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CONTINUING EDUCATION CREDITS 
FOR OTHER DISCIPLINES

Conference Objectives
At the conclusion of the 2008 Institute on Psychiatric Services, 
participants will:

1)  Recognize and improve mental health disparities in the 
     community;
2)  Demonstrate and apply new skills that will be useful in 
      public psychiatry settings;
3)  Utilize new knowledge and skills in clinical psychiatry that 
      can be used to improve patient care;
4)  Examine how the current health care system affects patient 
      care;
5)  Describe how to transform systems of care; and
6)  Assess and evaluate all aspects of recovery.

Target Audiences
Administrators and Managers; Advocates and Policymakers; 
Consumer and Family Members; Educators, Faculty, and Train-
ing Directors; Medical Students and Residents; Nurses; Physi-
cians (Nonpsychiatric); Planners, Researchers, and Evaluators; 
Psychiatrists; Psychologists; Counselors; and Social Workers 

Continuing Education Credits For Other 
Disciplines
Accreditation Statement:
This activity has been planned and implemented in accordance 
with the Essential Areas and Policies of the Accreditation 
Council for Continuing Medical Education (ACCME) through 
the joint sponsorship of Drexel University College of Medicine 
and the American Psychiatric Association. The Drexel Uni-
versity College of Medicine is accredited by the Accreditation 
Council for Continuing Medical Education to provide continu-
ing medical education for physicians. Physicians should only 
claim credit commensurate with the extent of their participant 
in the activity.

APA (Psychology):
Drexel University College of Medicine, Behavioral Healthcare 
Education is approved by the American Psychological Associa-
tion to sponsor continuing education for psychologists. Drexel 
University College Medicine, Behavioral Healthcare Education 
maintains responsibility for this program and its content. This 
program is offered for up to 24 hours of continuing education.

ASWB (National Social Work):
This organization, Drexel University College of Medicine, 
Behavioral Healthcare Education, provider #1065, has been 
approved as a provider for continuing education by the Associa-
tion of Social Work Boards, 400 South Ridge Parkway, Suite 

B, Culpeper, VA 22701. (www.aswb.org) ASWB Approval 
Period: 7/27/2008-7/27/2011. Social Workers should contact 
their regulatory board to determine course approval. Social 
workers will receive 24 continuing education clock hours in 
participating in this course. 

PA Nurses: 
Drexel University College of Medicine, Behavioral Health-
care Education is an approved provider of continuing edu-
cation by the PA State Nurses Association, an accredited 
approver by the American Nurses Credentialing Center’s 
Commission on Accreditation. Participants will be awarded a 
maximum of 24 contact hours for attending this program.  

NBCC (National Counselors):
Drexel University College of Medicine is recognized by the 
National Board for Certified Counselors to offer continu-
ing education for National Certified Counselors.  We adhere 
to NBCC continuing education guidelines and can award a 
maximum of 24 hours of continuing education credits for this 
program.

CEU for All Others:
The Drexel University College of Medicine, Behavioral 
Healthcare Education, has been reviewed and approved as 
an Authorized Provider by the International Association for 
Continuing Education and Training (IACET), 8405 Greens-
boro Drive, Suite 800, McLean, VA 22102. In obtaining this 
approval, the Drexel University College of Medicine, Behav-
ioral Healthcare Education, has demonstrated that it complies 
with the ANSI/IACET standards, which are widely recog-
nized as standards of good practice internationally. As a result 
of their authorized provider membership status, Drexel Uni-
versity College of Medicine, Behavioral Healthcare Educa-
tion, is authorized to offer IACET CEUs for its programs that 
qualify under the ANSI/IACET Standards. Drexel University 
College of Medicine, Behavioral Healthcare Education, is 
authorized by IACET to offer 2.4 CEUs for this program. 

Disclosure Statement
All faculty participating in continuing medical education 
activities sponsored by the American Psychiatric Association 
and Drexel University College of Medicine are required to 
disclose to the audience whether they do or do not have any 
real or apparent conflict(s) of interest or other relationships 
related to the content of their presentation(s).

