levels. 33 had normal levels
(30-100ng/ml), 20 insufficient levels (20-29.9ng/
mL), 43 deficient levels (<20ng/ml) and 8 below
7ng/ml. There were significant correlations of
vitamin D level with prescription of vitamin D,
age and years of illness (because the elderly were
prescribed vitamin D), BPRS activation, CGI,
tardive dyskinesia and negative correlations with
GAF and HBAIC. There was a trend towards a
correlation with BPRS total and negatively with
diabetes. There was no correlation with skin color,
race, age of onset, sex, BPRS positive, negative or
depression/anxiety, BMI, cholesterol, triglycerides,
calcium, phosphorous, uric acid, blood pressure,
smoking status, Parkinsonism, Akathisia, falls,
psychiatric diagnosis or months in hospital. 12
subjects have entered the intervention study, with a
slight improvement in the PANSS but this may be
a time effect. DISCUSSION: The survey and the
study are half way through. Updated results will be
presented and whether Vitamin D is important in
the severely mentally ill will be discussed.

REFERENCES:
1) Holick MF. Vitamin D Deficiency. N Engl ] Med 2007;
357:266-81
2) McGrath JJ, Eyles DW, Pedersen CB etal Neonatal
Vitamin D Status and Risk of Schizophrenia. Arch Gen
Psychiatry 2010;67:889-894.

No.2

EXAMINING THE RESHAPING OF

AN ENDURING SENSE OF SELF: THE
PROCESS OF RECOVERY FROM A FIRST
EPISODE OF SCHIZOPHRENIA

Donna Romano, M.S.C., Ph.D., 600 University Ave,
Toronto, M5G 1X5 Canada

EDUCATIONAL OBJECTIVES:
At the conclusion of the session participants should
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be able to: 1) Understand the evolution of the
theoretical model which accounts for the process of
recovery from first episode of schizophrenia (FES);
2) Examine the concept of reshaping an enduring
sense of self in the context of FES and its clinical
implications; 3)Discuss interventions that promote
recovery for individuals experiencing FES; and 4)
Describe the implications of integrating recovery for
this FES clinical population.

SUMMARY:

Although many advances in the treatment of
schizophrenia have been made over the past decade,
little is known about the process of recovery from

a first episode of schizophrenia (FES). To date,

the study of recovery in the field of mental health
has focused on long-term mental illness. This

in depth qualitative study drew upon Charmaz’s
constructivist grounded theory methodology

to address the following questions: How do
individuals who have experienced a FES describe
their process of recovery? How does an identified
individual (e.g. friend, family member, teacher, or
clinician) describe their role during the participant’s
process of recovery, and their perception of the
recovery process? ‘len primary participants (who
self-identified as recovering from a FES) had two
interviews; in addition, there was a one-time
interview with a secondary participant, for a total
of 30 interviews. Data collection sources included
participant semi-structured interviews, participant
selected personal objects that symbolized their
recovery, and clinical records. The results provide

a substantive theory of the process of recovery
from a FES. The emergent process of recovery
model for these participants is comprised of the
following phases: ‘Lives prior to the illness’, ‘Lives
interrupted: Encountering the illness’, ‘Engaging

in services and supports’, ‘Re-engaging in life’,
‘Envisioning the future’; and the core category,
‘Re-shaping an enduring sense of self,” that occurred
through all phases. A prominent distinctive feature
of this model is that participants’ enduring sense of
self were reshaped versus reconstructed throughout
their recovery. The emergent model of recovery
from a FES is unique, and as such, provides
implications for clinical care, future research, and
policy development specifically for these young
people and their families.

REFERENCES:
1) Romano, D., McCay, E., Goering, P., Boydell, K., & Zi-
pursky. (2010). Reshaping an enduring sense of self: The
process of recovery from a first episode of schizophrenia.

Early Interventionin ~ Psychiatry, 4(3), 243-250.

2) Charmaz, K. (1990). Discovering chronic illness: Us-
ing grounded theory. Social Science in Medicine, 30,
1161-1172

No.3

AHEAD OF HIS TIME: A CENTENNIAL
REVISIT OF BLEULER’S GROUP OF
SCHIZOPHRENIAS AND IMPLICATIONS
ON PATIENT CARE AND TREATMENT

Roger Peele, M.D., P O Box 1040, Rockville, MID
20849-1040

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1)Identify the prominent
symptoms of schizophrenia; 2) Analyze diagnostc
procedures; 3) Diagnose schizophrenia and its
variations; and 4) Treat schizophrenia

SUMMARY:

In Dementia Praecox or the Group of
Schizophrenias published in 1911, Bleuler “called
dementia praecox ‘schizophrenia’ because the
‘splitting” of the different psychic functions is one
of its most important characteristics.” Using this
terminology, he was able to encompass disorders
with similar presentation. He proceeded to explain
the concept of splitting by describing the alterations
in psychic functions, which he’d been observing

in patients. He proposed that certain symptoms
were present and characteristic of schizophrenia

at every period of the illness and identified them as
“the fundamental symptoms.” The fundamental
symptoms included alterations in simple functions
such as association, affectivity and ambivalence and
in compound functions such as autism, attention,
and will. Hallucinations, delusions along with
somatic and catatonic functions were defined as “the
accessory symptoms.” His concept has come to be
known as 4 As of schizophrenia. Over the last 100
years, the defining symptomatology of schizophrenia
has been modified multiple times with the
emergence of new theories and ongoing research.
The presenting symptoms of schizophrenia were
classified as positive and negative symptoms.
Bleuler’s fundamental symptoms started to be
referred to as negative symptoms. As a consequence
of positive effect of typical antipsychotics on

visible symptoms and change in nomenclature,

the positive symptoms became the cardinal and
diagnostic symptoms of schizophrenia. The less

rich and positive symptom oriented definition of
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schizophrenia in DSM-III influenced the concept

of schizophrenia and had significant implications
on patient care and treatment and on the focus

of clinical research. The efficacy of clozapine on
negative symptoms of schizophrenia and resulting
improvement in the functioning and quality of life of
the patients with schizophrenia drew the attention
back to the negative symptoms. The advances

in neuroimaging and neuroscience disclosed the
significance of impaired neurocircuits involved

in cognitive processes in the pathophysiology of
schizophrenia. We will discuss the results of current
research that indicate the impairment in differential
cognitive functions in schizophrenia, its correlation
with Bleuler’s description and its implications on
patient care and treatment.

SCIENTIFIC AND CLINICAL REPORT
SESSION 28-
PATIENT SAFETY & SUICIDE

No.1

THE PSYCHIATRIC PAUSE: REDUCING
NEGATIVE OUTCOMES BY REQUIRING
SERIAL EVALUATIONS BEFORE
DISCHARGE

Stephen Cummings, M.D., 222 W 39th Ave, San Mateo,
CA 94019

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify potential clinical and
medical-legal benefits of required serial evaluations
of potentially dangerous patients in psychiatric
emergency rooms; 2) Perform, or describe how to
perform, such serial evaluations; and 3) List typical
problems in implementing a requirement for serial
evaluations and describe potential solutions

SUMMARY:

Objective: "To report experience with required
serial evaluations before discharge (the “psychiatric
pause”) over a four year period at a public hospital
psychiatric emergency room. Method: A discussion
of the rationale for the psychiatric pause, a
description of its implementation at one hospital,
and a preliminary report on experience with its use
there over a 4 year period. Results: There have
been few suicide attempts shortly after discharge
among patients evaluated with a psychiatric pause.
Use of the psychiatric pause has not led to serious

workflow problems, the procedure has been accepted
by patients and emergency psychiatrists, and
reaction on the part of JCAHO site visitors has been
favorable. Conclusions: The psychiatric pause is

a potentially useful method for reducing negative
outcomes following psychiatric emergency room
visits and deserves further discussion and study.

No.2

USING THE JEOPARDY GAME FORMAT TO
TEACH RESIDENTS ABOUT REDUCING
MEDICATION ERRORS

Geetha Jayaram, M.D., M.B.A., Meyer 4-101, Jobns
Hopkins Hospital,, Baltimore, M[D
21287

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the need to be
knowledgeable about medication errors; 2) Work
with pharmacists to avoid common pitfalls in
prescribing; and 3) Use electronic systems to avoid
adverse events.

SUMMARY:

Background:The focus on errors in psychiatry
began with the IOM report in 2001. Since then,
efforts have been made to identify systems problems,
errors in processes of prescribing, transcribing,

and dispensing medications to patients primarily

on psychiatric inpatient units. Method:We studied
medication error reduction by the use of an
electronic Physician Order Entry System (POE),
electronic error reporting system (Patient Safety
Net PSN),nurse and resident training, and a
systematic data collection system that monitored
changes in numbers and types of errors. Among
education formats that were highly popular with
residents was the Jeopardy game format for teaching.
Results: Over 5 years,we accomplished significant
error reductions. Reported errors (confirmed by
independent audit of charts chosen by random
numbers)of prescribing and transcribing per 1,000
billed doses decreased over time from 1.47 to .25

to .14 in 2003, 2005 and 2007, respectively, with
electronic entries. Reported errors of preparation
and administration per 1,000 billed doses also
decreased from 1.17 to .46 to .29 in 2003, 2005 and
2007 respectively(All results with p values <.002 to
.000001 levels. Kappa scores of inter-rater reliability
of audits was 0.60 or greater. Conclusions: The
Jeopardy game format is a useful tool for teaching
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about avoiding med errors. A game will be played
during the workshop with 2 teams of residents or
junior faculty to illustrate.

REFERENCES:
1) 1.Jayaram G. Medication Errors in Psychiatric Treat-
ment: Where Do We Go From Here? Psychiatry.
2007;(4):63-64.
2)Jayaram G, Herzog A. Handbook on Patient Safety:
SAFEMD: Practical Applications and Approaches to
safe Psychiatric Practice. APPI Press 2009. ISBN:
978-0-89042-345-5.
3) K. Purcell. MD, PharmD. Teaching clinical pharmacol-
ogy and toxicology to pediatric residents: use of a Jeop-

ardy Game Format. Clinical Pharmacology and therapeu-
tics, Vol 65, No. 2,Pg 173.

No.3
ETHNIC DIFFERENCES IN SUICIDE
ATTEMPTS IN THE UNITED STATES

Shay-Lee Bolton, M.S., PZ430-771 Bannatyne Avenue,
Winnipeg, R3E 3N4 Canada

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Discuss the relevant literature
on race/ethnic differences on suicidal behavior;
and 2) Identify common and race/ethnic specific
correlates of suicide attempts.

SUMMARY:

Controversy exists around the relationship between
ethnicity and suicidal behavior. Some studies
indicate higher risk among Whites compared with
other ethnic groups, such as Blacks or Hispanics,
yet others have suggested the converse. There is also
some question as to whether risk and protective
factors for suicide attempts measured in general
population samples may not apply to specific ethnic
groups. A recent review in this area noted that there
is a need for large studies in general population
samples, allowing exploration of differences in the
prevalence and correlates of suicide attempts among
a range of ethnic groups. The aim of the current
study is to examine the prevalence and correlates
(risk and protective) of suicide attempts in a large,
representative, and ethnically diverse sample of

the American general population. Data were from
the National Epidemiologic Survey of Alcoholism
and Related Conditions NESARC; N=34,653),

the largest nationally-representative mental health
survey ever conducted. Race/ethnic categories were

based on self-identified race/ethnicity. Descriptive
and logistic regression analyses were utilized to
examine differences in prevalence and correlates of
lifetime suicide attempts among Whites, Blacks,
American Indians/Alaska Natives, Asians/Native
Hawaiians/Other Pacific Islanders, and Hispanics
(any race). All analyses were stratified by sex. The
highest prevalence of SA was consistently noted
among male and female American Indians/Alaskan
Natives, with 3.1% and 9.2%, respectively. American
Indian/Alaska Native females were twice as likely
as White females to report a lifetime history of
suicide attempt (Unadjusted odds ratio [OR] =
2.18,95% Confidence Interval [CI]: 1.47-3.22).

In contrast, Asian/Native Hawaiian/Other Pacific
Islander females were less than half as likely as
White females to endorse a lifetime suicide attempt
(OR=0.42,95% CI: 0.22-0.78). No significant
differences were noted in prevalence of suicide
attempts among males. A range of differences in
correlates of suicide attempts will be described.

In conclusion, this study is the first to explore the
relationship between suicide attempts and ethnicity
in a large ethnically diverse general population
sample. As ethnic diversity in the US continues to
increase, the identification of common and specific
risk and protective factors for suicide attempts is
critical. This study hopes to shed some light on this
controversial area.

REFERENCES:

1) Perez-Rodriguez MM, Baca-Garcia E, Oquendo
MA, Blanco C. Ethnic differences in suicidal
ideation and attempts. Prim Psychiatry 2008, 15:
44-53.

2) Oquendo MA, Lizardi D, Greenwald S, Weissman
MM, Mann JJ. Rates of lifetime suicide

attempt and rates of lifetime major depression in

different ethnic groups in the United States. Acta
Psychiatr Scan 2004, 110: 446-451.

WEDNESDAY, MAY 18, 2011
7:00 AM - 8:30 AM

SCIENTIFIC AND CLINICAL REPORT
SESSION 29-
MOOD DISORDERS -2

No.1

EFFICACY OF VALPROIC ACID, LITHIUM
CARBONATE AND CARBAMAZEPINE IN
MAINTENANCE PHASE OF BIPOLAR
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DISORDER- A NATURALISTIC STUDY

Eric Peselow, M.D., 308 Seaview Ave., Staten Island,
NY 10305

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Evaluate the efficacy of
lithium, depakote and tegretol in the prophylaxis of
recurrent bipolar illness in order to ensure optimum
treatment.

SUMMARY:

Background -Bipolar disorder is a lifelong illness for
90% of patients who experience a manic episode.
Maintenance treatment is usually recommended.
Our goal was to look at the efficacy of lithium,
depakote and tegretol as maintenance treatment of
bipolar disorder in a naturalistic setting. Method-
225 outpatients with bipolar disorder were followed
for up to 124 months, or until they had a manic or
depressive episode, or dropped out of the study well
98 patients (43.6%) were taking lithium, 77 (34.2%)
depakote, and 50 (22.2%) tegretol. Results- A

total of 103 patients (45.8%) had either a manic or
depressive episode during the study period. Across
the medication groups, 36.7% of the patients taking
lithium (N = 36), 54.5% of the patients taking
depakote (N = 42), and 50% of the patients taking
tegretol (N = 25) had either a manic or depressive
episode at some point during the 124 month study
period. The median survival time was 45.76 months
for the entire sample, 36 months the depakote
group, 42 months tegretol, and 81 months for
lithium. 52 patients dropped out of the study well
and 70 remained in the study well. A cox regression
model evaluating the probability of having a manic
or depressive episode among the three medications
after controlling for several covariates showed that
patients taking depakote had a significantly higher
risk of having a manic or depressive episode than
patients taking lithium. For patients taking depakote
the hazard of having a manic or depressive episode
was 1.63 (CI 1.01 - 2.63) times higher vs. patients
taking lithium. Thus, the hazard of becoming
unstable was 38.5% lower in patients taking lithium
compared to those taking depakote. There was

a non-significant trend for greater maintenance
efficacy of lithium vs tegretol and tegretol vs
depakote. Conclusion- Lithium patients had
statistically better maintenance than the depakote
group and a trend toward better maintenance vs.the
tegretol group in this naturalistic setting.

REFERENCES:
1) Graham ], Munro A, Slaney C et al. Prophylactic treat-
ment response in bipolar disorder: Results of a naturalistic
observation study. Journal of Affective Disorders 104

(2007)
pp185-190

No.2

L-METHYLFOLATE AUGMENTATION
OF SELECTIVE SEROTONIN REUPTAKE
INHIBITORS FOR MAJOR DEPRESSIVE
DISORDER: RESULTS OF TWO
RANDOMIZED, DOUBLE-BLIND TRIALS

George Papakostas, M.D., One Bowdoin Square, 6th
floor; Boston, MA 02114

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Evaluate and discuss the
results of two randomized, double-blind trials
of L-methylfolate augmentation of SSRIs in
SSRI-resistant depression.

SUMMARY:

Objective: "To evaluate the efficacy of L-methylfolate
as augmentation for major depressive

disorder (MDD). Methods: Two randomized,
placebo-controlled trials of L-methylfolate
(Deplin) augmentation of SSRIs were conducted.
"To enhance signal detection, a novel study
design (sequential parallel comparison design-
SPCD) was employed. In study one (TRD-1),
148 outpatients with SSRI-resistant MDD were
enrolled in a 60-day, SPCD study, divided into
two 30-day periods (phases 1 and 2). Patients
were randomized in a 2:3:3 sequence to receive
L-methylfolate (7.5mg/d in phase 1, 15mg/d

in phase 2), placebo in phase 1 followed by
L-methylfolate 7.5mg/d in phase 2, or placebo
for both phases. Study two (T'RD-2) involved 75
outpatients with SSRI-resistant MDD, and was
identical in design to TRD-1 with the exception
of the target dose of L-methylfolate (15mg).
Results: In the TRD-1 Study, L-methylfolate
7.5 mg/d was not found to be more effective than
placebo (weighted difference in response rates,
approximately 3% in favor of placebo). However,
the response rate for L-methylfolate (7.5mg/d)
non-responders during phase 1 who underwent
an increase in L-methylfolate dose (15mg/d)
during phase 2 was 24.0% compared to 9.0% for
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placebo (p=0.1). In phase 1 of the TRD-2 Study,
37% of the patients on L-methylfolate (15mg/d)
responded and 18% placebo patients responded,
while in phase 2 among placebo non-responders,
the response rates were 28% on L-methylfolate
(15mg/d) and 9.5% on placebo. When phases 1 and
2 were analyzed according to the SPCD model, the
pooled difference in response rates was statistically
significant in favor of L-methylfolate (p=0.0399).
In terms of tolerability, the rates of spontaneously
reported AEs appear to be rather comparable
between L-methylfolate and placebo in both
studies. In the same population, the rates of study
discontinuation were also rather comparable (11.3%
in TRD-1 and 10.8% in TRD-2 for L-methylfolate
and 12.0% in TRD-1 and 10.4% in TRD-2 for
placebo). Conclusion: These studies suggest that 15
mg/d of L-methylfolate may be a safe and effective
augmentation strategy for patients with inadequate
response to SSRI treatment. These studies were
funded by Pamlab, LLC.

No.3

ASSESSMENT OF A BIOMARKER PANEL
FOR MAJOR DEPRESSIVE DISORDER IN A
COMMUNITY BASED STUDY

Perry Renshaw, M.D., Ph.D., 383 Colorow Drive, #309,
Salt Lake City, UT 84108

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the clinical value
of the application of a multianalyte biomarker panel
to MDD diagnosis and patient management.

SUMMARY:

Objective: The objective of this study was to
begin to assess the clinical validity and utility of a
multianalyte panel of biomarkers for depression.
Method: The MDDScore™ test was developed by
evaluation of a group of serum-based biomarkers
known to have a role in key physiological
processes that play a role in depression, including
representative markers of the neurotrophic,
metabolic, inflammatory, and HPA axis processes.
To evaluate the diagnostic application and clinical
value of the test, a Clinical Experience Program
(CEP) was conducted with a group of medical
professionals in psychiatry who see and/or treat
patients with psychiatric disorders including
MDD. Following IRB approval, each participating
physician was asked to enroll patients (~10)

previously diagnosed with or suspected to have
MDD based on clinical signs and symptoms. All
participating patients had a clinical diagnosis of or
clinical symptoms consistent with depression and
were either untreated or undergoing antidepressant
therapy at the time of the study. A total of 95
patients with a range of psychiatric diagnoses,

albeit predominantly MDD, were enrolled over a
period from December 2009 to March 2010, and

80 of these completed the study. The mean age of
the study population was 48.5 + 12.6 with a range
from 21-80 years. Fifty-six (70%) were female and
24 (30%) were male. On each patient sample, the
MDDScore™ was determined by quantitative
immunoassay and a group optimized and weighted
algorithm. Results: The MDDScore™ results for the
CEP patients encompassed the reportable range of
the test, ranging from <1 to >9, with 1 a low risk of
MDD and 9 a high risk. The CEP group had a with
mean score of 8.1 = 2.3. In this clinical population,
the test score was highly predictive of the previously
established clinical diagnosis for individual patients,
with a percent concordance of >89%. Nine of
eighty patients had low (<4) or indeterminate (~5)
MDDScores™. When MDDScores from male and
female CEP patients, 21-50 years, were compared
to an age and sex matched population of healthy
normal subjects, the mean MDDScore for Patients
(n=28) was 7.9 = 2.3 while normal subjects (n=28)
had a mean score of 2.8 + 2.1. Conclusion: The p
value for segregating MDD patients from healthy
normal subjects was highly significant (p < 0.0001)
over a broad range of male and female patients
within a community based population. Case studies
supporting the clinical utility of the test will also be
presented.

No.4

DECREASE IN DEPRESSION PREDICTS
LONGER SURVIVAL WITH METASTATIC
BREAST CANCER

David Spiegel, M.D., Room 2325 401 Quarry Road,
Palo Alto, CA 94305-5718

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the relationship
between depression and cancer progression.

SUMMARY:
Purpose: Numerous studies have examined the
co-morbidity of depression with cancer, and some
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have indicated that depression may be associated
with cancer progression or survival. However,

tew have assessed whether changes in depression
symptoms are associated with survival. Methods:

In a secondary analysis of a randomized trial

of supportive-expressive group therapy, 125
women with metastatic breast cancer completed a
depression symptom measure (CES-D) at baseline
and were randomized to receive treatment or to a
control group that received educational materials.
At baseline and 3 follow-ups, 101 of these women
completed a depression symptom measure. We

used these data in a Cox Proportional Hazards
analysis to examine whether decreasing depression
symptoms over the first year of the study (the
length of the intervention) would be associated
with longer survival. Results: Median survival time
was 53.6 months for those decreasing on CES-D
scores over one year and 25.1 months for those
increasing. There was a significant effect of change
in CES-D over the first year on survival out to 14
years (p = 0.007), but no significant interaction
between treatment condition and CES-D change
on survival. Neither demographic nor medical
variables associated with survival time such as age at
diagnosis, disease-free interval, or hormone receptor
status accounted for explained this association.
Conclusions: Decreasing depression symptoms

over the initial year were associated with longer
subsequent survival for women with metastatic
breast cancer in this sample. Further research would
be necessary to confirm this hypothesis in other
samples, and causation cannot be assumed based on
this analysis.

REFERENCES:

1) Decrease in Depression Symptoms is Associated with
Longer Survival inMetastatic Breast Cancer Patients: A
Secondary AnalysisJanine Giese-Davis1, Kate Collie, Kate
M. S. Rancourt, Eric Neri, Helena C. Kraemer, David

Spiegel. Journal of Clinical Oncology, in press.

SCIENTIFIC AND CLINICAL REPORT
SESSION 30

PERSONALITY DISORDERS

No.1

SCHEMA THERAPY: A COMPREHENSIVE
TREATMENT FOR BORDERLINE
PERSONALITY DISORDER

Heather Fretwell, M.D., 2919 S Post Rd, Indianapolis,

IN 46239

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Describe the treatment model
of schema therapy for borderline personality
disorder; 2)Identify its comparative effectiveness to
treatment as usual; 3) Identify appropriate clients
for referral; and 4) Describe the implementation of
this model in group therapy format at a community
mental health center.

SUMMARY:

Objective: This clinical report is designed to
describe recent research for the treatment of
Borderline Personality Disorder with Schema
Therapy. Schema Therapy (ST) is a relatively new
and highly effective treatment for BPD patients.
Based on an integrative model, borrowing
techniques and insights from CBT, attachment
theory and other developmental theories,
experiential therapies, psychodynamic theories,

and interpersonal therapies, it offers a treatment
model of BPD that is highly valued by many
patients and therapists. Method: So far, 3 RCT’
and one case series study have tested effectiveness
and cost-effectiveness, and demonstrated favorable
results of ST. This report will focus on two RTCs,
one for individual ST and one for group ST, as well
as give an update on the adaptation of the ST group
therapy model in an community mental health
center program consisting of 100+ patients with
BPD. Outcome measures include the BPDSI, GAF,
patient retention, and cost of care. Results: Notably,
these studies demonstrated that ST can lead to full
recovery of BPD and a quality of life in the normal
range of the general population, and demonstrate
cost effectiveness in clinical settings. Conclusion: ST
can be successfully implemented in regular health
care. An important new development is the use of
group-ST which is not only potentially less costly
than individual ST, but also seems to accelerate
recovery from BPD by the use of specific group
factors.

REFERENCES:
1) Giesen-Bloo, Josephine, et al. “Outpatient Psycho-
therapy for Borderline Personality Disorder: A Ran-
domized Trial of Schema-Focused Therapy vs Trans-
ference-Focused Psychotherapy.” Arch Gen Psychiatry.

20006;63:649-658.
2) Farrell, Joan, et al. “A schema-focused approach to
group psychotherapy for outpatients with borderline
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personality disorder: A randomized controlled trial.”
Journal of Behavior Therapy and Experimental Psychiatry
Volume 40, Issue 2, June 2009, Pages 317-328

No.2
SMOKING IN PATIENTS WITH
BORDERLINE PERSONALITY DISORDER

Frances Frankenburg, M.D., 200 Springs Road, Bedford,
MA 01730

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize that almost half of
borderline patients smoke on a regular basis; and 2)
Recognize that smoking is a significant risk factor
for serious respiratory disease in patients with BPD.

SUMMARY:

This study has two main objectives. The first is

to determine the prevalence of smoking among
patients with borderline personality disorder (BPD)
and axis II comparison subjects. The second is to
assess the relationship between smoking and serious
respiratory disease in these patient groups. Method:
290 patients meeting both DIB-R and DSM-III-R
criteria for BPD and 72 axis II comparison subjects
were interviewed concerning their smoking habits
and physical health six times over 10 years of
prospective follow-up. These blinded assessments
were made every two years using a semi-structured
interview of proven reliability. Results: Borderline
patients were significantly more likely than axis II
comparison subjects to be regular smokers (steady
rates over time of about 45% vs. 30%). In addition,
smoking in borderline patients was a significant
risk factor for chronic bronchitis (RRR=1.9),
emphysema (RRR=12.9), and the overarching
category of COPD (RRR=2.2) but not in axis II
comparison subjects. Conclusions: Taken together,
the results of this study suggest that smoking

is a common and persistent problem in patients
with BPD. They also suggest that smoking is a
significant risk factor for serious respiratory disease
in borderline patients.

REFERENCES:
1) Frankenburg FR, Zanarini MC: The association be-

tween borderline personality disorder

and chronic medical illnesses, poor health-related life
style choices, and costly forms of

health care utilization. J Clin Psychiatry 2004,
65:1660-1665.

No.3

DUAL CHALLENGE IN THE FIELD: HOW
TO IDENTIFY AND TREAT PATIENTS
WITH CO-MORBID DIAGNOSES

OF BIPOLAR AND BORDERLINE
PERSONALITY DISORDERS

Bernadette Grosjean, M.D., Harbor UCLA 1000 West
Carson streetbox 497, Torrance, CA
90509

EDUCATIONAL OBJECTIVES:

At the end of this report, the participant should able
to: 1) Identify the symptoms necessary to make a
differential diagnosis between borderline personality
disorder and bipolar disorder as either isolated or
co-occurring disorders; and 2) Participants will be
able to identify the therapeutic approaches needed
to address these different problems and will have

a better understanding of the specific challenges
the provider faces when dealing with such dual
pathology within a therapeutic team.

SUMMARY:

In 2004, California’s voters passed Proposition 63
(Mental Health Services Act)to improve the delivery
of mental health services . As a result, Full Service
Partnership (FSP) programs were implemented.
Patients referred to FSP are adults diagnosed

with a severe mental illness who require intensive
delivery of services in the community. The majority
are homeless and high utilizer of state and county
services: emergency room, inpatient units and jail.
The FSP team task is to do “whatever it takes” to
outreach, engage and treat in the field patients who
present multiple and severe psychopathology. After
three years, our team realized that many of our
patients were presenting a borderline personality
disorder beside the severe axis I diagnosis required
to enter the program. This clinical observation
confirmed indirectly previous researches showing
that patients with bipolar disorder and personality
disorder had significantly more lifetime day
hospitalized and more severe symptomatology

than those without PD ( Barbato and Hafner(1998),
were less likely to show symptoms recovery and

less functional recovery (Duynarich et al 1996,
2000) and had worse outcome, lower rate of
employment, more complex medication regimen and
greater likelihood of substance abuse(Kay et al 2002;
Bieling et al 2003). In this presentation the author
will examine the data from the literature and from
Harbor UCLA FSP program related to this dual
pathology. She will then review the clinical diagnosis
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and therapeutic challenges presented by that
population. Finally she will offer general guidelines
to work with patients presenting these complex and
intricate psychopathology.

REFERENCES:
1) Descriptive and Longitudinal Observations on the Re-
lationship of Borderline Personality Disorder and Bipolar
Disorder. Gunderson et al. American Journal of Psychia-

try 163 (7): 1173. (2006)

No.4
IMPLEMENTING STEPPS IN IOWA
PRISONS

Donald W. Black, M.D., Psychiatry Research MEB, lowa
City, I4 52442

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand borderline
personality disorder as an emotional intensity
disorder; 2) Describe the STEPPS approach to
treatment; and 3) identify its role in the treatment
armamentarium in correctional settings.

SUMMARY:

Borderline Personality Disorder (BPD) is highly
prevalent among offenders in US prisons, with
estimates ranging from 27% of men to 55% of
women. BPD also presents significant behavioral
and management problems in the prison setting;
offenders with BPD also are more likely to be
convicted of serious and violent crimes. Experts
have observed that any treatment that lessens the
symptoms of a personality disorder is likely to lessen
the individual’s offending behavior. Currently, there
are few effective, data-based, programs to treat BPD
in prisons. The Iowa Department of Corrections
recognized that offenders with BPD have special
needs that were not being addressed, and have

been instrumental in implementing the STEPPS
program in Iowa prisons to fill this gap. We describe
the use of STEPPS in men’s and women’s units

in Iowa prisons. The program has also been used

in community corrections. With appropriate
supervision STEPPS can be implemented with a
minimum of training and expense. Our experience
demonstrates the feasibility of training and
providing supervision of prison-based mental health
professionals and prison-based STEPPS groups

via telemedicine. Data collected in the prisons show
that men and women participating in STEPPS
experience significant improvements in BPD-related

symptoms, negative affectivity, and depression. The
program also has achieved high levels of acceptance
from offenders with BPD and therapists. STEPPS
has been disseminated widely throughout the US
and is now being used in prisons in several states.

REFERENCES:
1) Black DW, Blum N, Eichinger L, McCormick B, Allen
J, Sieleni B: Systems Training for
Emotional Predictability and Problem Solving (STEPPS)
in women offenders with borderline

personality disorder in prison: a pilot study. CNS Spec-
trums 2008; 13:881-886.

WEDNESDAY, MAY 18,2011
9:00 AM - 10:30AM

SCIENTIFIC AND CLINICAL REPORT
SESSION 31

ATTENTION SPECTRUM DISORDERS

No.1

ASSESSMENT OF COGNITIVE CHANGE
IN ADULTS AND CHILDREN WITH
ATTENTION DEFICIT DISORDER
DURING MEDICATION TREATMENT

Kathleen Decker; M.D., 100 Emancipation Dr;
Hampton, VA 23607

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize cognitive measures
that change during treatment of ADD with
medication; 2) Approach treatment of patients
with ADD in a more quantitative manner; 3) Apply
known cognitive tests to their treatment of patients
with ADD to; and 4) Evaluate medication response
in routine office clinical settings.

SUMMARY:

Objective: The goal of this study was to examine
cognitive functioning in the course of routine
community psychiatric treatment for Attention
Deficit Disorder (ADD) in adults and children
during routine clinical office practice using an
abbreviated (1-hour) cognitive test. Method: Adult
(n=12) and pediatric (n=11) patients from a solo
clinical psychiatric practice who met DSM-IV
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criteria for ADD underwent abbreviated cognitive
testing. The Slosson Full-Range Intelligence Test
(SFRIT) was administered prior to treatment and
after 3-6 months of medication treatment for ADD
with stimulants and/or certain antidepressants.
Paired student’s t-test was applied to each patient’s
age-adjusted cognitive performance on the SFRIT
overall (Full-Range Intelligence Quotient or FRIQ)
and its subscales-Verbal, Performance, Memory,
Abstract and Quantitative. Results: Adults treated
for ADD showed significant improvement on
memory and abstract scales of the SFRIT after
treatment with psychotropic medications (p=.01,
.03 respectively). Pediatric patients demonstrated
improvement on the SFRIT overall and all subscales
of the SFRIT after treatment with p<.05 on

FRIQ, Verbal, Performance, Memory, Abstract

and Quantitative scales. Conclusions: Significant
improvement was noted in memory, performance
and abstract subscales in patients treated with
psychotropic medications for Attention Deficit
Disorder in both adults and children. Improvement
in verbal scores was variable in adults and did not
achieve statistical significance, although pediatric
patients improved on all subscales. Therefore, this
measure may be clinically useful as one of several
methods of monitoring improvement in both adults
and children during medication treatment of ADD.
Limitations of the study include the fact that the
sample size was small and that although this is a
highly structured test, the psychiatrist was not blind
to treatment status while administering the SFRIT.
Clinicians in private practice can administer a rapid,
quantitative cognitive test (SFRI'T) to monitor
progress in treatment of ADD in adults and children
during routine office practice. None of the research
presented in this abstract was funded by any industry
or institution.

REFERENCES:
1) Biederman J, Seidman L], Petty CR, Fried R, Doyle
AE, Cohen DR, Kenealy DC, Faraone SV. Effects of
stimulant medication on neuropsychological functioning
inyoung adults with attention-deficit/hyperactivity disor-
der.J Clin Psychiatry. 2008 Jul;69(7):1150-6.
2) Conners, CK Casat, CD Gualtieri, CT, Weller, E,
Reader, M, Reiss, A, Weller, RA,
Khayrallah, M, Ascher, J: Bupropion hydrochloride in
attention deficit disorder with hyperactivity. ] Am Acad
Child & Adol Psychiatry 1996; 35(10):1314-1321.
3) Scheffler RM, Brown T'T, Fulton BD, Hinshaw SP,
Levine P, Stone S. Positive association between attention
deficit/hyperactivity disorder medication use and aca-
demic achievement during elementary school. Pediatrics.

2009; May. 123(5): 1273-1279.

No.2

FAMILY RISK FOR DEFICIENT
EMOTIONAL SELF REGULATION
AND ADULT ATTENTION DEFICIT
HYPERACTIVITY DISORDER

Craig Surman, M.D., 185 Alewife Brook Pkwy Ste
2000, Cambridge, MA 02138

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify that adults with
ADHD are at risk for deficient emotional self
regulation (desr); 2) Recognize that DESR
contributes to morbidity in adults with ADHD; 3)
Identify DESR symptoms in clinical practice; 4)
Evaluate evidence that adults with ADHD and
DESR demonstrate a phenotypic variant of ADHD
rather than a comorbid condition; and 5) Consider
the clinical and scientific utility of DESR as a
dimensional Psychiatric construct.

SUMMARY:

Objective: A growing body of research suggests
that deficient emotional self regulation (DESR)

is prevalent and morbid in subjects with ADHD.
Although family studies can provide a method of
clarifying the co-occurrence of clinical features,

no family studies have yet addressed ADHD and
DESR. Method: Subjects were 83 probands with
and without ADHD and 128 of their first degree
relatives. All subjects were comprehensively assessed
with structured diagnostic interviews. We defined
DESR in adult probands and their relatives using
items from the Barkley Current Behavior Scale.
Analyses tested specific hypothesis about the
familial relationship between ADHD and DESR.
Results: Relatives of ADHD probands were at
elevated risk of having ADHD irrespective of the
presence or absence of DESR. Risk for DESR was
elevated in relatives of ADHD+DESR probands,
but not in relatives of ADHD probands. ADHD
and DESR cosegregated in relatives. The risk for
other psychiatric disorders was similar in relatives of
ADHD proband groups. Conclusions:The pattern
of inheritance of ADHD with DESR suggests that
DESR may be a familial subtype of ADHD. Our
data suggest that DESR is not an expression of
other disorders, of non-familial environmental
factors, or of effects secondary to ADHD. Further
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investigation of DESR and its correlates and
treatment both in and outside the context of ADHD
is warranted.

REFERENCES:
1) Surman C, Biederman J, Spencer T, Miller C, Faraone
SV: Understanding Deficient Emotional Self Regulation
in Adults with Attention Deficit Hyperactivity Disorder:
A Controlled Study. The Journal of ADHD and Related
Disorders In press;
2) Barkley RA, Murphy KR: Deficient Emotional
Self-Regulation in Adults with Attention-Deficit/Hyper-
activity Disorders (ADHD): The Relative Contributions
of Emotional Impulsivenes and ADHD Symptoms to
Adaptive Impairments in Major Life Activities. Journal of
ADHD and Related Disorders 2010; 1:5-28
3) Barkley RA, Fischer M: The unique contribution of
emotional impulsiveness to impairment in major life
activities in hyperactive children as adults. Journal of the
American Academy of Child & Adolescent Psychiatry
2010; 49:503-13

No.3

GUANFACINE EXTENDED-RELEASE
COADMINISTERED WITH
PSYCHOSTIMULANTS: OVERALL,
MORNING, AND EVENING
ATTENTION-DEFICIT/HYPERACTIVITY
DISORDER ASSESSMENTS

Timothy Wilens, M.D., 55 Fruit Street YAW 6A,
Boston, MIA 02114

EDUCATIONAL OBJECTIVES:

At the conclusion of this session participants
should be able to: 1) Better understand efficacy of
guanfacine extended release (GXR; dosed either
upon awakening or at bedtime) coadministered with
a long-acting psychostimulants for the treatment
of attention-deficit/hyperactivity disorder (ADHD)
in children and adolescents aged 6-17 years; 2)
Efficacy of GXR as assessed overall and at morning
and evening time points; and 3)Safety of GXR
coadministered with psychostimulants for the
treatment of ADHD

SUMMARY:

Objective: To examine the efficacy and safety of
guanfacine extended release (GXR) coadministered
with psychostimulants for the treatment of

ADHD. Methods: This was a 9-week, multicenter,
double-blind, placebo-controlled, dose-optimized
study of GXR in subjects aged 6-17 with ADHD

and suboptimal response to a psychostimulant in the
opinion of the investigator. Subjects continued stable
psychostimulant dose with addition of morning
(AM) or evening (PM) GXR (<=4 mg/d) or placebo.
Efficacy measures included the ADHD Rating Scale
IV (ADHD-RS-IV), Conners’ Global Index — Parent
(CGI-P) morning (before school) and evening
(before bedtime) assessment, and Before-School
Functioning Questionnaire (BSFQ). Results: Of
461 randomized subjects, 386 (83.7%) completed
the study. At endpoint, ADHD-RS-IV total scores
were significantly reduced with either AM or PM
administration of GXR vs placebo (both P<=0.002).
The GXR + psychostimulant groups showed greater
improvement vs placebo + psychostimulant on the
CGI-P at morning (both P<=0.019) and evening
assessments (both P<=0.002) and on the BSFQ (both
P<=0.002). A greater proportion of GXR-treated
subjects met symptomatic remission criteria
(ADHD-RS-IV<=18) vs placebo (both P<=0.002). At
endpoint, small mean (SD) decreases in supine pulse
(-5.6 [12.02] bpm), and systolic (-2.2 [9.75] mm Hg)
and diastolic BP (-1.2 [8.00] mm Hg) were observed
in subjects receiving GXR + psychostimulant
compared with subjects receiving placebo +
psychostimulant (2.1 [10.65] bpm, -0.6 [8.38] mm
Hg, and -0.0 [7.61] mm Hg, respectively). No
unique TEAEs were reported compared with the
effects reported historically for either treatment
alone. Conclusions: In suboptimal responders to

a psychostimulant, coadministration of GXR (AM
or PM dosing) resulted in significant improvement
in ADHD symptoms overall and at morning and
evening time points. A greater proportion of subjects
achieved remission compared with placebo +
psychostimulant. No new safety findings occurred.

REFERENCES:
1) Spencer TJ, Greenbaum M, Ginsberg LD, Murphy
WR. Safety and effectiveness of coadministration of guan-
facine extended release and psychostimulants in children
and adolescents with attention-deficit/hyperactivity disor-
der. J Child Adolesc Psychopharmacol. 2009;19:501-510.
2) Biederman J, Melmed RD, Patel A, McBurnett K, Do-
nahue J, Lyne A. Long-term, open-label extension study
of guanfacine extended release in children and adolescents
with ADHD. CNS Spectr. 2008;13:1047-1055.

No.4

EFFICACY OF REBOXETINE IN

ADULTS WITH ATTENTION-DEFICI'T/
HYPERACTIVITY DISORDER: A
RANDOMIZED, PLACEBO-CONTROLLED
CLINICAL TRIAL
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Mehdi Tebranidoost, M.D., South Kargar Avenue,
Tebran, 13337-15914 Iran

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize the role of
“reboxetine” in treating adult ADHD.

SUMMARY:

Background: Attention-deficit-hyperactivity disorder
is a common disorder in adults. Stimulants are

used as the first line treatment in this disorder.
Because of some concerns of using stimulants,

the non-stimulant drugs have been considered

in adult ADHD. The main aim of this study is

to evaluate the efficacy of reboxetine, which is a
specific noradrenergic reuptake inhibitor (SNRI),
in adults with ADHD. Methods: In a double blind
placeb-controled clinical trial, the efficacy of 8 mg
per day of reboxetine (twice daily) was compared
with placebo in 40 adult patients diagnosed with
ADHD. The measures were Conner’s Adult ADHD
Rating Scale (Self-report, Screening version) -
(CAARS-S), Hamilton Anxiety and Depression
Rating Scales, Clinical Global Impression — Severity
Scale CGI-S, and Global Assessment of Functioning
Scale GAF. Results: There was a main effect of time
and significant time X type of treatment (reboxetine
vs placebo) interaction on CAARS subscales and
CGI scores which decreased along the study
(P<0.01). There was also a main effect of time and
time X treatment interaction on GAF score which
increased at the end point of the study (P<0.01).

In terms of Hamilton Anxiety and Depression
Inventonies there was just a main effect of time on
Hamilton Depression Scale (P<0.01). Irritability,
anxiety, sleep disturbance and dry mouth were the
common side effects of reboxetine. Conclusion:
Reboxetine could be used and tolerated as an
effective treatment for adult patients with ADHD.
Keywords: Adult ADHD, Reboxetine, SNRI.
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SMALL INTERACTIVE SESSIONS
SUNDAY, MAY 15, 2011
7:00 AM SESSION

SMALL INTERACTIVE SESSION 01
UNDERSTANDING THE PERSON BEHIND
THE ILLNESS: AN APPROACH TO
PSYCHODYNAMIC FORMULATION
Residents Only

William H. Campbell, M.D., M.B.A., 1660 South
Columbian Way, Seattle, WA 98108-1532 U.S.A.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Develop a psychodynamic
formulation based on historical information
obtained during a psychiatric interview.

SUMMARY:

"This session provides a systematic approach to

the development of a psychodynamic formulation.
Historical data obtained during a psychiatric
interview will be organized into eight categories and
then synthesized into a psychodynamic formulation.
The faculty will present a sample psychodynamic
formulation based on information obtained from a
patient interview to illustrate the approach. Group
discussion will be encouraged to facilitate learning.

REFERENCES:
1. Kassaw K, Gabbard GO: Clinical case conference: Creating a
psychodynamic formulation from a clinical
evaluation. Am ] Psychiatry 2002; 159:721-726.
2. Perry S, Cooper AM, Michels R: The psychodynamic formu-
lation: Its purpose, structure, and clinical
application. Am J Psychiatry 1987; 144:543-550.

9:00 AM SESSIONS

SMALL INTERACTIVE SESSION 02

HOW TO START AND MANAGE YOUR
ACADEMIC CAREER

Fulio Licinio, M.D., John Curtin School of Medical
Research, Australian National University, Building 131
Garron Road, Canberva, ACT 2601 Australia

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify academic opportunities
for early career psychiatrists; 2) Recognize and
address professional challenges in academic
psychiatry; and 3) Attain and to manage professional
growth.

SUMMARY:

Academic psychiatry is a career path that requires
considerable personal and professional investment.
Many individuals start on this path without a clear
plan and vision and after years of effort they leave
academia. That is due to insufficient planning and
lack of a career management strategy. There are
abundant opportunities upon graduation from
residency. Academia may be at first one of the most
challenging. Such a pathway requires additional
research training, typically in the form of a research
fellowship or a second degree such as a Masters or
PhD in translational investigation. Salaries during
the post-residency research-training period are

low and not competitive with private practice.
Subsequently, one enters a highly competitive

job market that may easily require a geographical
move. Entry-level academic positions are relatively
easy to obtain; however, after an initial period of
support, the junior faculty member must raise

funds for her/his own salary and for the cost of his
research activities, including salaries for research
team members. Competition for such funds is fierce
and requires excellence, persistence and strategic
thinking. In this session, we will discuss in an
interactive manner the opportunities and challenges
of pursuing an academic career in psychiatry. Topics
to be approached include: choice of subspecialty,
mentorship, research training pathways, pros and
cons of a second degree, geographical moves, choice
of institution, funding strategies, juggling career,
family and personal needs, long-term opportunities,
developing, building and nurturing one’s own
research team and program, and achieving and
maintaining positions of leadership in the field.
Despite its challenges, academic psychiatry is a
viable and immensely rewarding career choice that
is not adequately pursued by some of our most
talented graduates. Better planning and career
management may increase recruitment and retention
of early-career academic psychiatrists.

SMALL INTERACTIVE SESSION 03
THE CURRENT STATE OF
SCHIZOPHRENIA TREATMENT

Donald C. Goff; M.D., The Massachusetts General
Hospital, 25 Staniford Street, Boston, MIA 02114

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant
should be able to: 1) Understand the relative
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benefits and disadvantages of currently available
antipsychotic medications; 2) Be familiar with the
evidence supporting and against antipsychotic
polypharmacy; 3) Be familiar with interventions
to improve adherence; and 4) Be familiar with
new psychosocial treatment approaches, including
cognitive remediation.

SUMMARY:

Currently available antipsychotic agents differ
considerably in side effect profile and may differ in
effectiveness. The art of treating individuals with
schizophrenia involves medication selection and
dosing to maximize efficacy and tolerability while
minimizing medical morbidity. Equally important,
clinicians must work collaboratively with the
patient and other caregivers to improve adherence
and psychosocial functioning. Controversies
regarding polypharmacy and approaches to
refractory psychosis will be discussed, in addition
to new treatment modalities, including cognitive
remediation.

REFERENCES:
1. Velligan DI, Weiden PI, Sajatovic M. Adherence problems
in patients with serious and persistent mental illness. J Clin
Psychiatry 2009; 70 (suppl 40: 1-46.
2. Freudenreich O, Goff DC. Antipsychotic combination
therapy in schizophrenia. Acta Psychiatr Scand 2002; 106:
323-330.

MONDAY, MAY 16, 2011
8:00 AM SESSION

SMALL INTERACTIVE SESSION 04
OPPORTUNITIES IN THE ADDICTION
FIELD: WHAT YOU SHOULD KNOW
ABOUT TREATMENT, TRAINING AND
RESEARCH

For Residents Only

Marc Galanter; M.D., New York University School of
Medicine, 550 First Avenue, Roorn NBV20N28, New
York, NY 10016

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, participants will be
able to: 1) make use of a greater understanding of (1)
effective management of substance abusing patients;
(2) education and training opportunities in the
addiction field (including fellowships); and (3) future

dimensions of research in the field.

SUMMARY:

Every physician completing a psychiatry residency
in our current era of evidence-based medicine
should have a firm grounding in specific techniques
which have been found effective in treating the
substance-abusing patient. This session will
provide an overview of these techniques and the
opportunities to apply them in practice. It will

also provide a grounding in options for addiction
research and fellowship training for those who are
interested. The topics covered by the Director

of the Division of Alcoholism and Drug Abuse

and Fellowship Director at NYU will include
psychotherapeutic modalities, such as cognitive
behavioral therapy, contingency management,
family and network therapy, and motivational
interviewing, which have been shown to be valuable
in engaging patients in treatment and helping them
sustain abstinence; and pharmacologic approaches,
including longstanding modalities such as disulfiram
and methadone maintenance, and more recently,
buprenorphine. Alcoholics Anonymous is a
longstanding approach available to physicians, and
the technique of Twelve-Step facilitation offers
clinicians the opportunity to help their patients
become involved in a recovery regimen. Another
important aspect of the field is that of physician
recovery from substance abuse problems, as
implemented through respective state programs.
There are many research opportunities as well, as
illustrated by techniques in development of vaccines
for nicotine and cocaine; diverse pharmacologic
opportunities for new treatments; and psychosocial
modalities. All these provide a perspective on
dimensions emerging in the field. Some residents
may be considering further training in the form of
a PGY 5 fellowship, and this session will also give
indication of the options available in that regard,
and the different academic settings where they are
established.

REFERENCES:
1. Galanter M, Kleber HK (eds): Textbook of Substance
Abuse Treatment, Fourth Edition. Washington DC:
American Psychiatric Publishing, 2008.
2. Galanter M: Network Therapy for Alcohol and Drug
Abuse, Expanded Edition. New York: Guilford Press,
1999.

SMALL INTERACTIVE SESSION 05
PATIENTS WITH PERSONALITY
DISORDERS
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For Residents Only
Fobn M. Oldbam, M.D., M.S., The Menninger Clinic,
2801 Gessner Drive, Houston, TX 77080

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the framework to
diagnose personality disorders proposed for DSM-5;
2) Recognize the use of dimensional personality
traits to evaluate personality; 3) Identify the use

of this new diagnostic system to evaluate a sample
patient.

SUMMARY:

Personality disorders are prevalent and disabling
conditions that are often under-recognized in
clinical populations. The DSM-5 Task Force has
emphasized the importance of evaluating the
personality profile of all patients in treatment
settings, since personality and temperament can
dramatically influence treatment adherence and
outcome. In this session, the draft system currently
proposed for DSM-5 to clarify and diagnose
personality disorders will be reviewed. A brief
recorded interview of a patient will be shown, and
participants will practice using the proposed DSM-5
personality disorder system to evaluate this patient.
Input from participants will provide valuable
teedback to the DSM-5 Workgroup on Personality
and Personality Disorders.

REFERENCES:
1. Skodol AE, Bender DS, Morey LC, et al.: Dimensional
Representations of Personality Disorders for DSM-5: Proposed
personality disorder types (in press)

10:00 AM SESSIONS

SMALL INTERACTIVE SESSION 06
CHILD PSYCHOPHARMACOLOGY:
CURRENT CONTROVERSIES

BARBARA J COFFEY, M.D., M.S., NEW YORK
University School of Medicine, Child and Adolescent
Psychiatry, 63 Westminster Road, Lake Success, NY
11020

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to 1) Identify  current controversies
around use of antipsychotic medications in

children and adolescents (growing preschool

use and metabolic issues); 2) Recognize current

controversies around use of the of antidepressants
and anti- epileptics in children and adolescents
(suicidality and behavioral activation); and 3)
Evaluate current controversies around use of the
stimulants in children and adolescents (cardiac
issues.)

SUMMARY:

The use of psychopharmacological agents in child
and adolescent psychiatry has grown exponentially
in the past decade, but data is accumulating to
suggest that youth may be at increased risk for
adverse effects from these medications. In a study
of privately insured children, the annualized rate of
antipsychotic use in preschool children increased
from 0.78 to 1.59 adjusted rate ratio. The most
common diagnoses were pervasive developmental
disorder (28%), attention deficit hyperactivity
disorder (24%), and disruptive behavior disorders
(13%). Unfortunately, children and adolescents
appear to be at increased risk for a variety of adverse
effects of the antipsychotics, especially weight gain
and metabolic problems with the atypical agents.
Additionally, since 2004 with the FDA’s black box
warning for increased risk of suicidality in children
and adolescents treated with antidepressants, there
has been a controversy regarding these agents.
Although meta analysis of studies of antidepressants
in youth suggest a 2% increased relative risk in
suicidality with antidepressants, other investigators
have noted that the highest period of risk in youth
is actually in the one month prior to initiation of
treatment. Finally, in the past several years, there
has been controversial evidence regarding cardiac
adverse effects of stimulants, long regarded as both
effective and safe agents. In 2008 the American
Heart Association published new recommendations
suggesting EKGs prior to initiation of stimulant
treatment in children. The American Academy of
Pediatrics and American Academy of Child and
Adolescent Psychiatry published rebuttal, stating

a lack of supportive evidence. However, Gould et
al 2009 published a case control study of mortality
data in youth, providing support for an association
between stimulants and sudden death, though a rare
occurrence. This workshop will provide a review,
update and recommendations on these and other
current controversies.

REFERENCES:

1. Barbui, C. Esposito, E. and Cipriani, A. Selective Serotonin
Reuptake Inhibitors and Risk of Suicide: A Systematic Review
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of Observational Studies. Canadian Medical Journal; 2009; 180
(3) 291-7.

2. Bridge, J. Iyengar, S. Salary, C. et al. Clinical Response and
Risk for Reported Suicidal Ideation and Suicide Attempts in
Pediatric Antidepressant Treatment. A Meta-Analysis of Ran-
domized Controlled Trials. JAMA 2007; 297; 1683-1696.

3. Brent, D. Greenhill, L Compton, S. The Treatment of
Adolescent Suicide Attempters (TASA): Predictor of Suicidal
Events in an Open Treatment Trial. JAACAP 2009; 48 (101);
987-996.

4. Correll, C. et al. Antipsychotic Use in Children and Ado-
lescents: Minimizing Adverse Effects to Maximize Outcomes.
Journal of the American Academy of Child and Adolescent
Psychiatry; 2008; 47 (1); 9-20.

SMALL INTERACTIVE SESSION 07

TOP 10 GERIATRIC PSYCHIATRY ISSUES
FOR THE GENERAL PSYCHIATRISTS
Fosepha A. Cheong, M.D., University of Florida College
of Medicine, Veterans Administration Medical Center,
1601 S. W. Archer Road, Room 11-A, Gainesville, FL
32608-1135

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the key issues in

the geriatric patient presenting in a general clinic
setting; 2) Initiate appropriate treatment and
medication of cognitive disorders; and 3) Manage
behavioral disturbances in an elderly patient with
cognitive disorders.

SUMMARY:

With the ever increasing population of older
adults over the age of 65, the population of
elderly patients in a general psychiatry practice is
growing exponentially also. Within this patient
population, diagnoses and clinical presentations
are unique from those seen in the general adult
population. In particular, the general psychiatrist
is likely to encounter a growing number of patients
with cognitive disorders and behavioral disorders
secondary to chronic medical illnesses. Given

the usual multiple medical comorbidities as well
as age-related metabolic changes, the geriatric
patient with psychiatric illness may present unique
challenges for the general psychiatrists. This
interactive session will focus on the most common
presentations of geriatric patients in a general
setting. In addition to discussion of diagnostic
elements, pharmacology and general management
strategies will also be presented. This small
interactive session will use pertinent clinical cases to

stimulate the active participation of the learners.

REFERENCES:

1. Cheong JA. Ask the Expert: Geriatric Psychiatry — Atypical
Antipsychotics in Dementia Patients. FOCUS. ] of Lifelong
Learning in Psychiatry. Winter 2009 Vol. VII No 1, pp 36-37.
2. Cheong, JA. An evidence-based approach to the manage-
ment of agitation in dementia. Focus,] of Lifelong Learning in
Psychiatry. Pp. 197-205, May 2004

12:00 PM SESSIONS

SMALL INTERACTIVE SESSION 08
SUCCESSFUL COGNITIVE AND
EMOTIONAL AGING: HOW CAN WE GET
THERE

Dilip V. Jeste, M.D., University of California at San
Diego, Department of Psychiatry, 9500 Gilman Drive,
Room 0664, La folla, CA 92093

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand definitions

of successful aging; 2) Identify genetic,
neurobiological, and psychosocial behavioral
contributors to successful cognitive and emotional
aging; and 3) Learn about evidence-based
interventions to enhance likelihood of successful
cognitive and emotional aging.

SUMMARY:

There have been remarkable recent advances in
genetics, neuroscience, and psychological and social
sciences, which have challenged long-held and
largely pessimistic assumptions about aging of brain
and mind. New research provides strong evidence
for neuroplasticity of aging — i.e., ability of the
brain to change in response to environmental and
behavioral modifications. This session will describe
the current understanding of aging in relation

to cognitive and emotional health, describing
definitions, determinants, and interventions.
Historical viewpoints on how positive health is
attained will be mentioned along with modern
models of healthy aging from the perspectives of
both scientists and older people themselves. I will
review conventional topics in cognitive aging, such
as memory and attention, as well as the scientific
bases of less studied concepts such as wisdom,
resilience, and spirituality. To discuss the putative
determinants of successful aging, I will focus on the
influences of genes, mental attitudes, health, and
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health-related behaviors on aging of brain and mind.
Next, I will address the question of what people can
do to increase their likelihood of successful cognitive
and emotional aging. I will review the evidence

base for diet and nutrition, physical exercise, brain
games and cognitive interventions, as well as
attitudes and behaviors on improving brain/mental
health. I will conclude with suggestions for the role
of psychiatrists and other clinicians in promoting
cognitive and emotional health among our patients.

REFERENCES:
1. Meeks T. & Jeste, D.V. The neurobiology of wisdom. Ar-
chives of General Psychiatry, 66:355-365, 2009.
2. Depp CA and Jeste DV (eds): Successful Cognitive and
Emotional Aging. Washington, DC: American Psychiatric
Press, Inc., 2009.

SMALL INTERACTIVE SESSION 09
MANAGEMENT OF ANXIETY AND
DEPRESSION IN THE MEDICALLY ILL
Catherine C. Crone, M.D., Fairfax Hospital,
Department of Psychiatry, 3300 Gallows Road, Falls
Church, VA 22042

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify and more effectively
assess and manage anxiety and depressive disorders
in medically ill patients.

SUMMARY:

As the general population ages, psychiatrists will
increasingly encounter patients with co-morbid
medical illnesses. The presence of these medical
illnesses will often need to be factored into the care
of these patients due the overlap between physical
and mental symptoms, sensitivity to drug side
effects, altered drug metabolism, and multiple drug
regimens. The aim of this small interactive session
is to provide an opportunity for participants to learn
more about diagnostic and treatment considerations
in the care of anxiety and depressive disorders in the
medically ill. The audience is encouraged to bring
their own cases for discussion to enhance the clinical
utility of this session.

REFERENCES:
1. Ferrando SJ, Levenson JL, Owen JA (eds), Clinical
Manual of Psychopharmacology in the Medically 111,
American Psychiatric Publishing, Washington DC 2010
2. Levenson JL (ed). The American Psychiatric Pub-
lishing Textbook of Psychosomatic Medicine, American

Psychiatric Publishing, Washington DC 2005
TUESDAY, MAY 17, 2011
7:00 AM SESSIONS

SMALL INTERACTIVE SESSION 10
DIAGNOSIS AND EVIDENCE-BASED
TREATMENT OF BIPOLAR DISORDER
Terence A. Ketter, M.D., Stanford University School of
Medicine, 401 Quarry Road, Room 2124, Stanford, CA
94305-5723

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1)  Will demonstrate increased
knowledge of diagnosis of bipolar disorder; 2)
Recognize sources of additional information about
evidence-based treatment of bipolar disorder; and
3) Identify additional resources for learning more
about bipolar disorder, its diagnosis and treatment.

SUMMARY:

This session gives attendees an opportunity to
discuss with Dr. Terence Ketter the contents of

his book, Handbook of Diagnosis and Treatment
of Bipolar Disorder. Advances in the diagnosis

of bipolar disorders have been emerging at an
accelerating pace. Unfortunately, our diagnostic
system has not kept pace, as the last substantial
revision was in 1994, when the fourth edition of
The Diagnostic and Statistical Manual of Mental
Disorders was published. Thus, as of mid-2009, the
diagnostic system was approximately 15 years old.
The handbook describes the 2008 International
Society for Bipolar Diagnostic Guidelines task
force report, which provides a much-needed update
on approaches to diagnosis. The development

of 9 new FDA-approved treatments since 2000

has yielded important new management options.
However, efforts to summarize treatment options
for clinicians, such as the 2002 revision of the
American Psychiatric Association practice guideline
for bipolar disorders have quickly become
outdated. Clinicians and patients thus face an
increasingly complex process of decision-making
when selecting pharmacotherapies. At the same
time, there is an increasing appreciation for

the need for evidence-based, personalized care.
Quantitative (numerical) as opposed to qualitative
(non-numerical) approaches have the potential to
yield more reproducible outcomes. The handbook
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quantifies potential benefit (number needed to
treat) and risk (number needed to harm) for all
approved treatments for bipolar disorder, providing
clinicians with information needed to balance
benefits and risks in order to render individualized
state-of-the-art, evidence-based care. In this small,
interactive session, Dr. Ketter will discuss with
attendees recent developments in diagnosis and
interventions supported by controlled studies. The
emphasis will be on practical clinical applications of
these advances.

REFERENCES:
1. Ketter T'A.: Handbook of Diagnosis and Treatment of
Bipolar Disorder. Washington, DC, American Psychiatric
Publishing, Inc., 2010

8:00 AM SESSION

SMALL INTERACTIVE SESSION 11
NEUROPSYCHIATRY AND THE FUTURE
OF PSYCHIATRY

Stuart C. Yudofsky, M.D., Baylor College of Medicine,

Psychiatry and Bebavioral Sciences, One Baylor Plaza,
MS350, Houston, TX 77030

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize the historical origins
of Neuropsychiaty; 2) Identify how the concept

of neuropsychiatry reduces stigma and improves
care; and 3) Evaluate a new residency education
curriculum for psychiatry and neurology.

SUMMARY:

The origins of the concepts of neuropsychiatry will
be traced from the ancient Greeks to the present
time. The origins of the separation of mind and
brain in modern psychiatry will be reviewed and
the destructive results presented. A new conceptual
approach to re-combine neurology and psychiatry
will be introduced and presented. Discussion will
follow regarding the current status of psychiatry,
neurology and their futures.

9:00 AM SESSION

SMALL INTERACTIVE SESSION 12
CLINICAL MANUAL FOR THE
MANAGEMENT OF PTSD: AN
OPPORTUNITY TO MEET WITH THE
SENIOR EDITORS FOR AN OPEN-FORUM

INTERACTIVE DISCUSSION

Gary Wynn, M.D., Walter Reed Army Institute

of Research, Center for Military Psychiatry and
Neuroscience, 4215 Lorcom Lane, Arlington, VA 22207

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to 1) Evaluate the typical practice
patterns of other providers in terms of additional
modalities available for treating P'T'SD; 2) Identify
aspects of available psychiatric treatments for PTSD
that have relevance for improving the general care of
individuals suffering from PTSD; and 3) Recognize
and provide a broader range of therapeutic options
to individuals with PTSD.

SUMMARY:

This small group interactive session will provide
participants the opportunity to interact with the
editors of the Clinical Manual for Management

of PTSD and other session attendees on a wide
variety of topics. The topics covered in the manual
and likely to be discussed at the session include the
neurobiology of P'T'SD as well as psychotherapy,
psychopharmacology and various other somatic
therapies for PTSD. Additional discussion topics
from the manual that may be covered encompass
areas such as emerging therapies (e.g. virtual
reality therapy), disorders comorbid with P'TSD,
functional impairment, sociocultural considerations
and topics relevant to specific populations (e.g.
military populations, sexual assault victims,
children and adolescents). This session will start
with a brief introduction by the senior editors
with the remaining time dedicated to questions
and discussion. The interests and inquiries of
participants will guide the topic and tenor of

this forum rather than a structured lecture or
presentation.

REFERENCES:
1. Benedek D.M., Wynn G.H., Clinical Manual for Man-
agement of PT'SD. Washington, DC, American Psychiat-
ric Press, 2011

10:00 AM SESSIONS

SMALL INTERACTIVE SESSION 13
CAREER DEVELOPMENT FOR WOMEN
PSYCHIATRY: RESIDENTS - CHALLENGES
AND SOLUTIONS

For Residents Only
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Carol C. Nadelson, M.D., Brigham and Women’s
Hospital, Office for Women’s Career;, 50 Longwood
Avenue, Suite 1114, Brookline, MA 2446

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand developmental
issues and challenges of being a resident; 2)
Appreciate the unique challenges for women in
medicine; 3) Obtain strategies to address these issues
and challenges.

SUMMARY:

The speaker has a unique perspective on the subject
matter of this interactive session as the first female
President of the American Psychiatric Association, is
a recognized leader in studying, writing and speaking
on career development of women physicians, and
who has personally had to deal with these issues. In
addition she has mentored many trainees as future
leaders in American psychiatry. She will address the
developmental issues facing residents, particularly
women residents in psychiatry, and the future
challenges as they become early career psychiatrists.
She will discuss her perspective on strategies and
solutions to these issues based not only on her
personal experiences, but also based on studies of
development of women physicians.

SMALL INTERACTIVE SESSION 14
TREATMENT-RESISTANT DEPRESSION: A
ROADMAP FOR EFFECTIVE CARE

Michelle B. Riba, M.D., M.S., University of Michigan,
Department of Psychiatry, 4250 Plymouth Road,

Room 1533 Rachel Upjobn Building, Ann Arbor; MI
48109-2700

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the characteristics of
treatment resistant depression; 2) Develop strategies
to diagnose, screen and treat treatment resistant
depression; 3) Apply guidelines to identify patients
who may need indefinite antidepressant treatment
to prevent reoccurrences; and 4) Develop strategies
to prevent the development of treatment resistant
depression.

SUMMARY:
Meet the Authors: this small interactive session
will focus discussion on the newly released book,

Treatment Resistant Depression: A Roadmap for
Effective Care. Treatment Resistant Depression
(TRD) develops among 30% of the millions that
suffer from Major Depressive Disorder (MDD) and
is responsible for a huge percentage of the burden
of depression. This proposed “Roadmap” provides
sequential steps to diagnose, screen, prevent,

and treat TRD; summarizes clinical barriers to
achieving remission among patients; recommends
screening and severity rating scales to use on

a routine basis, clinical warning signs of TRD;
step-wise, evidence-based treatment strategies; how
to integrate pharmacotherapy and psychotherapy;
guidelines for identifying patients who need
indefinite antidepressant treatment to prevent
recurrences; when to use the newly approved
neuromodulation treatments such as rTMS and
VNS; and strategies for preventing the development
of TRD.

REFERENCES:
1. Insel, T.R., Wang, P.S. (2009) The STAR*D trial:
revealing the need for better treatments. Psychiatric Serv
60:1466-7. DOI: 60/11/1466. PMID: 19880463
2. Riba MB, Balon, R., (2008) Combining Psychotherapy
and pharmacotherapy. in eds.
3. Hales, R.E., Yudofsky, S. C., Gabbard, G.O., The
American Psychiatric Publishing Textbook of Psychiatry,
Fifth Edition,APPI, Inc., Arlington, VA, 1279-1301

12:00 PM

SMALL INTERACTIVE SESSION 15

THE PSYCHOLOGICAL EFFECTS OF THE
LONG WAR ON SOLDIERS AND FAMILIES
Elspeth C. Ritchie, M.D., M.P.H., 10014 Portland Place,
Silver Spring, MD 20901

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize signs and symptoms
of the psychological effects of war; and 2) Identify
and treat Post Traumatic Stress Disorder and
Traumatic Brain Injury.

SUMMARY:

In the early years of the wars in Afghanistan and
Iraq, unanticipated and extended deployments
were extremely taxing for military families. The
murders and murder/suicides at Ft Bragg in 1992
highlighted the perils of rapid return from the
battlefields in Afghanistan to civilian life. The
investigation at Ft Bragg and other installations
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revealed continuing problems with access to care,
as well as the reluctance of career minded Soldiers
to seek treatment. In response to those and other
events, training and systems were put into place

to prepare Soldiers for re-deployment. One of

the earlier trainings, Battlemind, was designed to
help re-integrate service members and families. It
recently evolved into the Comprehensive Soldier
Fitness program, which is focused on enhancing
resiliency. Many Soldiers are reluctant to engage in
care for numerous reasons, including worry about
effects on their career. Often their families are the
ones who try to get them to seek treatment. To try
to reach all service members, behavioral health has
added many new systems of evaluation and care.
The Post Deployment Health Assessment (PDHA),
which screens Soldiers on return from theater,

was implemented after the first Gulf War. However
Soldiers often did not admit to symptoms as they
were returning home, since they just wanted to get
there, as fast as possible. Beginning in 2005 the
PDHA was joined by the Post-Deployment Health
Re-Assessment, done at three to six months after
return. It was designed to connect with service
members after “the honeymoon was over”. In order
to improve access to care, the Army and other
Services have dramatically increased their number
of mental health providers, up about 70% between
2007 and 2010. Stigma, however, is a persistent
problem, despite numerous efforts to reduce it. A
tremendous amount of money has been poured
into Family programs. There are specialized
programs at Walter Reed and other facilities for
the families of the wounded. They seek to prepare
children for seeing their father or mother missing
a limb, or disfigured from a blast. Another tough
area has been support to families of the deceased.
In the past, spouses and children had to leave

their base housing and support systems relatively
soon after their loved one’s death. Again this has
improved over time, with longer access to housing
and health care. Organizations such as TAPS have
been invaluable in providing support. The rising
suicide rate has been a major concern for all in the
Army. The combination of unit and individual risk
factors include: the high operations tempo, feelings
of disconnectedness on return home, problems at
work or home, pain and disability, alcohol, and easy
access to weapons. There are consistent and high
profile attempts to reduce suicide with numerous
trainings for service members, focusing on buddy

aid and gatekeepers however, so far the efforts have
only been partially successful. The prolonged effects
of exposure to violence and death are not easy to
change. There continue to be new efforts to try and
assist. The Defense Center of Excellence stood up
in November of 2007, with a focus on best practices
and reducing stigma. Others are the Comprehensive
Behavioral Health Campaign Plan, the DoD-VA
Integrated Mental Health Plan and the National
Intrepid Center of Excellence. An ongoing concern
is the long term effects of the Long War, for the next
twenty, thirty or fifty years.
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SATURDAY, MAY 14, 2011
8:00 AM-11:00 AM

SYMPOSIUM 1

SCOPE, CURRENT EVIDENCE,

AND INNOVATIVE APPROACHES IN
MANAGING PTSD IN THE MILITARY
American Psychiatric Institute for Research & Education

Chair: Darrel A. Regier; M.D., 1000 Wilson Boulevard,
Suite 1825, Arlington, VA 22209
Discussant: Matthew F. Friedman, M.D., Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize the scope of mental
health problems in military populations, with specific
focus on PT'SD; 2) Discuss current evidencebased
approaches and challenges in the management of
PTSD and related conditions in military as well as
civilian populations; and 3) Become familiar with
innovative national approaches for improving care
for service members with P'TSD.

OVERALL SUMMARY:

The scope of service members’ mental health and
cognitive problems associated with the wars in Iraq
and Afghanistan is well documented. In a recent
study of Army soldiers, rates of PTSD rose from 5%
before deployment to 13% after deployment to Iraq,
while depression rose from 5% to 8% (Hoge et al,
2004). This session will provide uptodate information
on the extent of mental health problems in military
populations; review evidencebased treatment
recommendations; and discuss availability and access
to care, and challenges in treating PTSD and other
mental health conditions in military populations.
Concrete examples of potential innovative national
approaches for improving P'T'SD care in the primary
care and specialty mental health sectors, including
RESPECTMIL and the PTSD Care Dissemination
Project, will be presented.

S1-1

EPIDEMIOLOGY AND TREATMENT OF
PTSD ASSOCIATED WITH COMBAT: A
CRITICAL LOOK AT THE EVIDENCE

Charles Hoge, M.D., 503 Robert Grant Dr; Silver
Spring, MD, 20910

SUMMARY:

Numerous studies have assessed the prevalence

of PTSD in service members and veterans of the
wars in Iraq and Afghanistan. Although there is
considerable variability in sampling methods and
case definitions, consistency in results have been
obtained when studies have been grouped according
to the population sample (combat infantry units
versus general population samples). Overall, the
prevalence of PTSD has been 36% predeployment
and 620% postdeployment, depending largely on
the frequency and intensity of combat experiences.
Given the high prevalence of PTSD, there is
considerable need for effective treatment, and two
therapeutic modalities, prolonged exposure and
cognitive processing therapy, have become the
treatments of choices for PTSD in most Veterans
Health Administration (VA) and Department of
Defense (DoD) clinics. However, the evidence is
mixed as to what components of treatment are most
effective and why a large percentage of individuals
do not recover from PTSD, either because they drop
out of therapy or because these techniques are not as
effective as we would like. This talk will review the
state of the knowledge on PTSD treatment, what
we think we know, what we believe the evidence
indicates, what the evidence actually tells us, and
where the key opportunities are for improving
treatment of combatrelated P'T'SD. The talk will
disentangle assumptions/beliefs from facts identified
in randomized clinical trials, dismantling studies,
and the clinical practice guidelines mental health
professionals depend on.

S1-2
PHARMACOTHERAPY FOR PTSD

David Benedek, M.D., 12294 Wake Forest Road,
Clarksuville, M.D. 21029

SUMMARY:

The APA’s Practice Guideline for the Treatment
of Patients with Acute Stress Disorder and
Posttraumatic Stress Disorder was published in
October 2004 As with most published practice
guidelines, it supported the use of pharmacologic
agents—particularly SSRIs—for the treatment of
PTSD (1). In response to increased attention on
U.S. military veterans returning from combat in
Iraq and Afghanistan, the Institute of Medicine also
reviewed and summarized the evidence supporting
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treatment for PTSD. Their 2007 report concluded
that existing evidence was sufficient only to establish
the efficacy of exposurebased psychotherapies

in the treatment of PTSD. However, the report
included a dissenting opinion by one author about
the strength of the evidence for pharmacotherapy.
Recent studies bolster support for pharmacological
intervention in many circumstances, but randomized
controlled trials have called into question the
efficacy of SSRIs for the treatment of PTSD in
combat veterans (2). Emerging evidence suggests the
potential for psychotherapy to be facilitated by at
least one recently identified pharmacological agent
(deycloserine). Other recent studies suggest that in
certain patient populations new pharmacological
options, such as prazosin, may be more effective than
other widely prescribed medications (e.g., selective
serotonin reuptake inhibitors) indicated for PTSD.
Increased understanding of the neuromolecular basis
for the stress response points to the possibility that
new agents with other mechanisms of action may
also be helpful, but efficacy has been established in

clinical trials.

S1-3

UNDERSTANDING THE EVIDENCE ON
EVIDENCEBASED PSYCHOTHERAPY FOR
PTSD

Paula Schnurr, Ph.D., 1000 Wilson Blvd, Suite 1825,
Arlington, VA 22209

SUMMARY:

This presentation will provide a review of the latest
findings the psychotherapeutic treatment of PTSD
in military and civilian populations. There are a
number of practice guidelines around the world,
with similar, but not identical recommendations.
How does a clinician decide what to believe?
Understanding psychotherapy research poses unique
challenges due to issues such as the difficulty of
administering “placebo” therapy (and the need to
use of different kinds of control groups) and of
blinding patients and providers. Participants will
gain skills in reading the psychotherapy treatment
literature, understanding what makes a study better
or worse, and confidence in applying this knowledge
when determining which treatments to use with
their trauma patients. Participants also will gain
increased knowledge about the latest findings on
psychotherapy for PTSD and on relevant guidelines,

including the Veterans Affairs/Department of
Defense Clinical Practice Guideline for the
Management of PTSD, the American Psychiatric
Association Practice Guideline for the Treatment
of Patients with ASD and PT'SD, and the Institute
of Medicine 1OM) report, Posttraumatic Stress
Disorder: Diagnosis and Assessment.

S1-4.
MENTAL HEALTH SERVICES DELIVERY
IN PRIMARY CARE

Edward Post, M.D., 1000 Wilson Blvd, Suite 1825,
Arlington, VA 22209

SUMMARY:

Primary care often is the de facto venue for PTSD
management, even if the traditional evidence base
for treatment is in specialty mental health. Emerging
evidence suggests an important role within primary
care for management of posttraumatic stress
disorder (P'TSD). This presentation will outline
structural components and processes of Department
of Veterans Affairs (VA) programs, and collaboration
with the Department of Defense (DoD), in the

area of primary caremental health integration.

Both Departments have embarked on largescale
implementation of integrated care programs that
blend colocated collaborative and care management
components. These two components provide
collaborative mental health services to primary

care patients that are highly complementary to one
another. Populationbased screening for common
mental health conditions such as depression, PT'SD
and alcohol misuse form one important starting
point for these services. Subsequently, colocated
collaborative providers assist primary care providers
with ondemand diagnostic confirmation, assessment
and triage, and expertise in both pharmacologic

and nonpharmacologic therapies. Care
management systems provide additional expertise
in structured assessment, and most importantly

a robust mechanism for longitudinal followup,
patient education, monitoring and adjustment of
treatments when needed, and referral management
when indicated. Over 100 VA programs provide
integrated mental health care, with an active focus
of national program development in the areas of
care management, and coordination with DoD on
continuity of care, common outcome measures,

and active incorporation of the evolving evidence
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base. Specific attention will focus on reviewing the
experience of programs around PTSD management
including TIDES, RESPECTMIl, and Behavioral
Health Laboratory (BHL) care management
programs. Incorporation of systemsbased approaches
to managing PT'SD, building on populationbased
care within primary care, presents significant
challenges to effective implementation but also
unique opportunities to improve the process and
outcomes of care for our nation’s service people and
Veterans.

S1-5

REENGINEERING SYSTEMS OF PRIMARY
CARE TREATMENT FOR PTSD AND
DEPRESSION IN THE US MILITARY:
PROGRAM DESCRIPTION AND
IMPLEMENTATION

Charles Engel, M.D., M.P.H., 6900 Georgia Avenue
NW, Washington, DC 20307

SUMMARY:

Background: U.S. troops report high rates of anxiety
and depression following deployment to armed
conflicts in Iraq and Afghanistan. Those affected
often do not receive needed services. Objective:
Describe systemslevel improvements in US Army
primary care recognition and management of
PTSD and depression (“ReEngineering Systems

of Primary Care for PTSD and Depression in

the Military”, RESPECTMIil) and assess its
implementation. Methods: RESPECTMIl targets 43
US Army primary care clinics in 15 worldwide sites
supporting soldiers that undergo frequent combat
deployments. Clinical and administrative indicators
of program feasibility, impact, and implementation
are presented. Results: RESPECTMIil includes
universal primary care PTSD/depression screening,
brief standardized primary care diagnostic
assessment, and nurse care facilitation for those with
unmet depression/PTSD needs. A care facilitator
assists with symptom monitoring and treatment
adjustment and enhances primary care contact

with mental health specialists. Implementation is
driven by Surgeon General directive and centralized
multidisciplinary implementation team that works
with site implementation teams. 31 of 43 targeted
clinics are in implementing. Screening occurred in
58% visits to date, 68% in the most recent month.
10.6% of screened visits resulted in a diagnosis

of depression or possible PTSD. 76% of visits
involving patients with previously unrecognized
needs are successfully referred to specialized
mental health services. 901 visits (0.7% of screened
visits) involved suicidality with no reported suicide
completions or attempts to date. Most soldiers in
facilitation for 6 or more weeks report important
symptom improvements.

S1-6
DOD/APIRE PTSD CARE DISSEMINATION
PROJECT UPDATE

Farifteh Duffy, Ph.D., 1000 Wilson Boulevard, Suite
1825, Arlington, VA 22209

SUMMARY:

The American Psychiatric Institute for Research and
Education (APIRE) was awarded the Department of
Defense PTSD Research Program Concept Award
in order to convene a team of experts in PTSD to
identify

and distribute key evidencebased recommendations
from four major treatment guidelines for P'T'SD, and
to

develop a continuing medical education course
based on these evidencebased recommendations.
"Traditional continuing medical education
approaches have not shown to be particularly
effective in changing clinicians’ practices. Practice
collaboratives, however, have been successful in
enhancing the ability of clinicians to plan, test and
implement practicebased improvements. Using the
Institute for Healthcare Improvement Breakthrough
Series as a model, and building on its successful track
record with practice collaborative methodology,
APIRE plans to engage mental healthspecialty
clinicians in two military treatment facilities (M'TFs)
in testing the best methods of implementing
evidencebased approaches in the management of
PTSD. This presentation will provide an uptodate
report of activities related to this initiative and
provide a preliminary report of its findings.
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SYMPOSIUM 2

THERAPEUTIC AND RESEARCH
IMPLICATIONS OF DISSOCIATION IN
PTSD; A GAP IN OUR AWARENESS?

Chair: Eric Vermetten, M.D., Pb.D., Heidelberglaan 1,
Utrecht, 3584 CX Netherlands, Co-Chair: Lanius A
Ruth, M.D., Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the empirical,
conceptual, and clinical reasons for including and
clearly defining dissociative posttraumatic symptoms
in the DSM-V diagnostic criteria; 2). Evaluate the
contribution of dissociation in patients with PTSD;
and 3). Treat patients in a phaseoriented approach
when dissociative symptoms are highly prevalent.

OVERALL SUMMARY:

This panel will question the importance of
dissociative responses in PTSD and other post
trauma disorders for both neuroscientific research
and clinical practice. There appears to be no
consistency in DSM-IV in the conceptualization
of dissociative symptoms relative to ASD, PTSD.
Reexperiencing trauma is not described as a
dissociative symptom, but flashback episodes are
unquestionably dissociative. Research has shown
heterogeneity of the reexperiencing networks.
Inability to recall an important aspect of the trauma
is not listed as a (negative) dissociative symptom

under PTSD, but is listed as a dissociative symptom
under acute stress disorder. Similar confusion exists
regarding numbing and detachment, which are
identified as dissociative symptoms under ASD,

but not under PTSD. A dissociative subtype can be
characterized by overmodulation of affect, while the
more common undermodulated type involves the
predominance of reexperiencing and hyperarousal
symptoms. If these symptoms were acknowledged

in the DSM-5 as a dissociative subtype what would
this mean for clinical practice? Clinicians already
acknowledge the importance of recognizing this
dissociative subtype in the tailoring of CBT and
other exposure based therapies by introducing
emotion regulation skills prior to engaging in trauma
focused treatment. Moreover, it has long been
acknowledged that numbing and other dissociative
symptoms interfere with trauma processing.
Clarification of the ways in which dissociation

fits into the PTSD framework of modulation of
traumarelated affect will help in our understanding
and treatment traumabased disorders like ASD and
PTSD. In this symposium, we will present evidence
for a dissociative subtype of PTSD, with clinical and
neurobiological features that can be distinguished
from nondissociative PT'SD. The dissociative
subtype is characterized by overmodulation of affect,
while the more common undermodulated type
involves the predominance of reexperiencing and
hyperarousal symptoms. The neural manifestations
of the dissociative subtype in P'TSD will be discussed
and compared to the reexperiencing/hyperaroused
subtype. A model that includes these two types of
emotion dysregulation in P'T'SD will be described.
In this model, reexperiencing/hyperarousal reactivity
is considered to be a form of emotion dysregulation
that involves emotional undermodulation, mediated
by failure of prefrontal inhibition of limbic

regions, including the amygdala. In contrast, the
dissociative subtype of PTSD is regarded as a form
of emotion dysregulation that involves emotional
overmodulation mediated by midline prefrontal
inhibition of the same limbic regions. These findings
have important implications for the assessment and
treatment of P'TSD. The need to assess patients
with PTSD for dissociative symptomatology and

the importance of incorporating the treatment of
dissociative symptoms into a stageoriented trauma
treatment model will be discussed.

S2-1
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HISTORICAL OVERVIEW OF
TRAUMATIC DISSOCIATION IN
PSYCHOTRAUMATOLOGY

Eric Vermetten, M.D., Ph.D., Heidelberglaan 1, Utrecht,
3584 CX

SUMMARY:

Traumatic dissociation has a long tradition that has
seen a come and go in psychiatry. The psychiatric
approach to dissociation for long time failed to
acknowledge any relationship to psychological
trauma. Before DSMIII dissociation was grouped
with the old remnant of hysteria, conversion
disorder, and called “dissociative hysteria.” Due to
this the dissociative disorders had difficulty shaking
the suspicion that they were not true disorders,

or that they were a disguise for secondary gain,
malingering, or criminality. In 1980 dissociation

in the dissociative disorders was separated from
hysterical neurosis and gained independent status.
Since then PTSD and the dissociative disorders
have developed in a somewhat parallel fashion.

Its link with trauma has given dissociation an
opportunity to be examined in relation with

PTSD studies. Contemporary psychological and
psychiatric sciences have used the term dissociation
to denote alterations in conscious experience, a
breakdown in integrated information processing
and psychological functioning and the operation
of multiple independent streams of consciousness.
Yet, the concept is fading in psychiatric textbooks.
"This despite recent studies that have shown their
neural systems which play an key role in emotion
and autonomic nervous system regulation, sensory
processing, attention and memory that exhibit
altered levels of brain activation during dissociation,
and are different from responses of ‘simple’
intrusions and hyperarousal each representing
unique pathways to chronic stressrelated
psychopathology. This may open new vistas for
awareness of an almost forgotten concept.