Please note that CE and CEU credits are only 
being offered for the following formats: Indus-
try-Supported Symposia; Innovative Programs; 
Lectures; Symposia; and Workshops. Credits 
will NOT be awarded for attendance in any 
other format, session, event, or program other 
than those listed above. 
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MISSION STATEMENT
VISION, MISSION, VALUES, AND GOALS

of the
INSTITUTE ON PSYCHIATRIC SERVICES

VISION
The Institute on Psychiatric Services (IPS) of the American Psychiatric Association is a yearly educational meeting 
which focuses on the needs of the most vulnerable, disenfranchised, and difficult-to-serve patients.

MISSION
The mission of the IPS is to train and support psychiatrists to provide quality care and leadership through study of 
the array of clinical innovations and services necessary to meet the needs of individuals who suffer from serious 
mental illness, substance abuse, or other assaults to their mental health due to trauma or adverse social circum-
stances, in order to assure optimal care and hope of recovery. 

VALUES AND GOALS 
To fulfill this mission, the IPS holds an annual meeting each fall that focuses on clinical and service programs, 
especially those that provide a complex array of services and clinical innovations to meet the needs of the most dif-
ficult-to-serve patients.  Such programs constitute the continuum of care, from state and general hospitals to com-
munity-based drop-in centers, and attempt to meet the needs of persons living in rural communities, as well as the 
urban poor.  The focus on more difficult-to-serve patients requires attention to the social and community contexts 
in which these patients are treated and reside.  Contextual issues must be addressed because they operate as signifi-
cant variables in the course of the psychiatric illnesses of certain patient populations such as  those with severe and 
persistent mental illness, members of minority groups and those suffering economic hardships, most children and 
adolescents, the elderly, patients living in rural communities or in communities of immigrants, and patients treated 
in settings for physically or intellectually disabled individuals. 

The IPS, therefore, fosters discussions of such issues as housing and vocational rehabilitation equally with innova-
tive psychological treatments and pharmacotherapy.  The clinical focus of the IPS is on innovations and adapta-
tions of proven therapies as they are applied to the more difficult-to-serve populations.  The IPS also serves as a 
forum for discussing systems of care, quality management, government policy, and social and economic factors as 
they have an impact on the most vulnerable patients.

The mission of the IPS is of particular significance to an important subset of APA members who are its prime con-
stituents. This includes psychiatrists who identify themselves as in community practice, those involved in teaching 
community practice, those who serve in the public sector, such as staff working in state, community, and Veterans 
Affairs hospitals, community clinics, jails, or other community agencies, psychiatric administrators and those with 
a particular interest in the social issues that have an impact on patients.  It is a goal of the IPS to provide a venue 
for relevant scientific programs that will retain such psychiatrists as valued members of the APA and attract col-
leagues who are not yet members.  The IPS functions as a prime APA service to these important, devoted, and often 
isolated colleagues, many of whom are psychiatrists of color or international medical graduates.  It is the goal of 
the IPS to reach out and encourage these psychiatrists to join the APA and attend this meeting.  In turn, the APA 
will strive to ensure that the IPS serves as a professional home for these groups of colleagues. 

Serving the populations that have been identified as the focus of the IPS involves collaboration with a wide variety 
of other professionals as well as with consumers, family members, and advocates. Therefore, an important part of 
the mission of the IPS is to encourage interdisciplinary and family member participation.  Indeed, this mission has 
been an organizing principle of the IPS since its inception.  Efforts will be made to further reach out to families, 
consumers, and allied professionals in the communities where meetings are held, and attention will be paid to en-
suring their access to the IPS.  The IPS is supportive of allied psychiatric organizations who share a similar vision 
and mission for which the IPS can serve as a scientific venue.  It is part of the mission of the IPS to meet the needs 
of such allied groups for meeting times and space.					                                 
                                                                                          iv	
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     Industry-Supported Symposium 1: Part I