S2-2

THE DIAGNOSTIC DOMAIN OF
DISSOCIATIVE SYMPTOMS: ASSESSMENT
INTHE CONTEXT OF A DISSOCIATIVE
SUBTYPE OF PTSD

Richard Loewenstein, M.D., 6501 N. Charles Street,
Baltimore, MID 212046819

SUMMARY:

In order to understand the diagnostic domain

of a dissociative P'T'SD subtype, it is important

to be able to comprehensively assess dissociative
symptoms in the clinical interview and in the
research context. Dissociative disorders are common
in the general population, about 910 percent in
community surveys. Yet, dissociative symptoms are
frequently unfamiliar to clinicians and researchers,
as is the way they manifest in both the clinical

and research contexts. Dissociative symptoms

are usually subtle and are often “explained” by
more familiar diagnostic constructs: affective,
psychotic, personality disorders, among others.
There are several wellvalidated screening and
diagnostic inventories for assessment of dissociation
and dissociative disorders. These include the
Dissociative Experiences Scale (DES), Somatoform
Dissociative Questionnaire (SDQ), the Clinician
Administered Dissociative States Scale (CADSS),
the Multiaxial Inventory of Dissociation (MID),
Multiscale Dissociation Inventory (MDI), the
Dissociative Disorders Interview Schedule (DDIS),
and the Structured Clinical Interview for DSM IV
Dissociative Disorders (SCIDD). In addition, there
is a widely used comprehensive clinical assessment
tool, the Office Mental Status Exam for Dissociative
Symptoms/Disorders (OMSEDSD). This review
will give an overview of dissociative symptoms, their
clinical domain, and the ways they can be related to
the emerging neurobiology of dissociative reactions
to trauma.

S2-3

THE THEORETICAL AND STATISTICAL
DIFFERENTIATION OF FANTASY AND
TRAUMA MODELS OF DISSOCIATION

Constance Dalenberg, Ph.D., 4350 Executive Drive Ste
255, San Diego, CA 92121

SUMMARY:

Clear evidence has been presented in multiple
research reports showing that dissociation strongly
relates to dissociation. Various theoretical models
of this relationship have been put forward, broadly
divided into Fantasy Models and Trauma Models of
dissociation. Statistical methods of differentiating
models of dissociation as a variant of malingering
or fantasy proneness, or as a precursor, comorbid
feature and subtype of PTSD are presented.
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Following presentation of the models, data are
presented supporting the dissociative subtype
alternative for PTSD.

S2-4

EMOTION DYSREGULATION IN PTSD:
EVIDENCE FOR A DISSOCIATIVE
SUBTYPE

Lanius Ruth, M.D., Ph.D., LHSCUH, 339 Windermere
Rd, London, NC N6A 5A5

SUMMARY:

In this symposium, we will present evidence for

a dissociative subtype of PTSD, with clinical and
neurobiological features that can be distinguished
from nondissociative PTSD. The dissociative
subtype is characterized by overmodulation of affect,
while the more common undermodulated type
involves the predominance of reexperiencing and
hyperarousal symptoms. The neural manifestations
of the dissociative subtype in P'TSD will be discussed
and compared to the reexperiencing/hyperaroused
subtype. A model that includes these two types of
emotion dysregulation in P'T'SD will be described.
In this model, reexperiencing/hyperarousal reactivity
is considered to be a form of emotion dysregulation
that involves emotional undermodulation, mediated
by failure of prefrontal inhibition of limbic

regions, including the amygdala. In contrast, the
dissociative subtype of PTSD is regarded as a form
of emotion dysregulation that involves emotional
overmodulation mediated by midline prefrontal
inhibition of the same limbic regions. These findings
have important implications for the assessment and
treatment of P'TSD. The need to assess patients
with PTSD for dissociative symptomatology and

the importance of incorporating the treatment of
dissociative symptoms into a stageoriented trauma
treatment model will be discussed.

S2-5
DISSOCIATION IN DSM-5 ASD AND PTSD

David Spiegel, M.D., Room 2325 401 Quarry Road,
Palo Alto, CA 943055718

SUMMARY:

PTSD can be conceptualized as a defect in
modulation of overwhelming affect related to
traumatic stress, either undermodulation, with

intrusive thoughts, flashbacks, and nightmares; or
overmodulation, with numbing, avoidance, and
amnesia. While all of these and other symptoms

are part of the overall diagnosis of PTSD, there is
growing evidence of a dissociative subtype of PTSD
involving about 30% of those with the disorder.
Functional neuroimaging indicates different

brain activity — frontal hyperactivity and limbic
suppression, rather than the frontal hypoactivity
and amygdala/locus ceruleus activation seen in

the hyperarousal subtypes. The DSM § planning
process is as yet undecided about a dissociative
subtype of P'T'SD, but is including dissociative
symptoms in both Acute Stress Disorder and P'TSD.
ASD has a dissociative symptoms category that
includes 1) numbing or detachment from others,

2) depersonalization/ derealization, and 3) amnesia.
However, dissociative reactions such as flashbacks
are listed among the intrusion symptoms. This is
also the case in the P'T'SD criteria, and the first three
are listed among “negative alterations in cognitions
or mood.” Thus while dissociative symptoms of
over-modulation of affect are included, they are

also spread among symptom categories. Flashbacks
are the most conceptually problematic, since they
represent dissociation of orientation to the present,
rather than dissociation of traumarelated memories,
often with under rather than over-modulation of
affect. Thus a similar mental process occurs but with
reverse content and affective control. Dissociation
implies a kind of mental rigidity in which affect and
memories are controlled in an allornone rather than
a continuum basis — flooding or numbing. Further
clarification of the ways in which dissociation fits
into the PTSD framework of over and under-
modulation of traumarelated affect will help in our
understanding and treatment of ASD and PTSD.
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UNDERSTANDING THE RISK OF SUICIDE
ASSOCIATED WITH RECENT DISCHARGE

Chair: Paul S Links, M.D., 30 Bond St., Rm 2010d
Shuter St., Toronto, M5B 1W8 Canada
Discussant: Donald W, Black, M.D.

EDUCATIONAL OBJECTIVES:

Following this session the participant should be

able to: 1) Describe risk factors for increased

suicide ideation and behavior in recently discharged
patients; 2) Understand the patients’ experience of
discharge including feeling ill/unprepared to return
to their home in the community; and 3) Evaluate the
merits of a proposed service intervention to reduce
the risk of suicide ideation, suicide behavior and
suicide in recently discharged patients.

OVERALL SUMMARY:

Objective: The aim of this symposium is to

develop in the participants an understanding of

the observed increased risk for suicide following
discharge from an inpatient psychiatric service.
Method: A concurrent mixed methods design was
utilized in this research. The quantitative study was
a prospective cohort study of all patients admitted
to an acute urban innercity inpatient service with

a lifetime history of suicidal behavior and current
suicidal ideation and examined predictors of suicide
ideation at 1, 3 and 6 months following discharge.
The qualitative study used a holistic perspective and
phenomenological inquiry to study the experience
as ‘lived’ of being discharged from hospital for a
subset of participants from the quantitative study.
Results: 120 participants consented to participate

in the study; 8 withdrew and 9 were lost to follow
up. Suicide and suicide behavior were common
outcomes amongst this cohort of patients with 4 of
103 (3.9%) participants dying by suicide and 33 of
97 (37.1%) reporting suicide behaviors in the six
months after discharge from hospital. Overall, the
results indicated that established risk factors such as
a history of more than 1 attempt, a recent attempt;
and high levels of depression, impulsivity and
hopelessness were predictors of suicide ideation and
suicide behavior in the 6 months following discharge
from hospital. Twenty qualitative interviews were
completed and the following themes were illustrated,;
patients feeling “Existential angst at the prospect of
discharge” and “Irying to survive while living under
the proverbial ‘Sword of Damocles’. Conclusions

and implications for practice: This research
demonstrated that recently discharged patients are
an identifiable high risk group for suicide and the
transition from hospital to the community is a major
transition. A proposed intervention to address this

risk is highlighted.

S3-1

PROSPECTIVE RISK FACTORS FOR
SUICIDE IDEATTION AND BEHAVIOR IN
RECENTLY DISCharged Patients

Paul Links, M.D., 30 Bond St., Rm 2010d Shuter St.,
Toronto, MISB 1W§

SUMMARY:

Objective: This prospective cohort study examined
risk factors identified from a systematic literature
review to determine their ability to predict suicide
ideation and suicide behavior in the 6 months
following discharge. Methods: A prospective cohort
study was completed of all patients admitted to

an acute urban innercity inpatient service with a
lifetime history of suicidal behavior and current
suicidal ideation. The study examined predictors

of suicide ideation at 1, 3 and 6 months following
discharge and of suicide behavior over the 6 months
following discharge. Results: 120 participants
consented to participate in the study; 8 withdrew
and 9 were lost to follow up. Suicide and suicide
behavior were common outcomes amongst this
cohort of patients with 4 of 103 (3.9%) participants
dying by suicide and 33 of 97 (37.1%) reporting
suicide behaviors in the six months after discharge
from hospital. The presence of suicide ideation
over 1, 3 and 6 months follow up was predicted by
the baseline variables including having a history of
more than 1 suicide attempt, being admitted for a
current suicide attempt, being female and the level
of depression. The magnitude of suicide ideation at
1 month postdischarge was positively related to the
baseline level of suicide ideation, having a history
of more than 1 suicide attempt and the baseline
level of hopelessness. The occurrence of suicide
behavior over the 6 months postdischarge was
significantly related to being admitted for a current
suicide attempt and the baseline level of impulsivity.
Conclusions and implications for practice: This
research demonstrated that recently discharged
patients are an identifiable high risk group for
suicide and the findings stress the importance of
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known risk factors — more than 1 attempt, recent
attempt; depression; impulsivity; hopelessness in
defining a target group for interventions.

S3-2

UNDERSTANDING THE RISKS
OF RECENT DISCHARGE:
THE PHENOMENOLOGICAL
LIVEDEXPERIENCES

Fobn Cutcliffe, Ph.D., B.S.C., 81 Papermill road,
Hampden, ME 04444

SUMMARY:

People whose mental health problems lead them

to require psychiatric hospitalization are at a
significantly increased risk of suicide, particularly
immediately following discharge. This paper reports
on phenomenological findings from a federally
funded, mixedmethods study which sought to better
understand the observed increased risk for suicide
following discharge from an inpatient psychiatric
service. A purposive sample of twenty (20) of
recently discharged former suicidal inpatients was
obtained. Data were collected from the participants
as a result of ‘hermeneutic interviews, lasting
between 1 and 2 hours and analysed according to
van Manen’s (1997) interpretation of hermeneutic
phenomenology. Two key themes, “Existential

angst at the prospect of discharge” and “Irying to
survive while living under the proverbial ‘Sword

of Damocles’ were induced. Each of these was
comprised of five themes: the first encompasses

the following: ‘Feeling scared, anxious, fearful and/
or stressed’, ‘Preparedness’, ‘Leaving the place of
safety’, ‘Duality and ambivalence’, and ‘Feel like a
burden’. The second key theme encompasses the
following: ‘Needing postdischarge support’, ‘Feeling
lost, uncertain and disorientated’, ‘Feeling alone and
isolated’, ‘Suicide remains an option’ and ‘Engaging
in soothing, comforting behaviours’.

S3-3
IS RESEARCH WITH SUICIDAL
PARTICIPANTS RISKY BUSINESS?

Fesmin Antony, M.S., 30 Bond Street, Toronto,
MSBIWS

SUMMARY:
Few studies have examined the effects of research

assessments on study participants’ suicidality.

The purpose of this study was to examine the
postassessment changes in suicidality of study
participants with a lifetime history of suicidal
behaviour. Study participants (N=120) were
recruited from patients admitted with current
suicidal ideation or suicide attempt plus a lifetime
history of suicidal behavior to an inpatient
psychiatric service and/or a crisis stabilization unit.
Participants were assessed for suicidal ideation with
the Suicide Ideation Scale at 1, 3, and 6 months
following their discharge from hospital. The

risk assessment protocol was administered at the
start and at the end of each of the study followup
assessments. The risk assessment protocol consisted
of three selfrating questions: two of the questions
asked participants to rate, on a scale of 0 (none) to
7 (severe), their urges to seltharm and their urges
to suicide. A third question asked the participant
to assess, on a scale of 0 (out of control) to 7 (in
control), their sense of control over their suicidal
urges. Changes in suicidality following study
assessments were small, infrequent and were most
likely to reflect a decrease in suicidality. By the
end of the 6 month followup period, increases in
suicidality postassessment were not seen. Similarly,
participants rarely reported worsening selfcontrol
over suicidal urges, and when they did, the effect
was minimal. These findings are consistent

with Reynolds et al. (2006) findings that a small
proportion of suicidal participants will require
intervention following an assessment.

S3-4

SUICIDE RISK ASSOCIATED WITH
RECENT DISCHARGE: MOVING FROM
MODELS TO INTERVENTION

Ken Balderson, M.D., B.S.C., 17033 Cardinal Carter
Wing, 30 Bond Street, Toronto, M6G 2L6

SUMMARY:

Objective: This part of the symposium will review
the literature on previous interventions and
describe the process of developing and details of an
intervention plan to reduce suicide risk in recently
discharged patients. Method: Results of the initial
study were used to develop potential interventions
which were then presented at 5 hospitals for
teedback which was integrated in developing a
comprehensive planned intervention. Results: Based
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on the initial study, a proposed intervention plan was
developed and presented at rounds and in workshops
at 5 hospitals, with a total of 170 participants
attending rounds and 65 workshop participants.
Consensus was reached on an intervention with

4 elements: targeting highrisk patients, preparing
the patient for discharge, acknowledging the
continued risk, and providing transitional support.
"The intervention includes 26 specific actions.
Conclusions and implications for practice: A group
of targeted interventions designed to reduce suicide
risk after discharge is proposed.
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SYMPOSIUM 4

BRAIN MECHANISMS AND
NEUROPSYCHIATRY IN SMOKING
CESSATION

Chair: Geetha Subramaniam, M.D., 6001 Executive
Blvd, R 3174 MISC 9583, Bethesda, MID 20892,
Co-Chair: Steven Grant, Ph.D.

Discussant: Tony P George, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to 1) Identify the underlying
neurobiological mechanisms of smoking cessation
and/or relapse, especially among those who present
with impulsivity and depression; and 2) Understand
and apply the new evidence for pharmacological and
behavioral interventions that may further improve
the smoking cessation outcomes of their patients.

OVERALL SUMMARY:
Smoking is a leading preventable cause of death in

the US. While the evidence is compelling for the
health benefits and costeffectiveness of treatments
for smoking cessation, currently available medication
and behavioral treatments are only modestly
effective, and the abstinence is shortlived. It is
imperative that new targets for and underlying
mechanisms of smoking cessation be explored.

Of particular interest is the interface between
mechanisms underlying smoking behaviors and
psychiatric conditions and manifestations. In this
symposium, National Institute on Drug Abuse
(NIDA) funded researchers will present preliminary
cuttingedge evidence for brainbased mechanisms
associated with smoking cessation/relapse and
interrelated areas of weight gain, depressive
symptoms and impulsivity; and to create new
avenues for the development of more effective and
novel pharmacological and behavioral interventions.
Dr. Amy Janes will present emerging fMRI findings
on cue reactivity and attentional bias in tobacco
abstinence, which has potential to inform tailoring
treatments addressing the influence of smoking

cues on relapse. Dr. Richard Yi will discuss the role
of impulsivity and delay discounting in smoking
cigarettes that may suggest ways to improve smoking
cessation success for those with vulnerabilities

in the externalizing spectrum of behaviors. Drs.
Benjamin Toll and Laura MacPherson will review
two different means to further improve smoking
outcomes in patients receiving standard nicotine
replacement therapy (NRT) in smokers using a)

a pharmacological agent, naltrexone (an opioid
antagonist) and b) behavioral activation, a brief
behavioral treatment (to enhance reward system).
These strategies have the potential to provide
information on tailoring smoking cessation

efforts. Dr. Tony George, will serve as the formal
discussant. He will provide both a commentary

on the presentations and stimulate an interactive
discussion with the panelists and the audience
outlining potential future research directions aimed
at improving smoking cessation treatments. The four
presentations and ensuing discussions are also likely
to provide practicing psychiatrists with potentially
useful tools to augment and personalize smoking
cessation interventions for some of the patients, they
encounter in their practices.

S4-1
BRAIN FUNCTIONAL MAGNETIC
RESONANCE IMAGING (FMRI)
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REACTIVITY AND ATTENTIONAL BIAS IN
TOBACCO
ABSTINENCE

Amy Fanes, Ph.D., 115 Mill Street, Belmont, MA 02478

SUMMARY:

Smoking relapse rates remain high despite the
existence of effective cessation therapies. Developing
means to identify relapsevulnerable smokers

before they try to quit may enable personalized
treatment, which could reduce relapse. Smoking cue
exposure precipitates relapse episodes, suggesting
that cue reactivity may be associated with relapse
vulnerability. We hypothesized that functional
MRI (fMRI) of brain reactivity to smoking cues
and attentional bias (AB) for smoking words can

be used to identify relapsevulnerable smokers.
Before a quit attempt, 21 nicotinedependent
women underwent fMRI while viewing smoking
and neutral images. AB for smokingrelated words
was measured using a smoking emotional Stroop
(SES) task. Smokers then attempted to quit with
the aid of nicotine replacement therapy. Relapse
vulnerability was identified based on shortterm
cessation outcomes (abstinence vs. slip: smoking

= 1 cigarette after attaining abstinence). Prequit
tMRI and SES assessments in these groups were
compared. While demographics did not differ
between groups, smokers who slipped had greater
tMRI reactivity to smoking images in brain regions
involved in interoceptive awareness, emotion, and
motor planning and execution, and greater smoking
word AB. Smoking image fMRI reactivity in

insula and dorsal anterior cingulate cortex (AACC)
was correlated with increased smoking word AB.
Together, fMRI and AB data predicted outcomes
with 79% accuracy. Relapsevulnerable smokers
also had reduced functional connectivity between
an insulacontaining network and cognitive control
brain regions, suggesting decreased topdown control
of cueinduced reactivity. We conclude that smokers
with enhanced fMRI reactivity and AB for smoking
stimuli may be highly relapsevulnerable, that fMRI
and AB measures may be good outcome predictors
and useful for personalizing cessation treatment,
and that topdown control of cuereactivity may be
disrupted in relapse vulnerable smokers.

S4-2
IMPULSIVITY IN SMOKING CESSATION

Richard Yi, Ph.D., 2103 Cole Fleld House, College Park,
MD 20742

SUMMARY:

Delay discounting refers to the reduction in the
subjective value of an outcome as a function of

the delay to that outcome. For instance, receiving
some amount of money following a 1month delay
is subjectively worth less than receiving that same
amount immediately. Thought to be a measure of
impulsivity, delay discounting is associated with
various forms of substance use and abuse, including
cigarette smoking. For instance, active cigarette
smokers delay discount money outcomes more than
nonsmokers, indicating that smokers are generally
more presentfocused in their decisionmaking.
Additionally, rate of delay discounting appears to
predict ability to maintain abstinence efforts. This
presentation will review the body of research that
implicates delay discounting as an important factor
in the development and maintenance of cigarette
smoking. Recent advances in the conceptualization
of delay discounting as it applies to cigarette
smoking may suggest intervention approaches that
directly target this presentoriented decisionmaking
with possible attendant changes in smoking.

54-3

NALTREXONE IN SUPPLEMENTING
NICOTINE REPLACEMENT THERAPY FOR
SMOKERS

Benjamin 'Toll, Ph.D., 1 Long Wharf Drive, New Haven,
CT 06511

SUMMARY:

Naltrexone hydrochloride is a medication that has
shown promise in reducing postsmoking cessation
weight gain and may therefore address smokers’
weight concerns. Several randomized studies have
shown that naltrexone significantly minimizes
postquit weight gain. In these studies, participants

in the naltrexone group gained approximately 1.5
pounds on average, whereas those in the placebo
group gained an average of 2.4 to 4.2 pounds (King
et al, 2006; KrishnanSarin et al, 2003; O’Malley et al,
2006; Toll et al, 2008). Although naltrexone appears
to reduce weight gain after quitting, effects on
smoking cessation have been inconclusive, with some
negative (King et al, 2006; Toll et al, 2008; Wong
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et al, 1999) and some positive (Covey et al, 1999;
KrishnanSarin et al, 2003; O’Malley et al, 2006)
findings. In addition to discussing these studies,

we will present data from a clinical trial in which
smokers (N=172) who reported weight concerns
were randomized to receive either 25mg naltrexone
or placebo for 27 weeks. All participants received
open label nicotine patch therapy for 8 weeks and
counseling for 27 weeks. Although there was a small
numerical difference in weight at 26 weeks postquit
that favored the naltrexone group, this difference
was not statistically significant (naltrexone: 6.8 1bs
+ 8.94 vs placebo: 9.7 Ibs + 9.19, p=.47). Smoking
abstinence rates were not significantly different

but numerically favored the placebo group at 26
weeks postquit (naltrexone: 22% vs placebo: 27%,
p=.43). We will also briefly present preliminary
unpublished data from a pilot study that compared
25mg naltrexone to placebo for minimizing weight
gain in combination with open label varenicline

for smoking cessation. Data from these studies

and the literature suggest that naltrexone may
support smoking cessation at higher doses and for
specific subpopulations and appears to minimize
postquit weight gain when paired with specific
pharmacotherapies (nicotine patch, bupropion).

S4-4

BEHAVIORAL ACTIVATION IN
DEPRESSED SMOKERS RECEIVING
NICOTINE REPLACEMENT THERAPY

Laura MacPherson, Ph.D., 2103 Cole Field House,
College Park, MID 20742

SUMMARY:

Moderately elevated levels of pretreatment, current
depressive symptoms are associated with poor
smoking cessation outcomes (e.g., Cinciripini

etal., 2003; Niaura et al., 2001). Antidepressant
medications and/or moodspecific cognitive—
behavioral treatments largely have not impacted
depressive symptoms during quit attempts, and
treatment effects appear unrelated to depressive
symptom change (e.g., Piper et al., 2008). Beyond
the putative role of depressive symptoms in cessation
failure, emerging research indicates a critical role
of low positive affect in poor cessation outcomes
and in deprivationinduced withdrawal and craving.
Although extant research typically has focused on
the role of negative affectivity/mood on cessation

failure, it remains crucial to consider low positive
affect/anhedonia as these dimensions have also
predicted smoking cessationrelated changes in
withdrawal symptoms and relapse beyond depression
history (Leventhal et al., 2008). Behavioral activation
(BA; Lejuez, Hopko, & Hopko, 2001) is a promising
adjunct to standard cessation strategies for smokers
with elevated depressive symptoms, as this is a brief
approach that targets greater contact with more
valued environments through systematic efforts to
increase rewarding experiences/enjoyment of daily
activities, which may simultaneously reduce negative
affect and improve positive affect through overt
behavior change (Lejuez et al., 2001). Data from a
Stage I trial indicate that a BA enhanced smoking
intervention (BATS) produced improved abstinence
rates and reduced depressive symptom among

adult smokers with elevated depressive symptoms
(MacPherson et al., 2010). The current study will
present preliminary data from an ongoing Stage II
trial of BATS, with a focus on putative treatment
mechanisms including improvements in low positive
affect and increases in reward sensitivity targeted
with novel assessment strategies.
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SYMPOSIUM 5
CHOOSING THE RIGHT TREATMENT
FOR SUBSTANCE ABUSE

Chair: Herbert D Kleber; M.D., 1051 Riverside Drive,
Unit 66, New York, NY 10032

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) List the advantages and
disadvantages of various medications and behavioral
interventions for the drugs discussed; and 2)
Understand the key issues in treating pain in
substancedependent patients.

OVERALL SUMMARY:

Substance abuse/dependence remains a major
public health problem with important implications
for health, financial costs, and the criminal justice
system. Shifts continue to occur in cost, purity,

and geographic spread of various agents. The
fastest growing problem is prescription opioid

and stimulant abuse while cocaine and heroin
remain endemic, methamphetamine decreases, and
marijuana has higher potency and lower age of
onset. The symposium combines current scientific
knowledge with the most efficacious treatments for
all of these agents as well as a separate presentation
on comorbid pain. Emphasis is on officebased
approaches and includes both pharmacologic and
psychologic treatment methods. The speakers are
nationally recognized experts in the field and focus
on practical and cutting edge treatments.

S5-1

CHOOSING THE RIGHT TREATMENT
FOR COCAINE DEPENDENCE

Adam Bisaga, M.D., New York State Psychiatric

Institute, 1051 Riverside Drive, Unit 120, New York,
NY
10032

SUMMARY:

Cocaine abuse and dependence remain severe
health problems, with treatment difficult, and

no commonly accepted pharmacotherapies.

A combination of pharmacological, possibly

more than one medication, as well as behavioral
interventions will likely be required for patients to
achieve and maintain abstinence. Antidepressants,
with desipramine most studied, have yielded
inconsistent results. Trials of medications that
decrease dopaminergic effects of cocaine, such as
neuroleptics have not been successful. However
medications that enhance dopaminergic tone

and have stimulant properties such as disulfiram,
damphetamine, modafinil and levodopa are
promising as abstinenceinducing treatments.
Medications that indirectly block effects of cocaine
by enhancing GABAergic neurotransmission such
as topiramate, tiagabine, and baclofen appear to
have potential as abstinencemaintenance treatments.
Strategies to prevent cocaine from entering the
brain are also being developed and initial results
with a “cocaine vaccine” are promising. A new
approach in cocaine treatment trials involves

using medications in combination with a specific
form of behavioral therapy. For example, addition
of dopamine enhancers have increased efficacy

of contingency management treatment. As the
cognitive impairments interfere with response to
behavioral treatment, using cognitive enhancers
may be a useful strategy in some patients. Although
no single treatment is currently suggested, several
treatment combination approaches will be discussed.

S5-2
CHOOSING TREATMENT FOR CANNABIS
DEPENDENCE

Frances Levin, M.D., 1051 Riverside Drive, New York,
NY 10032

SUMMARY:

Cannabis is the most commonly used illicit drug
in the United States and the rates of abuse and
dependence have increased, particularly among
minority populations. A great deal of work has
been completed concerning the basic mechanisms
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of actions, pharmacology, and neurophysiologic of
cannabis. It has now been recognized that heavy
chronic cannabis use can lead to a characteristic
withdrawal syndrome upon discontinuation of

use. Such withdrawal symptoms may hinder a
patient’s ability to reduce or cease his/her use.
Although there have been several large clinical
trials suggesting that various psychotherapeutic
treatment approaches are efficacious, no one type
of psychotherapy has been found to be superior.

In addition, there have been a limited number of
controlled laboratory and treatment trials that have
assessed the efficacy of pharmacologic interventions.
At present, agonist and antagonist therapies have
shown promise, e.g., dronabinol (oral THC), and
combined pharmacotherapies (such as dronabinol
and lofexidine) may have clinical utility for treating
cannabis dependence.

S5-3

COMBINING MEDICATIONS AND
PSYCHOSOCIAL INTERVENTIONS IN THE
TREATMENT OF SUBSTANCE ABUSE

Edward Nunes, M.D., New York State Psychiatric
Institute, 1051 Riverside Drive, Unit 51, New York, NY
10032

SUMMARY:

Several types of psychosocialbehavioral
interventions, including cognitive behavioral
skillbuilding approaches (e.g., relapse prevention,
community reinforcement approach, contingency
management, motivational enhancement therapy,
and 12Step facilitation), have been studied for use
either alone or in combination with medications for
treatment of substance abuse. Such interventions
have served as means of helping patients to
achieve abstinence, encouraging lifestyle change,
and promoting compliance with medications. An
overview of these models and a brief review of
findings in treatment outcome research will be
provided. Obstacles encountered in the delivery
of these approaches, the clinical implication

of integrating such models, and the efforts to
generalize research findings to community settings

will be addressed.

S5-4
OPIOID DEPENDENCE: AGONIST AND
ANTAGONIST TREATMENT OPTIONS

FOR ADDICTION

Maria Sullivan, M.D., Ph.D., New York State
Psychiatric Institute, 1051 Riverside Drive, Unit 120),
New York, NY 10032

SUMMARY:

Opioid dependence may be treated with either
detoxification followed by antagonist therapy
(naltrexone) or by agonist maintenance in
methadone programs or officebased settings
(buprenorphine). We review strategies for
detoxification and naltrexone induction and
compare retention rates between agonist and
antagonist therapy. We present recent outcome
data on the efficacy of the depot naltrexone
formulation in combination with behavioral
therapy. Depot naltrexone offers rates of retention
with antagonist maintenance that rival those seen
with buprenorphine. Prescription opioid abusers
may be good candidates for naltrexone induction
and maintenance. The rates at which all classes of
opioids have been prescribed have increased in the
past decade, and this rise has been most dramatic
for oxycodone. The treatment of chronic pain

in substance abusers poses a significant clinical
challenge. Addiction in pain patients is more subtle
and difficult to identify than in illicit substance
users. It is important to distinguish clinically
between different causes of opioid misuse in pain
treatment. Care providers should obtain informed
consent, carry out careful baseline and repeated pain
assessments, evaluate psychological and substance
use issues, and monitor adherence. Stratifying
patients into risk categories for addiction liability
will enable a clinician to determine individualized
treatment strategies, including a specialty care
setting when warranted, and increased monitoring
with frequent visits and toxicology screens. For
chronic pain patients with a history of opioid
abuse, buprenorphine/naloxone can be an effective
analgesic which carries a low risk of abuse. By
assessing for the presence of aberrant behaviors
surrounding medication use, chronic pain in
substance users may be managed safely, and the
risk of opioid misuse can be reduced. Advantages
and disadvantages of effective pharmacological
choices for the treatment of opioid dependence are
summarized.

S5-5
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DETECTING AND MANAGING
SEDATIVEHYPNOTIC AND Stimulant Abuse

Fobn Mariani, M.D., New York State Psychiatric
Institute, 1051 Riverside Drive, Unit 66, New York, NY
10032

SUMMARY:

Sedativehypnotics and stimulants are widely
prescribed classes of psychotropic agents. Despite
extensive clinical experience, concerns about
overprescribing, abuse liability, and the behavioral
safety of sedativehypnotics and stimulants still
remain. While these medications are effective
treatments for psychiatric disorders, specifically
sedativehypnotic agents for anxiety disorders and
stimulants for attentiondeficit/hyperactivity disorder,
both classes of medication have a significant risk

of abuse and the incidence of nonprescribed use is
substantial. An overview of the strategies to detect
and manage abuse of these controlled substances will
be provided. Special attention will be focused on the
complex clinical issues that arise when prescribing
sedativehypnotic and stimulants in the presence of
cooccurring substance use disorders.
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SYMPOSIUM 6

HEALTH CARE REFORM AND MENTAL
HEALTH CARE FINANCING

U.S. National Institute of Mental Health

Chair: Agnes E Rupp, Ph.D., 6001 Executive Blvd.,
Bethesda, MID 208929631
Discussant: furgen Unutzer; M.D., M.P.H.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Provide an overview of how
health financing can be used to achieve some of

the major goals of health care reform. This is
accomplished through presentation of four research
papers that examine outcome measurement for
children with autism spectrum disorders, approaches
to financing psychotropic medications, and
understanding health disparities in the child welfare
population.

OVERALL SUMMARY:

One of the goals of health reform is to reduce
burdens associated with mental disorders, and to
achieve this using the tools of health care financing.
"This task requires that federal, state and local
policymakers, mental health care program directors,
and practicing clinicians possess at least three
important pieces of information. First, they need
scientific guidance on how to reliably measure the
resource use intensity and clinical outcomes of
mental disorders. Second, they need information

on various financial and reimbursement strategies
and mechanisms that can be used to affect the
greatest change in treating mental disorders with the
least expenditures. And, third, they need research
support information on whether or not these

efforts will succeed without unintended, adverse
clinical or economic consequences concerning

all stakeholders involved. This symposium brings
together four NIMHfunded empirical studies that
provide precisely this kind of information. One
paper examines the issue of measuring outcomes for
children who have autistic spectrum disorder (ASD).
By developing metrics that allow for quantification
of symptomatology for children with ASD as well

as the burden experienced by their caregivers, this
paper presents a model that can be generalized to
other childhood mental disorders and, by extension,
adult pathology. Next, two papers funded as part of
NIMH’s pharmacoeconomics research portfolio,
address issues of how best to pay for psychotropic
medications. These papers study various strategies
for sharing costs of psychotropic medications

across purchasers and payors, and examine their
impact on cost, quality and continuity of care. Such
pharmacoeconomics work is critically important

for health reform given the escalating expenditures
of psychotropic medications incurred by Medicaid,
Medicare, commercial health plans, and by patients’
outofpocket expenses. Finally, the last paper treats
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health disparities as a populationlevel marker of
policy effectiveness. Using a population of children
in the child welfare system, this paper investigates
the determinants of health disparities among a
nationally representative sample of children. Taken
together, these papers address issues relevant to the
measurement, mechanisms, and consequences of
health reform. Findings from these studies have the
potential to (a) inform child mental health program
development in the publicly and privately financed
sectors for children with ASD; (b) modify Med

S6-1

IMPACT OF MEDICAID PRESCRIPTION
COST CONTAINMENT POLICIES ON
ANTIPSYCHOTIC MEDICATION USE
AMONG SCHIZOPHRENIA PATIENTS

Falpa Doshi, Ph.D., 423 Guardian Drive, Blockley Hall,
Rm. 1222, Philadelphia, PA 19104

SUMMARY:

Objective: Little is known about the impact of
Medicaid prescription copayment policies on
medication use among patients with serious mental
illnesses. This study aimed to determine the impact
of increases in Medicaid prescription copayments
and generic/brand copayment differentials on

use of antipsychotic and other nonantipsychotic
medications in patients with schizophrenia.
Methods: The study sample included nondual
eligible feeforservice Medicaid patients >21 years
with a schizophrenia diagnosis {CD9CM: 295.

xx) between 2003 and 2005. A quasiexperimental
study design was employed using personmonth level
Medicaid analytic extract (MAX) data from 2003

to 2005 for Medicaid programs from 44 states plus
D.C. linked with the Area Resource File (ARF),
and a state Medicaid policy survey conducted

by the authors. Patient level fixedeffects models
were used to examine how copayment changes
impacted monthly antipsychotic and other drug use
while using observations without policy change as
contemporaneous controls. The outcomes included
antipsychotic and nonantipsychotic medication

use (number of fills and number of 30days supply
equivalent fills) per patient per month. We also
calculated antipsychotic adherence using the
proportion of days covered (PDC) measure in

each month. Results: The prescription copayment
changes had a statistically significant, albeit modest

impact on antipsychotic use and adherence.

For every one dollar increase in the generic or
minimum copayment there was a reduction of 0.015
antipsychotic fills (or 0.03 antipsychotic fills in 30day
equivalents) per patient per month. Conclusions:
Increases in prescription copayments and generic/
brand copayment differentials resulted in only a
minimal decline in antipsychotic medication use and
adherence, but had a relatively larger negative effect
on nonantipsychotic medication use.

S6-2
MEDICARE PART D’S COVERAGE GAP
AND DEPRESSION

Yuting Zhang, M.S., Ph.D., 130 DeSoto Street, A664
Crabtree Hall, Pittsburgh, PA 15261

SUMMARY:

Objectives: To evaluate the effects of Medicare
Part D’s coverage gap on medication use among
beneficiaries with depression and to determine
whether the provision of generic coverage would
protect them from discontinuing their medications.
Method: We obtained Medicare Part D events,
enrollment, and plan characteristics files for

a random sample of 5% of national Medicare
beneficiaries enrolled in a standalone Part D

plan from the Centers for Medicare & Medicaid
Services. We identified all aged and disabled
beneficiaries diagnosed with depression but not
with bipolar disorder and schizophrenia and with

a fullyear Part D enrollment in 2007. We used a
prepostrollingcohortwithacomparisongroup design
to compare likelihood of use, monthly prescription
counts and spending before and after the coverage
gap between each pairwise comparison of three
groups: those with 1) no coverage, 2) genericonly,
and 3) lowincomesubsidies in the coverage gap.
Results: When faced with a fullgap in drug coverage,
the disabled reduced pharmacy spending for
psychiatric drugs more than nonpsychiatric drugs
(35% vs 31%), the aged cut back on their use of
drugs, equally for psychiatric vs nonpsychiatric
drugs (23%). Those with generic coverage only cut
their use of branded drugs and their use of generic
drugs remained almost the same (aged) or increased
(disabled). This suggests some shifting from branded
to generic drugs if beneficiaries had genericonly
coverage in the gap. Conclusions: The coverage
gap will remain in the next 10 years. Our findings
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reinforce the necessity to evaluate the unique benefit
design of Medicare Part D in order to create the
best approach to cover the essential medications for
beneficiaries whose total drug spending exceeds the
coverage gap threshold. The first step to develop

the optimal pharmacy benefit designs for these

high drug spenders is to know exactly how these
individuals responded to the different coverage

types.

S6-3

MEASURING QUALITY ADJUSTED
LIFEYEARS FOR ECONOMIC
EVALUATIONS OF TREATMENT SERVICES
FOR CHILDREN WITH AUTISM

7 Mick Tilford, Ph.D., 4301 West Markbam, #820,,
Little Rock, AR 72205

SUMMARY:

Objective: Costeffectiveness analysis has the
potential to improve access to services for children
with autism by demonstrating the value of treatment
to public and private payers, but methods for
measuring qualityadjusted life years (QALYs) in
children and incorporating family effects remain
understudied. This paper measures QALY in

a population of children with autism spectrum
disorders (ASDs) and tests whether family effects
can be measured using generic instruments. Failure
to include family effects associated with effective
services could bias estimated costeffectiveness
ratios. Method: This paper reports on data from
respondents at two sites of the Autism Treatment
Network that diagnosis children with autism
meeting DSM-IV criteria. Clinical data from the
network was combined with survey data to measure
QALY scores in children and caregivers according
to ASD severity and symptoms. The primary
hypothesis is that generic QALY instruments will be
sensitive to symptom severity in children with ASDs
and their caregivers. We anticipate a final sample of
200 families will be reported on for this meeting.
Main Outcome Measures: The study compares
findings from the Health Utilities Index and Quality
of WellBeing scale for children in relation to
intellectual disability, age, and ASD type and severity.
For caregivers, the SF6D and EQ5D are compared
in relation to the CESD and the CarerQol7D.
Findings: Based on initial responders, children

were diagnosed as having autistic disorder (82.4%),

pervasive developmental disorder (PDDNOS)
(9.8%), and Asperger’s disorder (7.7%). 1Q scores
varied across the three diagnoses with the highest
rate of intellectual disability in children with autistic
disorder followed by children with PDDNOS.
QALY scores as measured by the HUI3 averaged
0.68 (range: 0.0721.0). Conclusions: Financing
intensive services for all children with ASDs may not
be optimal because of unknown benefits for different
diagnoses.

S6-4

REDUCING DISPARITIES IN MENTAL
HEALTH EXPENDITURES AMONG
CHILDREN IN THE CHILD WELFARE
SYSTEM

Ramesh Raghavan, M.D., Ph.D., One Brookings Drive,
Campus Box 1196, St. Louis, MO 63130

SUMMARY:

Objective: Children in the child welfare system
have the highest mental health needs of all child
populations, and possess entitlements to Medicaid
in order to cover needed mental health services.
Despite these entitlements, children in the child
welfare system display considerable racial/ethnic
disparities across several domains of mental health
service use. The objective of this paper is to
quantify the magnitude of disparities in Medicaid
expenditures, and identify children at greatest risk
for such disparities among a national sample of
children in child welfare. This information is critical
to inform Medicaid policymaking that can reduce
such disparities, especially given the forthcoming
expansion of the program as a result of health
reform. Method: We have been engaged in linking
child participants in the nation’s first national
study of children in the child welfare system — the
National Survey of Child and Adolescent WellBeing
— to their Medicaid claims data. Main Outcome
Measures: We examined Medicaid expenditures
for ambulatory and inpatient psychiatric services,
prescription drug costs, other inpatient treatment
such as care within residential treatment centers,
and use of case management funds for children
belonging to different race/ethnicities. Findings:
Significant expenditure differences were observed
between white and AfricanAmerican children who
had nonzero expenditures. On regression analysis
that controlled for demographic characteristics,
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child mental health need, abuse history, and state of
residence, being of AfricanAmerican race/ethnicity
was associated with a marginal decrease of $2,206
in overall mental health expenditures. Marginal
effects were highest for children with scores in the
clinical range of the Child Behavior Check List and
for sexually abused children. Conclusion: Medicaid
coverage per se does not seem to reduce disparities
in receipt of health care among child welfare
populations.

S6-5

REDUCING DISPARITIES IN MENTAL
HEALTH EXPENDITURES AMONG
CHILDREN IN CHILD WELFARE

Derek Brown, Ph.D., 3040 Cornwallis Rd Hobbs 107,
Research Triangle Park, NC 277092194

SUMMARY:

Objective: Children in the child welfare system
have the highest mental health needs of all child
populations, and possess entitlements to Medicaid
in order to cover needed mental health services.
Despite these entitlements, children in the child
welfare system display considerable racial/ethnic
disparities across several domains of mental health
service use. The objective of this paper is to
quantify the magnitude of disparities in Medicaid
expenditures, and identify children at greatest risk
for such disparities among a national sample of
children in child welfare. This information is critical
to inform Medicaid policymaking that can reduce
such disparities, especially given the forthcoming
expansion of the program as a result of health
reform. Method: We have been engaged in linking
child participants in the nation’s first national
study of children in the child welfare system — the
National Survey of Child and Adolescent WellBeing
— to their Medicaid claims data. Main Outcome
Measures: We examined Medicaid expenditures
for ambulatory and inpatient psychiatric services,
prescription drug costs, other inpatient treatment
such as care within residential treatment centers,
and use of case management funds for children
belonging to different race/ethnicities. Findings:
Significant expenditure differences were observed
between white and AfricanAmerican children who
had nonzero expenditures. On regression analysis
that controlled for demographic characteristics,
child mental health need, abuse history, and state of

residence, being of AfricanAmerican race/ethnicity
was associated with a marginal decrease of $2,206
in overall mental health expenditures. Marginal
effects were highest for children with scores in the
clinical range of the Child Behavior Check List and
for sexually abused children. Conclusion: Medicaid
coverage per se does not seem to reduce disparities
in receipt of health care among child welfare
populations.

REFERENCES:

1) The Patient Protection and Affordable Care Act.
PL 111148. March 23,2010

2) The NIH Common Fund Home Page: http://
commonfund.nih.gov/healtheconomics

3) McGuire, TG (guest ed.): Special Section on
Health Reform and Mental Illness, Psychiatric
Services, Vol. 61, Num. 11. pp 10731092

SYMPOSIUM 7

MOOD DISORDERS ACROSS THE
LIFESPAN: IMPLICATIONS FOR DSM-5
American Psychiatric Institute for Research & Education

Chair: Darrel A Regier; M.D., M.P.H., 1000 Wilson
Blvd, Ste 1825, Arlington, VA 22209,
Co-Chair: David J Kupfer, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to identify pertinent issues related

to diagnosing mood disorders, including major
depressive disorder and bipolar disorder, across the
age spectrum. Participants will also be able to discuss
how these issues are being addressed specifically
within the context of revisions to DSM-5.

OVERALL SUMMARY:

The DSM-5 Mood Disorders Work Group has
made a number of recommendations to potentially
improve the diagnosis of mood disorders across
all patient populations, including major depressive
disorder and bipolar disorder. The unique role
that development and age play in the presentation
of mood disorders has been of particular interest,
and as a result, the Mood Disorders Work Group
has drafted proposed revisions with input from
colleagues from the Childhood and Adolescent
Disorders Work Group and the Neurocognitive
Disorders Work Group. This symposium will
discuss the diagnosis of mood disorders within the

155



SYMPOSIA

context of the age spectrum and the ways in which
developmental lifespan issues have impacted the
decisionmaking process behind the work groups’
proposed revisions. Specifically, presentations will
cover mood disorders and issues relevant to pediatric
(Temper Dysregulation Disorder with dysphoria),
young adult (Bipolar Disorder), adult (Major
Depressive Disorder with and without Bereavement;
Major Depressive Disorder and the relationship
between mood and anxiety symptoms), and geriatric
populations (geriatric depression and the confluence
of mood, anxiety, and somatic symptoms). Emphasis
will be added to demonstrating how proposed
changes to mood disorders in DSM-5 may

impact diagnosis and treatment and “real world”
implications for patients and the general public.

S7-1
MOOD DISORDERS ACROSS THE
LIFESPAN: IMPLICATIONS FOR DSM-5

David Shaffer; M.D., 1051 Riverside Dr Unit 78, New
York, NY 10032

SUMMARY:

Burned by previous enthusiasm for childspecific
presentations of adult disorders, such as

childhood schizophrenia (autism), the approach to
understanding mood disorders in children has been
generally conservative, dismissing such concepts

as “masked depression” and relying on a search for
features similar to those identified in adults. This
approach has shown that depression in recognizable
format—with expected risk factors, symptoms,

and natural history—is rare before puberty,

occurs without the expected gender differences,

and is associated with a more varied outcome

than depression in teens. However, stimulated,
perhaps, by the finding that parental mood is a
major determinant of disturbance in youth, a new
generation of research is examining childhood mood
in relation to parental mood and the childhood
antecedents of later depression. Together, this
research suggests that a childhooddepression profile
characterized by irritability and aggression might
be an agespecific format for youth depression. What
this relationship might mean for DSM-5 will be
discussed.

S7-2
YOUNG ADULTHOOD: PRIME TIME FOR

ONSET OF BIPOLAR DISORDER

Ellen Frank , Pb.D., 3811 O’Hara Street, Pittsburgh,
PA 15213

SUMMARY:

Across virtually all cultures, late adolescence/

young adulthood appears to be the highest risk
period for onset of bipolar disorder; yet, it often
goes unrecognized at initial presentation. Indeed,
multiple studies indicate that the typical delay from
onset to correct diagnosis is approximately ten
years. Why this might be so and how the revisions
proposed for DSM-5 might address this problem
will form the basis of this presentation. Reasons for
the long delay to correct diagnosis include the fact
that the first syndromal episode in most individuals
with bipolar disorder is depression, not mania or
hypomania, that the most prominent features of a
manic episode may not necessarily be euphoria and
that patients rarely present for treatment voluntarily
when they are in an episode of mania or hypomania
so that the diagnosis must often be made on the
basis of history. The DSM-5 Mood Disorders Work
Group is proposing several changes to the Mood
Disorders section that may increase the likelihood
of correctly identifying bipolar disorders in late
adolescents and young adults. These changes include
the possibility of assigning a ‘with manic/hypomanic
features’ specifier to an episode of depression when
only 3 symptoms of mania/hypomania are present
rather than requiring the full manic syndrome to
qualify for a mixed episode. This should have the
effect of identifying earlier those young individuals
with depression who are at greater risk for eventual
onset of mania. Perhaps more important, we are
proposing greater emphasis on the psychomotoric
activation aspects of mania/hypomania relative to
the mood aspects, by adding the requirement for
abnormally and persistently increased activity or
energy to criterion A for mania and hypomania. The
Mood Disorders Work Group is hopeful that these
proposed revisions will increase the likelihood of
identifying mania/hypomania in young people, both
at time of presentation and on the basis of history.

§7-3
ADULT MAJOR DEPRESSIVE DISORDER
AND THE BEREAVEMENT EXCLUSION

Sidney Zisook, M.D., Psychiatry Department, University
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of California, San Diego, 9500 Gilman Drive, 9116A,,
La Folla, CA 92093

SUMMARY:

In DSM-1V, bereavement is the only life event

that excludes the diagnosis of Major Depressive
Episode (MDE). Thus, an individual who meets all
symptomatic, duration and impairment criteria for
MDE but is recently bereaved may not have Major
Depressive Disorder (MDD). In contrast, a recently
divorced or disabledbut nonbereaved individual
with the same symptoms would be diagnosed with
MDD, as would someone with identical symptoms
who could not identify any recent losses or
adversity. As we prepare for DSM-5, it makes sense
to reevaluate this distinction. On the one hand, if
major depressive syndromes following the death of
a love one are fundamentally different than other,
nonbereavement related instances of depression,
then the bereavement exclusion may be valid and
should be retained. On the other hand, if depressions
following bereavement do not differ substantially
from nonbereavementrelated depression, with
respect to chronicity, recurrence, severity, or
treatment response, then the bereavement exclusion
may be invalid and should be dropped from DSM-5.
Our review finds no compelling studies showing that
bereavement related depressions are fundamentally
different than nonbereavement related depressions;
on the contrary: a comprehensive literature review
found that their similarities far outweighed their
differences. Thus, risk factors, clinical characteristics,
course, complications, biological indices and
treatment response were similar for both types

of depression. At least 3 subsequent secondary
analyses of large populationbased data bases have
demonstrated substantial similarities between
bereavementrelated major depressive syndromes and
other lifeevent related depressions, with respect to
demographic and clinical characteristics, severity,
course, familial pattern, associated features and
treatment response. A fourth, populationbased
prospective study found global symptom profile

and risk of depressive recurrence to be similar in
bereaved and nonbereaved depressed subjects. None
of these reviews or studies provides support for

the special treatment given to bereavementrelated
depression in the DSM-IV. Accordingly, we conclude
that the bereavement exclusion is probably not valid
and should be dropped from DSM-5.

S7-4

THE PROGNOSTIC IMPORTANCE OF
ANXIETY SYMPTOMS IN UNIPOLAR AND
BIPOLAR DEPRESSIVE EPISODES

William Coryell, M.D., 2205 MEB, University of Iowa
Carver College of Medicine,, lowa City, [ 52242

SUMMARY:

Numerous studies have associated the presence of
anxiety symptoms in major depressive episodes with
lower likelihoods of treatment response, longer
times to recovery, and greater amounts of depressive
morbidity over extended followups. Recent analyses
from the NIMH Collaborative Depression Study
have tested a broad array of anxiety symptoms as
baseline predictors of depressive morbidity across
two decades of prospectively observed morbidity

in large unipolar (n=476) and bipolar (n=335)
disorder cohorts. Results show that the severity

of concurrent, but not of preexisting, anxiety has
robust and sustained prognostic import for both
unipolar and bipolar depressive episodes. Longterm
depressive morbidity increases in a stepwise fashion
with the severity of anxiety symptoms present at
the beginning of followup and this effect does not
diminish across decades. Both the sum of severity
ratings for 8 individual anxiety symptoms and

the number of symptoms scored dichotomously
were predictive. The severity of endogenous
depressive symptoms, in contrast, does not appear
to be predictive of longterm symptom persistence.
These findings suggest that high levels of anxiety
within depressive episodes mark a temporally stable
phenotype and this characterization may thus help
to refine samples for genetic investigation.

§7-5
THE ORIGINS AND PRESENTATION OF
DEPRESSION IN LATER LIFE: A REVIEW

Dan Blazer, M.D., Ph.D., Duke University Medical
Center PO Box 3003, Durbam, NC 27710

SUMMARY:

In this presentation, the epidemiology of late

life depression will be reviewed. In community
samples, the frequency of major depression is lower
compared to midlife though suicide rates have been
higher until recently. The biological, psychological
and social origins of late life depression will be
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reviewed. Emphasis will be placed on current
research into subcortical vascular changes, unique
life experiences of older adults, and social factors
which increase the risk of late life depression. Yet
older persons also may be protected psychologically
and socially despite the increased biological risk.
The symptoms of major depression in the elderly
do vary but not dramatically from those earlier in
the life cycle if the depression is not associated with
physical and psychiatric comorbidities. Nevertheless,
comorbidities are frequently associated with late life
depression, especially with cognitive impairment
(which has led some to propose specific criteria for
depression in Alzheimer’s Disease), vascular disease
in the brain (which has led some to propose specific
criteria for vascular depression) and depression
associated with a host of physical disorders, such as
cardiovascular disease, diabetes, and cancer.

REFERENCES:

1) Goldberg D, Kendler KS, Sirovatka PJ, &
Regier DA. Diagnostic Issues in Depression and
Generalized

Anxiety Disorder: Refining the Research Agenda
for DSM-V. Arlington, VA: American Psychiatric
Association, 2010.

2) Brotman MA, Schmajuk M, Rich BA, Dickstein
DP, Guyer AE, Costello EJ, Egger HL,, Angold A,
Pine DS,

Leibenluft E: Prevalence, clinical correlates, and
longitudinal course of severe mood and behavioral
dysregulation in children. Biol Psychiatry, 60:9917,
2006

3) Zisook, S., Kendler, K.S.: Is bereavementrelated
depression different than nonbereavementrelated
depression. Psychological Medicine: 131, 2007
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SYMPOSIUM 8

THE NIMH BIPOLAR TRIALS NETWORK
LITHIUM TREATMENT MODERATE DOSE
USE STUDY (LITMUS): A RANDOMIZED
COMPARATIVE EFFECTIVENESS TRIAL
OF ADJUNCTIVE LITHIUM

Chais: Terence A Ketter; M.D., 401 Quarry Rd Rm
2124, Stanford, CA 943055723,
Co-Chair: Andrew C Leon, Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Appreciate important
innovative design features of randomized, pragmatic
intervention trials with ecological validity in bipolar
disorders; 2) Recognize strengths and limitations

of alternative design methodologies and statistical
procedures for bipolar intervention studies; and

3) Identity the efficacy and safety/tolerability of

adjunctive, moderatedose lithium in bipolar disorder.

OVERALL SUMMARY:

Lithium as monotherapy is used infrequently;
combination therapy regimens predominate

for all clinical states of bipolar disorder. This
symposium will focus on the recently completed
Bipolar Trials Network longerterm comparative
effectiveness study of adjunctive moderately dosed
lithium in patients with bipolar disorder receiving
optimized pharmacological treatment (OPT). First,
recent pragmatic intervention studies in bipolar
disorder and their impact upon study design will
be described. These considerations yielded the
following design features — (1) at entry, participants
included individuals with bipolar I disorder or
bipolar IT disorder who were currently symptomatic,
defined as having a Clinical Global Impression for
Bipolar Disorder overall illness severity (CGIBPS)
score of greater than or equal to 3 (mild); (2)
participants were randomized to 6 months of
administration of moderatedose (target 600 mg/
day) lithium plus OPT versus OPT without lithium,
with a singleblind rater; and (3) the coprimary
outcome measures were degree of improvement

on CGIBPS and number of Necessary Clinical
Adjustments (NCAs, i.e. medication changes)

over the course of 6 months. Next, the baseline
demographics and illness characteristics of the 283
participant sample will be described. This included
at baseline 58% having syndromal acute major
depressive episodes, 31% having syndromal acute
mood elevation (manic/hypomanic) episodes, and
11% having subsyndromal symptoms. Then the
sample disposition will be described — this included
having an uncommonly high retention rate (84%
of participants completed the 6month study). Next,
efficacy (change in CGIBPS and NCAs) findings
will be presented, followed by a detailed description
of the design considerations and performance

of the novel NCA outcome. Safety/tolerability
findings will be described, followed by a group
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discussion of how the efficacy and safety/tolerability
findings of this study will provide an evidence base
to inform decisionmaking regarding the use of
adjunctive moderatedose lithium in clinical practice.
Background: The NIMH Bipolar Trials Network
LiTMUS Study included two primary outcome
measures. First, the CGIBPS is a standard primary
outcome of illness severity. Second, an innovative
coprimary outcome measure was Necessary Clinical
Adjustments (NCAs). Objective: NCAs represent

a count of modifications of all medications used to
treat psychiatric disorders or side effects, including
dose changes, which are triggered in response to

a patient’s symptom severity, inadequate function,
or side effects. More specifically, NCAs consist of
all adjustments in medications that are classified

as necessary to respond to clinical need, e.g.
exacerbation of mood, emergence of a mood episode,
persistence of symptoms, or adjustments because

of adverse events. NCAs did not include decreases
in doses based on positive responses or a clinician’s
judgment that a medication is no longer required.
NCAs did not directly influence subsequent changes
in treatment. Yet, NCAs did serve as a proxy for
overall effectiveness of treatment. Discussion: A
turther reason for including an innovative coprimary
outcome was based upon the effectiveness aspect

of the LITMUS Study design, which meant to
reflect physician prescribing behavior in clinical
practice. That is, study clinicians were instructed

to manipulate treatment as aggressively as needed

to control participant’s symptoms and ameliorate
adverse effects. Importantly, we also assessed
relationships between NCA and conventional mood
and quality of life outcomes. Limitations of the
NCA metric included its novelty, which initially may
elicit skepticism from the field, and its operational
challenges.

S8-1

REVIEW OF RECENT PRAGMATIC
INTERVENTION STUDIES IN BIPOLAR
DISORDER AND LITMUS DESIGN
CONSIDERATIONS

Charles Bowden, M.D., 7703 Floyd Curl Drive, MC
7734, San Antonio, TX 782293900

SUMMARY:
Most large registration trials in bipolar disorder
conducted over the past decade have employed

designs that emphasize efficacy over tolerability

and sustainability of benefit. Adjunctive designs
have come to be preferred for bipolar disorder
maintenance studies since patients take a median of
3 medications for optimal outcomes. The adjunctive
study designs inflate therapeutic effect sizes for

the experimental drug by using enriching samples
to favor the experimental drug, excluding recently
depressed, bipolar II, and difficult to treat patients
with rapid cycling and cooccurring substance

use and anxiety disorders. Yet, clinicians in real
world practice also need information relevant to
comparative differences in risks of adverse effects,
costs, and adherence to treatment. Furthermore,
only by enrolling patients with few exclusion criteria
can studies be analyzed to identify predictors of
personalized differences among patient groups
regarding tolerability, response, and sustainability
of a response to a particular drug or regimen.
Finally, outcome criteria for generalizability of
results of studies need to include high proportions
of patients throughout the trial rather than simply
terminate patients at the first point that signs of a
new episode occur. This presentation reviews recent
studies which have such desired design features, e.g.,
the NIMH Systematic Treatment Enhancement
Program for Bipolar Disorder (STEPBD), Stanley
Foundation Network and Balance

S8-2
LITMUS BASELINE DEMOGRAPHICS AND
ILLNESS CHARACTERISTICS FINDINGS

Foseph Calabrese, M.D., 10524 Euclid Ave 12th Fl,
Cleveland, OH 44106

SUMMARY:

Knowledge of treatment response and characteristics
of bipolar disorder is shaped by the samples selected
and recruited into treatment trials. Public health
populations are not routinely included in research.
Samples for controlled randomized clinical trials
conducted for regulatory approval exclude patients
with comorbidities, complex presentations and

high illness severity. LITMUS (Lithium Moderate
Dose Use for Bipolar Disorder) addressed this
efficacyeffectiveness gap in bipolar disorder
treatment by recruiting patients from ethnically and
socioeconomically diverse settings. The principle
criterion for illness severity in LiTMUS was that
subjects be currently symptomatic, defined as a
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CGIBPS of greater than or equal to 3 (mild). The
illness history, presenting severity, clinical states and
functional status of the sample will be presented.
The bottom line from these results is that this simple
metric yielded a sample noteworthy for high illness
severity, ecological validity and generalizability

to community practices in bipolar disorder. This
presentation will provide an overview of the baseline
demographics and illness characteristics of subjects
enrolled and randomized into this treatment trial.

S8-3
LITMUS SAMPLE DISPOSITION: AN
UNCOMMONLY HIGH RETENTION RATE

Edward Friedman, M.D., M.A., 3811 O’Hara Street,
Pittsburgh, PA 15213

SUMMARY:

This presentation will examine the disposition of
subjects enrolled n the Lithium Use for Bipolar
Disorder Study (LiTMUSY) study. Clinically relevant
intervention studies require broad inclusion and
narrow exclusion criteria to be highly generalizable.
How these criteria were operationalized in the
LiTMUS will be presented. Because high attrition
rates occur frequently in longerterm clinical trials

of interventions for bipolar disorder, the LiTMUS
investigators sought to minimize the subject loss and
attrition that often limit the interpretation of results.
Design issues to minimize attrition in the LiTMUS
study are presented, specifically: (1) the use of an
intenttotreat design; (2) a randomized adjunctive
singleblind design; (3) participant reimbursement;
(4) intenttoattend procedures; (5) quality care with
limited participant burden; and (6) target windows
for study visits. These elements in LiTMUS study
design and implementation may have helped
produce a highly representative sample of ill bipolar
subjects and a very low attrition rate (17%).

S8-4

NECESSARY CLINICAL ADJUSTMENTS
(NCAS): DESIGN CONSIDERATIONS AND
PERFORMANCE OF A NOVEL
OUTCOME MEASURE

Andrew Leon, Ph.D., 525 East 68th Street WMC/PWC
Box 140, New York, NY 10065

SUMMARY:

Background: The NIMH Bipolar Trials Network
LiTMUS Study included two primary outcome
measures. First, the CGIBPS is a standard primary
outcome of illness severity. Second, an innovative
coprimary outcome measure was Necessary Clinical
Adjustments (NCAs). Objective: NCAs represent

a count of modifications of all medications used to
treat psychiatric disorders or side effects, including
dose changes, which are triggered in response to

a patient’s symptom severity, inadequate function,

or side effects. More specifically, NCAs consist of
all adjustments in medications that are classified

as necessary to respond to clinical need, e.g.
exacerbation of mood, emergence of a mood episode,
persistence of symptoms, or adjustments because

of adverse events. NCAs did not include decreases
in doses based on positive responses or a clinician’s
judgment that a medication is no longer required.
NCAs did not directly influence subsequent changes
in treatment. Yet, NCAs did serve as a proxy for
overall effectiveness of treatment. Discussion: A
further reason for including an innovative coprimary
outcome was based upon the effectiveness aspect

of the LITMUS Study design, which meant to
reflect physician prescribing behavior in clinical
practice. That is, study clinicians were instructed

to manipulate treatment as aggressively as needed

to control participant’s symptoms and ameliorate
adverse effects. Importantly, we also assessed
relationships between NCA and conventional mood
and quality of life outcomes. Limitations of the
NCA metric included its novelty, which initially may
elicit skepticism from the field, and its operational
challenges.

S8-5.
OVERVIEW OF LITMUS EFFICACY
FINDINGS

Terence Ketter; M.D., 401 Quarry Rd Rm 2124,
Stanford, CA 943055723

SUMMARY:

This presentation will provide an overview of
LiTMUS efficacy findings. LiITMUS had two
coprimary outcome measures: (1) Clinical Global
Impression for Bipolar Disorder overall illness
Severity (CGIBPS), an integrated measure of
illness severity incorporating social and vocational
functioning, assessed by a blinded, independent
rater; and (2) Necessary Clinical Adjustments
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(NCAs5), a novel measure reflecting medication
changes necessary to respond to clinical need, and
a proxy for the clinical burden of interventions.
"This presentation will begin by describing findings
regarding the first coprimary hypothesis — that
lithium plus optimized treatment (Li+OPT)
compared to OPT without lithium would yield
greater and more rapid improvement in CGIBPS
scores over the 6month course of the study.

The prior presentation will describe design
considerations and performance of the novel NCA
metric, including findings regarding the second
coprimary hypothesis (that Li+OPT compared to
OPT would yield fewer NCAs over the course of
6 months) and key secondary hypotheses involving
NCAs. This presentation will go on to describe
findings regarding different secondary as well as
exploratory hypotheses such as moderators and
mediators of response, and changes in mood rating
scales such as the Montgomery Asberg Depression
Rating Scale (MADRS), 16item Quick Inventory of
Depressive Symptomatology SelfReport (QIDSSR
16), Young Mania Rating Scale (YMRS), and
Clinician Administered Rating Scale for Mania
(CARSM), as well as suicidality as assessed by

the Modified Columbia SuicideSeverity Rating
Scale (MCSSRS), and quality of life as assessed by
the Quality of Life Enjoyment and Satisfaction
Questionnaire (QLESQ).

S8-6
LITHIUM TOLERABILITY

Michael Thase, M.D., 3535 Market Street, Suite 670,
Philadelphia, PA 19104

SUMMARY:

Lithium salts, particularly lithium carbonate, have
been a mainstay of treatment of bipolar disorder for
the past 40 years. Although lithium has unquestioned
efficacy, for both acute treatment of mania and
prophylaxis against subsequent episodes, therapy is
often complicated by untoward effects. The most
common side effects include: diarrhea, nausea, and
other gastrointestinal side effects; tremor; increased
thirst; and polyuria. During longer term therapy
additional side effects can develop, including
weight gain, acne and other skin conditions,
hypothyroidism, and impaired renal function. These
side effects and others lead to a significant number
of patients to discontinue an otherwise highly

effective and inexpensive therapy. As many of the
side effects of lithium therapy are dosedependent
and, in the 21st century lithium is much more
commonly utilized in combination with other mood
stabilizers and second generation antipsychotics
than as a monotherapy, it is important to determine
if the therapeutic benefits can be retained and the
tolerability issues kept to a minimum by adopting

a strategy that emphasizes moderate doses. The
LiTMUS study was designed to specifically test
this hypothesis. This presentation will describe the
tolerability outcomes of lithium therapy during
LiTMUS, including the incidence of specific side
effects among patients receiving moderate dose
lithium therapy as compared to those randomized
to treatment not including lithium, as well the
comparative proportions of patients who withdrew
from their randomized treatment as a result of
intolerable adverse effects

REFERENCES:

1) Nierenberg AA, et al. Lithium treatmentmoderate
dose use study (LiTMUS) for bipolar disorder:
rationale and design. Clin Trials 2009;6(6):63748.

SYMPOSIUM 9

CLINICIANS IMPRESSIONS OF THE DSM-5
PERSONALITY DISORDERS

Association for Research in Personality Disorders

Chair: James H Reich, M.D., M.PH., 2255 North Point
Street #102, San Francsico, CA 94123
Discussant: Paul S Links, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Recognize and gain
understanding of how experienced clinicians think
the change to DSM-5 personality disorders will
change practice and perceptions of the personality
disorders.

OVERALL SUMMARY:

The DSM-5 personality disorders will represent

a major change in our diagnosis of the personality
disorders. This symposium’s focus will be to have
experienced clinicians in the area of personality
discuss the implications of these changes for

clinical practice. This is not the “official” version,
rather people who have long worked in the field of
personality disorders thinking about the implications
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of this change. Topics discussed will include the
evolution of the concept of the personality disorder,
the general diagnosis of a personality disorder, using
the personality prototypes, levels of functioning in
the personality disorders, personality traits and views
of experts outside of the United States on the DSM-
5 personality disorders.

S9-1
THE EVOLUTION OF PERSONALITY
DISORDERS AND DSM-5

Donald W. Black, M.D., Psychiatry Research MEB, lowa
City, A 52442

SUMMARY:

Maladaptive personality traits have been recognized
since Cain killed his brother Abel. In ancient Greece,
four temperaments were described, and variations of
this classification were used up to the 20th century.
Formal attempts to list personality disorders took
root with DSMI published in 1952, in which 7
different “personality disturbances” were described.
In DSMIII in 1980, based on clinical and research
observations, personality disorders were accorded
new status with a separate axis in the new multiaxial
system. Eleven disorders were divided among three
clusters based on their phenomenologic similarity.
The disorders have been pared back to 10, and

in DSM-5 further changes have been proposed

that involve both categorical and dimensional
components. The 4part assessment includes: 1) a
new general definition of personality disorder; 2)
evaluation of level of function, 3) graded ratings of
personality “type”, and 4) ratings of “higher level”
personality trait domains. The proposed changes
will be placed into historical perspective and both
advantages and disadvantages of the system will be
discussed.

§9-2

MAKING A PERSONALITY DISORDER
DIAGNOSIS IN GENERAL CLINICAL
PRACTICE: PITFALLS AND INDICATIONS

James Reich, M..D., M.PH., 2255 North Point Street
#102, San Francsico, CA 94123

SUMMARY:
Making the general diagnosis of a personality
disorder is a difficult task for a clinician. Experts

will describe various symptom clusters that might
be indicative of a personality disorder. Experts
might also describe types of functional deficits
characteristic for given personality disorders.
However, the clinician virtually never sees a
personality disorder in isolation. He sees the
patient who also has Axis I disorders with their
own effect on personality functioning and overall
functioning. There are frequently also what seem
to be independent life stressors which seem at times
to affect personality and functioning. Basically the
clinician is facing a patient disabled by multiple
factors. When asked to diagnose a personality
disorder the clinician is, in effect, asked to do a
careful dissection of causation usually without

the aid of the “gold standard” several hour semi-
structured diagnostic interview. This presentation
will discuss these complications that the clinician
must grapple with in order to make a personality
disorder diagnosis in the ordinary clinical situation.

S9-3

MEASURING LEVELS OF PERSONALITY
FUNCTIONING IN PERSONALITY
DISORDERS IN DSM-5

Kenneth Silk, M.D., 4250 Plymouth Road, Ann Arbor,
MI 48109

SUMMARY:

Functional impairment has long been a construct
of personality disorders. Research reveals that
despite improvement in symptoms and behaviors,
patients with personality disorders continue to
show impairment in “in social, occupational, or
other important areas of functioning”. However,
the nature of this impairment and how to measure
it has not been elaborated upon in previous and
current editions of the DSM. DSM 5 attempts to
improve on the concept of “functional impairment”.
It provides a 5 point scale from 0 (no impairment)
to 4 (extreme impairment) by which to rate the
patient on “Levels of Personality Functioning”.
Areas of functioning that are assessed are “levels of
self and interpersonal functioning”. The concept of
“self” functioning consists of identity integration,
integrity of self concept, and selfdirectedness
encompassing the idea of a consistent sense of self
and one’s abilities and behaviors across various
settings and stressors combined with a coherent
sense of one’s standards and life goals. The concept
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of “interpersonal” functioning consists of empathy,
intimacy and cooperativeness, and complexity

and integration of representations of others
encompassing the ability to mentalize and fairly
accurately assess the feelings and thoughts of others,
to be able to appreciate others’ perspectives, to be
able to tolerate and be consistent in feeling close
and attached to another person, and to be able to see
others as cohesive individuals even when one does

not at the moment hold positive feelings about them.

Focus groups were held among the staff clinicians
(consisting of psychiatrists, psychiatric residents,
social workers, psychologists and clinical nurse
specialists) of a University outpatient clinic to gather
those clinicians’ impressions of the user friendliness
of these rating scales. The qualitative results of those
focus groups will be presented and discussed.

S9-4
DSM-5 PROTOTYPES: ISSUES AND
CONTROVERSIES

Larry Siever; M.D., 130 W Kingsbridge Rd Rm 6444,
Bronx, NY 104683904

SUMMARY:

DSM-V personality disorders will be organized to
include both overall levels of personality function,
specific traits, and specific prototypes representing
identified personality disorders. This structure is
based on a model that personality disorder can

be represented by numbers of traits that vary
between individuals but specific prototypes emerge
as clinically useful and supported by empirical
evidence. However, criteria of clinical utility may
not always converge with available empirical data,
particularly since some of the personality disorders
have received relatively little study. identified ten
personality disorders. Five have been supported

to varying degrees by empirical studies including
schizotypal personality disorder, antisocial
personality disorder, borderline personality disorder,
avoidant personality disorder, and obsessive
compulsive personality disorder and will be included
as prototypes. The other disorders have received
relatively less investigative attention and have less
sound empirical bases. Indeed, only the first three
have both extensive external validators and construct
validity. Some of the personality disorders have

also been argued to be representative of expanded
definitions of single traits. Whether the other

DSM-V personality disorders would be represented
by traits or have some acknowledgement in DSM-V
has yet to be determined. Another outstanding issue
is how to accommodate disorders like schizotypal
personality disorder and to a certain extent
borderline personality disorder where there may be
relationships to one or more valid major psychiatric
syndromes spectra such as the case for schizotypal
personality disorder and schizophrenia. The data
and controversial issues will be addressed.

S9-5

GUIDELINES AND ALGORITHMS:
AN EUROPEAN PERSPECTIVE ON
PERSONALITY DISORDERS

Simone Kool, M.D., Ph.D., Frederik Hendrikstraat 47,
Amsterdam, 1052 HK Netherlands

SUMMARY:

In the last decade several evidence-based clinical
guidelines for the diagnosis and treatment of
patients with personality disorders were introduced
(e.g. APA, 2001; WESBP, 2007; Nice, 2009).
Although these guidelines converge on starting
points and global recommendations, they also
differ in many respects on relevant treatment
issues. In the Netherlands a clinical guideline

for the diagnosis and treatment of personality
disorders was presented in 2008, constructed as a
collaborative effort of psychiatrists, psychologists,
general practitioners, psychiatric nurses and other
disciplines working in mental health care, as well
as patients and family members organizations. In
this duo presentation we present a general outline
of the Dutch personality disorder guideline (CBO,
2008), focusing on similarities and differences with
guidelines from other countries and organizations.
As a demonstration we present our systematic
review on pharmacotherapeutic interventions
(Rinne & Ingenhoven, 2007), the constructed
treatment algorithms, and the validation of our
efforts by current metaanalyses (Ingenhoven et al.,
2010). We reflect on the impact of the introduction
of the guideline on every day clinical practice in
mental health care in the Netherlands. Finally, we
summarize recommendations for empirical research
in the service of revising current algorithms and

guidelines.

S9-6
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The DSM-5 Personality Disorder Dimensional
Model

Thomas Widiger, Ph.D., 115 Kastle Hall, Lexington, KY
405060044

SUMMARY:

DSM-5 is likely to include a supplementary
dimensional model for the description of personality
disorders. The current version consists of 6 domains
and 37 traits. The dimensional model can be used

in two ways: as a means to diagnose the personality
disorder categories or as an entirely independent
method for patient description. Concerns and
limitations with respect to both potential uses will be
discussed.

REFERENCES:
1) Reich, ] Personality Disorders: Current Research
and "Treatment, Taylor and Francis, New York, 2005.

SYMPOSIUM 10

NEW PERSPECTIVES ON GLOBAL
MENTAL HEALTH

U.S. National Institute of Mental Health

Chair: Pamela Y. Collins, M.D., M.PH., 6001 Executive
Blvd, Room 8125, Bethesda, MD 20892

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Give examples of the impact

of globalization on mental health and people with
mental illness; 2) Describe the role of genetics
research in diverse populations and environments;

3) Identify hypothesized risk factors associated with
increased incidence of mental disorder in the context
of migration; and 4) List principles for integrating
mental health interventions into global public health
efforts.

OVERALL SUMMARY:

Global mental health invites the clinical and
scientific communities to wrestle with differences
and disparities in mental health status and

access within and between countries. Research
conducted in the context of globalizing social
forces must extend the gaze of investigators so
that they are inclusive of vulnerable populations
in the formulation of research questions. This
approach ensures that the economic, political

and sociocultural diversity in which humans live
informs our understanding of the development,
prevention, and treatment of mental disorders.
Similarly, the mental health outcomes associated
with these varied environmental exposures can
enlighten our understanding of the underlying
neurodevelopmental processes that are sensitive to
them. This symposium presents a new perspective
on global mental health and mental health
disparities that is informed by globalizing influences
on communities. The symposium will explore the
environmental and genetic risk factors of mental
disorders across low, middle, and highincome
countries; examine the impact of migration on
disorder and probe the roles of culture, racial
density, age, and epigenetics in differential rates

of disorders in highincome countries; consider

the contribution of globalization and increasing
urbanization throughout the world to mental health
outcomes; and demonstrate how interventions can
support community resilience while building on
existing global public health interventions.

S10-1
MENTAL HEALTH EQUITY: LEARNING
FROM A GLOBAL CONTEXT

Pamela Collins, M.D., M.PH., 6001 Executive Blvd,
Room 8125, Bethesda, MD 20892

SUMMARY:

Neuropsychiatric disorders account for a significant
proportion of the burden of noncommunicable
disease in high, middle, and lowincome countries.
Yet, marked inequities in financing of health services
and supply of human resources for mental health
care are evident between countries and within
countries. Global mental health research requires
that investigators address questions of equity while
acknowledging the global economic, political, and
cultural interconnections that shape the experience
of mental illness and the lives of people with mental
illness. Consequently, researchers engage with
populations affected by poverty, displacement, and
migration; they recognize the social consequences
of global events on local communities. Within
countries, mental health inequities must be
examined through the complex relationships of
socioeconomic status, culture, sex, gender, genetics,
race and ethnicity. A global research perspective can
facilitate exploration of the underlying mechanisms
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that produce difference and disparity in diverse
populations.

S10-2

GENETICS RESEARCH IN LOW AND

MIDDLE INCOME COUNTRIES: THE
SCIENCE, THE CAPACITY, AND THE

ETHICS

Vishwajit Nimgaonkar, M.D., Pb.D., 3811 O’Hara
Street, Pittsburgh, PA 15213

SUMMARY:

Background: Global disorders may share etiological
factors across national boundaries, particularly
genetic risk factors. Hence we have conducted
crossnational genetic studies of schizophrenia (SZ)
and bipolar disorder (BP) in Egypt in India. The
Egyptian studies followed anecdotal reports of
increased consanguinity (inbreeding) rates among
patients with psychoses in certain Middle Eastern
populations. Such research also invites research
capacity building and raises ethical questions.
Methods: Systematic genetic epidemiological
studies were conducted, including whole genome
polymorphism analyses (WGA). Simultaneously,

we trained new investigators in research methods,
established genetics laboratories and fostered ethical
discussions in our host collaborating countries.
Results: Consanguinity is consistently associated
with increased risk for SZ or BP1 in Egypt

(odds ratios ~24), suggesting recessive modes of
inheritance. WGA suggest that consanguineous
individuals, particularly consanguineous patients are
more likely to have longer homozygous segments.
Several homozygous segments are more frequent or
are unique among cases. Our simultaneous capacity
building efforts have led to publications, grant
applications and additional novel research by our
trainees. Conclusions: Consanguineous SZ or BP1
cases are more likely to have longer homozygous
segments. Further homozygosity by descent analysis
may help detect recessively inherited chromosomal
regions. Infrastructure building has a multiplicative/
spinoft effect on the host country’s research.

S10-3

LIC MEETS HIC, SCHIZOPHRENIA
AMONG IMMIGRANT POPULATIONS IN
THE NETHERLANDS: THE MANY FACETS
OF ENVIRONMENTS AND ILLNESS

Wim Veling, M.D., Mangostraat 15, The Hague, 2552
KS

SUMMARY:

The risk for schizophrenia is increased among
nonWestern ethnic minorities in the Netherlands
compared to the Dutch population. Studies in The
Hague suggest that the excess risk for schizophrenia
among first and secondgeneration immigrants can
be understood by taking into account the social and
cultural context in which they live. The increased
incidence is likely to be determined by factors

on multiple levels, including the neighborhood,

the ethnic group, and the individual. Specifically,
young age at migration, belonging to a group that
experiences a high degree of discrimination, living
in a neighborhood with few others of one’s ethnic
group, and having a weak and negative identification
with one’s own ethnic group may increase the risk of
psychotic disorders. It is proposed that these factors
represent a situation of chronic social stress, which
might precipitate schizophrenia in individuals who
have a (genetic) predisposition for the illness.

S10-4
RAPID URBANIZATION, SOCIAL CAPITAL
AND MENTAL HEALTH

Kwame McKenzie, M.D., 455 Spadina Avenue, Suite
300, Toronto, Ontario, M5S 2GE8

SUMMARY:

Objectives: One of the consequences of globalisation
has been rapid urbanisation this may be linked with
deterioration in the mental health for groups that
move into cities. This paper will use the concept

of social capital to develop a model for the impact
of rapid urbanisation on mental health. Methods:
The literature concerning the association between
the urban environment and mental health was
searched using standard techniques and reported
associations were listed. The concept of social
capital was disaggregated into its constituent parts
and a logic model was developed for their possible
impacts on the parts of the urban environment that
are associated with mental illness. Results: Vertical
social capital and the development of bridging social
capital between groups at the same level may be
most important for the mental health of populations
undergoing rapid urbanisation. Conclusion: If
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countries are to take seriously the need to avoid
the mental health impacts of rapid urbanization
they may want to consider how to promote the
maintenance of existing social capital for migrants,
how to develop bridging social capital between
migrant groups and how to produce urban areas
with structures that allow new city migrants to be
involved in local governance.

S10-5

PROMOTING PROTECTIVE PROCESSES
AND RESILIENCE IN RWANDAN FAMILIES
AFFECTED BY HIV/AIDS:

DEVELOPMENT OF A FAMILY
STRENGTHENING INTERVENTION

Theresa Betancourt, Sc.D., M.A., 651 Huntington
Avenue, Boston, MA 02115

SUMMARY:

OBJECTIVES: Research in several international
settings indicates that children affected by HIV/
AIDS are at increased risk for a range of mental
health problems including depression, anxiety,

and social withdrawal. Preventionfocused and
familybased interventions have important public
health applications in preventing mental health
problems, including behavioral problems that may
increase risk of HIV infection. METHODS: In
collaboration with Partners in Health, our Specific
Aims are to: 1) Adapt a USdeveloped, familyfocused,
and strengthsbased prevention program to the
context of HIV/AIDS in postgenocide Rwanda; 2)
pilot test the intervention protocol within a small
set of families to assess acceptability, feasibility
and further refine an intervention manual; and 3)
conduct a pilot feasibility study among 80 families
to examine whether the intervention a) improves
caregiverchild relationships using measures

of family connectedness, good parenting and
social support, and b) is associated with reduced
mental health symptoms, HIV risk behaviors and
increased functioning in children. RESULTS/
CONCLUSIONS: Our mixed qualitative and
quantitative research methods have revealed a range
of locally and culturally relevant protective processes
and mental health problems. This information

and culturallyappropriate practices for building
resilience in vulnerable families, with input from
local clinician, community advisory boards and

the government has strengthened intervention

development.
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SYMPOSIUM 11

PEDIATRIC BIPOLAR DISORDER:
ADVANCES AND CHALLENGES IN
DIAGNOSIS, BIOMARKERS AND
TREATMENT MODALITIES.

APA Council on Children, Adolescents & Their Families

Chair: Erin C Soto, M.D., 215 West 101st Street Apt
#4D, NY, NY 10025
Discussant: Harsh Trivedi, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of the session, the participant
should be able to: 1). List the diagnostic criteria
for both narrow and broad phenotypes of pediatric
bipolar disorder; 2). Explain the current evidence
regarding the bipolar prodrome; 3) Discuss the
existing biomarkers of pediatric bipolar disorder
in neuroimaging; and 4). Describe the current
evidence based psychopharmacologic and
nonpsychopharmacologic treatments for pediatric
bipolar disorder.

OVERALL SUMMARY:

Despite large increases in the reported incidence

of pediatric bipolar disorder, consensus on the
required phenotypic criteria and the prodromal
symptoms remain challenging and controversial.
This symposium aims to inform both adult and child
and adolescent psychiatrists about this evolving
diagnosis in order to inform improved identification
and treatment. Dr. Catherine Galanter will describe
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the narrow and broad phenotype diagnostic criteria
for pediatric bipolar disorder and the challenges

of distinguishing this disorder from ADHD and
ODD. Dr. Kiki Chang will review existing data on
prodromal bipolar disorder and the controversies
surrounding this diagnosis. Dr Melissa DelBello
will present updates on existing biomarkers in
neuroimaging for pediatric bipolar disorder.

Dr Erin Soto will review the evidence based
psychopharmacololgic and nonpsychopharmacologic
treatments for pediatric bipolar disorder. Dr Harsh
Trivedi will then lead a summary and discussion
between the presenters and audience members
regarding the practical implications for clinicians in
working with this vulnerable patient population.

S11-1

AN EVIDENCE BASED APPROACH TO
CAREFUL ASSESSMENT AND ACCURATE
ASSESSMENT OF BIPOLAR DISORDER IN
CHILDREN AND ADOLESCENTS

Cathryn Galanter; M.D., 1051 RSD, #78, NY, NY
10032

SUMMARY:

Objective: This presentation will review the
literature on bipolar phenotypes in children and
adolescents describe evidence based approaches

to careful assessment of children with bipolar
disorder and possible bipolar disorder (BD) and to
differentiating BD from ADHD, ODD and other
disorders. Background: The number of children
and adolescents diagnosed with bipolar disorder has
increased greatly in recent years. Whether these
increased rates of diagnosis reflect a true increase
in prevalence, better identification of the disorder,
overdiagnosis (misdiagnosis) or a combination is
an unanswered question. Careful assessment of BD
in children and adolescents is crucial to accurate
diagnosis and effective treatments. Method: We
will review the research relevant to evidence based
assessment of BD in children and adolescents. In
particular we review proposed bipolar phenotypes
the course and outcome associated with these
phenotypes. We will also review research on
evidence based approach to assessing bipolar
disorder such as the use of rating scales, structured
interviews and use of these tools in clinical practice.
Finally, we will review new data on clinician
diagnostic decision making differentiating BD

from ADHD and ADHD with manic symptoms.
Conclusion: Clinicians treating children and
adolescents may be challenged in assessing BD.

"This presentation will review proposed research
phenotypes for BD as well as information to support
evidence based assessment of BD in clinical practice.

S11-2

PRODROMAL BIPOLAR DISORDER
IN YOUTH: DIAGNOSIS AND EARLY
INTERVENTION

Kiki Chang, M.D., 401 Quarry Road, Stanford, CA
943055719

SUMMARY:

Objectives: It is becoming clear that the onset of
bipolar disorder (BD) in children and adolescents
often includes a prodromal period during which
symptoms of ADHD, anxiety, depression, and/or
mania appear. It is important to be able to recognize
children during this period in order to employ
effective early intervention and prevention. This
talk discusses the controversies and difficulties

in diagnosing children at highrisk for BD
development, and presents biological data that
informs pathophysiology of BD development and
treatment interventions that have ben studied in
this population. Methods: Children and adolescents
with a firstdegree relative with BD and mood
symptoms themselves were evaluated by MRI and
genetic analysis, and clinical trials of medications
and psychotherapies were performed. Results: First,
familial and genetic factors influencing age at onset
and progression towards BD in a cohort of bipolar
offspring will be discussed. Symptom presentations
of prodromal states will be discussed. Second, brain
morphometric and chemical characteristics that
distinguish bipolar offspring with mood symptoms
from healthy siblings and controls will be presented.
Third, results from an open and a randomized trial
of Family Focused Therapy for youth at highrisk
for BD will be given. Conclusions: Genetic and
neurobiological mechanisms, including SERT and
glutamatergic processes, may increase risk of BD

in youth. Youth with ADHD, depression, and BD
NOS and a family history of BD are at high risk

for BD development. Psychosocial interventions in
atrisk populations may be effective in treating mood
symptoms acutely. Additional longitudinal studies
are needed to clarify risk variables and efficacy of
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psychotherapies for prevention of full mania.