Friday, October 3                           12 noon-1:30 p.m.
Partnerships to Enhance Treatment 
Outcomes for Depression
Supported by AstraZeneca Pharmaceuticals
Madhukar H. Trivedi, M.D., University of Texas Southwes-
tern Medical Center, 6363 Forest Park Road, #13.354, 
Dallas, TX 75235, Harold Alan Pincus, M.D.
EDUCATIONAL OBJECTIVES:
At the conclusion of this symposium, the participant 

should be able to: 1.) Discuss the essential ingredients in the 
collaborative care approach to depression; 2.) Implement 
measurement-based care; 3.) Employ the chronic disease 
management model and ways to reduce obstacles; 4.) Describe 
the problems and efficacy in using a computerized decision 
support system; and 5.) Explain the pay for performance 
approach to managing mental illness
overall SUMMARY:
Depression remains a major source of disability due to its 

chronicity, propensity to reoccur, and impact on both work 
and non-work function in addition to its life shortening effects. 
No single treatment is a panacea. Often several different 
treatment steps or attempts are required.  More recently, the 
field has recognized that the available treatments are often 
not well delivered. In fact, a range of options to improve the 
care of depressed patients (and therefore the outcome) has 
been developed. These options include: collaborative care; 
measurement-based care; computerized decision support for 
treatment algorithms; and paying for performance. All of these 
efforts fall within the broader disease management model for 
depression. This symposium will review the overall model 
and review the range of options that have been developed to 
help improve the care of depressed patients. Presenters are 
each experts in the option to be reviewed. They will highlight 
the key ingredients, requisite experience, training, staffing and 
tools to implement the option and summarize the evidence for 
its utility and efficacy. As a result of attending this symposium, 
attendees will have a greater understanding of various ways 
to enhance the care of depressed patients and will be able to 
choose among them for use in their own clinic or practice. 
This symposium will discuss practical ways and review the 
evidence that supports efforts to increase recognition, enhance 
adherence, reduce attrition, and optimize clinical outcomes in 
the outpatient treatment of depression. Dr. Katon will discuss 
the evidence advantages and disadvantages for collaborative 
care approach and identifying its active ingredients. Dr. Trivedi 
will review the key elements and evidence for effectiveness in 
measurement-based care, which focuses on the provider and 
patient level interactions. Dr. Kurian will present new data 
on the efficacy of computerized decision support to enhance 
adherence to guideline recommendations in depressed 
outpatients. Dr. Pincus will review the elements entailed in 
the chronic disease management model and discuss issues in 
implementation. Dr. Frank will discuss the pay for performance 
approach and review the evidence for its efficacy.

1. Measurement-Based Care for 
Depression: What Is It?  Does It Work?
Madukar H. Trivedi, M.D., University of Texas Southwestern 
Medical Center, 6363 Forest Park Road, #13-354, Dallas, 
TX 75235

SUMMARY:
Measurement-based care (MBC) refers to the routine 

measurement, at each treatment visit, of key outcome 
targets to be achieved (e.g., symptom reduction, functional 
improvement) and to be avoided (e.g., side effects) during 
the delivery of acute and longer-term care.  Combined with 
systematic guidance as to how to change the tactics (e.g., dose, 
duration of treatment) or how to change the treatment strategies 
(e.g., type of treatment) to achieve optimal benefit with 
minimal harm or discomfort.  In addition, patient education is 
a key ingredient in MBC which allows patients to collaborate 
in their own care, thereby enhancing adherence.  MBC can 
be used to manage most psychiatric and general medical 
conditions.  The aim is to reduce inappropriate variance among 
practitioners, while retaining needed flexibility to adapt care 
to a wide range of individuals.  For example, dose escalation 
and final doses may be different for the older, medically 
more fragile, patients than for younger patients.  The tools 
and methods to implement MBC for depressed patients will 
be reviewed.  Evidence for efficacy will be highlighted from 
the Texas Medication Algorithm Project and the German 
Algorithm project.  Evidence that MBC can be widely used 
will be highlighted from the STAR*D project.  Additional 
research needs to improve on MBC will be discussed as will 
new methods to better engage patients and their significant 
others in implementing MBC.

2. Collaborative Care for Depression: 
What are the Active Ingredients?
Wayne J. Katon, M.D., Department of Psychiatry, University 
of Washington School of Medicine, 1959 N.E. Pacific Street, 
#356560, Seattle, WA 98195-0001