S11-3
NEUROBIOMARKERS OF ADOLESCENT
BIPOLAR DISORDER

Melissa DelBello, M.D., 231 Albert Sabin WayPO Box
670559, Cincinnati, OH 45267

SUMMARY:

Objective: To examine findings from recent
neuroimaging studies of adolescents with bipolar
disorder (BP) in order to identify neural substrates
underlying adolescent BP as well as neural markers
of illness development and treatment response.
Methods: We will review structural and functional
magnetic resonance imaging (sMRI and fMRI) and
MR spectroscopy (MRS) studies of adolescents with
BP and compare findings with those reported in BP
adults. Results: BP adolescents exhibit structural and
functional abnormalities in the striatum, amygdala,
and ventral prefrontal regions. Specifically, in
contrast to BP adults, BP adolescents have smaller
amygdala volumes. Additionally, alterations in
ventral prefrontal cortical development and in
prefrontalamygdala connections are present in

BP adolescents. MRS studies reveal abnormalities
in markers of neuronal integrity and membrane
metabolism in the cerebellum and prefrontal cortex
of adolescents with and at risk for BP. Findings from
studies also suggest that medications may minimize
these abnormalities. Conclusion: Structural,
functional and neurochemical abnormalities in the
ventral lateral prefrontal cortex, amygdala, striatum,
and cerebellar vermis are present in BP adolescents
and may represent neurobiological predictors of
illness development and treatment response.

S11-4
EVIDENCE BASED TREATMENTS FOR
PEDIATRIC BIPOLAR DISORDER

Erin Soto, M.D., 215 West 101st Street Apt #4D, NY,
NY 10025

SUMMARY:

Bipolar Disorder is being diagnosed with increasing
frequency and at increasingly earlier ages in children
and adolescents. Early recognition and treatment

of this disorder is crucial to minimize psychosocial
disability and improve prognosis. This presentation

aims to inform both adult, and child and adolescent
psychiatrists of the current evidencebased
psychopharmacologic and nonpsychopharmacologic
treatments for pediatric bipolar disorder. Based

on a comprehensive review of current literature,

Dr. Erin Soto will discuss the evidence supporting
use of several treatments for pediatric bipolar
disorder including: traditional mood stabilizers

and atypical antipsychotics; complementary and
alternative treatments including omega3fatty acids,
inositol, St. John’s wort, SAMe, melatonin, lecithin,
and acupuncture; and psychosocial interventions
including multifamily psychoeducation groups,
familyfocused treatment, dialectical behavior
therapy, interpersonal and social rhythm therapy, and
cognitivebehavioral therapy. Increased knowledge
of this growing but limited area of clinical research
may improve treatment of this vulnerable patient
population and promote further investigation into
promising new treatment modalities.
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SYMPOSIUM 12

THE IMPORTANCE OF BIOLOGICAL
PSYCHIATRY AND CLINICAL
PSYCHOPHARMACOLOGY IN TEACHING
PSYCHIATRIC RESIDENTS

Chair: Eric D Peselow, M.D., 308 Seaview Ave., Staten
Island, NY 10305

Co-Chair: Ira Glick, M.D.

Discussant: Alan F Schatzberg, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the
importance of biological psychiatry and clinical
psychopharmacology within the context of
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psychiatric residency education.

OVERALL SUMMARY:

One of the many challenges residents face is
learning how to choose and prescribe psychotropic
medications in a manner that is scientifically sound
and maximally safe and effectivel. When teaching
clinical psychopharmacology, it is important to
balance a comprehensive didactic curriculum that
provides a base of knowledge with case based
learning. Many residents feel that the comprehensive
didactic curriculum alone may lead to knowledge
overload, thereby making it difficult to practice. A
more practical and useful way for residents to learn
and retain information may be through discussing
case studies in conjunction with didactics. There
are several objectives and key points that need to
be emphasized. Most important: keep it simple and
clinically practical. In this course the goal is to talk
about the definitive usage of psychotropics. Though
it is important to talk about the pharmacokinetics
and mechanism of action of these drugs, the
majority of the lecture should be focused on how
to use the drugs, possible side effects (see Table 3)
and important drugdrug interactions, including
interactions with recreational drugs or alcohol. This
is based on a combination of practice guidelines
and expert clinical use. Other biological topics

such as mechanism of action should be covered in
detail in a separate neuroscience course. Although
there is widespread satisfaction about advances in
neuroscience and clinical psychopharmacology,

a ratelimiting step involves translating the

wealth of new and exciting knowledge to actually
improving the teaching of psychopharmacology
and (ultimately) clinical care. The key question this
paper attempts to answer is this: “how do we best
teach clinical psychopharmacology to trainees and
clinicians so they not only increase their knowledge
base, but even more important, learn to practice the
most informed, evidencebased practice possible?”
Accordingly, this paper is targeted to all of us

in psychiatry who teach psychopharmacology —
whether in adult, geriatric, or child psychiatry — to
residents or clinicians —in classes or CME venues.
Among the many challenges facing residents is
learning to choose and prescribe psychotropic
medications in a manner that is scientifically
sound, maximally safe, acceptable to the patient
and effective. To help residents achieve these goals,
programs must balance uptodate, welldelivered

didactics with opportunities to apply and master the
knowledge in wellsupervised clinical settings. We
will describe the tools used to do this which include:
lectures, conferences, casebased learning modules,
specialty clinics, journal clubs, games, the internet
and other innovative modalities

S12-1

THE DEVELOPMENT OF A
PSYCHOPHARMACOLOGY CURRICULUM
TO PSYCHIATRIC RESIDENTS

Ira Glick, M.D., Departments of Psychiatry and
Behavioral Sciences, and Psychopharmacology, Stanford
University School of Medicine300 Pasteur Drive,
Stanford, CA 94305

SUMMARY:

Although there is widespread satisfaction

about advances in neuroscience and clinical
psychopharmacology, a ratelimiting step involves
translating the wealth of new and exciting
knowledge to actually improving the teaching

of psychopharmacology and (ultimately) clinical
care. The key question this paper attempts to
answer is this: “how do we best teach clinical
psychopharmacology to trainees and clinicians

so they not only increase their knowledge base,
but even more important, learn to practice the
most informed, evidencebased practice possible?”
Accordingly, this paper is targeted to all of us

in psychiatry who teach psychopharmacology —
whether in adult, geriatric, or child psychiatry — to
residents or clinicians —in classes or CME venues.
Among the many challenges facing residents is
learning to choose and prescribe psychotropic
medications in a manner that is scientifically
sound, maximally safe, acceptable to the patient
and effective to help residents achieve these goals,
programs must balance uptodate, welldelivered
didactics with opportunities to apply and master the
knowledge in wellsupervised clinical settings. We
will describe the tools used to do this which include:
lectures, conferences, casebased learning modules,
specialty clinics, journal clubs, games, the internet
and other innovative modalities.

S12-2

THE ACTUAL TEACHING OF
PSYCHOPHARMACOLOGY AND
BIOLOGICAL PSYCHIATRY TO
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PSYCHIATRIC RESIDENTS

Eric Peselow, M.D., 308 Seaview Ave., Staten Island,
NY 10305

SUMMARY:

It is important that in teaching clinical
psychopharmacology, one must develop a balance

a comprehensive didactic curriculum that provides
a base of knowledge with case based learning. It

is felt by many residents that the comprehensive
didactic curriculum alone may lead to knowledge
overload that is hard for the resident to utilize but
in conjunction with having a case and teaching
didactics and management related to that case is
more useful for learning and retaining information
and might be more practical. Thus keep it simple
and clinically practical. Throughout the following
recommendations residents input should be asked
for to see if the following objectives are met
Examples of what should be done include core
lectures in clinical psychopharmacology in the first
2 years include antipsychotics, anti depressants,
mood stabilizers and anxiolytics + Emergency
Room Psychopharmacology, hypnotics and herbal
agents in addition to teaching the critiquing the
psychiatric literature on drug efficacy. For the 3rd
and 4th year teaching should include Pharmacology
with special populations, (geriatric, child,

pregnant patients, Addictive psychopharmacology,
Psychopharmacology of the medically il
Interactions between psychopharmacology and
psychotherapy (both lecture case conferences), how
to manage and split treatment with a therapist, issues
of when and how to discontinue medications, and
issues of compliance in pharmacologic treatment.
The importance of supervision will be highlighted
in all years. Within the supervision, it would be good
for the teacher to talk about his personal cases and
ask the resident what their experience was up to this
point— This has been found by many residents to
help engage their interest, ask interactive questions
and this has been found by many to better retain
material and apply what they learn to real life
situations

S12-3

THE CHAIRMAN’S ROLE IN TEACHING
PSYCHOPHARMACOLOGY AND
BIOLOGICAL PSYCHIATRY TO
RESIDENTS

Stephen Deutsch, M.D., Ph.D., §25 Fairfax Avenue,
Norfolk, VA 23507

SUMMARY:

Support for psychiatric education must ultimately
come from the psychiatric chair. He must establish
an environment conducive to and support of all
areas of psychiatric education. An important part

of this is his role in teaching psychopharmacology
and biological psychiatry to residents both actively
and in encouraging and developing faculty to

teach the residents. Clinical psychopharmacology
and biological psychiatry have become extremely
important in treating patients over the last 1520
years and will become even more important in

the future. The purpose of this talk is to propose
methods to do this. From a chair’s point of view

it is important for the resident being instructed

in psychopharmacology to understand first line
treatments which are evidenced base. However since
this does not always work it is important for the
resident to understand “practical clinical guidelines”
so that the resident when inappropriate may
introduce unique treatments for treatment resistant
cases. From a neurobiological standpoint because

it is evident that neural mechanisms underlie
higher mental processes. It is important that the
residents understands these mechanisms in how
they understand the brain structures involved, the
results of how the flow of information between these
circuits affects various disorders, the recognition

of how psychotropic medications have therapeutic
effects and side effects thru these mechanisms

and how these circuits are involved along with
medication in affecting gene transcription in
addition to receptors These biological issues will

be discussed in the context of how understand,
predict and lead to the design of new treatments for
patients.

S12-4

THE ADVANTAGES AND
DISADVANTAGES OF ALGORITHMS
FOR SELECTING APPROPRIATE
PSYCHOPHARMACOLOGICAL
TREATMENT

David Osser; M.D., 150 Winding River Road, Needham,
MA 02492

SUMMARY:
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Lucian Leape stressed the high error rate in
medicine. The remedy is said to be EvidenceBased
Medicine (EBM) — the rigorous application of
scientific research in the care of patients. For each
clinical decision, one is to step back and ask what
evidence pertains to this situation. However, you
have to search for, find, read, and interpret the
pertinent literature. This is an arduous process that
requires much time and some skills (e.g., how to
read papers in a discriminating manner) that few
possess. These barriers have limited the usefulness
of EBM. However, rigorously evidenceinformed
psychopharmacology algorithms developed and
updated frequently with peer review, could be
helpful. Algorithms provide a way of organizing

the knowledge base and describing best practice for
typical as well as complex situations. They provide a
scaffolding structure for assembling the data relevant
to specific patients. When new data are published,
the information can be incorporated by comparing
with the other knowledge on the shelf for that
decision point. The authors should be distant from
drug company support to minimize bias toward
expensive newer products. Informatics applications
are being developed that help clinicians quickly
find evidencedriven recommendations that they
may consider before making a prescribing decision.
Smart phones and computerized orderentry systems
can display this information. Many assert that
algorithms, no matter how thoughtfully constructed
and close to the evidencebase, equal “cookbook
medicine.” They worry that algorithms will degrade
the quality of care by empowering less welltrained
prescribers and convincing healthcare managers to
displace psychiatrists from the front lines of care. It
must be emphasized that although quality algorithms
may someday be considered a necessary contributor
to clinical decisionmaking, they should never be the
sole basis. Broad training and clinical experience add
essential elements.
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SYMPOSIUM 13
DECISION MAKING AND ADDICTIONS:

NEUROBIOLOGY AND TREATMENT
IMPLICATIONS
U.S. National Institute on Drug Abuse

Chair: Frederick G Moeller, M.D., 1941 East Road,
Houston, TX 77054
Discussant: Antoine Bechara, Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the basic and
clinical neurobiology of decision making, its
association with drug addiction disorders, and its
role in improving the outcome of drug addiction
treatments.

OVERALL SUMMARY:

In recent years, substantial strides have been made
in the understanding of the etiology and clinical
neurobiology of drug addiction. In addition to
understanding the effects of drugs of abuse on the
brain and the mechanisms of addiction, studies have
found that impaired decisionmaking is critically
important in initiation and maintenance of drug
addiction. Moreover, therapeutic interventions
aiming at decisionmaking can greatly improve the
outcome of drug addiction treatments. The purpose
of this symposium is to present new findings on the
clinical neurobiology of decisionmaking, discuss

the relevance of decisionmaking on the onset and
progression of drug addiction, and review the latest
research findings of behavioral and pharmacological
interventions aiming at improving decisionmaking
and therefore enhancing the outcomes of drug
addiction treatments. Data will be presented from
animal, human behavioral laboratory, imaging, and
treatment research studies. From animal studies data
will be presented showing that neurotransmitters
such as dopamine, serotonin and norepinephrine
play a critical role in the mediation decisionmaking
under risk and uncertainty. Data from human
psychopharmacology and neuroimaging projects
will demonstrate some ways in which risky decision
making is altered following acute and chronic

drug use. From human treatment studies, data will
be presented showing that behavioral measures

of decision making, such as the Iowa Gambling
Task are predictive of treatment response in drug
addiction, and impaired decision making may be a
target for pharmacotherapy and behavioral therapies
for addictions. At the end of this symposium,
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attendees will gain knowledge about the basic
and clinical neurobiology of decisionmaking, its
association with drug addiction disorders, and its
role in improving the outcome of drug addiction
treatments.

S13-1
BASIC NEUROBIOLOGY OF
DECISIONMAKING

Catharine Winstanley, Ph.D., 2136 West Mall,
Vancouver, V61124

SUMMARY:

Maladaptive decisionmaking is increasingly
recognised as an important factor in the generation
and maintenance of the addicted state. In

particular, it would appear that substance abusers
show high levels of impulsive choice, in that they
prefer smallersooner vs. largerlater rewards in
delaydiscounting paradigms. This clinical population
also exhibits impaired decisionmaking under risk
and uncertainty, in that they show elevated levels of
choice for highrisk highreward options on the Iowa
Gambling Task even though such a choice pattern
results in less reward in the longterm. Experiments
using animal models of decisionmaking can help
elucidate the neural and neurochemical systems
involved in regulating such choices. Furthermore,
animal experiments can help to determine

whether decisionmaking deficits are a preexisting
vulnerability factor for substance abuse, or arise due
to the chronic misuse of addictive substances. Recent
data suggest that a previous history of chronic
selfadministration of cocaine can enhance impulsive
choice in rats, as well as increasing other forms of
impulsive behaviour. Such data suggest that repeated
intake of addictive drugs can lead to impulse control
deficits. Furthermore, highly impulsive animals also
show a greater propensity to selfadminister addictive
substances, indicating that impulsivity may be both

a cause and a consequence of drug intake. Data from
rodent analogues of both the delaydiscounting and
Iowa Gambling Tasks, as well as other models of
impulsivity and sensitivity to risk, suggest that the
dopamine and serotonin systems play a prominent
role in these forms of decisionmaking. Optimal
decisionmaking in many of these paradigms also
critically depends on the integrity of the amygdala
and the orbitofrontal cortex. In combination with
clinical observations, data from preclinical models

can be used to generate a more detailed and
comprehensive understanding of the mechanism by
which addictive substances modulate decisionmaking
and impulse control.

S13-2

THE IMPACT OF DRUGS OF ABUSE ON
DECISIONMAKING

Scott Lane, Ph.D., 1941 East Road, Houston, TX 77054

SUMMARY:

Decision making under conditions of uncertainty
and potentially aversive consequences (risk) involves
psychological and neural processes that may be
rendered awry by drugs of abuse. Specifically, the
effects of acute and chronic drug administration (and
eventually dependence) tend to be associated with
bias towards highrisk and highreward alternatives,
and undersensitivity to aversive outcomes. Using
both laboratorybased tests of risky decision making
and neuroimaging techniques, the presentation will
provide data from (i) studies of acute dosing across a
number of abused drugs, and (ii) differences between
chronic drug users and controls. Under states of
both acute drug intoxication and drug dependence,
individuals tended toward more risky alternatives,
even when the alternatives were less adaptive. It

is hypothesized that the neurobehavioral changes
engendered by drug abuse overlap considerably
with (and thus impair) the process that govern
decision making under normative conditions, which
is characterize by more conservative (risk averse)
behavior patterns.

S13-3

NEUROCOGNITIVE AND BEHAVIORAL
INTERVENTIONS TO IMPROVE ADDICT
DECISION MAKING

Warren Bickel, Ph.D., 4301 W. Markbam, Slot §43,
Little Rock, AR 72205

SUMMARY:

A new theory suggests that addiction results from an
interaction of competing neurobehavioral decision
systems. Specifically, those with addiction have

a hyperactive impulsive system embodied in the
limbic and paralimbic brain regions and a hypoactive
executive system embodied in the prefrontal cortex.
As a result, when individuals with addiction are
faced with intertemporal choice (discounting of
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delayed rewards) they exhibit a strong bias for the
most immediate option. In this presentation, we
show the effects of (1) neurocognitive training
and (2) multimodal addiction treatment on this
form of decision making. Overall, these two types
of interventions can result in improvement in
consideration of the future and likely involve
restoration of the regulatory balance of the two
neurobehavioral decision systems. Implication for
diagnosis and treatment are explored.

REFERENCES:
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SYMPOSIUM 14
PUBLIC SECTOR CHALLENGES IN
MEETING PATIENTS’ NEEDS

Chair: Darrel A. Regier; M.D., 1000 Wilson Boulevard,
Suite 1825, Arlington, VA 22209
Discussant: Lisa Dixon, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Describe the general clinical
complexity of psychiatric patients treated in public
inpatient and outpatient settings; 2) Identify
potential gaps in continuity of care for patients
treated in the public sector; and 3) Discuss the
challenges and potential approaches in providing
appropriate care for psychiatric patients treated in
the public sector.

OVERALL SUMMARY:

Psychiatric patients receiving care in public inpatient
and outpatient settings may face multiple challenges
in obtaining access to appropriate treatment and
continuity in their care. This symposium will
present a series of empirical papers describing the
clinical complexity of publicly insured patients,
including dimensional measures of symptom severity
in addition to DSM-IV diagnostic categories;
existing health disparities in access to care; patterns
of polypharmacy; treatment access problems
associated with prescription drug coverage and
formulary restrictions; and potential consequences
of disruptions in medication access and continuity,
including adverse clinical and life events experienced

by patients, and increased use of emergency
departments and psychiatric hospitalization. A
formal discussion of the papers will be followed
by an audience discussion of the challenges and
potential approaches in providing appropriate care
for psychiatric patients treated in the public sector.

S14-1

CLINICAL COMPLEXITY OF PUBLICLY
INSURED PATIENTS AND IMPLICATIONS
FOR CLINICAL PRACTICE

William Narrow, M.D., M.P.H., Suite 1825, 1000
Wilson Blvd, Arlington, VA 22209

SUMMARY:

Aims: To characterize the clinical complexity of
publicly insured patients by examining patterns

and combinations of cooccurring DSM-IV Axis

I psychiatric diagnoses and psychotic, depressive,
anxiety, manic, substance use, and sleep problem
symptoms. Methods: Data from a study of
Medicare Part D psychiatric patients were analyzed.
Psychiatrists randomly selected from the AMA
Masterfile provided detailed data on systematically
sampled Medicare/Medicaid dual eligible patients
(N= 2,941 patients, 67 % response). Respondents
listed all DSM-IVTR Axis I and II disorders and
rated the severity level of six symptoms on a simple
dimensional scale. Results: Overall, 39% of patients
had a diagnosis of schizophrenia; 29% a major
depressive disorder; 16% bipolar disorder; and 11%
a substance use disorder. The majority of patients
had moderate to severe anxiety, sleep, and depressive
symptoms and a substantial proportion had
moderate to severe psychotic, manic and substance
use symptoms. The symptom ratings crossed
diagnostic boundaries and patients frequently had
significant symptoms of other disorders, without
the corresponding diagnosis being made. For
example, 43% (SE=1.5) of schizophrenia patients
had moderate to severe anxiety symptoms, while
6% (SE=0.7) had an anxiety disorder reported;

34% (SE=1.5) had moderate to severe depressive
symptoms, while 3% (0.5) had a depressive disorder
reported. Conclusion: The use of dimensional
symptom measures indicated publicly insured
patients have very high rates of psychopathology and
comorbidity, particularly when compared to DSM
IV categorical measures. The dimensional symptom
severity measures revealed a more clinically complex
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characterization of patients’ psychopathology,
identifying many heterogeneous patient subgroups
with different, multidimensional symptomatology
clusters within the major diagnostic groups.
Dimensional symptom measures have potential value
in assessing publicly and privately insured patients’
clinical status and treatment decisions, beyond
information conveyed by categorical diagnoses.
These findings suggest simple dimensional measures
of psychopathology are feasible and potentially
useful in routine practice. Consequently, plans for
incorporating dimensional assessments in DSM-5
will also be discussed.

S14-2

HEALTH DISPARITIES IN ACCESS TO
CARE FOR PSYCHIATRIC PATIENTS IN
THE PUBLIC SECTOR

Ruth Shim, M.D., M.PH., 720 Westview Drive,
Atlanta, GA 30310

SUMMARY:

Objective: Previous research on mental health
disparities shows that persons from racialethnic
minority groups have less access to mental

health care, engage in less treatment, and receive
poorerquality treatment than nonHispanic

whites. Attitudes and beliefs about mental health
treatment were examined to determine whether
they contribute to these disparities. Methods:

Data from the National Comorbidity Survey
Replication (NCSR) were analyzed to determine
attitudes toward treatmentseeking behavior among
people of nonHispanic white, AfricanAmerican,
and Hispanic or Latino raceethnicity. Additional
sociodemographic variables were examined in
relation to attitudes and beliefs toward treatment.
Results: AfricanAmerican raceethnicity was a
significant independent predictor of greater reported
willingness to seek treatment and lesser reported
embarrassment if others found out about being in
treatment. These findings persisted when analyses
adjusted for socioeconomic variables. Hispanic

or Latino raceethnicity also was associated with

an increased likelihood of willingness to seek
professional help and lesser embarrassment if others
found out, but these differences did not persist
after adjustment for the effects of socioeconomic
variables. Conclusions: Contrary to the initial
hypothesis, African Americans and Hispanics or

Latinos may have more positive attitudes toward
mental health treatment seeking than nonHispanic
whites. To improve access to mental health services
among racialethnic minority groups, it is crucial

to better understand a broader array of individual,
provider, and systemlevel factors that may create
barriers to care.

S14-3

POLYPHARMACY AMONG MEDICAID
PSYCHIATRIC PATIENTS: IS THERE
A CLINICAL RATTIONALE FOR THIS
TREATMENT?

Farifteh Duffy, Ph.D., 1000 Wilson Boulevard, Suite
1825, Arlington, VA 22209

SUMMARY:

Background: Increasing polypharmacy among
patients with mental illness raises concerns
regarding the safety and quality of care. Study Aims:
Examine patterns and correlates of polypharmacy
among Medicaid patients treated by psychiatrists
and assess whether polypharmacy regimens reflect
patients’ diagnostic and symptom profiles. Methods:
4,866 psychiatrists in ten states were randomly
selected from the AMA Physician Masterfile:

62% responded; 32% met study eligibility

criteria, reported clinically detailed data on 1,625
systematicallyselected Medicaid patients. Analyses
were weighted and adjusted for the sampling design.
Polypharmacy was defined as: concurrent use of
two or more psychopharmacologic medications: a)
within the same class; or b) in more that one class
(betweenclass). Results: 26% of patients received

2 or more medications within the same class; 66%
received medications in 2 or more different classes.
The mean number of medications prescribed was
2.3; the mean number of medication classes was
2.0. Patients with a diagnosis of schizophrenia with
moderatetosevere depressive, anxiety and sleep
problems had significantly higher mean number of
medications overall (range 2.4 to 2.5) in contrast to
those without such symptoms (1.8 to 1.9) (p<0.05).
Patients with a major depressive disorder diagnosis
with moderatetosevere anxiety symptoms and
mildtosevere psychotic symptoms had significantly
higher mean number of medications overall (2.4

to 2.7) in contrast to those without such symptoms
(2.0 to 2.1) (p<0.05). The overall mean number

of medications for patients with bipolar disorders
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(2.8 to 3.1) and alcohol or substance use disorders
(2.4 to 2.8) were generally high but did not vary by
symptom severity. Adjusting for patient case mix,
factors independently and positively associated
with betweenclass polypharmacy included: age over
45, diagnosis of schizophrenia, bipolar, or anxiety
disorders and number of psychiatric symptoms.
Factors independently and positively associated with
withinclass polypharmacy included: female gender
and a diagnosis of cognitive disorder. Conclusions:
Findings suggest that psychiatric patients’
diagnostic and symptom profile are associated

with betweenclass polypharmacy, providing some
evidence of clinically rationale treatment.

S14-4

HOMELESSNESS AND INCARCERATION
AMONG MEDICAID PSYCHIATRIC
PATIENTS IN 10 STATES

Eve Moscicki , Sc.D., M.PH., 1000 Wilson Blvd Ste
1825, Arlington, VA 22209

SUMMARY:

Objective: Examine risk for homelessness and
incarceration and identify potential gaps in
continuity of care among psychiatric patients in
ten states. Method: 4,866 psychiatrists in ten states
were randomly selected from the AMA Physician
Masterfile; 61% responded; 34% met study
eligibility criteria and reported clinically detailed
data on 1,625 systematicallyselected patients.
Multivariate logistic regression models examined
odds of homelessness and incarceration controlling
for sociodemographic and clinical characteristics.
Results: Overall rates were 11.6% for homelessness
(SE=1.3%) and 13.4 % for incarceration (SE=1.3%),
with higher rates among males, nonwhites, and
young adults 1830 years. Patients diagnosed with
substance use (43 % homeless, 38% incarcerated),
alcohol use (36% homeless, 25% incarcerated), and
schizophrenia (24% homeless, 22% incarcerated)
disorders were at higher risk. Onethird of public
and private inpatients experienced homelessness;
onethird of public inpatients experienced
incarceration; nearly 1 in 5 experienced both.
Onequarter of patients with emergency department
(ED) visits also experienced homelessness or
incarceration. Patients who were treated in the

public sector, with severe substance abuse symptoms,
or ED visits had a 2.0 (95% CI 1.33.1) to 6.1 (95%

CI 2.117.9) increased likelihood of homelessness

or incarceration. Patients who discontinued their
medication had 2.4 (95% CI 1.34.4) increased odds
of homelessness or incarceration. Conclusion: The
findings highlight potential gaps in the mental health
treatment infrastructure for patients with substance
use, psychotic disorders, and psychiatric symptom
exacerbation and suggest inpatient facilities and EDs
treating Medicaid psychiatric patients could play a
more effective role in preventing homelessness and
incarceration through improved discharge planning
and care coordination.

S14-5

MEDICATION SWITCHING AND OTHER
ACCESS PROBLEMS AND ADVERSE
EVENTS FOR PUBLICLY INSURED
PATIENTS

Foyce West, Ph.D., M.P.P,, APIRE 1000 Wilson Blvd,
Suite 1825 Arlington, VA 22209

SUMMARY:

Background: Medicare Part D has expanded
medication access; however, dually eligible
psychiatric patients have experienced medication
access problems. Aims: Characterize medication
switches and access problems for dual eligible
psychiatric patents and associations with adverse
events, including emergency department visits,
hospitalizations, homelessness, and incarceration.
Methods: 1,556 psychiatrists randomly selected
from the AMA Masterfile responded (62%);

63% met eligibility criteria reporting on 986
systematically sampled patients. Results: 27.6%
(SE=2.3%) of patients were reported previously
stable, but required to switch medications because
clinically indicated and preferred refills were

not covered/approved. An additional 14.0%
(SE=1.6%) were unable to have clinically indicated/
preferred medications prescribed because of

drug coverage/approval. Adjusting for case mix,
switched patients (p=.0009) and patients with
problems obtaining clinically indicated medications
(p=.0004) had significantly higher adverse event
rates. Patients at greatest risk were prescribed a
medication in a different class or were unable to
have clinically indicated atypical antipsychotics,
other antidepressants, mood stabilizers, or CNS
agents/stimulants prescribed. Patients with
problems obtaining clinically preferred/indicated
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antipsychotics had 17.6 increased odds (p=.0039) of
adverse events. Conclusion: These findings support
caution in medication switches for stable patients
and provide substantiation for prescription drug
policies which promote access to clinically indicated
medications and continuity for clinically stable
patients.

REFERENCES:
1) Helzer, J.E., Witchen, H., Krueger, R. F. and
Kraemer, H.C. (2008). Dimensional options for
DSM-5: The way forward. In Helzer, J.E., et al
(Eds.). Dimensional Approaches in Diagnostic
Classification: Refining the research agenda for
DSM-5. (pp. 115 — 127)Arlington, VA: American
Psychiatric Association.
2) Kraemer, H.C. (2008). DSM Categories and
dimensions in clinical and research contexts. In
Helzer, J.E., et al (Eds.). Dimensional Approaches
in Diagnostic Classification: Refining the research
agenda for DSM-5. (pp. 5 — 17). Arlington, VA:
American Psychiatric Association.
3) Atdjian S, Vega W. Disparities in mental health
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2005;56(12):1600.
4) Miranda J, McGuire T, Williams D, Wang P.
Mental health in the context of health disparities.
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5) Greenberg GA, Rosenheck RA. Jail incarceration,
homelessness, and mental health: a national study.
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prescription drug benefits: medication access and
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SYMPOSIUM 15

COMBINING EXTENDEDRELEASE
GUANFACINE AND PSYCHOSTIMULANTS
INTHE TREATMENT OF PEDIATRIC

ADHD: RESULTS FROM A MULTISITE
CONTROLLED CLINICAL TRIAL

Chair: Timothy E Wilens, M.D., 55 Fruit Street YAW
6A, Boston, MA 02114

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Efficacy of guanfacine extended
release (GXR; dosed either upon awakening or at
bedtime) with a longacting psychostimulant for
treating ADHD in children and adolescents; 2)
Efficacy of GXR as assessed in the morning and
evening; 3). Improvement in ADHD symptoms as
examined by responder and remission criteria; 4)
Efficacy in children and adolescents; 5) Safety of
GXR coadministered with psychostimulants.

OVERALL SUMMARY:

Objective: To examine the efficacy and safety of
guanfacine extended release (GXR) coadministered
with psychostimulants for the treatment of

ADHD. Methods: This was a 9week, multicenter,
doubleblind, placebocontrolled, doseoptimized study
of GXR in subjects aged 617 years with ADHD

and suboptimal response to a psychostimulant

per investigator’s opinion. Subjects continued

their stable psychostimulant dose with addition of
morning (AM) or evening (PM) GXR (<=4 mg/d) or
placebo. Results: Of 461 randomized subjects, 386
(84%) completed the study. At endpoint, ADHD
Rating Scale IV scores were significantly reduced
with both AM and PM administration of GXR +
psychostimulant vs placebo + psychostimulant (both
P<=0.002). Results were similar for children (612
years; both P<=0.023) as well as adolescents (1317
years; both P<=0.033). The GXR groups showed
greater improvement vs placebo on the Conners’
Global Index — Parent at morning (both P<=0.019)
and evening assessments (both P<=0.002) and on
the BeforeSchool Functioning Questionnaire (both
P<=0.002). GXR subjects were more likely to meet
symptomatic remission criteria (ADHDRSIV <=18)
at endpoint vs placebo (both P<=0.002). Small mean
(SD) decreases from baseline to endpoint were
observed in supine pulse (5.6 [12.02] bpm), systolic
(2.2 [9.75] mm Hg), and diastolic BP (1.2 [8.00]
mm Hg) with GXR vs placebo (2.1 [10.65] bpm, 0.6
[8.38], and 0.0 [7.61], respectively). Headache was
the most commonly reported TEAE in each group
(AM: 21.3%, PM: 21.1%, and placebo: 13.1%). No
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unique TEAEs were reported compared with those
reported historically for either treatment alone.
Conclusions: Coadministration of GXR resulted

in statistically significant improvements in ADHD
symptoms overall, in both children and adolescents,
and in morning and evening symptoms. A greater
proportion of subjects receiving GXR achieved
remission compared with placebo. The combination
was relatively well tolerated with no new safety
concerns emerging.

S15-1

EXTENDEDRELEASE GUANFACINE
COADMINISTERED WITH
PSYCHOSTIMULANTS IN THE
TREATMENT OF ADHD ASSESSED IN THE
MORNING AND EVENING

Ann Childress, M.D., Center for Psychiatry and
Bebavioral Medicine7351 Prairie Falcon Road Suite 160,
Las Vegas, NV §9128

SUMMARY:

Objective: To examine the efficacy and safety

of guanfacine extendedrelease (GXR) when
coadministered with psychostimulants for the
treatment of ADHD. Methods: This was a multisite,
doubleblind, placebocontrolled, doseoptimized study
of GXR (<=4 mg/d) in children and adolescents 617
years old who met a priori criteria for suboptimal
response to psychostimulants with suboptimal
response to psychostimulants according to a priori
criteria and investigator opinion. Subjects continued
their stable morning psychostimulant dose over

5 weeks of dose optimization and 3 weeks of dose
maintenance. Subjects (N=461) were randomized to
receive GXR dosed in the morning (AM) or evening
(PM), or placebo. Secondary efficacy measures
included Conners’ Global Index — Parent (CGIP)

to assess subject behaviors in both the morning

and evening, and the BeforeSchool Functioning
Questionnaire (BSFQ).Results: At endpoint,
subjects who received GXR (either AM or PM
dosing) plus psychostimulant showed significantly
greater improvement from baseline on the CGIP
morning assessment (AM, P=0.019; PM, <=0.001),
the CGIP evening assessment (AM, P=0.002;

PM, P<0.001) and the parentrated BSFQ (AM,
P<=0.001; PM, P=0.002) compared with placebo
plus psychostimulant. No unique TEAEs were
reported with coadministration compared with the

known effects of either treatment alone. Headache
was the most commonly reported TEAE in each
group (21.3% for AM, 21.1% for PM, and 13.1%
for placebo). Conclusions: In suboptimal responders
to a psychostimulant, GXR coadministered with

a psychostimulant was associated with significant
reductions in morning and evening symptoms
compared with a psychostimulant alone, regardless
of dose timing, and was generally well tolerated.

S15-2

EFFICACY AND SAFETY OF MORNING
OR EVENING DOSING OF GUANFACINE
EXTENDED RELEASE COADMINISTERED
WITH PSYCHOSTIMULANTS IN
ADOLESCENTS WITH ADHD

Oscar Bukstein, M.D., M.P.H., BBS second floor, 1941
East Road, Houston, TX 77054

SUMMARY:

Objective: Examine the efficacy and safety

of guanfacine extended release (GXR) with
psychostimulants in adolescents with ADHD.
Methods: A doubleblind, placebocontrolled,
doseoptimized study of GXR in youths aged

617 years (N=461) with suboptimal response to
psychostimulants according to a priori criteria and
investigator opinion. Subjects were randomized to
GXR in the morning (AM), or evening (PM), or
placebo in addition to their stable psychostimulant
dose over 5 weeks of dose optimization and 3 weeks
of dose maintenance. Efficacy measures included
the ADHD Rating Scale IV (ADHDRSIV), assessed
at baseline and each study visit. Safety assessments
included adverse event (AE) reports, vital signs,
and physical examinations. Results: The safety
population/FAS included 455 subjects: 20.7%
were adolescents aged 1317 years (n=94). In this
subpopulation of adolescents, significantly greater
improvements from baseline in ADHDRSIV total
scores compared with placebo + psychostimulant
were observed from treatment week 2 through
endpoint in the GXR AM + psychostimulant
group (P=0.003 at endpoint) and from treatment
week 3 through endpoint in the GXR PM +
psychostimulant group (P=0.033 at endpoint).
Treatmentemergent AEs (TEAESs) were reported
by 68.8% of subjects receiving GXR and 73.3% of
subjects receiving placebo + psychostimulant. Most
TEAESs were mild or moderate in severity. The
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most common TEAEs were headache (25.0%) and
somnolence (15.6%) in subjects receiving GXR +
psychostimulant and headache (13.3%) and upper
respiratory tract infection (13.3%) in subjects
receiving placebo + psychostimulant. Conclusion:
Adolescents receiving GXR + psychostimulant
had greater reductions in ADHD symptoms than
adolescents receiving placebo + psychostimulant.
Overall TEAE incidence was similar when GXR
was added to a psychostimulant compared with a
stimulant plus placebo.

S15-3

SYMPTOMATIC REMISSION OF ADHD
IN CHILDREN AND ADOLESCENTS
WITH COADMINISTRATION OF
GUANFACINE EXTENDED RELEASE AND
A PSYCHOSTIMULANT

Andrew Cutler, M.D., 3914 SR64E, Bradenton, FL
34208

SUMMARY:

Objective: 'To assess ADHD symptomatic remission
and changes in global severity of illness in

children and adolescents treated with guanfacine
extended release (GXR) coadministered with a
psychostimulant. Methods: Multicenter, randomized,
doubleblind, placebocontrolled, doseoptimization
study of GXR in subjects aged 6 to 17 years with
ADHD and suboptimal response to a longacting
psychostimulant according to a priori criteria and
investigator opinion. Subjects continued their
stable psychostimulant dose with addition of
morning (AM) or evening (PM) GXR or placebo.
Efficacy measures included the ADHD Rating

Scale IV (ADHDRSIV) and Clinical Global
ImpressionSeverity (CGIS) scale. Safety measures
included adverse events (AEs), vital signs, clinical
laboratory evaluations, and electrocardiograms.
Results: At endpoint, a significantly greater
proportion of subjects in the GXR AM +
psychostimulant (61.1% [n=91/149, P=0.010]) and
GXR PM + psychostimulant (62.2% [n=92/148,
P=0.005]) groups met symptomatic remission
criteria (ADHDRSIV, <=18) compared with placebo
+ psychostimulant (46.1% [n=70/152]). At endpoint,
subjects in both GXR AM + psychostimulant and
GXR PM + psychostimulant groups were judged

to be less severely ill, as measured by CGIS scores,
than subjects in the placebo + psychostimulant group

(AM, P=0.013; PM, P<0.001). The most common
treatmentemergent AEs in subjects receiving GXR
+ psychostimulant were headache (21.2%) and
somnolence (13.6%). There were no new safety
signals. Conclusion: GXR, coadministered with a
psychostimulant, and dosed either in the morning
or evening, resulted in a significantly greater
percentage of symptomatic remission and reduced
global illness severity compared with placebo plus
a psychostimulant in suboptimal responders to
psychostimulant monotherapy. Coadministration
was generally well tolerated.

S15-4

COMBINING EXTENDEDRELEASE
GUANFACINE AND PSYCHOSTIMULANTS
INTHE TREATMENT OF PEDIATRIC
ADHD: RESULTS FROM A MULTISITE
CONTROLLED CLINICAL TRIAL

Timothy Wilens, M.D., 55 Fruit Street YAW 6A4,
Boston, MIA 02114

SUMMARY:

Objective: To examine the efficacy and safety of
guanfacine extended release (GXR) coadministered
with psychostimulants for the treatment of
ADHD. Methods: This was a 9week, multicenter,
doubleblind, placebocontrolled, doseoptimized study
of GXR in subjects aged 617 years with ADHD
and suboptimal response to a psychostimulant

per investigator’s opinion. Subjects continued

their stable psychostimulant dose with addition of
morning (AM) or evening (PM) GXR (=4 mg/d) or
placebo. Results: Of 461 randomized subjects, 386
(84%) completed the study. At endpoint, ADHD
Rating Scale IV scores were significantly reduced
with both AM and PM administration of GXR +
psychostimulant vs placebo + psychostimulant (both
P=0.002). Results were similar for children (612
years; both P=0.023) as well as adolescents (1317
years; both P=0.033). The GXR groups showed
greater improvement vs placebo on the Conners’
Global Index — Parent at morning (both P=0.019)
and evening assessments (both P=0.002) and on the
BeforeSchool Functioning Questionnaire (both
P=0.002). GXR subjects were more likely to meet
symptomatic remission criteria (ADHDRSIV =18)
at endpoint vs placebo (both P=0.002). Small mean
(SD) decreases from baseline to endpoint were
observed in supine pulse (5.6 [12.02] bpm), systolic
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(2.2 [9.75] mm Hg), and diastolic BP (1.2 [8.00]
mm Hg) with GXR vs placebo (2.1 [10.65] bpm, 0.6
[8.38], and 0.0 [7.61], respectively). Headache was
the most commonly reported TEAE in each group
(AM: 21.3%, PM: 21.1%, and placebo: 13.1%). No
unique TEAEs were reported compared with those
reported historically for either treatment alone.
Conclusions: Coadministration of GXR resulted

in statistically significant improvements in ADHD
symptoms overall, in both children and adolescents,
and in morning and evening symptoms. A greater
proportion of subjects receiving GXR achieved
remission compared with placebo. The combination
was relatively well tolerated with no new safety
concerns emerging.

REFERENCES:
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NOON- 3:00 PM

SYMPOSIUM 16
DISTURBED PAIN PROCESSING IN
PSYCHIATRIC DISORDERS

Chair: Christian Schmabl, M.D., 7 5, Mannheim,
D68159 Germany,
Co-Chair: Karl Bir, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Evaluate the importance of
disturbances of pain processing in schizophrenia,
depression, posttraumatic stress disorder, and
borderline personality disorder.

OVERALL SUMMARY:

In recent years, disturbed pain processing has
been found in several psychiatric disorders such
as depressive and anxiety disorders or borderline

personality disorder or posttraumatic stress disorder.
In the latter two, alterations in pain processing

are central to the disorder and are closely linked

to other aspects of psychopathology such as
dissociation or selfinjurious behavior. Patients with
depression and schizophrenia also display altered
pain thresholds as well as differential disturbance of
affective and cognitive aspects of pain processing.
"This symposium will build a bridge between basic
mechanisms of pain processing in animals and
humans and disturbance of these mechanisms in
clinical populations. A special focus will be on

the neural correlates of disturbed pain processing
assessed via fMRI. The complex sensory experience
of pain involves cognitive, behavioral and emotional
aspects which are closely interrelated. While
patients suffering from major depressive disorder
(MDD) mainly exhibit increased thresholds towards
experimentally induced thermal pain applied to

the skin, aberrant pain processing at central level
might lead to increased clinical pain complaints.
Neurobiological underpinnings of the discrepancy
of pain perception in depression and after sad
mood induction in healthy volunteers will help

to understand aberrant pain perception in the
disease and will be presented. Behavioral data on
interoception and central pain processing will
demonstrate various aspects of altered processing
of pain at central level in depressed patients. FMRI
and EEG studies will be used to demonstrate
differences to healthy volunteers. In contrast, we
will present evidence for changes of pain processing
in patients with schizophrenia. Here, apart from
increased thresholds to heat and cold pain a lack of
perception to the “illusion of pain” will be shown in
contrast to depressed patients. Central correlates of
this phenomenon will be discussed for patients with
schizophrenia during the meeting.

S16-1

PAIN PERCEPTION IN SCHIZOPHRENIA
AND DEPRESSION: FROM
INTEROCEPTION TO ‘ILLUSION OF PAIN’

Karl Biir;, M.D., Philosophenweg 03, fena, 07743

SUMMARY:

The complex sensory experience of pain involves
cognitive, behavioral and emotional aspects which
are closely interrelated. While patients suffering
from major depressive disorder (MDD) mainly
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exhibit increased thresholds towards experimentally
induced thermal pain applied to the skin, aberrant
pain processing at central level might lead to
increased clinical pain complaints. Neurobiological
underpinnings of the discrepancy of pain perception
in depression and after sad mood induction

in healthy volunteers will help to understand
aberrant pain perception in the disease and will

be presented. Behavioral data on interoception

and central pain processing will demonstrate
various aspects of altered processing of pain at
central level in depressed patients. FMRI and EEG
studies will be used to demonstrate differences to
healthy volunteers. In contrast, we will present
evidence for changes of pain processing in patients
with schizophrenia. Here, apart from increased
thresholds to heat and cold pain a lack of perception
to the “illusion of pain” will be shown in contrast
to depressed patients. Central correlates of this
phenomenon will be discussed for patients with
schizophrenia during the meeting.

S16-2

UNDERSTANDING PAIN PROCESSES IN
DEPRESSION AND ANXIETY WITH BRAIN
IMAGING

Irina Strigo, Ph.D., 3350 La Jolla Village Dr MC
9151B, La Jolla, CA 92161

SUMMARY:

Many psychiatric disorders are highly comorbid
with chronic pain. Both, depressive (e.g., Major
Depressive Disorder) and anxiety (e.g., PTSD)
disorders show greater than 50% comorbidity, which
contributes significantly to poorer outcomes, greater
disability and increased cost of treatment. Despite
such high cooccurrence little is known about the
neurobiological basis of pain processing in these
disorders. This talk will discuss several brain imaging
(fMRI) studies in patients with depression and
anxiety disorders while they undergo experimental
pain testing in the MRI scanner. Specifically,

several brain imaging and behavioral experiments
incorporating over 100 participants were conducted
in individuals with MDD and PTSD related to
intimate partner violence (IPV). Behavioral pain
responses and painrelated brain activation in MDD
and PTSDIPV individuals were computed and
compared to the responses of healthy comparison
subjects. The results of these experiments show that,

despite the lack of clear differences in the subjective
pain report when compared to healthy comparisons
subjects, individuals with these disorders exhibit
hyperarousal of painprocessing circuitry, which

is related to maladaptive coping cognitions (e.g.,
catastrophizing, avoidance) and possibly to the
impaired ability to modulate pain experience.
Future studies should extend these findings into
several domains, such as examining whether
aberrant painrelated brain responses in individuals
with depressive and anxiety disorders predict the
development of chronic pain conditions.

S16-3
MODELING PAIN STATES IN PTSD:
HUMAN AND ANIMAL EXPERIMENTS

Tobias MoellerBertram, M.D., Ph.D., 3350 La Jolla
Village Drive, San Diego, CA 92161

SUMMARY:

Post Traumatic Stress Disorder (PTSD) shows an
unusually high cooccurrence with pain syndromes
and pain complaints. However, the mechanisms
linking P'T'SD and pain are incompletely
understood. I will briefly review the clinical evidence
for comorbid PTSD and pain and discuss theoretical
models of the potential underlying mechanisms.

I will then discuss animal and human studies that
model experimental pain in PTSD, highlighting

the important role translational approaches play

in understanding mechanisms of painPTSD
comorbidities.

S16-4

PAIN PROCESSING IN BORDERLINE
PERSONALITY DISORDER A POSSIBLE
LINK TO THE UNDERSTANDING OF
SELF-INJURY

Christian Schmahl, M.D., 7 5, Mannheim, D68159

SUMMARY:

Background: Patients with Borderline Personality
Disorder (BPD) experience intense emotional
stress and display a high prevalence of selfinjurious
behavior (SIB). Patients engage in SIB because of
its immediate relief effects on emotional tension.
Pain in BPD has further been observed to lead

to a reduction in neural activity in the amygdala
and anterior cingulate cortex (ACC). Methods: To
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investigate the potential role of pain as a means of
affect regulation in patients with BPD, we conducted
two studies: (1) an eventrelated fMRI study

using negative and neutral pictures followed by
thermal stimuli to induce heat pain (versus warmth
perception). (2) A study using incisioninduced pain
to model tissue damage and its influence on tension
regulation. A 4 mm wide incision with a scalpel as
well as a “sham” treatment (touching the skin with
the blunt end of the scalpel) were conducted by an
investigator after a stress induction while subjective
stress levels and heart rate were measured. Results:
In study (1), both negative and neutral pictures led
to stronger activation of amygdala, insula, and ACC
in patients with BPD than in HC. During sensory
stimulation, we found decreased amygdala and ACC
activation independent of painfulness. Pain led to
increased activation of the left insula for HC, but not
when the arousal was already high in BPD. In study
(2), the incision resulted in an increase of subjective
stress levels in HC, while stress levels decreased in
the BPD group. Sham treatment led to a decrease
of stress levels in both groups. In the BPD group,
heart rate increased after the sham treatment,

but decreased after the incision. Discussion: Our
data preliminarily support the idea of a general
mechanism of attentional shift underlying the
stressreducing effect of pain in BPD. Also, we could
demonstrate that incisioninduced pain may be suited
as a model for the mechanism of tension reduction
in the context of SIB.
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SYMPOSIUM 17
MOODS, MEMORY AND MYTHS: WHAT

REALLY HAPPENS AT MENOPAUSE?

Chair: Neill Epperson, M.D., 3535 Market Street, Ste
3001, Philadelphia, PA 19104

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Distinguish normal menopause
symptoms from onset or exacerbation of psychiatric
disorders; 2) Demonstrate that they know how

to advise their menopausal patients regarding the
impact of aging on mood, memory and sexuality;

3) Demonstrate knowledge regarding common
treatments for symptoms frequently experienced

by menopausal women such as but not limited to;
hot flashes, sleep disturbance, depression and sexual
dysfunction.

OVERALL SUMMARY:

For many women, the “menopause” is shrouded in
mystery and misconceptions. The lay media is full of
recommendations for and against various products,
life style choices and gimmicks all aimed at reducing
common menopausal symptoms and delaying the
process of aging. Menopausal women frequently
experience hot flashes, night sweats, insomnia, low
or labile mood, fatigue, memory difficulties and
sexual dysfunction. These symptoms can adversely
impact a woman’s sense of wellbeing whether she has
never had a mental illness or is already engaged in
treatment for a psychiatric disorder that predates the
menopause transition. Thus, psychiatrists routinely
treating women who are in their 4th and 5th decades
are likely to be confronted by several clinical
conundrums. First, to what degree are the patient’s
presenting symptoms related to a normal menopause
transition and its associated hormonal changes? Of
their ongoing patients, who is likely to experience
the greatest difficulties with the menopause
transition? How best are these symptoms handled

in the mental health care setting, particularly if

they contribute to an exacerbation of an ongoing
psychiatric disorder? This symposium seeks to
examine these issues in a practical manner through
lectures and opendiscussion. In addition, attendants
will gain an appreciation of the complexity of

the hormonal/brain interaction as it relates to
menopause, mood and memory.

S17-1
DEPRESSION AND OTHER SYMPTOMS:
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RISKS IN THE TRANSITION TO
MENOPAUSE

Ellen Freeman, Ph.D., 3701 Market St 8th Fl,
Philadelphia, PA 19104

SUMMARY:

Women and clinicians identify the approach of
menopause by changes in menstrual bleeding

and the appearance of hot flashes, which are
considered the cardinal symptom of menopause.
Mood symptoms, poor sleep, aches, and changes in
cognition and libido are also frequent complaints in
this transition period, but whether these symptoms
are associated with ovarian aging is controversial.
The risk of depression is important because of

its significant disability that may be improved

with appropriate diagnosis and treatment and its
associations with other diseases in midlife women
such as cardiovascular diseases, metabolic syndrome
and osteoporosis. Recent approaches for staging

the menopausal transition have provided increased
information about the associations of depression and
other symptoms with ovarian aging. Menopausal
stages are defined by changes in bleeding patterns
that reflect reproductive hormone levels. The
prevalence of depressed mood, hot flashes, headache,
aches and joint pain is associated with these
transition stages and with underlying changes in
reproductive hormones. The strongest risk factor
for depression in the menopausal transition is a
history of depression, although observed associations
of depression with menopausal stage, increasing
FHS levels and variability in estradiol implicate

the changing hormonal milieu in perimenopausal
women. Another strong risk factor for a diagnosis
of depression in perimenopausal women is race,
with African American women about 50% more
likely to meet MDD criteria than Caucasian women
in our populationbased cohort. Women with no
previous depression history also show an increased
risk of depression in the menopausal transition.

A woman with no history of depression is more
than 5 times more likely to report depressive
symptoms in the menopausal transition compared
to her premenopausal status. Other risk factors

for depression in women with no history of the
disorder include greater BMI, smoking, hot flashes
and greater variability in estradiol levels. These
observations of an increased risk of depression in
perimenopausal women support the concept that the

menopausal transition is a “window of vulnerability”
that is framed by the changing hormonal milieu of
ovarian aging.

S17-2

HOT FLASHES AND SLEEP
DISTURBANCES DURING MENOPAUSE
TRANSITION: EXPLORING EFFECTIVE
TREATMENT STRATEGIES

Claudio Soares, M.D., Ph.D., 208 Queens Quay W,
Toronto, M5SF 2Y5

SUMMARY:

For some women, the menopausal transition

is characterized by the occurrence of sleep
disturbances, mood swings, and the presence of
vasomotor symptoms (VMS, e.g., hot flashes and/
or night sweats); this constellation of symptoms

can adversely affect quality of life and overall
functioning. Menopausal women commonly report
sleep complaints, with sleep disruption being
associated with the occurrence of VMS. Some
studies suggest a more direct association between
the presence of hot flashes and frequent awakenings,
particularly in the first half of the night; others
attributed sleep disruption to sleep apnea, restless
legs syndrome, and the presence of depression/
anxiety. Menopauseassociated fluctuations in
estrogen and progesterone levels may also lead

to insomnia by impacting GABA regulation or
contributing to the occurrence of obstructive sleep
apnea syndrome (OSAS) and changes in body
weight. In addition, the presence of VMS provoked
by hormonal fluctuations also contribute to poorer
cognitive performance, including attention, working
and verbal memory, although the underlying
mechanisms by which vasomotor symptoms may
directly influence brain functioning are still largely
unknown. This presentation will briefly explore
existing evidence on the underlying mechanisms
associated with poorer sleep, presence of VMS and
impaired functioning in menopausal women. We will
discuss how to better assess functional outcomes in
this vulnerable population. Most importantly, we will
review hormonal, psychotropic and overthecounter
treatment strategies that can be tailored for the
management of symptomatic, menopausal women.

S17-3
WHERE DID I PUT MY KEYS? THE
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ONGOING SAGA OF ESTROGEN,
SEROTONIN, MOOD AND MEMORY AT
MENOPAUSE

Neill Epperson, M.D., 3535 Market Street, Ste 3001,
Philadelphia, PA 19104

SUMMARY:

During the menopause transition, many women
report a worsening of mood and a subjective
impairment in memory. While dwindling ovarian
production of estrogen is clearly related to the

most common menopausal symptoms, namely hot
flashes and genitourinary atrophy, the mechanism

by which estrogen may influence behavioral changes
during menopause is unclear, although of great
interest. A growing preclinical literature indicates
that estrogen interactions with neurotransmitters
such as serotonin are likely, and serotonin function
is believed to decline with age. However, there

is a dearth of research in humans regarding how
estrogen and serotonin may interact to modulate
mood and cognition. The primary focus on

this presentation will be to help the participant
appreciate the complex interaction between estrogen
and serotonin and how novel research techniques are
being employed in human subjects to unravel this

mystery.

S17-4
SEXUALITY IN TRANSITION: MENOPAUSE
AND AGING

Anita Clayton, M.D., 2955 Ivy Rd, Northridge Suite
210, Charlottesville, VA 22903

SUMMARY:

Variations in sexual interest and activity during

the menopausal transition may be associated with
psychosocial changes, hormonal fluctuations/decline,
effects of comorbid medical/psychiatric conditions,
or substance use including medications. Although
the prevalence of low desire increases with age,

the rate of distressing low desire (HSDD) remains
between 10 — 15% of women due to a decline in
levels of sexual distress with aging. While declining
sex steroid levels in the perimenopause may be
associated with arousal difficulties and reduced
capacity for orgasm, no specific levels of androgens
have been linked to low sexual interest. Other
factors affecting sexual functioning include partner

sexual problems or absence of partner, relationship
difficulties, surgical menopause at a young age,
severe vasomotor symptoms, socioeconomic issues,
and lifestyle factors. Diagnosis of sexual disorders is
complicated by all of the above factors. Identifying
sexual problems in midlife women allows for
interventions to reestablish satisfactory sexual
functioning, and includes lubricants, hormonal
therapy, phosphodiesterase5 inhibitors, bupropion,
lifestyle changes, and psychotherapy.
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SYMPOSIUM 18
TRANSLATIONAL PSYCHIATRY: FROM
DISCOVERY TO HEALTHCARE

Chair: Julio Licinio, M.D., Bldg 131 Garron Rd,
Canberra, ACT 2601 Australia
Co-Chair: Cyndi S Weickert, Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) To identify new predictors of
psychiatric disorders; 2) To recognize new predictors
of psychiatric treatment; and 3) To learn new
treatments for psychiatric disorders.

OVERALL SUMMARY:
Translating discovery to healthcare is the major
challenge of modern psychiatry. While the last few
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decades have witnessed a veritable explosion of
new knowledge in neuroscience, very few — if any
— such discoveries made their way to the clinical
care of psychiatric patients. Examples abound. The
key principle underlying the initial mechanism

of action of most antidepressants is inhibition

of monoamine transport from the synapse back
into the presynaptic neuron. The discovery that
monoamines are transported in this manner and
that such transport is therefore a drug target for
depression was made by Nobel laureate Julius
Axelrod in 1957, fiftythree years ago. One of the
“new” treatments currently being investigated for
depression is ketamine, a drug developed in 1962,
forty years ago. Nothing discovered in the last 20
years has made its way into commercially available
treatments for mood disorders or schizophrenia. A
very concerted effort is needed to develop a new area
of psychiatry, namely translational psychiatry that
is specifically aimed at facilitating and shortening
the process from discovery to the identification of
new biomarkers and to the establishment of new
treatments. New biomarkers have the potential to
facilitate diagnosis and to guide and personalize
treatment. New and more effective treatments are
truly needed for our patients. In this symposium
experts from three continents will present exciting
new results that provide the foundation to the new
field of translational psychiatry by bridging the
gap between discovery and healthcare. Females
with schizophrenia have worse symptoms when
estrogen is low and estrogen replacement reduces
schizophrenia symptoms. Both males and females
with schizophrenia show more estrogen receptor
alpha (ESR1) gene and cortical ESR1 mRNA
variation than controls, suggesting that both
genders may not respond normally to circulating
sex steroids. The “at risk” ESR1 genotype was
associated with lower frontal cortex ESR1 mRNA
levels in schizophrenia. Eighteen ESR1 splice
variants encoding truncated ESR1 protein and
decreased frequencies of wild type ESR1 mRINA
were detected in the schizophrenia sample. Using
a luciferase assay, we found that truncated ESR1
significantly attenuates gene expression induced by
wildtype ER, demonstrating a dominantnegative
function. In cell culture, we found that the
Selective Estrogen Receptor Modulator (SERM)
raloxifene was able to stimulate estrogen response
element driven gene expression and to partially
reverse the impact of the truncated variants that

are overabundant in schizophrenia. In translating
these basic findings from the lab into the clinic

we have initiated a trial in which raloxifene will

be administered to both males and females with
schizophrenia using a doubleblind, withinsubjects,
crossover, placebo controlled design with the aim of
stimulating estrogenrelated neurotrophic activities
and improving positive and negative symptoms and
cognition. We hypothesize that individual genetic
variation in ESR1 will help to identify those people
with schizophrenia who will benefit from treatment.
This type of approach can help to move the field
closer to a personalized and preventative approach
to psychiatry.

S18-1
DISEASE BIOMARKERS FOR
SCHIZOPHRENIA

Sabine Babn, M.D., Tennis Court Rd, Cambridge,
CBI12AN United Kingdom

SUMMARY:

Schizophrenia almost certainly presents a
heterogeneous group of aetiologies which may not
be reflected in the symptomatic/clinical presentation
of patients. Therefore, a better molecular
understanding of the disease onset and progression
is urgently needed. Multiomics profiling approaches
were employed to investigate large numbers of
patient and control samples. These largescale
experiments are required to identify disease intrinsic
molecular signatures as well as patient subgroups
with potentially distinct biochemical pathways
underpinning their symptoms. Recently, we have
identified a candidate biomarker panel in patient
serum, specifically upor downregulated in drug
naive, first onset schizophrenia patients compared to
healthy controls using high throughput proteomic
profiling and multiplexed immunoassay profiling
technology. A panel of 51 markers was found

to yield an average sensitivity and specificity of
>85% across five clinical centres comprising 572
firstonset drugnaive and recent onset schizophrenia
patients versus 235 matched healthy control
samples. Abnormalities remained significant after
adjustment for all recorded baseline characteristics.
Our findings demonstrate the applicability of a
rapid and noninvasive blood test to confirm the
presence of schizophrenia. Several animal models

of schizophrenia show significantly similar serum

184



SYMPOSIA

changes as observed in humans.

S18-2
PSYCHIATRIC PHENOMICS: FOUND (NOT
LOST) IN TRANSLATION

Alexander Niculescu I1I, M.D., Ph.D., 791 Union Dr,
Indianapolis, IN 462024887

SUMMARY:

Psychiatric phenotypes are currently characterized
by consensus criteria derived primarily from clinical
experience, as embodied in DSM-IV and being
discussed for DSM-5. While this is an advance over
the past, when categorization relied on somewhat
vague clinical descriptions, there is significant

room for improvement. The current criteria have,
as a strength, provided a common language for
psychiatrists across different sites and different
countries, with good interrater reliability. The major
potential limitations are that they are categorical
rather than dimensional, and not empirically
derived on a consistent basis. As such they may not
entirely and accurately reflect the phenomenological
reality, or have a direct correspondence with the
underlying biology. There is a need for more
quantitative, empirical approaches to psychiatric
phenotyping, for both research purposes and clinical
practice. Specifically, the multitude of negative or
contradictory candidate gene association studies or,
more recently, wholegenome association studies, for
genes with clear biological evidence of relevance

to bipolar disorder and schizophrenia may be due,
at least in part, to this fundamental issue. We will
present data from translational studies of psychiatric
disorders based on empirical phenomic analyses
integrated with genomic biomarkers, to help clarify
and quantify the issues of complexity, heterogeneity
and overlap, and thus place the field on a stronger
footing towards personalized medicine.

S18-3

PREDICTING ONSETS OF MAJOR
PSYCHIATRIC DISORDERS: THE ROLES
OF NEUROPSYCHOLOGICAL, MR
IMAGING AND CIRCADIAN MARKERS

Ian Hickie, M.D., 94 Mallet St, Sydney, 2050 Australia

SUMMARY:
In longitudinal cohort studies of young adults (aged

16 30 years) presenting for mental health care,

we are testing the utility of a new clinical staging
model for describing pathways to major psychotic
and affective disorders as well as exploring the
predictive capacity of various objective biological
and genetic measures. Our goal is to develop more
effective early interventions as well as identify those
at greatest risk of progression to major disorders. In
the initial cohort of 450 young subjects, the clinical
staging model has been successfully applied by
experienced raters. Approximately half the cohort
are rated as being in ‘at risk’ or as having ‘attenuated
syndromal’ states. When followed longitudinally,
approximately 20% progress within a twoyear period
to development of discrete psychotic or major
affective disorders. The biological characteristics of
those who progress (when assessed at baseline and
longitudinally) are being progressively described.
To date, the strongest correlates of progression to
more severe illness have been neuropsychological
evidence of premorbid global deficits as well as
specific performance decrements in visual and
verbal learning. Correlations between these
neuropsychological markers and specific MRI,
resting state fMRI and integrity of white matter
tracts are being explored. For those who progress
to bipolar spectrum disorders, various circadian
markers appear to have some predictive capacity.

S18-4

TRANSLATING GENETIC AND
BIOLOGICAL FINDINGS INTO NEW
TREATMENTS FOR SCHIZOPHRENIA

Cyndi Weickert, Ph.D., Neuroscience Research Australia
Hospital Rd, Randwick, NSW 203 1Australia

SUMMARY:

Females with schizophrenia have worse symptoms
when estrogen is low and estrogen replacement
reduces schizophrenia symptoms. Both males and
females with schizophrenia show more estrogen
receptor alpha (ESR1) gene and cortical ESR1
mRNA variation than controls, suggesting that both
genders may not respond normally to circulating
sex steroids. The “at risk” ESR1 genotype was
associated with lower frontal cortex ESR1 mRNA
levels in schizophrenia. Eighteen ESR1 splice
variants encoding truncated ESR1 protein and
decreased frequencies of wild type ESR1 mRINA
were detected in the schizophrenia sample. Using
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a luciferase assay, we found that truncated ESR1
significantly attenuates gene expression induced by
wildtype ER, demonstrating a dominantnegative
function. In cell culture, we found that the
Selective Estrogen Receptor Modulator (SERM)
raloxifene was able to stimulate estrogen response
element driven gene expression and to partially
reverse the impact of the truncated variants that
are overabundant in schizophrenia. In translating
these basic findings from the lab into the clinic

we have initiated a trial in which raloxifene will

be administered to both males and females with
schizophrenia using a doubleblind, withinsubjects,
crossover, placebo controlled design with the aim of
stimulating estrogenrelated neurotrophic activities
and improving positive and negative symptoms and
cognition. We hypothesize that individual genetic
variation in ESR1 will help to identify those people
with schizophrenia who will benefit from treatment.
This type of approach can help to move the field
closer to a personalized and preventative approach

to psychiatry.
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SYMPOSIUM 19

NOVEL TREATMENTS FOR
NEURODEVELOPMENTAL DISORDERS
U.S. National Institute of Mental Health

Chair: Christopher Sarampote, Ph.D., 6001 Executive
Blvd Room 6182, Rockville, MID 20852
Discussant: fames T McCracken, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant

should be able to: 1) Identify and understand how
advances in scientific methods are being used to
investigate the mechanisms underlying mental
disorders in children; and 2) Recognize and

learn about innovative research to evaluate novel
treatment approaches targeting childhood mental
disorders.

OVERALL SUMMARY:

Traditionally, treatments for mental disorders in
children have been adapted from approaches first
tested in adults. More recent advances in scientific
methods have the potential to specifically elucidate
the mechanisms underlying mental disorders

in children and facilitate the discovery of new
treatments aimed at developmentallyrelevant targets.
This symposium will provide an update of innovative
work recently funded by NIMH that builds on

these advances to develop and evaluate novel
interventions for neurodevelopmental disorders

in children. The first presenter (Dr. Bearden) will
describe the rationale—based on a mouse model—
for an exploratory intervention using an inhibitor

of Ras activity to reverse cognitive deficits in
Neurofibromatosis type 1 and will present findings
related to molecular and neural bases of working
memory deficits in a mouse model and humans. The
second presenter (Dr. Singer) will review the role

of the glutamate in the development of Tourette
Syndrome (TS) and introduce work to evaluate
potential new treatments for TS that modulate
glutamate neurotransmission. Another presenter
(Dr. Reiss) will review the role that functional
cholinergic deficits may play in cognitive behavioral
dysfunction in Fragile X Syndrome and the potential
therapeutic use of agents to augment the cholinergic
system to target these deficits in adolescents. The
final presenter (Dr. Mundy) will discuss innovative
treatment approaches to address impairments

in social skills and attention in children with

Autism Spectrum Disorders. The discussant (Dr.
McCracken) will provide commentary on the above
presentations and discuss challenges and advances

in novel treatment development for childhood
disorders.

S19-1

NEUROFIBROMATOSIS TYPETAS A
MODEL FOR PHARMACOTHERAPY OF
COGNITIVE DISABILITY
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Carrie Bearden, Ph.D., 300 MP, Suite 2265, Los
Angeles, CA 90095

SUMMARY:

Developmental learning disabilities present a

major public health burden and are associated with
substantial psychiatric morbidity. However, to date
no effective pharmacologic treatments have been
developed for these severely disabling conditions.
Neurofibromatosis type 1 (NF1) is a valuable
singlegene model for understanding mechanisms of
cognitive disability. The development of a mouse
model of the disorder led to the key discovery that
increased Ras activity is responsible for the learning
deficits in NF1. Next, our preclinical studies showed
that treatment with lovastatin, which acts as a potent
inhibitor of Ras activity and is commonly used for
the treatment of hypercholesterolemia, can reverse
the cognitive deficits observed in NF1 mice. For the
first time, this allows us to assess a pharmacologic
treatment for cognitive deficits, using a medication
that has been validated in pre clinical studies and
for which substantial clinical safety data is available.
We recently conducted parallel experiments to
further examine the molecular and neural basis of
working memory deficits in both the mouse model
and human subjects with NF1; these studies provide
evidence for a common mechanism related to
dysfunction of GABAmediated inhibition. We are
now conducting a translational exploratory clinical
trial, in which we are extending our preclinical
findings to studies in human subjects with NF1,

to determine whether analogous changes in brain
structure and function are observed following
lovastatin treatment in humans.

§19-2
GLUTAMATERGIC MODULATORY
THERAPY FOR TOURETTE SYNDROME

Harvey Singer; M.D., 200 N. Wholfe Street, Room 2158,
Baltimore, MID 21287

SUMMARY:

Tourette syndrome (TS) is a neuropsychiatric
disorder characterized by the presence of chronic,
fluctuating motor and vocal (phonic) tics. The
disorder is commonly associated with a variety

of comorbidities including obsessivecompulsive
disorder (OCD), attention deficit hyperactivity
disorder (ADHD), school problems, anxiety, and

depression. Therapeutically, if tics are causing
psychosocial or physical problems, symptomatic
medications are often prescribed, typically
alphaadrenergic agonists or dopamine antagonists.
Recognizing that therapy is often ineffective

and frequently associated with unacceptable
sideeffects, there is an ongoing effort to identify new
ticsuppressing therapies. Several lines of evidence
will be presented that support the use of glutamate
modulators in TS including glutamate’s major role in
corticostriatalthalamocortical circuits (CSTC), the
recognized extensive interaction between glutamate
and dopamine systems, results of familial genetic
studies, and data from neurochemical analyses of
postmortem brain samples. Since insufficient data

is available to determine whether TS is definitively
associated with a hyper or hypoglutamatergic state,
potential treatment options using either glutamate
antagonists or agonists are reviewed. Data from
studies using these agents in the treatment of OCD
and 'T'S will be presented. If validated, modulation of
the glutamate system could provide a valuable new
pharmacological approach in the treatment of tics
associated with Tourette syndrome.

S19-3

WHAT DOES THE FUTURE HOLD FOR
DIAGNOSIS AND TREATMENT OF
NEUROPSYCHIATRIC DISORDERS?

Allan Reiss, M.D., 401 Quarry Street, Stanford, CA
94305

SUMMARY:

For more than three decades, we have relied on
diagnostic taxonomies comprised of symptom
clusters. Though an improvement on previous
diagnostic systems, such “phenomenological”
taxonomies have not served to advance the

state of scientific understanding as much as was
originally hoped. It has also become increasingly
clear that many of our most important diagnoses
(from a public health perspective) are associated
with a large number of disparate risk factors and
pathophysiological mechanisms that we are only
now just beginning to identify and understand.
Complicating matters further, these specific risk
factors and pathophysiological mechanisms do
not appear to map to a single phenomenological
diagnosis in a predictable fashion. Thus, a radical
change in our approach to diagnosis and treatment
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of neuropsychiatric disorders is required. The
change from a phenomenological diagnostic

system to one that focuses on specific risk factors
and brain diseases represents a major inflection
point for the field and will likely transform clinical
neuroscience (defined as comprising both the
behavioral and neurosciences). Though a large
number of practitioners and researchers across
disciplines will need new training to achieve this
transformation, many current concepts will continue
to be relevant such as the importance of moderating
and mediating factors in altering phenotypic
expression, and a longitudinaldevelopmental
perspective in considering intervention. In this talk,
I will discuss how the continuing elucidation of
pathophysiological mechanisms leading to cognitive
and behavioral impairment in particular diseases,
such as fragile X syndrome, can serve as a leading
example for the coming transformation in clinical
neuroscience and psychiatry.

S19-4

COMPLEX SOCIALATTENTION, VIRTUAL
REALITY AND SCHOOL AGED CHILDREN
WITH AUTISM

Peter Mundy, Ph.D., 2825 50th Street, Sacramento, CA
95817

SUMMARY:

This study examined the hypothesis that
impairments in complex forms of social attention
may be characteristic of the school aged
development of children with higher functioning
autism (HFA). Complex social attention abilities
refer to those that require considerable effort
because of several factors, such as attending to
multiple social partners while also expressing one’s
own thoughts. The identification of impairments

in these abilities, and the examination of their
malleability, may be pivotal to advancing the
treatment and prevention of impediments to positive
outcome for these individuals. To address this
possibility HFA children and controls were asked to
answer questions about themselves, while directing
their visual attention to 9 avatar “peers” in a 3D
virtual classroom paradigm. This required dual task
regulation of social attention deployment and the
generation and expression of one’s own thoughts.
Preadolescent HFA and Controls (811 years) did
not differ on numbers of looks to the avatar peers

(106.8 vs. 98.3) but there was a significant difference
between the Adolescent HFA and Controls (1216
years), F (1,14) = 6.28, eta2 = .31 (105.4 vs. 144.5
respectively). Thus, HFA children displayed evidence
of impairments in complex social attention abilities
that emerge later in life. The social attention of all
children was malleable such that Social Orienting
while talking improved dramatically in the fade
Cuing Condition (e.g. p <.009 HFA). However,
HFA children with Higher ADHD scores (Iscore >
75) had the lowest rates of social attention compared
to all other subgroups (82.93 looks to avatars, F

= 6.15, eta2 = .20). Finally, regardless of ADHD
symptoms poorer socialorienting was strongly
associated with parent reports of School Learning
Problems on the Conners’ scale in both groups (r =
.64, HFA, .65, TD, ps < .002).

SYMPOSIUM 20

THE APA AND THE WORLD PSYCHIATRIC
ASSOCIATION: GLOBAL RESOURCES FOR
THE PRACTICING PSYCHIATRIST

World Psychiatric Association

Chair: Nada L. Stotland, M.D., M.P.H., 1000 Wilson
Blvd, Arlington, VA 22209
Discussant: Carol Nadelson, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Describe the programs and
products of the World Psychiatric Association; 2)
Describe the relationship between the APA and the
World Psychiatric Association; and 3) Utilize the
rich resources of the World Psychiatric Association
to improve patient care and mental health policy.

OVERALL SUMMARY:

The World Psychiatric Association (WPA) is the
vehicle for the exchange of clinical and policy
information; the provision of support; and the
development of multinational psychiatric research;
around the globe. Countries and cultures have much
to learn from each other, and, given the increasing
movements of large and small populations from one
country and culture to another, many of us treat
patients with whose beliefs, histories, values, and
customs we are not familiar. Most psychiatrists are
not familiar with the work of the WPA or the roles
of the United States and other countries within it.
The WPA has developed a wealth of resources and
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publications on a wide range of crucial psychiatric
topics. This session features the current president
of the WPA, Dr. Mario Maj, from Italy; the WPA
presidentelect, Dr. Pedro Ruiz, a multicultural
American; Dr. Helen Herrman, WPA Secretary for
Publications, from Melbourne, Australia; and Dr.
David Kupfer, Chair of the multinational DSM 5
Task Force of the American Psychiatric Association.
Our discussant will be Dr. Carol Nadelson, the first
woman president of the APA and past editorinchief
of the American Psychiatric Press. This symposium
is an opportunity to broaden our horizons by
hearing from the world leaders of our field.

§20-1

LESSONS LEARNT IN THE
IMPLEMENTATION OF COMMUNITY
MENTAL HEALTH CARE: INPUT FROM A
WPA GUIDANCE

Mario Maj, M.D., Ph.D., Department of Psychiatry,
University of Naples SUN, Largo Madonna delle Grazie,
Naples, 80138

SUMMARY:

The World Psychiatric Association (WPA) supports
the development of community mental health care
worldwide, so that people with mental disorders
can have services available as close as possible to
their locality, can be treated in the least restrictive
environment, and can maintain their links with the
community. However, there are several lessons we
have learnt from the experience of the countries

in which the development of community care has
been most active in the past few decades. The WPA
has recently published a guidance (1) bringing
these lessons to the attention of psychiatrists (as
well as other professionals and policy makers) of
countries in which the process is starting now. The
following points deserve a special emphasis (2): a)
our objective should not be the complete shifting
from hospitalbased to communitybased psychiatric
care, but a balance and integration of community
and hospital services, ensuring continuity of care;
b) psychiatrists’ clinical skills have to be cultivated,
so that they are preserved in spite of the variety

of new commitments related to community care;

¢) communitybased services should avoid an
exclusive focus on psychotic conditions, and should
develop the appropriate resources and synergies

to ensure an adequate coverage of the whole range

of mental disorders existing in the community;

d) communitybased services should ensure the
protection and promotion of physical health in
the patients they have in charge; e) community
care is a vehicle for the delivery of treatments,

not the treatment itself; interventions provided in
communitybased services should be validated by
research evidence; f) there should be a carefully
considered sequence of events linking hospital
bed closure to community service development; g)
families of discharged patients with severe mental
illness should not be left alone with their problem,
since evidencebased family interventions are
available.

§20-2
ADDRESSING POVERTY AMONG
PSYCHIATRIC PATIENTS WORLDWIDE

Pedro Ruiz, M.D., University of Miami Miller School of
Medicine 1458 Clinical Research Building, Miami, FL
33136

SUMMARY:

Poverty is one of the factors that most seriously
impact visavis the deterioration of mental health
and the increase of mental illness across the world.
In this respect, poverty and unemployment are
primarily affecting ethnic minority groups in most
regions of the world. The deleterious effect of
poverty and unemployment has been shown to have
a direct and negative impact in the development of
mental illness among the populations worldwide
that are most affected by poverty, unemployment,
and lack of resources. Additionally, migrant groups
are very much affected in this regard. This situation
is rampant among the Hispanic ethnic groups that
migrate to the United States. A similar situation is
also nowadays present in certain regions of Spain
where large number of Hispanic migrants has
settle lately. Good examples of this situation can be
easily seen in Barcelona and Madrid where large
numbers of Ecuadorians, Peruvians, Dominicans
and Venezuelans have recently settled. In this
presentation, I will examine the negative impact

of poverty visavis many psychiatric disorders and
conditions. The hope is to offer to the participants
good examples of how to intervene in these
situations and also implement preventive measures
in this patient populations.
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§20-3

WORKING WITH THE WORLD
PSYCHIATRIC ASSOCIATION TO
PROMOTE DISSEMINATION OF MENTAL
HEALTH RESEARCH WORLDWIDE

Helen Herrman, M.D., M.B., ORYGEN Research
Centre, University of Melbourne, 35 Poplar Road,
Parkoille

VIC, Melbourne, 3052 Australia

SUMMARY:

The World Psychiatric Association (WPA) has

a wellestablished books and journals publishing
program — e.g. the official journal World Psychiatry
(IF 4.39), edited by Mario Man, is available freely
on the WPA website and Medline consistent with
its goal to promote dissemination of mental health
research globally. A recent project contributes
further to this goal. Low and middleincome
countries (LAMIC), with over 80% of the global
population, bear the greatest burden of mental
disorders. Yet there is a striking underrepresentation
of these countries in published psychiatric research.
"This situation reflects limitations in the production
of scientific research. It also reflects barriers to

the publication of mental health research from
LAMIC and to the representation of research from
these countries in the main literature databases
worldwide. The WPA investigated the reasons for
the underrepresentation of LAMIC in published
psychiatric research and considered how to support
improved research dissemination, relevant for
better mental health and mental health care in

all countries. A survey in Medline and ISI Web

of Science identified the global distribution of
journals in the field of psychiatry. Information about
unindexed journals was obtained from the WPA
zonal representatives and from a project of the
World Forum for Global Research and the World
Bank. A directory was created of all available mental
health and psychiatric journals worldwide (lead by
CK). A taskforce was established to assist LAMIC
mental health editors in fulfilling the requirements
for full indexation. Several journals have achieved
indexation in the past two years. The next step is

to scale up the support including peer support for
journal editors in LAMIC. The taskforce members
are Helen Herrman (Chair, WPA Secretary for
Publications), Jair de Jesus Mari (Co-Chair), Mario
Maj, Christian Kieling, Peter Tyrer, Vikram Patel,

Christopher Szabo, Norman Sartorius, and Shekhar
Saxena as observer.

S20-4

CROSSCULTURAL ASPECTS OF
PSYCHIATRIC DIAGNOSIS AND
DEVELOPMENT OF DSM-5

David Kupfer; M.D., Dept of Psychiatry, University of
Pittsburgh School of Medicine, Western Psychiatric
Institute and Clinic, 3811 O’Hara Street, Pittsburgh, PA
15213

SUMMARY:

There is a clear need for diagnostic criteria that
better accounts for variations in the symptomatology
and presentation of psychiatric disorders across
cultural groups. Not only does a crosscultural
approach allow for more accurate diagnoses within
the U.S. healthcare system, it helps bridge the gap
between use of the Diagnostic and Statistical Manual
of Mental Disorders (DSM) and the International
Classification of Diseases (ICD), thereby bringing
greater harmony to the conceptualization and
implementation of psychiatric diagnosis worldwide.
As such, development of the fifth edition of DSM
(DSM-5) will actively address the role of cultural
aspects of psychiatric diagnosis and nosology to

a greater extent than in previous revisions of the
manual. An initial effort to fulfill this need came
from the creation of a DSM-5 Study Group to
specifically examine cultural gaps in DSM-IV and
how DSM-5 may potentially remedy these issues.
The study group has conducted literature reviews
across the diagnostic categories to identify empiric
evidence that indicates for which disorders the
current criteria do not adequately capture racial,
ethnic, linguistic, and other cultural expressions

of a given diagnosis. The group is also discussing
whether there is a need for cultural specifiers among
certain disorders. The DSM-5 field trials present a
unique opportunity for examining in “real world”
settings use of a proposed Outline for Cultural
Formulation to determine if prompting clinicians
to inquire about crosscultural factors elicits
information that yields more accurate diagnoses.
Consideration of potential text revisions, including
specific statements about cultural features across

all diagnoses; integration of data from secondary
analyses; and development of an introductory
chapter to the manual to orient clinicians and
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researchers to pertinent issues, currently parallels
these efforts.

Symposium 21

THE PRIMARY CARE AND BEHAVIORAL
HEALTH INTEGRATION CONTINUUM:
HOW PSYCHIATRISTS CAN FUNCTION

AND LEAD
American Association of Community Psychiatrists

Chair: David A Pollack, M.D., UHNS§0, Oregon Health
and Science University, 3181 SW Sam Fackson Park
Rd., Portland, OR 97239,

Co-Chair: Lori Raney, M.D.

Discussant: Kenneth S. Thompson, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the importance

of effective integration of mental health and
addictions services and providers with primary care;
2) Identify various roles that would be appropriate
for psychiatrists in these settings; and 3) Identify
and utilize sources of information and training to

enhance psychiatrist skills in such settings/programs.

OVERALL SUMMARY:

Primary Care Behavioral Health (PCBH)
Integration is an emerging research supported
model for provision of mental health services. Based
in a foundation of care management provided at
the point of contact in primary care and supported
by psychiatrists providing timely consultation to
primary care providers, this model has caught the
attention of healthcare reform proponents and
others. Various models have been implemented
around the country, engaging psychiatrists in unique
and interesting ways. However, the training and
preparation to work in these clinical settings has
been lacking, with the exception of psychiatrists
learning more by experience than by any formal
didactic training or access to clinically relevant
materials. This has led to a significant knowledge
gap for psychiatrists who want to work in PCBH
integrated care settings in informed and meaningful
ways. This Symposium will address this knowledge
deficit by presenting models of integration

from around the country, focusing on the level

of collaboration for each site, the makeup of the
care team, the psychiatrist’s role, primary care

acceptance of the model and any outcome measures
collected. Each of the speakers was selected to
represent differing levels of PCBH integration as
well as geographical variation in the models. These
models will offer symposium participants detailed
information on programs that could be replicated in
other settings and resources to guide them through
the process. The Colorado Behavioral Healthcare
Council launched the Collaborative Care Mapping
Project in 2010, providing descriptions of over

70 sites around the state where Primary Care
Behavioral Health (PCBH) Integration projects have
been implemented. Each site has a description of
the Level of Collaboration as well as details of the
staff and services available. This project provides

the viewer with an opportunity to examine different
models of PCBH collaboration in both rural and
urban areas of Colorado. Dr. Raney, the Medical
Director of Axis Health System in Durango, CO
and Senior Clinical Instructor in the Department of
Family Medicine at the University of Colorado at
Denver, will present models from the Four Corners
area of Colorado, a rural and frontier setting that
has 4 of the sites included in the Mapping Project.
The Level of Collaboration at each site will be
described. Dr. Raney will discuss her involvement as
the Team Consultant Psychiatrist in these settings,
describing ways to provide support for the treatment
of mental illness in primary care settings over a
large geographical area. This discussion will provide
participants with examples of PCBH Integration
models that could be implemented in other rural
areas.

S21-1.