SUMMARY:
Although the percentage of primary care patients with 

major depression who are accurately diagnosed and initiate 
antidepressant treatment has improved markedly in the last two 
decades, there are still major gaps in the quality of depression 
treatment provided.  Over the last two decades, studies have 
consistently found that only 40% to 45% of patients initiating 
treatment for major depression in primary care have at least a 
50% decrease in symptoms by 4 to 6 months.  Collaborative 
care models were developed to improve these gaps in quality of 
depression care by increasing exposure of patients with major 
depression to evidence-based depression treatments in primary 
care.  A recent meta-analysis of 37 trials of collaborative care 
found that these models increased adherence to antidepressant 
medication by two-fold and improved outcomes for as long as 
two to five years.  Collaborative care models in patients with 
depression and diabetes and panic disorder and depression 
have also been shown to save total medical costs compared to 
usual primary care.  The two key ingredients in collaborative 
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care models are: 1.) Utilizing a depression care manager to 
improve patient education, increase the frequency of patient 
contacts to track adherence and outcomes by using standard 
depression scales (PHQ-9 and QIDS) and depression registers 
to gauge recovery and remission; and 2.) Providing decision 
support to the primary care doctor for changes in medication, 
based on caseload supervision of depression care managers 
by psychiatrists.  

3. Computerized Decision Support How 
Good Is It for Depression?
Ben T. Kurian, M.D., M.P.H., University of Texas South-
western Medical Center, 6363 Forest Park Road, 9119, Suite 
13354, Dallas, TX 75235-5479

SUMMARY:
Most collaborative depression studies depend on intensive 

involvement of care managers and specialists. Unfortunately, 
clinical systems are usually unable to sustain this level 
of intensity. Furthermore, implementation and fidelity of 
treatment algorithms among various providers remain 
inadequate. These studies have thus highlighted a clear need 
for a system that can support the implementation of algorithms 
but does not depend on the addition of clinical care managers. 
The Texas Medication Algorithm Project (TMAP) and the 
recently completed NIMH funded STAR*D trial showed 
enhanced clinical outcomes for patients with Major Depressive 
Disorder (MDD) but also employed clinical coordinators to 
achieve the goals. TMAP and STAR*D pointed to the three 
critical aspects of care necessary to drive decision support for 
the treatment of MDD. These include itemized measurement 
of symptoms, side effects and patient adherence. In order to 
ensure the use of these critical elements and yet reduce the 
need for clinical coordinators, we developed a computer 
decision support system (CDSS). This CDSS can be used for 
the implementation of depression algorithms and incorporates 
critical elements of measurement based care. We have eva-
luated the feasibility and effectiveness of implementing our 
CDSS in assisting physicians acutely treating patients with 
MDD through a series of trials in both primary and specialty 
care settings. Results from these studies will be presented 
and future directions that incorporate computerized decision 
support systems with electronic health records will be dis-
cussed.

   Industry-Supported Symposium 1: Part II

Saturday, October 4                    12 noon-1:30 p.m.

Partnerships to Enhance Treatment 
Outcomes for Depression
Supported by AstraZeneca Pharmaceuticals
Madhukar H. Trivedi, M.D., University of Texas 
Southwestern Medical Center, 6363 Forest Park Road, #13-
354, Dallas, TX 75235

Overall SUMMARY:
Depression remains a major source of disability due to its 

chronicity, propensity to reoccur, and impact on both work 

and non-work function in addition to its life shortening effects. 
No single treatment is a panacea. Often several different 
treatment steps or attempts are required.  More recently, the 
field has recognized that the available treatments are often 
not well delivered. In fact, a range of options to improve the 
care of depressed patients (and therefore the outcome) has 
been developed. These options include: collaborative care; 
measurement-based care; computerized decision support for 
treatment algorithms; and paying for performance. All of these 
efforts fall within the broader disease management model for 
depression. This symposium will review the overall model 
and review the range of options that have been developed to 
help improve the care of depressed patients. Presenters are 
each experts in the option to be reviewed. They will highlight 
the key ingredients, requisite experience, training, staffing and 
tools to implement the option and summarize the evidence for 
its utility and efficacy. As a result of attending this symposium, 
attendees will have a greater understanding of various ways 
to enhance the care of depressed patients and will be able to 
choose among them for use in their own clinic or practice. 
This session will discuss practical ways and review the 
evidence that supports efforts to increase recognition, enhance 
adherence, reduce attrition, and optimize clinical outcomes in 
the outpatient treatment of depression. Dr. Katon will discuss 
the evidence advantages and disadvantages for collaborative 
care approach and identifying its active ingredients.  Dr. 
Trivedi will review the key elements and evidence for 
effectiveness in measurement-based care, which focuses on 
the provider and patient level interactions. Dr. Kurian will 
present new data on the efficacy of computerized decision 
support to enhance adherence to guideline recommendations 
in depressed outpatients. Dr. Pincus will review the elements 
entailed in the chronic disease management model and 
discuss issues in implementation. Dr. Frank will discuss the 
pay for performance approach and review the evidence for its 
efficacy.