OVERVIEW OF INTEGRATION ISSUES:
RATIONALE, MODELS OF CARE, AND
STAFFING

David Pollack, M.D., UHNS§0, Oregon Health and
Science University, 3181 SW Sam Fackson Park Rd.,
Portland, OR 97239

SUMMARY:

This presentation will provide a brief overview of
the importance of integrating behavioral health and
primary care. Care for mental health, addiction,

and general medical conditions has too often been
segregated into separate care settings or systems,
resulting in poorer outcomes, less efficient but more
costly care, duplication of services, and decreased
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patient satisfaction. Depending on the level of
symptom severity and comorbidity, persons with
mental health and addiction conditions are usually
better served if their care is provided in a more
integrated setting. Much work has been done over
the past 1015 years to identify the most effective
models of care and to develop implementation
strategies for clinical practices to become more
integrated. The presentation will highlight the
general conceptual framework for integration

of care, the most common models of care that
have emerged, some of the implementation
challenges in moving towards integration, and
staffing considerations that must be addressed. The
development of primary medical homes is a key
delivery system design component of the current
health reform process. Integration of behavioral
health and primary care should be promoted
throughout the health care system, but, most
importantly, such integration should be considered
an essential part of these newly emerging primary
medical homes.

S21-2.

THE COLORADO BEHAVIORAL
HEALTHCARE COUNCIL'S
COLLABORATIVE CARE MAPPING
PROJECT: MODELS OF INTEGRATION
FOR RURAL AREAS

Lori Raney, M.D., 281 Sawyer Drive, Durango, CO
81303

SUMMARY:

The Colorado Behavioral Healthcare Council
launched the Collaborative Care Mapping Project
in 2010, providing descriptions of over 70 sites
around the state where Primary Care Behavioral
Health (PCBH) Integration projects have been
implemented. Each site has a description of the
Level of Collaboration as well as details of the staff
and services available. This project provides the
viewer with an opportunity to examine different
models of PCBH collaboration in both rural and
urban areas of Colorado. Dr. Raney, the Medical
Director of Axis Health System in Durango, CO
and Senior Clinical Instructor in the Department of
Family Medicine at the University of Colorado at
Denver, will present models from the Four Corners
area of Colorado, a rural and frontier setting that

has 4 of the sites included in the Mapping Project.
The Level of Collaboration at each site will be
described. Dr. Raney will discuss her involvement as
the Team Consultant Psychiatrist in these settings,
describing ways to provide support for the treatment
of mental illness in primary care settings over a

large geographical area. This discussion will provide
participants with examples of PCBH Integration
models that could be implemented in other rural
areas.

S21-3.
PSYCHIATRIC SERVICE IN AN URBAN,
RURAL COMMUNITY HEALTH CENTER

Charlotte N. Hutton, M.D., 240 Bayou Gentilly Lane,
Kenner, LA 70065

SUMMARY:

After Hurricane Katrina 2005, New Orleans,
Louisiana had no hospital and one citybased clinic
to provide medical services. As of January 2006,
there were 22 adult and/or child psychiatrists

for the growing population returning to abject
desolation and no local infrastructure. The sudden
loss of all things New Orleans and the protracted
recovery were going to be new emotional insults
added to evacuation, multiple moves, fluctuating
economic resources, and rising emotional health
distress. Before Hurricane Katrina, mental health
issues were addressed after an episode of physical
violence for most residents. Enrollment criteria for
communitybased services prior to the hurricane
matched imminent risk criteria for psychiatric
admission. A paradigm shift in service delivery
needed to occur. Depression, anxiety, substance
abuse, suicide and murder suicides recognized by
the federal government pushed for more universal,
integrate community based services. DHHS
Secretary Levine’s support of the medical home
model facilitated access. The City of New Orleans
and EXCELth, Inc. had been partners in federally
qualified community health centers; they were
primed and ready to address the integrated health
model. A psychiatrist was added to the roster of
providers. Subsequent grants led to use of PHQ9,
electronic health record, and universal screening
for depression. Challenges arose in the paradigm
shift, psychiatric practice guideline integration,
collaboration between silos of medicine, and state
statutes regarding service delivery were just the
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beginning of welcoming psychiatry into the primary
care fold.

S21-4.

PRIMARY CARE INTEGRATION:

THE SAN DIEGO VISION OF SYSTEM
TRANSFORMATION FOR THE SERIOUSLY
MENTALLY ILL

Marshall Lewis, M.D., 3255 Camino Del Rio South,
San Diego, CA 92108

SUMMARY:

The San Diego vision has been driven by the
psychiatric leadership of the County Health

& Human Services Agency. This presentation

will review key elements, emphasizing the role

of physicians in changing interorganizational
relationship paradigms. San Diego County has

a population over 3M, and provides care to the
Seriously Mentally Ill through independent
networks of private Mental Health (MH) clinics
and Federally Qualified Health Centers. There
had been little if any communication between
FQHCs and MH clinics, even about shared patients.
Recently, the San Diego County Health and Human
Services Agency has embarked on an ambitious 10
year plan to transform the healthcare safety net,
emphasizing health system transformation with
integration as a central goal. The San Diego vision
is unusual in that it is a “ground up” approach,
emphasizing the development of virtual, functional
patientcentered medical homes across pairs of
existing primary and MH clinics throughout the
county, blurring traditional boundaries, in lieu of

a more traditional approach of developing specific
programs that include integration as a function.
The goal is to provide integrated health care for
all patients within the disparate primary care and
MH clinics, with a special emphasis on assuring
primary care access for those with Serious Mental
Illness who otherwise suffer a 25 year mortality
disparity. Countycontracted MH organizations
develop relations with specific FQHCs, making
arrangements for SMI patients to move seamlessly
between the two entities, with accompanying
clinical information. MH clinics offer the FQHCs
unprecedented access for acute care, as well as
psychiatric consultation, education and staff
destigmatization training, in exchange for easier
patient access to the FQHCs. With this support

primary care teams are actually encouraged to
mainstream selected SMI patients on the stable
end of the care continuum, assuming total care in
furtherance of their recovery.

S21-5.

INTEGRATED CARE AT REGIONAL
MENTAL HEALTH CENTER/NORTH
SHORE HEALTH CENTERS: PROTOCOLS,
PALM PILOT AND PHONE SUPPORT

Fobn Kern, M.D., 8555 Taft St, Merrillville, IN 46410

SUMMARY:

Regional Mental Health and North Shore Health
Center share a service location in the rust belt
region of northwest Indiana. In 2008, Dr. Kern
began a formal relationship with the primary care
providers in the clinic, prioritizing immediate
psychiatric consultation and toolkits to assist the
PCPs without routine patient contact with the
psychiatrist. In order to meet the need and provide
better care, this model evolved over time to include
key aspects of the IMPACT model, incorporating

a Behavioral Health Provider (BHP) on the team.
In addition, protocols were developed for specific
disease states to aid the primary care providers in
the provision of mental health treatment. This talk
will focus on the key aspects of this evolving model
of care. It will demonstrate how to provide effective
and efficient psychiatric consultation to a busy
primary care clinic with limited psychiatric time. Dr.
Kern will also discuss the development of protocols
for the treatment of Bipolar Disorder in primary
care and describe the outcomes and acceptance by
primary care of these guidelines.

REFERENCES:

1) Collins C, Hewsonn DL, Munger R, and Wade T:
Evolving Models of Behavioral Health Integration in
Primary Care. Milbank Memorial Fund, May, 2010.
http://www.milbank.org/reports/10430EvolvingCare
/10430EvolvingCare.html

SYMPOSIUM 22

OBESITY AND PSYCHIATRIC CARE:
CURRENT EVIDENCE AND BEST
PRACTICE

Chair: Valerie H Taylor; M.D., 100 West 5th Street,
Hamilton, LEN 3K7 Canada
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EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Describe and etiological
framework for the assessment of obesity; 2) List the
brain regions that control appetite; 3) Appreciate
the mechanisms through which psychiatric
conditions affect appetite, weight and metabolism;
4)Consider the role of psychiatric illness as both

a precipitating and a perpetuating factor affecting
weight regulation; and 5) List pharmacologic

and nonpharmacologic strategies for weight
management.

OVERALL SUMMARY:

Obesity is directly related to chronic conditions
that are associated with early mortality and now has
the dubious honour of having overtaken smoking

as the health problem that has the biggest impact
on quality of life, mortality and morbidity. Despite
this, little work has been undertaken to understand
the determinants that contribute to this problem,
and very little funding has been allocated to
implementing and evaluating prevention programs.
"To provide context, according to the Public Health
Agency of Canada, HIN1 has killed 415 Canadians.
Since 2002 there have been 38 West Nile virus
deaths in Canada with the last death occurring back
in 2005. Conservative estimates indicate that 25,000
people in Ontario died as a direct consequence of
obesity related illness in 2009. The allocation of
resources, research and treatment does not reflect
burden of illness. This may be due in part to the fact
that obesity is a multifaceted illness and is affected
by a number of psychological and sociological
factors. If obesity is termed an “epidemic” in the
general population, then the current trends with
respect to weight in patients with a psychiatric illness
dety description. Individuals with mental illness are
differentially affected by weight gain via mechanisms
that both overlap with, and are distinct from,
individuals in the general population. The goals of
the obesity education symposium and workshop

are to focus discussion of obesity in the psychiatric
setting beyond iatrogenic blame. The objectives

of this program are to discuss issues related to the
neurobiology of weight gain, to focus on clinical
areas relevant to the management of weight gain
and to provide a comprehensive overview of obesity
management, with a focus on areas relevant to
mental health.

S22-2.
HUNGER AS ADDICTION

Alain Dagher, M.D., 3801 University St, Montreal,
H3A 2B4 Canada

SUMMARY:

The brain reward system is responsive to drugs

of abuse as well as natural rewards such as food

and sex. The view that hunger is an addiction to
food, originally proposed by Donald Hebb over 50
years ago, is gaining greater support recently from
human and animal experiments. The brain reward
system includes the ventral striatum, amygdala,
insula and orbitofrontal cortex. Dopamine is an
important neurotransmitter in this system, and

all known drugs of abuse, as well as food, release
dopamine in the brain. We have used functional
magnetic resonance imaging and positron emission
tomography to study the role of the brain reward
system in food intake and drug craving. We and
others have shown that the neural response to food
and drug cues demonstrates considerable homology.
We have also shown that the appetite stimulating
hormone ghrelin, a putative homeostatic signal, acts
on the brain reward system to make food stimuli
more appetitive. Animal and our own human
studies show that the reward system is also targeted
by psychosocial stress. This could partly explain
the role of stress in addiction, relapse, and even
obesity. Finally, dopamine release can be measured
in healthy human volunteers using positron emission
tomography and [11C] raclopride, a D2 receptor
ligand. We have used this method to study dopamine
release in response to abused drugs (alcohol,
amphetamine, nicotine), natural rewards such as
food and money, and psychosocial stress.

S22-3.
PSYCHIATRIC ILLNESS AND OBESITY
CLINICAL COMORBIDITY.

Brian Stonebocker, M.D., 1E6.13 Walter Mackenzie
Centre, Edmonton, T6G 2B7 Canada

SUMMARY:

The intent of this session is to review the role of
mental health as either a potential contributor to
obesity, or a barrier to effective obesity management.
The session will focus on common psychiatric
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comorbidities seen in obesity such as ADHD,
Affective Disorders, and Binge Eating, and the role
these can play as a precipitating or perpetuating
factor for obesity. Although from a physical health
perspective, weight loss is almost always a healthy
goal; the session will discuss relative psychiatric
contraindications to active weight loss attempts.
Potential negative psychiatric outcomes with weight
loss will also be addressed.

S22-4.
AN ETIOLOGICAL APPROACH TO
OBESITY

Arya Sharma, M.D., Ph.D., Royal Alexandra Hospital
10240 Kingsway Avenue, Edmonton, TSH 3V9 Canada

SUMMARY:

Obesity is characterized by the accumulation of
excess body fat and can be conceptualized as the
physical manifestation of chronic energy excess.
Using the analogy of oedema, the consequence of
positive fluid balance or fluid retention, obesity

can be seen as the consequence of positive energy
balance or calorie ‘retention’. Just as the assessment
of oedema requires a comprehensive assessment of
factors related to fluid balance, the assessment of
obesity requires a systematic assessment of factors
potentially affecting energy intake, metabolism

and expenditure. Rather than just identifying and
describing a behaviour (‘this patient eats too much’),
clinicians should seek to identify the determinants
of this behaviour (‘why, does this patient eat

too much?’). This presentation will provide an
aetiological framework for the systematic assessment
of the sociocultural, biomedical, psychological

and iatrogenic factors that influence energy input,
metabolism and expenditure. The presentation

will discuss factors that affect metabolism (age,

sex, genetics, neuroendocrine factors, sarcopenia,
metabolically active fat, medications, and prior
weight loss), energy intake (sociocultural factors,
mindless eating, physical hunger, emotional

eating, mental health, medications) and activity
(sociocultural factors, physical and emotional
barriers, medications). It is expected that the
clinical application of this framework can help
clinicians systematically assess, identify and thereby
address the aetiological determinants of positive
energy balance resulting in more effective obesity
prevention and management.

REFERENCES:

1) 1.Eikelis N, Esler M, The neurobiology of human
obesity. Exp Physiol. 2005;90:673682.

2) Mclntyre RS, McCann SM, Kennedy SH.
Antipsychotic metabolic effects: weight gain,
diabetes mellitus,

and lipid abnormalities. Can J Psychiatry.
2001;46:27381.

SYMPOSIUM 23

"TRAUMATIC BRAIN INJURY IN THE
ATHLETE: PSYCHIATRIC IMPLICATIONS
INTERNATIONAL SOCIETY FOR SPORT
PSYCHIATRY

Chair: Antonia L Baum, M.D., M.D., 5522 Warwick
Place, Chevy Chase, MID 20815

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Diagnose and establish a
treatment plan for traumatic brain injury in the
athlete; 2) Provide clinical assessment of athletes,
from recreational to elite, to professional, who have
endured brain injury; and 3) Identify the optimal
way to handle the injury as it relates to future sports
participation.

OVERALL SUMMARY:

Traumatic brain injury in the athlete has thankfully,
increased in its visibility in recent times, leading

to more research and awareness about this entity,
which affects athletes at every level of competition,
from recreational, to elite, to professional. There are
computerized neuropsychological batteries being
used to assess such patients which will be presented.
The psychiatric sequelae of such brain injury will be
presented, including attentional deficits, depression,
and suicidal ideation, as well as cases of completed
suicide. We will have several athletes presenting
their experience with traumatic brain injury. There
will be a discussion of the appropriate way to
handle these patients clinically, and what special
considerations there need to be in returning to
athletic competition.

S23-1.
CONCUSSION IN SPORTS AND
EXPERIENCE WITH THE NFL

David Baron, D.O., 100 E Lebigh Avenue, MAB, Suite
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305, Philadelphia, PA 19125

SUMMARY:

According to the CDC, 1.6 to 3.8 million sports
related traumatic brain injuries occur every year.
They recommend the symptoms be evaluated

in 4 primary domains; 1) physical, 2) cognitive,

3) emotional, and 4) sleep. Despite the dramatic
increase in public awareness of TBI/concussion

in sports (largely related to the media coverage

of this issue in pro football) little research has

been conducted into the emotional and sleep
related problems. The NFL has recently taken
important steps to address this problem, including
informational material in every locker room,
requiring independent medical clearance before an
injured player may return to compete, standardized
neurocognitive screening measures, and increased
vigilance by referees to penalize helmet to helmet
blows to the head. All well intended, these efforts
do not seem to have substantially addressed the
ever growing problem. One positive outcome has
been the increased awareness of the importance

of head and neck trauma in all sports, particularly
youth sports. Despite 3 international consensus
conferences on TBI in Sports, many more questions
exist than answers. This presentation will review
the extant knowledge of TBI in sports and highlight
the critical areas yet to be addressed, with a special
emphasis on the psychiatric issues related to TBI,
concussion, and subclinical multiple head and neck
trauma.

S23-2.

USE OF A COMPUTERIZED
NEUROPSYCHOLOGICAL TEST BATTERY
FOR THE EVALUATION OF CONCUSSIONS
I HAWAII HIGH SCHOOL ATHLETES

William "Isushima, Ph.D., §§8 South King Street,
Honolulu, HI 96813

SUMMARY:

The high number of head injuries and mild
traumatic brain injuries(mT'BI) sustained by

high school athletes calls for improved methods

of assessing the neurocognitive sequelae of
sportsrelated concussions. In the late 1990s,
researchers at the University of Pittsburgh Medical
Center, as part of their work with the Pittsburgh
Steelers football team concussion program,

developed a reliable, sensitive, and practical
apporach to the neuropsychological assessment of
m'TBI Instead of the labor intensive conventional
paperandpencil psychometric instruments, the
research tem constructed a computerbased
neurocognitive assessment, referred to as InPACT
(Immediate PostConcussion Assessment and
Cognitive Testing), that evaluates verbal and visual
memory, processing speed, and reaction time.

The computerized testing provides a relatively
brief (2030 minutes), costefficient evaluation with
clinically useful information for the management of
head injured athletes. A growing body of research
attests to the reliability and validity of InPACT in
the neuropsychological evaluation of sportsrelated
concussion. Currently, INnPACT is utilized by over
125 Division I1 and IAA colleges, over 300 high
schools across the United States, as well as the
majority of National Football League teams, and
professional motor sports participants. Despite

the growing number of research reports on the
ImPACT, the influence of factors such as geographic
region or ethnic minority membership on InPACT
test performance has not been examined. This paper
will present the ImPACT scores of 751 Hawaii
student athletes to be compared with national
norms. The scores of 26 concussed athletes tested
in a week after a single concussion will also be
examined.

S23-3.

SPORT PSYCHIATRY AND TRAUMATIC
BRAIN INJURY: A NEW FRONTIER IN A
CHALLENGING WORLD

Ira Glick, M.D., Departments of Psychiatry and
Behavioral Sciences, and Psychopharmacology, Stanford
University School of Medicine300 Pasteur Drive,
Stanford, CA 94305

SUMMARY:

The field of sport psychiatry has steadily evolved
and grown since its origin in 1990. Traumatic brain
injury (TBI) in athletes has brought increasing
attention to the field, both in clinical settings and in
the media. The goal of the sport psychiatrist is to (1)
optimize health, (2) improve athletic performance—
or suspend it, as deemed necessary, and (3) manage
psychiatric symptoms, including sequelae of TBIL
We will address (1) the literature on epidemiology,
diagnosis and treatment of TBI, (2) the evolution
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of our recognition of and treatment of TBI, and (3)
unique challenges for the sport psychiatrist in this
process. One such challenge is stigma. The athletic
ethos leads to reluctance to consult any physician,
especially a psychiatrist. A second challenge is the
athlete’s fear that he or she will not be allowed to
continue to participate. A final challenge is negative
behavior of some professionals, e.g., allowing
athletes with TBI to continue to participate even
when it is unsafe to do so. We discuss potential
directions for future research on T'BI in athletes.
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SYMPOSIUM 24

PROS AND CONS OF SPECT BRAIN
IMAGING: WHAT IS THE STATUS OF THE
SCIENCE?

Chair: Theodore A Henderson, M.D., Ph.D., 3979 E.
Arapahoe Road, Suite 200, Centennial, CO 80122,
Co-Chair: Joseph C Wu, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the radiation exposure
ina SPECT scan; 2) Understand & interpret the

risk from such radiation exposure; 3) Recognize
the correlation between neuroimaging findings

& specific psychiatric conditions; 4) Interpret the
scientific data supporting or prohibiting the use
of SPECT neuroimaging; and 5) Make a sound &
reasoned medical opinion concerning the use of
SPECT neuroimaging in Psychiatry and their own
practice.

OVERALL SUMMARY:

Perfusion SPECT is the oldest and most widely
available functional neuroimaging technique in
the world. A large body of research literature has
been compiled over the past 25 years on SPECT
findings is a variety of neurological and psychiatric
conditions. The results have been mixed and in
some cases, inconclusive. Nonetheless, SPECT
neuroimaging is being utilized in some arenas as
part of the diagnostic evaluation of psychiatric
and neurological conditions, ranging from ADHD
to dementia. Recently, criticism of the use of
perfusion SPECT neuroimaging in the diagnosis
and treatment of psychiatric and neurological
conditions has increased. However, much of the
published critiques fail to present a thorough
review of the relevant scientific literature. Given
that neuroimaging, in all its forms, is gaining
validity in Psychiatry, a thorough review of the
scientific data supporting and detracting from
SPECT neuroimaging is overdue. The purpose of
this symposium is to present arguments and data
for and against the use of SPECT neuroimaging
in the evaluation of psychiatric and neurological
conditions. Areas of focus will include: 1) the
correlation of neuroimaging findings to DSM

IV diagnostic entities or lack thereof; 2) a valid
and scientific analysis of the risk from exposure

to a radioactive isotope; 3) criteria for selecting a
SPECT scan as an aid in the diagnosis of a complex
psychiatric condition, particularly when suspected
neurological conditions are comorbid; and 4) current
and upcoming advances in the technology and
statistical analysis of SPECT.

S24-1.
WHAT CONSTITUTES CLINICAL UTILITY
FOR SPECT BRAIN IMAGING?

Michael Devous, Ph.D., 5323 Harry Hines Blvd, Dallas,
TX 753909061

197



SYMPOSIA

SUMMARY:

SPECT brain imaging is a powerful tool for the
study of human brain function, and some aspects
of its use have achieved value in clinical practice
(diagnosis of Alzheimer’s Disease, localization of
seizure foci, delineation of ischemic penumbra

in stroke). Such applications are supported by
numerous publications in peerreviewed literature
that include appropriate control populations,
wellestablished technical procedures, and
duplication at multiple laboratories. Unfortunately,
there are also research studies that, while
informative regarding the disease pathobiology,
have been used clinically without appropriate
documentation. Specifically, there is no evidence
to support neuroimaging to aid, support, or
illuminate the diagnosis or treatment of psychiatric
disorders. Camargo (J Nucl Med 42, 2001) notes
that “Brain SPECT in psychiatric disorders is

still investigational. Despite considerable research
interest in this area, specific patterns of the various
diseases have not been definitely recognized.”
Brockman et al. (Psych Res 173, 2009) note that the
use of SPECT in predicting treatment response “is
beyond the sensitivity of this method.” There are
several dangers to patients associate with premature
use: 1) they are administered a radioactive isotope
without sound clinical rationale, 2) they pursue
treatments contingent upon an interpretation of

a SPECT image that lacks empirical support, and
3) they are guided toward treatment that may
detract from clinically sound treatments. There is
also danger to our field. It is likely that within the
next decade some of these research findings will

be translated into practice and that psychiatrists
will enjoy the ability to diagnose and prescribe

treatments based, in part, on neuroimaging findings.

Unfortunately, if previously misled by unsupported
claims, patients and their doctors may be less
inclined to utilize scientifically proven approaches
once these are shown in the peer reviewed literature
to be effective.

S24-2.

HOW BRAIN SPECT IMAGING CAN BE
IMMEDIATELY USEFUL IN CLINICAL
PRACTICE

Daniel Amen, M.D., 4019 Westerly Place, Suite 100,
Newprt Beach, CA 92660

SUMMARY:

Brain SPECT imaging is a nuclear medicine

study that uses isotopes bound to neurospecific
pharmaceuticals to evaluate regional cerebral blood
flow (rCBF) and indirectly metabolic activity.

With current available technology and knowledge
SPECT has the potential to add important clinical
information to benefit patient care in many different
areas of a psychiatric practice. This presentation
explores the clinical controversies and limitations of
brain SPECT, plus seven ways it has the potential to
be immediately useful in clinical practice, including:
helping clinicians ask better questions; helping them
in making more complete diagnoses and preventing
mistakes; evaluating underlying brain system
pathology in individual patients; decreasing stigma
and increasing compliance; visualizing effectiveness
via followup evaluations; helping to decide between
treatments and encouraging the exploration of
innovative and alternative treatments.

S24-3.
PUTTING SPECT FUNCTIONAL
NEUROIMAGING IN PERSPECTIVE

Theodore Henderson, M.D., Ph.D., 3979 E. Arapahoe
Road, Suite 200, Centennial, CO 80122

SUMMARY:

Many look to neuroimaging to provide a
“fingerprint” or pathognomonic sign of a DSM
diagnosis. This is an unrealistic expectation.
Neuroimaging, with an emphasis on SPECT
perfusion imaging, will be put in the context of the
scientific understanding of the neurophysiology

of psychiatric symptoms, as well as the nature of
diagnostic tests. Comorbidity, selection criteria
and the absence of “gold standards” for diagnosis
also will be considered. In addition, the technical
aspects of SPECT perfusion scanning, including
specific doses of radiation, will be reviewed. The risk
from this radioactivity exposure will be discussed
in the context of the Linear NoThreshold Model
versus the Threshold Model, along with a review of
pertinent literature concerning large populations
exposed to radioactivity. The key points of the two
presenters will be reviewed in the context of the
available research literature on SPECT perfusion
imaging in psychiatric and neurological disorders.
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SYMPOSIUM 25

THE IMPACT OF THE PARENTCHILD
RELATIONSHIP ON CHILD MENTAL
HEALTH: ATTACHMENT, PARENTAL
DEPRESSION, BEREAVEMENT, AND
TRAUMA

APA Council on Children, Adolescents & Their Families

Chair: Laurie B Gray, M.D., 3535 Market Street, 2nd
floor;, Philadelphia, PA 19104

EDUCATIONAL OBJECTIVES:

The participant should be able to: 1) Understand
how to apply attachment research to promote
resilience in children and adolescents; 2) Identify
risk factors for psychpathology in recently bereaved
children; 3) Identify and assess the impact of
parental depression on the mental health of children;
and 4) Understand the association between adverse
childhood events and later psychiatric and medical
morbidities.

OVERALL SUMMARY:

This symposium will explore the impact of the
parentchild relationship on child mental health. Dr.
Radwan will begin with a review of recent studies

on attachment theory and discuss the importance of
attachment on the child’s emerging emotional and
behavioral self regulation. He will also explore the
practical implications of these studies in relation to
resilience promotion and violence prevention. Dr.
Thomas will then discuss one subset of challenges

in the parentchild relationship: parental depression.
Many studies document children’s maladaptive
emotional and/or behavioral responses to parental
depression. Child mental health has also been shown
to improve significantly with treatment of parental
depression. This presentation will focus on the broad
epidemiologic and treatment studies that underline
the urgency of identifying and treating parental
depression as early as possible. Dr. Gray will then
present on the impact of the death of a parent on a
child. After a parent dies, the child must not only
cope with the death of the parent but also with the
changes in his relationship with the surviving parent.
She will present results from a 2year prospective
study following children recently bereaved of a
parent. The bereaved children’s psychiatric sequelae
and risk and protective behavior for the development
of psychopathology in the bereaved child will be
discussed. Then Dr. Berkowitz will discuss the

impact of adverse events and trauma in childhood,
including child abuse. He will review the psychiatric
and medical morbidities of adverse childhood

events and will review the emerging evidence that
epigenetic changes link adverse childhood events to
psychiatric and medical complications later in life.
He will also review evidencebased early intervention
and prevention strategies designed to reduce
children’s exposure to violence. The presentations
and subsequent discussion will address significant
concerns of parents and of both general psychiatrists
and child and adolescent psychiatrists. It is well
recognized that a significant source of stress for
parents is their worry regarding “what will happen
to the kids?” and “what can I do?” All psychiatric
professionals working with parents are vital in the
early identification, prevention, and treatment of
child mental health problems.

S25-1.

ATTACHMENT THEORY AND
DEVELOPMENT: TOWARDS

AN UNDERSTANDING OF
SELFRREGULATION AND
IMPLICATIONS FOR INTERVENTION

Karam Radwan, M.D., 5841 S. Maryland, MC 3077,
Chicago, IL 60637

SUMMARY:

Attachment theory is currently one of the best
articulated theories for understanding parentchild
relationships, which, in turn, impact a child’s
physical and mental health via direct and indirect
mechanisms. Attachment theory provides an
empiricallybased framework from which related
constructs can be readily assessed across time.
Clinicians with a good grasp of the nature and
process of how attachments develop are in a better
position to form therapeutic relationships with
children and families. Attachment theory has led
to a new understanding of child development.
Specifically, children develop different styles

of attachment based on experiences and
interactions with their caregivers. Four different
attachment styles are identified in children:
secure, anxiousambivalent, anxiousavoidant, and
disorganized. Research has repeatedly shown the
positive role of good social relationships. It is clear
that early childhood is an important window of
time for understanding and promoting resilience.
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Factors associated with resilience are thought to
include secure attachments to significant others,
absence of early loss and trauma, high selfesteem,
social empathy, and an easy temperament.

(Fonagy in Howe, 1994). Easy temperament has
only been found to be a protective factor when
support is also present (Emery & Forehand, 1994).
Arguably, quality of attachment is instrumental in
the four central areas associated with resilience,
individual characteristics, supportive family,
positive connections with adults and culture. The
goals of this presentation include an overview

of attachment theory, as it pertains to child
development and relationships; a review of current
research on different styles of relating. Particular
focus is devoted to the role of attachment to the
primary caregiver and the promotion of resiliency.
Understanding the development of violence, argued
as a failure of development of secure attachments,
provides impetus for investment in early
intervention.

S25-2.
TARGETING PARENTAL DEPRESSION
FOR CHILD MENTAL HEALTH

Fean Thomas, M.D., 5301 Reno Road, N.W., Washington
DC, DC 20015

SUMMARY:

Three domains: (toddler, parent, and toddlerparent
relationships) all contribute wellknow risk for
depression, anxiety and disruptive behavior disorders
in preschool children (Taylor et al., 1999). Because
of limited data regarding fathers, this presentation
focuses primarily on maternal depression and
anxiety, which correlate with depression, anxiety

and disruptive behavior in young children (Luoma
et al., 2001). Risk associated with the caregiving
environment centers around parenting that is
negative and inconsistent, and family social adversity
(Warren et al., 2000). Maternal depressive symptoms
at any time (prenatal, postnatal, and current) and

the course of parental depressive symptoms over the
child’s development are associated with disruptive
behavior in young children (Luoma et al., 2001).
Parent psychopathology influences and is influenced
by family contextual factors; both increase the risk
of psychopathology in offspring (Seifer et al., 2001).
Of special importance is the first year of life, which
has been shown to be a “sensitive period” for the

development of a child’s later behavior problems
(Bagner et al., 2010). Maternal major depressive
disorder during this “sensitive period” was predictive
of their 2to3 yearold child’s internalizing and total
behavior problem scores on the Child Behavior
Checklist/23 (CBCL/23) (Achenbach, 1992).
Maternal depression is “among the most consistent
and wellreplicated risk factors for childhood
anxiety...depressive...and disruptive behavior
disorders.” These “childhood disorders “often begin
early and continue into adulthood” (Weissman, et
al., 2006). This study shows that with remission of
maternal depression, there was a significant decrease
in psychiatric symptoms of 7 to 17 year old children
who were living with their mothers. These findings
highlight the need for early treatment of depressed
mothers and their symptomatic children. This
presentation focuses on parental depression and

the urgency of identifying and treating depressed
parents and their children who have increased
mental health risk. At the end of this presentation,
participants will have 10 minutes for questions and
discussion of intervention strategies and advocacy
that address this urgency.

S25-3.
BEREAVEMENT IN CHILDREN AFTER
THE DEATH OF A PARENT

Laurie Gray, M.D., 3535 Market Street, 2nd floor
Philadelphia, PA 19104

SUMMARY:

The loss of a parent is one of the most significant
stressors a child or adolescent can experience.
Unfortunately, an estimated 4% of children
experience the death of a parent before they reach
age 18. This presentation will review research on the
psychiatric sequelae of parental death in children.
Data on 360 bereaved children ages 518 followed
longitudinally for 2 years after the death of one
parent will be discussed. Psychiatric symptomology
is increased in bereaved children compared to a
community control group over the 2 years after
parental death. The most common psychiatric
disorder is depression. 25% of bereaved children
experience a depressive episode at one month

after the death of a parent. However, depressive
symptoms in bereaved children decline over time.
Risk and protective factors for the development of
prolonged psychopathology in the bereaved child
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will be reviewed, with special attention given to
associations between function in the child and in the
surviving parent. Understanding the relationship
between bereavement and psychopathology in
children should result in improved interventions

for bereaved children. This presentation is given in
partial fulfillment of the requirements for the APA
Child and Adolescent Psychiatry Fellowship awarded
to Dr. Gray.

S25-4.

CHILDHOOD ADVERSE EXPERIENCE AND
TRAUMA: A PREVENTABLE PATHWAY TO
MEDICAL AND PSYCHIATRIC

MORBIDITY

Steven Berkowitz, M.D., 245 South 8th Street,
Philadelphia, PA 08033

SUMMARY:

The presentation summarizes the well established
association between childhood adverse experience
and trauma and many psychiatric and medical
morbidities. The research demonstrating a key
mechanism for this association, the epigenetic
changes in the genome with a focus on the Stress
Circuit, will be reviewed. Effective prevention
models that decrease children’s exposure to adverse
experiences and decrease poor outcome will be
described. The presentation will describe findings
including: 1) the Adverse Childhood Experiences
(ACE) Study, which is a large retrospective survey
that describes the relationship between cumulative
adverse events in childhood and behavioral, medical
and psychiatric outcomes in adults 2) studies

that describe associations between early adverse
experiences and antisocial and other problematic
behaviors 3) animal and human studies describing
physiological, neurophysiologic and epigenetic
changes that occur in response to maltreatment
and trauma 4) prevention research that has shown
multiple models to be effective in decreasing
children’s exposure to adverse experience. It is
increasingly clear that much morbidity is rooted in
developmental processes which involve early adverse
experience. Arguably early adverse experience is
the leading public health issue in the U.S. Research
points to a clear pathway by which the process of
cumulative childhood adverse experience affect the
genome and subsequent down stream processes.
While there are likely multiple mechanisms by

which adverse experience affect physical and mental
health, epigenetic changes appear to a primary
cause with the alterations in the Stress Circuit
being central to a range of disease processes.

Early prevention strategies have demonstrated
effectiveness in the decreasing children’s exposure
to, but have yet to be implemented at needed

levels. Psychiatrists advocating for evidenced based
interventions must include and even emphasize the
importance of early prevention models.

SYMPOSIUM 26

MENTAL HEALTH TREATMENT IN THE
ARMY: A CLOSE LOOK AT CLINICIANS
AND THEIR PATIENTS

Chair: Charles W Hoge, M.D., 503 Robert Grant Dr,
Silver Spring, MD 20910

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Characterize the Army’s mental
health workforce and the challenges they face,
including the clinical complexity of patients; 2)
Recognize the patterns and quality of care for service
members; and 3) Identify key factors affecting
mental health treatment access and quality.

OVERALL SUMMARY:

This session will highlight new findings from a
recent study, “T’he Army Behavioral Health Practice
and Treatment Study.” The Walter Reed Army
Institute of Research collaborated with the American
Psychiatric Institute for Research and Education

in surveying the Army’s specialty mental health
clinicians to provide critically needed workforce
and clinically detailed patientlevel data for this
study. The primary aims of this study were to: 1)
Characterize routine practice in Army behavioral
health treatment settings, including patient,
clinician, setting, and clinical characteristics; 2)
Assess the degree to which clinical practice in Army
behavioral health settings conforms to treatment
guideline recommendations, particularly in regards
to PTSD treatment and the assessment and
treatment of suicidal ideation and behavior; and

3) Test methods to regularly collect basic practice
and clinical level data to facilitate tracking practice
patterns in Army behavioral health treatment
settings. In total, 2,311 specialty mental health
clinicians, including psychiatrists, psychologists, and

201



SYMPOSIA

social workers, were invited to participate in this
electronic survey which was fielded MaySeptember,
2010. Approximately onequarter of those clinicians
targeted to participate in the study responded. Study
participants provided practice level data on their
professional activities, patient caseloads, clinical
training, and issues related to retention and career
satisfaction. In addition, indepth data were provided
on one systematically selected patient to generate
clinically detailed information on a representative
sample of patients. This session will highlight the
key findings from this recent study and will focus
on reporting those findings which have significant
implications for mental health planning and services
delivery in the Army. The five presentations will
focus on the following themes: 1) Mental Health
Treatment in the Army: Current Status of Mental
Health Clinicians, Patients, and Treatment Access;
2) Patterns and Quality of Care for Service
Members with PTSD, Depression, and Substance
Use Disorders; 3) A First Look at Suicidal Ideation
and Behavior among Patients in Army Behavioral
Health Settings; 4) What’s Working? Identifying
Key Factors Affecting Treatment Access and Quality;
and 5) What Does This all Mean? Implications for
Mental Health Planning and Services Delivery in
the Army.

S26-1.

MENTAL HEALTH TREATMENT IN THE
ARMY: CURRENT STATUS OF MENTAL
HEALTH CLINICIANS, PATIENTS, AND
TREATMENT ACCESS

Foshua Wilk, Ph.D., 503 Robert Grant Dr., Silver
Spring, MD 20910

SUMMARY:

Given increased demand for mental health
treatment among service members in the military,
there is a need to better understand the current
capacity and challenges being faced by specialty
mental health clinicians practicing in the Army’s
behavioral health settings. In addition, there is a
need for more rigorous, clinically detailed data on
the clinical and psychosocial attributes of service
members seeking treatment, including the types
and intensity of treatments they are receiving, in
order to inform and improve mental health services
delivery. These basic, clinically detailed data are
essential to understanding levels of treatment needs,

access and quality and identifying opportunities

to strengthen mental health services delivery in

the Army. Consequently, this presentation uses
data from a recent survey of 2,311 behavioral
health clinicians practicing in the Army’s Military
Treatment Facilities (M'TFs) as part of the Walter
Reed Army Institute of Research’s Army Behavioral
Health Practice and Treatment Study to describe the
current status of mental health clinicians, patients,
and treatment access in the Army. In characterizing
the Army’s specialty mental health workforce,

data on various disciplines practicing in military
treatment facilities and their professional activities,
including describing their clinical caseloads, will be
presented. Data on formal psychotherapy training,
career satisfaction, and retention/professional
burnout, and comfort treating service members with
various mental health conditions will be presented.
In characterizing patients, data on the diagnostic
and clinical features of service members, including
diagnostic/clinical symptomatology and complexity,
psychosocial problems and functioning, and war
experience and combat exposure will be presented.
Data on the types and intensity of psychosocial

and pharmacologic treatments provided to service
members will also be presented.

S26-2.

PATTERNS AND QUALITY OF CARE
FOR SERVICE MEMBERS WITH PTSD,
DEPRESSION, AND SUBSTANCE USE
DISORDERS

Farifteh Duffy, Ph.D., 1000 Wilson Boulevard, Suite
1825, Arlington, VA 22209

SUMMARY:

The Army currently has scant systematic, clinically
detailed data on the patterns and quality of mental
health treatment provided to service members
suffering from PT'SD, depression and substance
use disorders. Consequently, the primary focus of
this presentation will be on examining patterns and
quality of treatment for a systematically selected
sample of service members with PTSD, depression,
and substance use disorders who receive treatment
from specialty mental health clinicians practicing in
the Army’s military treatment facilities. This study
uses clinically detailed data from a recent survey

of 2,311 behavioral health clinicians practicing in
the Army’s M'TFs as part of the Walter Reed Army
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Institute of Research’s Army Behavioral Health
Practice and Treatment Study. For each disorder
group, data will be presented to characterize the
diagnostic and clinical complexity of the patients,
as well as the type, intensity, and combinations
of psychosocial and pharmacologic treatments
provided. Importantly, this presentation will also
examine the extent to which service members with
PTSD, depression, and substance use disorders
receive clinical assessments and psychosocial

and pharmacologic treatment consistent with
Department of Defense, Veterans Affairs, and
American Psychiatric Association evidencebased
treatment guideline recommendations.

S26-3.

A FIRST LOOK AT SUICIDAL IDEATION
AND BEHAVIOR AMONG PATIENTS IN
ARMY BEHAVIORAL HEALTH SETTINGS

Eve Moscicki , Sc.D., M.PH., 1000 Wilson Blvd Ste
1825, Arlington, VA 22209

SUMMARY:

In the context of increasing concern focused on
suicide deaths among Army personnel, more
information is needed on nonfatal suicidal thinking
and behaviors among service members and the
salient risks that may be antecedent to suicidality. A
better understanding of the risk processes associated
with suicidality among Army personnel will help
identify potential opportunities for intervention.
This study provides an initial look at suicidal
ideation, nonsuicidal selfinjurious behaviors, and
suicidal selfinjurious behaviors among servic
members seen in behavioral health settings in

Army military treatment facilities (M'TFs). Data
were collected from a survey of 2,311 behavioral
health clinicians practicing in the Army’s M'TFs

as part of the Walter Reed Army Institute for
Researchsponsored Army Behavioral Health Practice
and Treatment Study. Behavioral health clinicians
reported on one systematicallysampled patient.
Data on suicidality included information on suicidal
ideation, severity of ideation, presence of a suicide
plan, selfinjurious behavior without intent to die,
selfinjurious behavior with intent to die, and whether
the selfinjurious behavior required urgent medical
care. Clinicians also reported on any steps taken to
assure the patient’s safety, such as removing patient
accessibility to lethal means, hospitalization, or

other steps. This presentation will describe an initial
examination of patient suicidal ideation and behavior
reported by clinicians in Army M'TFs, and will
characterize patients who experienced suicidality.
Data will include patient sociodemographic
characteristics, diagnoses, psychiatric symptom
severity levels, general medical conditions, patient
deployment experience, and presence of any war
injuries.

S26-4.

WHAT’S WORKING? IDENTIFYING KEY
FACTORS AFFECTING TREATMENT
ACCESS AND QUALITY

Foyce West, Ph.D., M.P.P,, APIRE 1000 Wilson Blvd,
Suite 1825 Arlington, VA 22209

SUMMARY:

In recent years, numerous studies have examined
mental health treatment in the military given intense
public interest and concern in preventing mental
illness and ensuring service members and their
families who need services receive the best available
treatments. This current study takes advantages

of two unique approaches to examine key factors
affecting mental health treatment access and quality
among service members in the Army. Using data
from the Walter Reed Army Institute of Research
Behavioral Health Practice and Treatment Study, the
first approach uses qualitative data from a survey of
2,311 specialty mental health clinicians practicing
in the Army’s military treatment facilities. These
clinicians were asked to report and characterize
treatment approaches, strategies, or other factors
they believe significantly facilitated timely, high
quality mental health and substance abuse treatment
for the systematically sampled patients studied.
They were also asked to report perceived barriers
or obstacles to providing timely, high quality
mental health or substance abuse treatment for the
sampled patients. Qualitative research methods

will be used to systematically summarize and
synthesize key factors which were reported to have
affected treatment access and quality. The second
approach takes advantage of clinically detailed data
from the Walter Reed Army Institute of Research
Behavioral Health Practice and Treatment Study

to quantitatively examine clinician, setting, services
delivery, and patient factors associated with
receiving treatment consistent with evidencebased
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practice guideline treatment recommendations for
patients with PTSD, depression and substance use
disorders. These analyses will be used to assess how
characteristics of the military health care system
such as staffing, colocation with other sources of
care, including primary care, and services utilization
patterns relate to provision of evidencebased mental
health treatments in M'TFs.

S26-5.

WHAT DOES THIS ALL MEAN?
IMPLICATIONS FOR MENTAL HEALTH
PLANNING AND SERVICES DELIVERY IN
THE ARMY

Charles Hoge, M.D., 503 Robert Grant Dr; Silver
Spring, MD 20910

SUMMARY:

This concluding presentation will highlight the key
findings from these presentations and the recent
Walter Reed Army Institute of Research Behavioral
Health Practice and Treatment Study which have
significant implications for mental health planning
and services delivery in the Army. Implications for
the Army’s training and retention of the behavioral
health workforce will be highlighted. Treatment
needs and services delivery implications of key
findings related to patients’ diagnostic case mix,
clinical symptomatology, war experience/combat
exposure, psychosocial problems, and functioning
will also be presented. Implications of findings
related to patterns and quality of treatment for
patients with P'TSD, depression, substance use, and
suicidal ideation and behavior will also be discussed,
focusing on opportunities to further strengthen
mental health services delivery and coordination to
improve treatment access and quality.
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SYMPOSIUM 27

HOT TOPICS IN AFRICANAMERICAN
MENTAL HEALTH: IMPACT OF PAST
AND CURRENT PREJUDICES; WOMENS
MENTAL HEALTH; HIV/AIDS; UNIQUE
PSYCHOPHARMACOLOGICAL FINDINGS

Chair: David W Smith, M.D., 1500 21st Street,
Sacramento, CA 95814

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the effect of past
and present mental health injustices perpetrated
against AfroAmerican and how that effects
current treatment; 2) Develop better mental
health interventions for AfroAmerican females
and understand barriers to wellness; 3) Appreciate
the mental health challenges of living with HIV/
AIDS; and 4) Become more thoughtful in making
psychomacological choices for AfroAmerican
patients.

OVERALL SUMMARY:

This presentation will begin with Harriett
Washington’s eloquent discussion of the history

of unethical medical experimentation on black
Americans from the beginning of our history

to current times. This background provides the
foundation of mistrust of the medical establishment
by many Afroamerican patients. THe next
presentation will make use of video taped interviews
to discuss the plight of AfroAmericans with regard to
HIV/AIDS. The themes of spirituality, misdiagnosis
and stigma will be highlighted.There is an alarming
disproportionate number of AfroAmericans with
HIV infections and current uptrends being found
in women and teens. Dr Taylor will discuss the
unique plight of Afro-American women who have
frequently burdened with the image of needing
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to be strong while not allowing their needs to

be met setting the stage for suffering in silence.
‘Treatment interventions for helping AfroAmerican
women will be discussed. Dr Lawson, noted
ethnophycopharmocologist will discuss findings
suggestive of differencing in psychotrophic
medication response based on unique racial
differences that could effects liver metabolic systems
as well as the serotonin transporter.

§27-1.
HISTORY OF RACISM IN MENTAL
HEALTH; SEEDS OF DISTRUST

Harriet Washington, B.S., Rochester; NY

SUMMARY:

My presentation will trace and enable auditors to
identify specific historical trends, events schlors and
theories that provided the medical underpinning to
racial categorization of persons that informed racial
etiologies and that drove the characterization of “
black” Physical and mental disorders. I will present
and critique racial theories of mental illness that
spanned from antiquity through the 18th century
proliferation of US slavery to the present day. I will
also illustrate how the work of individuals such as
Louis Agassiz, Samuel Cartwright, Cesar Lombroso
and scholarly entities such as the American School of
Ethnology defined and provided the undergirding of
black diseases.

§27-2.
AFROA-MERICANS AND HIV

David Smith, M.D., 1500 21st St, Sacramento, CA
95814

SUMMARY:

There has been a disproportionate number of
AfroAmerican with HIV/AIDS and a staggering
number of women amongst new cases. The
phenomenon of “ the down low” will be discussed
including the stigma of homosexuality in the
AfroAmerican religious community. Biologically

all of the issues of misdiagnosis in this population
become magnified. Medication choices for mental
illness must take into account not only obvious drug
interactions but the high rates of kidney disease and
diabetes in this population. The presentation will
include taped interviews with patients highlighting

key areas of stigma, spirituality and misdiagnosis.

§27-3.
BLACK WOMEN AND DEPRESSION: THE
ROLE OF STIGMA IN TREATMENT.

Fanet Taylor, M.D., M.PH., 103 Hardscrabble Lake,
Chappagqua, NY 10514

SUMMARY:

The impact of genetics, environmental influences,
adverse events in childhood, ongoing stressors and
the role of stigma is a significant barrier to the
understanding, acceptance, diagnosis and treatment
of Major Depressive Disorder in Black women.
Stigma is a psychological, social and community
barrier that can influence helpseeking behavior in
black women.

S27-4.

PSYCHOPHARMACOLOGY OF AFRICAN
AMERICANS: PERCEPTION VERSUS
REALITY

William Lawson, M.D., Ph.D., 2041 Georgia Avenue,
Washington, DC 20060

SUMMARY:

African Americans (AA) with mental and substance
abuse disorders often have poorer outcomes or
greater disease burden despite few ethnic differences
in prevalence. Perception by the provider or false
beliefs by the larger society clearly play a role.
Controlled studies show that AA tend to require
less medication. Yet they are often overmedicated,
given more types of medication, or given excessive
antipsychotics. Misinterpretation of symptoms,

and perceived hostility when there is none are
factors. Similar AA are less likely to be prescribed
newer medications even when income is taken into
account. Because of a legacy of exploitation, AA are
more likely to be distrustful of medical treatment,
mental health providers, and biological explanations
of mental disorders. Treatment is delayed or refused
especially from specialized mental health providers.
More needs to be done to educate and bridge the
gap of cultural mistrust.

REFERENCES:
1) Books “Medical Apartheid “ Harriet Washington
2006;”The StraightUp Truth on the DownLow”, Joy
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Marie 2008; Personal communication Dr Gail Wyatt
PhD. Director UCLA Center for Health
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Men who have sex with men. Culture Health and
Sexuality vol 11, no 4 May 2009; Another look at
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Psychosocial and Contextual Factors, The Journal
of Black Psychology 30 ( 3:366385) “ Deadly
Monopolies; How life and related Patents Styme
Research, Inflate Prices and Sabotage Global
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Article Minority Stress and Sexual Problems among
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sexual behavior 2007 aug 36 (4):56978. “ Identifying
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Lawson Cambridge press 2008.

SYMPOSIUM 28
PSYCHOTIC DISORDERS IN ICD11

Chair: Wolfgang Gaebel, M.D., Bergische Landstr: 2,
Duesseldorf, 40629 Germany,
Co-Chair: Keith H Nuechterlein, Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of the symposium, participants
should be able to: 1) Describe the current issues
discussed in the development process of ICD11
visavis DSM-V as regards psychotic disorders; and
2) Understand the consequences of the global use of
ICD11 in a range of mental healthcare systems.

OVERALL SUMMARY:

The diagnostic classification systems are currently
being revised with a The diagnostic classification
systems are currently being revised with a view to
harmonize and publish the final forms of ICD11
and DSM-V in 2014. Psychotic disorders play an
important role in psychiatry and accordingly both

the WHO (for ICD11) and APA (for DSM-V) have
created Work Groups dealing with the revision of
the diagnostic criteria of psychotic disorders. This
symposium will first describe the current activities
of the WHO Work Group on Psychotic Disorders
focussing on the classification of schizophrenia. A
review of the methods employed to collect evidence
of putative significance to the revision process will
be presented. Any novel ICD11 criteria will need
to be developed not only on a scientific evidence
base, but will also need to take into account the
perspectives and needs of lowincome countries.
The consequences of revising diagnostic criteria
for different mental healthcare systems need to be
assessed before the introduction of such a revision.
Some special issues arise in this context, like the
diagnostic classification of acute and transient
psychotic disorders. Also, cognitive and functional
criteria may become of increasing importance for
the diagnosis of psychotic disorders. In recent
years the core role of cognitive deficits in psychotic
disorders has been increasingly accepted (1). and
the evidence for a link of cognitive deficits to
everyday functioning in these disorders has become
very strong (2). This evidence has led cognitive
deficits to be prominent new targets for treatment
development (3). Developing standard methods for
measuring cognitive change has therefore become
important (4). This presentation will consider
whether cognitive and functional factors should
now be included among the diagnostic criteria for
psychotic disorders in ICD11. Pros and cons of
this incorporation into diagnostic criteria will be
discussed. One conception of cognitive deficits is
that they are necessary core elements of certain
psychotic disorders and should be placed among the
basic criteria that lead to a diagnosis. An alternative
conception is that the severity of cognitive deficits
is a dimension within psychotic disorders that
modifies the level of functional recovery that occurs.
These alternatives have different implications

for incorporation into diagnostic systems. The
implications of the patterning of cognitive deficits
across psychotic disorders will also be considered in
relationship to possible inclusion of these factors as
diagnostic criteria or dimensional modifiers within
diagnoses.

S28-1.
DIAGNOSTIC CRITERIA FOR PSYCHOTIC
DISORDERS IN THE DEVELOPMENT OF
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ICD11

Wolfgang Gaebel, M.D., Bergische Landstr:. 2,
Duesseldorf, 40629 Germany

SUMMARY:

The psychiatric diagnostic classification systems are
currently being revised with a view to harmonize
and publish the final forms of ICD11 and DSM-V in
2014. Psychotic disorders play an important role in
psychiatry and accordingly both WHO (for ICD11)
and APA (for DSM-V) have created Work Groups
dealing with the revision of the diagnostic criteria of
psychotic disorders. Guiding principles and ways to
achieve harmonization will be discussed. As the main
areas of revision, the following fields are currently

in the focus of attention: assignment of psychotic
disorders within the planned metastructures of both
diagnostic systems, subtyping psychotic disorders,
the definition of prepsychotic risk states, and the
definition of course specifiers, among others.

These areas will be discussed with a view to assess
the evidence for and against such revisions of the
diagnostic criteria for psychotic disorders.

S28-2.

ACUTE AND TRANSIENT PSYCHOTIC
DISORDERS (ATPD): SHOULD IT BE
LISTED IN ICD11 ?

Pichet Udomratn, M.D., Prince of Songkla University,
Hat Yai, Songkhla, 90110

SUMMARY:

Background: Acute and transient psychotic disorders
(ATPD), which were firstly introduced in the ICD10
diagnostic system, have not received much attention
in Asia. As WHO is in the process of revising the
ICD10 and since ICD11 is expected to be published
in 2014, it seems appropriate now to review the
status of ATPD in this region. Objective: The aim
of this study was to review all publications on ATPD
in Asia and to find evidence distinguishing ATPD

as a separate group. Methods: A search through
PUBMED using the words acute + psychosis +

Asia or transient + psychosis + Asia was conducted.
Only the papers that fulfilled the inclusion and
exclusion criteria were selected. Results: A total of
103 papers were found, but only 9 publications were
related to ATPD. There were 390 Asian patients
from 9 papers who received a diagnosis of ATPD.

It appeared that foreigners were prone to ATPD,
especially foreign domestic workers. ATPD, as a
group, had a differential family history, course and
outcome compared to schizophrenia. However,
ATPD was diagnostically unstable over time. It

was found that only 35.5%73.3% of Asian patients
with baseline ATPD retained their diagnoses over
312 years. Polymorphic subtype of ATPD cases in
India and Hong Kong were mostly rediagnosed as
bipolar disorder after 35 years. Yet, in Japan, 31.2%
of polymorphic cases were changed to schizophrenia
after 12 years of followup. Conclusion: This review
supports the ICD10 concept of separating ATPD
into its own group. However, the polymorphic
subtypes or other criteria may need revision in
ICD11. Before firm suggestions are submitted to the
WHO, further research and data review from other
regions are necessary.

S28-3.

MENTAL HEALTHCARE AND ICD11:
WHAT NOVEL CLASSIFICATION SYSTEMS
NEED TO CONSIDER FOR EVERYDAY
CLINICAL PRACTICE

Veronica Larach, M.D., Los Carpinteros 10182,
Santiago, 7591110

SUMMARY:

As part of WHO Work Group on Psychotic
Disorders for ICD11 we will discuss one of the
main utilities of classification systems in everyday
clinical practice, that resides in its ability to indicate
where to “draw the line” for identification and

care strategy of an entity, more so in the case of the
diagnosis of schizophrenia because of the dramatic
consequences for everyone involved, regarding
course, outcome and stigma. Discussion will be
addressed to try to determine to what extent should
non specialized management reach and when or
which should be the features that would require
specialized secondary or tertiary care. These issues
should comprise from first prodromal or early stage
episodes to multiepisode patients. We will discuss
the need of specification and staging of profiles

not only in symptomatology but also in relation to
deficits in cognition, social competence, adequacy
and community function that would enable patient
assessment in terms of treatment plans. We will
also discuss that patient care takes place within the
context of culture and therefore must take into
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account the particular social structure organizations,
the available resources and the different forms of
stigma that directly affect our practice.

S28-4.

SHOULD COGNITIVE AND FUNCTIONAL
CRITERIA BE ELEMENTS OF THE
DIAGNOSTIC CRITERIA FOR PSYCHOTIC
DISORDERS IN ICD11?

Keith Nuechterlein, Ph.D., 300 UCLA Medical Plaza,
Room 2240, Los Angeles, CA 900956968

SUMMARY:

In recent years the core role of cognitive deficits in
psychotic disorders has been increasingly accepted
(1). and the evidence for a link of cognitive deficits to
everyday functioning in these disorders has become
very strong (2). This evidence has led cognitive
deficits to be prominent new targets for treatment
development (3). Developing standard methods for
measuring cognitive change has therefore become
important (4). This presentation will consider
whether cognitive and functional factors should
now be included among the diagnostic criteria for
psychotic disorders in ICD11. Pros and cons of

this incorporation into diagnostic criteria will be
discussed. One conception of cognitive deficits is
that they are necessary core elements of certain
psychotic disorders and should be placed among the
basic criteria that lead to a diagnosis. An alternative
conception is that the severity of cognitive deficits
is a dimension within psychotic disorders that
modifies the level of functional recovery that occurs.
These alternatives have different implications

for incorporation into diagnostic systems. The
implications of the patterning of cognitive deficits
across psychotic disorders will also be considered in
relationship to possible inclusion of these factors as
diagnostic criteria or dimensional modifiers within
diagnoses.

REFERENCES:

1) Gaebel W, Zielasek J: Future classification of
psychotic disorders. Eur Arch Psychiatry Clin
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2009 Nov;259 Suppl 2:52138.
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SYMPOSIUM 29
NONPHARMACOLOGICAL TREATMENT
ALTERNATIVES IN THE ACUTE MEDICAL
SETTING FOR PSYCHOSOMATIC
MEDICINE PRACTITIONERS

Chair: fose R. Maldonado, M.D., 401 Quarry Road,
Room 2317, Stanford, CA 94305

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand and appreciate the
principles, formulation, efficacy data and specific
techniques of Cognitive Behavioral Therapy and
Motivational Interviewing; 2) Learn and appreciate
the rationale, principle, and techniques of brief
bedside psychotherapy in the medically ill; and

3) Understand the components of hypnosis, how
to measure its presence, and review the literature
supporting its usefulness in the medical setting.

OVERALL SUMMARY:

This symposium will cover the basics of four
nonpharmacological treatment interventions

to be used in the acute medical setting: CBT,
Brief Psychotherapy, Motivational Interviewing,
and Hypnosis. The presenters will focus on the
basic principles associated with, the possible
applications, and available evidencebased uses

for each treatment intervention. The principles

of Cognitive Behavioral Therapy in acutely ill
medical patients will be outlined with an emphasis
on how a case is formulated from the cognitive
therapy perspective. Efficacy data for Cognitive
Therapy in Psychosomatic Medicine will be
reviewed by Dr Levin. Strategies such as problem
solving, behavioral activation and relaxation/
breathing exercises will also be considered. Specific
techniques will be discussed from a practical
perspective illustrated by case vignettes. Brief
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psychotherapy at the bedside is not only possible,
but invaluable in some hospitalized medicalsurgical
patients. Despite limited time and privacy,

many patients respond quickly and preferably

to psychotherapeutic techniques delivered by
psychosomatic medicine practitioners. In his talk Dr
Lolak will review the general principle and practical
steps of how to deliver such therapy efficiently

and effectively. Motivational interviewing (MI) is

an interviewing style that can improve empathic
understanding between the clinician and patient,
fostering a collaborative approach to the medical
decisionmaking process and facilitating change in
harmful behaviors. Dr Suzuki will introduce the
basic principles of MI, briefly review the literature,
and describe how this approach can be adapted as

a brief intervention for consultants in the general
hospital setting, with a special emphasis on substance
use disorders. Hypnosis, the oldest Western form

of psychotherapy, is also one of the newest means

of helping people cope with the rigors of high tech
medicine. Hypnosis utilizes a patient’s ability to
focus attention to help with many medically related
problems such as anxiety management, pain control,
habit control, somatic conditions (e.g., warts, pain),
and psychosomatic disorders (e.g., asthma, psoriasis,
conversion disorders). Dr Maldonado will cover the
basis of the mechanisms of hypnosis, how to measure
hypnotizability, and the evidence for its usefulness in
the acute medical setting.

S29-1.
COGNITIVE THERAPY FOR PATIENTS IN
ACUTE MEDICAL SETTINGS

Tomer Levin, M.B., B.S., 641 Lexington Ave, 7th Floor,
New York City, NY 10022

SUMMARY:

The principles of Cognitive Behavioral Therapy

in acutely ill medical patients will be outlined with
an emphasis on how a case is formulated from the
cognitive therapy perspective. Efficacy data for
Cognitive Therapy in PM will be reviewed by Dr
Levin. Strategies such as problem solving, behavioral
activation and relaxation/breathing exercises will
also be considered. Specific techniques will be
discussed from a practical perspective illustrated by
case vignettes.

§29-2.

Brief Bedside Psychotherapy in the Medically IlI:
Practical Steps and Suggestions

Sermsak Lolak, M.D., 401 Quarry Rd, Stanford, CA
94305

SUMMARY:

Brief bedside psychotherapy in the acute medical
setting is not only possible, but invaluable in some
hospitalized medicalsurgical patients. Despite
limited time and privacy, patients respond quickly
and preferably to psychotherapeutic techniques
delivered by psychosomatic medicine practitioners.
In his talk, Dr Lolak will review the general
principle and practical steps and suggestions of how
to deliver such therapy efficiently and effectively,
using a variety of techniques tailored to the acute
medical environment.

§29-2.

BRIEF BEDSIDE PSYCHOTHERAPY IN THE
MEDICALLY ILL: PRACTICAL STEPS AND
SUGGESTIONS

Sermsak Lolak, M.D., 401 Quarry Rd, Stanford, CA
94305

SUMMARY:

Brief bedside psychotherapy in the acute medical
setting is not only possible, but invaluable in some
hospitalized medicalsurgical patients. Despite
limited time and privacy, patients respond quickly
and preferably to psychotherapeutic techniques
delivered by psychosomatic medicine practitioners.
In his talk, Dr Lolak will review the general
principle and practical steps and suggestions of how
to deliver such therapy efficiently and effectively,
using a variety of techniques tailored to the acute
medical environment.

§29-3.
MOTIVATIONAL INTERVIEWING IN THE
ACUTE MEDICAL SETTING

Foji Suzuki, M.D., 75 Francis St, Boston, MA 2115

SUMMARY:

Abstract: Motivational interviewing (MI) is an
interviewing style that can improve empathic
understanding between the clinician and patient,
fostering a collaborative approach to the medical
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decisionmaking process and facilitating change in
harmful behaviors. Dr Suzuki will introduce the
basic principles of MI, briefly review the literature,
and describe how this approach can be adapted as

a brief intervention for consultants in the general
hospital setting, with a special emphasis on substance
use disorders.
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SYMPOSIUM 30

A BIOPSYCHOSOCIAL EXPLORATION
OF AMERICAN RACISM AND AMERICAN
HEALTH AND MENTAL HEALTH
DISPARITIES

APA Council on Minority Mental Health & Health
Disparities

Chair: Donald H Williams, M.D., 650 Lexington Ave,
East Lansing, MI 48823,
Co-Chair: Sandra C Walker, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify relationships between
American “racialized science” and AfricanAmerican
and EuropeanAmerican health disparities; 2)
Recognize the biological, psychological, and social
mechanisms that maintain current racist beliefs and
behaviors; and 3) Explore strategies to address racist
behaviors and health disparities in their practice
settings.

OVERALL SUMMARY:

This symposium examines the effects of race and
racialized science on the health and mental health
disparities of African Americans. The first paper

is a historical review of AfricanAmerican health
disparities utilizing the conceptual framework of
Byrd and Clayton’s “slave health deficits”. The
paper will then examine how racism has created the
psychological and social rationales for the various
forms of American enslavement of its African
populations. These forms include chattel slavery,
legal segregation, and the current mass incarceration.
Dr. Chester Pierce’s writings on racism, sexism,
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torture, terrorism and disaster as well as “mundane
hostile environments” will be discussed. The second
paper presents current studies of human genotypic
and phenotypic adaptations to their geographic
environments. These studies establish that “race”
is a social construct to maintain the “Other”

and not a biological construct. The third paper
reviews neurocognitive mechanisms that maintain
racism. The mechanisms of “stereotype threat”,
“microaggressions”, and “implicit associations” will
be highlighted. The final paper examines racial
stereotypes that maintain subtle prejudice. This
paper then offers strategies to address racism in
healthcare and other institutional settings.

S30-1.

A HISTORY OF THE RACE AND HEALTH
DISPARITIES: A BIOPSYCHOSOCIAL
EXPLORATION OF AMERICAN RACISM
IN AMERICAN HEALTH AND MENTAL
HEALTH DISPARITIES

Donald Williams, M.D., 650 Lexington Ave, East
Lansing, MI 48823

SUMMARY:

The presenter will briefly describe the history of
slavery in European nations in the Middle Ages. The
English enslavement of the Irish in the 15th century
will be particularly noted as this enslavement was
the model for the enslavement of Africans as chattel
slavery in the American colonies. The ideology

of race evolved to justify the chattel enslavement

of Africans. Pearce argues that racism and sexism
embody submissiondominance relationships. Its
victims are stressed by unrelenting oppression and
discrimination. He characterizes the oppressive
agency of sexism or racism, individual or situational
(mundane hostile environment) attempt to control

the victims’ space, time, energy and motion (STEM).
pace, ) gy

The more successful the impression the more
likely the victim will have a shattered self image

a theory or two in the adaptation, and a hatred
and dissatisfaction with their own group and self.
The victor will focus on what cannot be done
rather than what can be done to improve his lot.
"The victim will come to accept his situation with
resignation and hopelessness. Byrd and Clayton
argue that African slaves entered North America
and European colonies with health deficits. These
deficits were caused by epidemiologic exposures to

indigenous African diseases (spread during the mass
imprisonment of captured Africans prior to their
transportation to America), the Middle Passage, and
then confronted by diseases foreign to the African
continent upon the arrival in the colonies. The
authors maintain White physicians came to accept
poor health status and poor health outcomes as

the “norm” for Blacks. This “norm” contributes to
the patterns of nihilism and inattention by today’s
medical systems to its race and class problems.
This paper will then examine the institutions of
chattel slavery, legal segregation, and the current
mass incarceration of criminalized drug addicts and
chronically mentally ill AfricanAmericans utilizing
the above concepts.

S30-2.

HUMAN GENOTYPIC AND
PHENOTYPIC ADAPTATIONS TO THEIR
ENVIRONMENTS

Fimmie Harris, D.O., 4236, Okemos, MI 48864

SUMMARY:

This paper will present a review of current
anthropological and genetic studies on humans
worldwide. These studies provide an alternative
model to “scientific” racism. This paper will first
briefly summarize the findings of Jared Diamond
on human evolution and the genetic/environmental
determinants of human intelligence. This paper
will then discuss the current paleoanthropological
and genetic findings on the evolution of the human
skin and skin color. This paper will then discuss

the Tishkoff et al. report on the genetic structure
of current Africans and AfricanAmericans. The
writer and panel will then discuss the implications
of these findings on the racist beliefs of the biologic
inferiority of AfricanAmericans.

S30-3.

STRATEGIES FOR MINIMIZING
RACIST BELIEFS AND PRACTICES

IN HEALTHCARE SETTINGS: A
BIOPSYCHOSOCIAL EXPLORATION OF
AMERICAN RACISM AND AMERICAN
HEALTH DISPARITIES

Lee fune, Ph.D., 153 Student Services Building, East
Lansing, MI 48824
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SUMMARY:

This paper will examine strategies for minimizing
racist beliefs and practices in health care settings.
After reviewing the current demographics relative
to the race and gender of the population of health
care providers, strategies regarding both the

beliefs and practices that are still prevalent which
covertly and overtly help to maintain the status quo
will be addressed. Too often when racist beliefs

and practices are examined, they are done at the
individual level. While the individual level is crucial
and will be addressed, a primary focus of this paper
will be on the group and systems/organizational
level. Hence, an examination will occur relative to
how the organizations/systems develop policies,
practices and procedures which contribute to
maintaining racist beliefs and practices and what
things can be done to minimize these outcomes.
This paper will also draw upon the literature relative
to community psychiatry and psychology and well as
the concept of “Blaming the Victim” as articulated
years ago by William Ryan. Additionally, the roles,
responsibilities and opportunities provided to
administrators of healthcare systems for minimizing
racist beliefs and practices will be addressed.

S30-4.
NEUROCOGNITIVE MECHANISMS
MAINTAINING RACISM

DeColius Johnson, Ph.D., 207 Student Services Bldg.,
East Lansing, MI 488241113

SUMMARY:

This paper will acquaint the audience with specific
constructs for categorizing current forms of

benign racism and sexism. This writer believes

that such categorizations will stimulate the

victims of these ideologies develop more effective
counterresponses. The Presenter will give a detailed
explanation of the constructs “stereotype threat”,
and “microaggressions”. The panel and audience
members will be encouraged to give personal
examples that demonstrate these constructs. The
Presenter will review prejudicial beliefs as described
in Anderson’s book Benign Bigotry. Further
audience discussion of these topics will take place at
the end of the formal presentations.
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SYMPOSIUM 31

THE PACIFIC PSYCHOLOGICAL HEALTH
TASK FORCE: BUILDING PARTNERSHIPS
TO ENHANCE PSYCHOLOGICAL
HEALTHCARE IN THE PACIFIC REGION

Chair: Carroll §. Diebold, M.D., 1 Jarrett White Road,
Tripler Avmy Medical Center; HI 968595000

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Identify the overall structure
of Military Psychological Healthcare service
delivery system; 2) Describe the geographical,
cultural, and political challenges in establishment
and maintenance of a psychological healthcare
delivery system throughout the Pacific Region for
TRICARE beneficiaries; and 3) Illustrate the current
initiatives to enhance screening and clinical care for
TRICARE beneficiaries within the Pacific Region.

OVERALL SUMMARY:

The Pacific Region encompasses a vast area vital to
the continued preservation of our Nation’s security.
This region has thousands of Active Duty Service
Members, Reservists, National Guard, Veterans,
and their dependents, many of whom are located

in areas with limited healthcare infrastructure, to
include psychological health services. In addition,
many of these Service Members have deployed in
support of combat operations in the Middle East.
This symposium will provide an overview of the
origin of the Pacific Psychological Health Task
Force to include the unique challenges of behavioral
healthcare delivery in the Pacific Region and then
focus on initiatives of the Task Force during the
past year. Established in June 2008, the Pacific
Psychological Health Task Force actively strives

to enhance psychological health service delivery
for military beneficiaries throughout the Pacific
Region via a collaborative effort to include assets
from the Active Component Army, Navy, and Air
Force; Veterans Administration; Army National
Guard and Reserve; TRICARE Contractor; Hawaii
Community Health Centers; and independent
behavioral healthcare organizations. Over the

past three years, such collaboration has produced
enhanced behavioral health screening and clinical
services to remote locations, especially through the
utilization of telebehavioral health. The symposium
will feature presenters who are the proponents of
initiatives to enhance services such as telehealth

for screening, assessment, and treatment of Service
Members; telehealth services to family members in
remote locations; School Mental Health Services on
military installations; treatment programs available
to Veterans; services offered by the managed care
contractor; and continuity of treatment between
the Active Component healthcare system, Veterans
Administration, TRICARE contractor, and the
private sector. The symposium will conclude with a
panel discussion in addition to an audience question
and answer session.

S31-1.

CREATION OF TREATMENT TEAM
RELATIONSHIPS IN THE SOLDIER
ASSISTANCE CENTER AND CHILD AND
FAMILY ASSISTANCE CENTER FOR THE
PACIFIC REGION

Matthew Cody, D.O., 95 1039 Akaluli St, Mililani, HI
96789

SUMMARY:

With two ongoing wars imposing stress upon the
active duty military as well as the guard and reserve
military, it was imperative to identify and create
new psychological healthcare relationships and
responsibilities within the pacific region due to the
rapid increase in demand for care. Implementation
of novel ideas and new organizational developments
were utilized to create a system that could care for
soldiers and their families from all over the pacific
region. As demand still continues to rise, this model
continues to evolve and progress to meet the ever
increasing demand to provide the very best validated
medical care models in a military setting.

S31-2.

EVOLUTION OF TELEBEHAVIORAL
HEALTH IN THE DEPARTMENT OF
DEFENSE AND ITS IMPLENTATION IN
THE PACIFIC AND ASIA

Raymond Folen, Ph.D., 1 Jarrett White Road, Tripler
AMC, HI 96859
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SUMMARY:

Tripler Army Medical Center is responsible for

the health care of Uniformed Service Members

and their Families in an area that covers 52% of

the Earth’s surface. This task makes telehealth, the
ability to treat patients located thousands of miles
away from the provider, a necessary option. In
addition to significantly enhancing access to care,
recent data suggests that, in some aspects, telehealth
may facilitate treatment outcomes superior to

that resulting from facetoface patientprovider
interactions. This presentation will discuss current
telebehavioral health practices in the DoD, recent
telebehavioral health initiatives in the Pacific region,
and program outcome data.

S31-3.

PTSD RESIDENTIAL RECOVERY
PROGRAM (PRRP): A VA PROGRAM
TREATING SEVERE, COMBATRELATED
PTSD IN BOTH VETERANS AND ACTIVE
DUTY SERVICE MEMBERS

Kenneth Hirsch, M.D., Ph.D., 459 Patterson Road,
Honolulu, HI 96819

SUMMARY:

The PRRP is a 12bed, 9week residential treatment
program for male patients suffering from severe,
combatrelated PTSD. Over the past three fiscal
years approximately 62% of patients have been
active duty (including activated Reserve and
National Guard) and 77% are OEF/OIF. Most
patients have coexisting major depressive disorder
and substance use disorder; treatment for coexisting
conditions is provided. Consults for active duty
members can be initiated by any DoD mental
health provider in the Pacific basin via CHCS. The
program is strongly evidencebased, with the core
of treatment consisting of Cognitive Processing
Therapy (CPT), Seeking Safety and both group and
individual in vivo exposure. Nearly all treatment

is groupbased, except for biofeedback and limited
individual therapy. On a variable basis, EMDR

or Prolonged Exposure therapies are provided

as treatment adjuncts. Additional treatment
components include medication, substance use,
acupressure, yoga, exercise, relaxation training,
understanding emotions, communication skills,
anger management, spirituality, grief/loss, health

maintenance/men’s health, sexuality and P'TSD,
sleep hygiene... Family night, open to family
members aged 14 and above, friends and Command
are offered three times during each treatment cycle,
and a spouse’s group is offered weekly. Average
PCLM score improvement is approximately 22 %,
though patient and family report and clinician
observation indicate considerably greater functional
improvement than suggested by test scores. Average
improvement for those not facing disability boards is
approximately 42 %.

S31-4.
COMMON BEHAVIORAL HEALTH IM/IT
PLATFORM

Brown Millard, M.D., 1 farrett White Road, TAMC, HI
96859

SUMMARY:

The Automated Behavioral Health Clinic (ABHC)
is a prototype IM/IT system that has been
developed over the last 5 years in the Army to help
standardized initial evaluations, measure clinical
outcomes and manage patients in a clinic. We

are now moving to create a more robust IM/I'T
solution that synchronizes behavioral health (BH)
screening throughout the deployment cycle with
BH clinical care systems to enable one coherent
IM/IT platform. This improved standardization of
clinical business process for a military system will
allow for improved quality of care for our Soldiers
and improved execution of process improvement
initiatives in our care system.

S31-5.

TELE-BEHAVIORAL HEALTH OUTREACH
SERVICES TO REMOTELY LOCATED
MILITARY YOUTH OF NATIONAL GUARD,
RESERVES AND ACTIVE DUTY SERVICE
MEMBERS OF HAWAII AND THE PACIFIC
RIM

Stanley Whitsett, Ph.D., 1 Farrett White Rd, Tripler
Army Medical Center; HI 968595000

SUMMARY:

It is widely recognized that the increased Operations
Tempo (OPTEMPO) associated with prolonged
war and repeated deployments has placed new and
extreme psychological pressures on Military Family
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Members. There is a concomitant increase in Youth
behavioral health (BH) needs associated with both
the general stress of a wartime environment, and this
increased OPTEMPO. Many Youth and Families are
able to seek and obtain BH services from agencies
and providers local to their homes, but others who
live more remotely have difficulties in their efforts
to access BH care. This presentation will identify
the needs, challenges and solutions associated with

a program designed to improve access to quality
BH services for Youth of National Guard, Reserve,
and Active Duty Service Members throughout
regions of the Pacific Rim. These services have been
built on a “community of practice” model, which
integrates providers from the program (including
through telehealth connections), with other existing
Federal, State and local agencies and services, to
build synergy in caring for these clients. Through
this collaborative effort, the program has been able
to dramatically improve access to care, to enhance
service delivery to those in need, and to offer very
high quality clinical BH services with significantly
positive outcomes.

S31-6.

DEVELOPMENT OF SCHOOL BASED
BEHAVIORAL HEALTH SERVICES ON
MILITARY SITES

Albert Saito, M.D., 1 Farrett White Rd., Honolulu, HI
96859

SUMMARY:

School based behavioral health services represents a
collaboration of the Child and Adolescent Psychiatry
Service from Tripler Army Medical Center and

the Hawaii State Department of Education.

The goals include providing community based
services to enhance accessibility and reduce stigma
of behavioral health services for children and
parents. The services include the entire spectrum
of care including behavioral health promotion to
evidence based direct clinical services. Clinicians

in the program need to be sensitive to the unique
challenges families face with the prolonged and
multiple deployments. They must also work to
support the teaching faculty, counselors and school
administrators who face pressures as they strive to
meet academic goals for the children they serve.

S31-7.

THE DOD MANAGED CARE SUPPORT
CONTRACTOR CONTINUITY OF
CARE WITH THE CIVILIAN NETWORK
PROVIDERS, AND ENHANCING ACCESS
TO TELE-BEHAVIORAL HEALTH

Karl Kiyokawa, B.A., 3375 Koapaka St., C310,
Honolulu, HI 96819

SUMMARY:

TriWest Healthcare Alliance (TriWest) is the
Department of Defense’s Managed Care Support
Contractor (MCSC) who supports the TRICARE
Program (military’s health plan) in the 21State

West Region. As the MCSC, TriWest works
collaboratively with Military Treatment Facilities
(MTF) to optimize M'TF behavioral healthcare,
coordinate referrals to civilian providers, and
enhance access via telebehavioral health. This
segment will help demonstrate how TriWest not
only works closely with M'TFs, but also with
military line commands, Wounded Warriors, and the
National Guard and Reserve. Targeted and sustained
approaches bring the right information to the right
people at the right time.

REFERENCES:
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SYMPOSIUM 32
INTERNET, VIDEO GAMES, AND MENTAL
HEALTH: UPDATE ON THE EVIDENCE

Chair: Erick L Messias, M.D., Ph.D., University of
Arkansas for Medical Sciences, Little Rock, AR 72205

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Understand the associations
between internet use and mental health outcomes
in teenagers; 2) Identify risk factors associated with
video game use and mental disorder in adolescents;
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3) Assess the impact of different forms of computer
use in mental health; and 4) Assess computer,
internet and video game use in patients.

OVERALL SUMMARY:

"This symposium will bring together experts

in the field of internet and video game misuse

and its consequences to mental health. The
current bombardment of media into the lives of
teens — from Facebook to Halo — has significant
consequences and mental health implications.
These media may become a main source of social
interaction and practicing psychiatrists should be
aware of the current stateofart knowledge about
the associations between internet and video game
use and mental health outcomes. This symposium
will include the participating of leading experts

in the field, along with an epidemiologist to help
translate populationbased findings into practical
implications and will also include the participation
of a child psychiatrist expert to give examples of
real life interactions between clinicians and this new
generation of patients. One recent example includes
the use of social network sites for cyberbullying as
well as for means to communicate suicidal intent.
This symposium will try to bridge epidemiological
findings and clinical observations.

S32-1.

THE EFFECT OF PATHOLOGICAL USE
OF THE INTERNET ON ADOLESCENT
MENTAL HEALTH: A PROSPECTIVE
STUDY

Lam Lawrence, Ph.D., 160 Oxford Street Darlinghurst,
Sydney, NSW 2010 Australia

SUMMARY:

Objective: This study aimed to examine the

effect of pathological use of the Internet on the
mental health, including anxiety and depression,
of adolescents in China. It is hypothesised that
pathological use of the Internet is detrimental to
adolescents’ mental health. Design: A prospective
study with a randomly generated cohort from the
population. Setting: High schools in a Guangzhou
city, China. Participants: Adolescents aged between
1318 years. Main Exposure: Pathological use of
the Internet was assessed using the Pathological
use of the Internet Test (IAT). Outcome Measures:
Depression and anxiety were assessed by the Zung

Depression and Anxiety Scale. Results: After
adjusting for potential confounding factors, the
relative risk for depression was about two and a half
times (IRR=2.5, 95%C.1.=1.34.3) for those who
used the Internet pathologically when compared to
those who did not exhibit the targeted pathological
internet use behaviours. No significant relationship
between pathological use of the Internet and anxiety
at followup was observed. Conclusions: Results
suggested that young people who are initially free
of mental health problems but use the Internet
pathologically could develop depression as a
consequence. These results have direct implications
on the prevention of mental illness among young
people particularly in developing countries.

S32-2.

LONGITUDINAL STUDIES OF

TWO POTENTIAL RISK FACTORS:
PATHOLOGICAL GAMING AND VIOLENT
GAME EFFECTS

Douglas Gentile, Ph.D., W112 Lagomarcino Hall, Ames,
14 50011

SUMMARY:

This presentation describes two threeyear
longitudinal studies of children and adolescents in
the United States and Singapore. 3034 Singaporean
youth participated in study 1. Pathological
videogaming was measured over three years, along
with depression, social phobia, anxiety, social
competence, impulsivity, home environment, school
performance, and several other variables. Although
several studies have demonstrated some construct
validity for pathological video gaming, all have been
at single points in time. Therefore, information on
predictors and outcomes of pathological gaming

is greatly needed. The prevalence of pathological
gaming was similar to other countries (~9%).
Greater amount of gaming, lower social competence,
and impulsivity appeared to act as risk factors for
becoming pathological gamers, whereas depression,
anxiety, social phobias, and school performance
appeared to act as outcomes of being a pathological
gamer. 1422 American youth participated in Study 2.
Violent gaming was measured over three years, along
with normative beliefs about aggression, violent
ideation, and aggressive behaviors, among several
other variables. Greater exposure to violent video
games predicted later aggressive behavior, which
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was partially mediated by aggressive cognitions such
as normative beliefs and fantasies about aggression.
In summary, both the amount of gaming and the
content of gaming appear to have unique effects.
"Total amount is related to school performance and
the risk of dysfunction, whereas violent gaming is
related specifically to increased aggressive cognitions
and behaviors.

S32-3.

CLINICAL IMPLICATIONS OF EXCESSIVE
DIGITAL GAMING IN CHILDREN AND
ADOLESCENTS

Fuan Luis CastroCordoba, M.D., 1501 Rabling Road,
Little Rock, AR 72223

SUMMARY:

Video game playing and internet use are a prevalent
activity among children and adolescents today
(Marshall et al., 2006; Lenhart et al., 2007b). A
study published by The Kaiser Family foundation
(Rideout et al., 2005) concluded that 83% of
American youths between 8 and 18 years old, have
video game consoles at home, the average time
they spend gaming was estimated to be 49 minutes
a day. The same study concluded that 86% of
youngsters have a computer at home, 35% have a
computer in their room and the average time of
internet use was estimated to be one hour and nine
minutes for recreational activities (gaming, visiting
websites, email, chats, and graphic programs). 38%
of the hour and nine minutes was spent playing
online video games. There is an extensive body of
literature linking excessive digital gaming/internet
to physical and mental health problems (Dorman,
1997) The present symposium pretends to give a
general overview of the evidence regarding digital
gaming and evidence based mental health outcomes.
Furthermore we pretend to provide an insight into
the clinical implications that these may have for
children and adolescents.
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SYMPOSIUM 33
TRANSGENDER CARE ACROSS THE LIFE
SPAN

Chair: Dan H Karasic, M.D., SFGH, 1001 Potrero Ave,
Ste "M, San Francisco, CA 94110

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant
should be able to: 1) Better assess and treat the

adult patient presenting with gender dysphoria; 2)
Understand approaches to care of gender variant
children; 3) Understand issues in psychotherapy with
transgender patients in late life; and 4) Work with
family and/or partner of transitioning patients.

OVERALL SUMMARY:

Principles of transgender care are changing to match
the widening array of presentations of transgender
identity and expression in our patients. Gender
identity and expression not only vary along a
spectrum, but can vary over the life span. Issues in
transgender care in early, middle and late life will

be presented by a faculty of experts. Principles for
working with the families of gender variant children
and with the spouses and families of transgender
adults will be discussed as well. Each presenter

will discuss different aspects of life span issues in
transgender care, sharing their expertise to improve
competency in care for trans people by the clinicians
attending the session. Dan Karasic, MD will discuss
gender spectrum presentations across the life span.
Diane Ehrensaft, PhD will discuss the diversity

of the conceptions of gender expressed by young
gender variant children, and model an approach to
the care of these children and their families. Michele
Angello, PhD will discuss the development of gender
identity in gender variant children as they age into
adolescence, and approaches to care for trans youth.
Nathan Sharon, MD will discuss his own experiences
in young adulthood, including transitioning
femaletomale while in medical school, and his
experiences as a trans man in psychiatry residency
training. Randall Ehrbar, PsyD will discuss working
with partners and families of transitioning adults.
Lin Fraser, EAD will present issues in psychotherapy
with older transgender clients. The presentation

will be followed by an open discussion between

the panelists and the audience on approaches to
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providing optimal care for transgender patients.

S33-1.
MENTAL HEALTH CARE ACROSS THE
LIFE SPAN AND THE GENDER SPECTRUM

Dan Karasic, M.D., SFGH, 1001 Potrero Ave, Ste 7M,
San Francisco, CA 94110

SUMMARY:

Mental health care for transgender people is
evolving to reflect changing conceptions of
transgender identities. Once focused on transition
within the gender binary of maletofemale and
femaletomale, clinicians now recognize a broad
spectrum of gender identities and of presenting
issues related to gender dysphoria, and are adapting
models of clinical decisionmaking and therapy.

The expression of gender identity also varies across
the life span. Approaches to