1. The Chronic Disease Management Model 
for Depression: What Are The Obstacles 
to Implementation?
Harold Alan Pincus, M.D., New York State Psychiatric 
Institute, 1051 Riverside Drive, Unit 9, New York, NY 10032

SUMMARY:
Despite the high prevalence, extensive personal and so-

cietal costs and the proven effectiveness of collaborative/
chronic care models of depression, these approaches have 
not been widely implemented in typical practice. Barriers to 
implementation persist at multiple levels: patient/consumer, 
providers, practices/delivery system, health plans (MCO and 
MBHO), purchasers (public and private) and populations/
policy.  This presentation will describe these obstacles and 
provide an overview of strategies to overcome them. 

2. Paying for Performance How Well Will 
It Work?
Richard G. Frank, Ph.D., Department of Health Care Policy, 
Harvard Medical School, Boston, MA 96318
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SUMMARY:
Pay for performance in private insurance and Medicare 

are being proposed as a mechanism to improve quality and 
possibly improve efficiency of health care. In this paper, 
we examine the conditions that must be in place to make 
P4P work effectively; we examine the likelihood that those 
conditions will be present in mental health delivery and we 
examine existing evidence on their impact of p4p. 

REFERENCES:
1. Crismon ML, Trivedi MH, Pigott TA, et al. The Texas 
    Medication Algorithm Project(TMAP): report of the Texas 
    Consensus Conference Panel on medication treatment of 
    major depressive disorder. J Clin Psych 1999;60:142-156.
2. Trivedi MH, Rush AJ, Gaynes B, et al. Maximizing 
    the adequacy of medication treatment in controlled trials 
    and clinical practice: STAR*D measurement-based care. 
    Neuropsychopharmacology 2007; [Epub ahead of print].
3. Pincus HA, Hough L, Knox Houtsinger J, Rollman BL, 
    Frank RG. Emerging models of depression care: multilevel 
    (“6 P”) strategies. Int J Meth Psychiatr Res 2003;12:54–
    63.
4. Pincus HA, Page AE, Druss B, Appelbaum PS, Gottlieb 
    G, England MJ. Can psychiatry cross the quality chasm? 
    Improving the quality of health care for mental and sub-
    stance use conditions. Am J Psychiatry 2007 May;164:
    712-719.
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Innovative Programs: Session 1     
Protecting At-Risk Children

Thursday, October 2                   8:00 a.m.-9:30 a.m.

1. Share and Care: School-Based 
Intervention
Suzanne Silverstein, M.A., ATR, 8730 Alden Drive, W-101, 
Los Angeles, CA 90048, Jeffrey Wilkins, M.D., D.F.A.P.A.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to:  1.) Identify methods for developing a successful rap-
port with school personnel; 2.) Recognize the relationship of 
age to first substance abuse use and the risk for addiction dis-
order in adulthood; 3) State the correlation between mental 
illness and drug abuse in teens; and 4) Describe the structure 
and methodology of both the elementary trauma treatment 
and high school substance abuse programs along with their 
results/improvement rate.

SUMMARY:
The Psychological Trauma Center’s “Share and Care” Pro-

gram helps children who have been traumatized by gang and 
domestic violence cope with their feelings of fear, sadness or 
loss. This group-focused counseling program uses 12-week 
sessions of art therapy to teach students new coping skills. 
The goals are to help young, at-risk students to improve their 
self-esteem, resiliency and social skills, overcome traumatic 
experiences, and become better learners who will stay in 
school. The High School Substance Abuse Program provides 
two individual motivational therapy sessions, three cognitive 
behavior therapy groups followed by art therapy focused sup-
port groups. Students recognize their problem, identify their 
triggers, learn ways of coping that don’t rely on substance use 
and avoid a self-destructive lifestyle. Outcome data is gath-
ered on each program using Referrals, Intakes, and Pre/Post 
Coopersmith self-esteem tests. Early intervention prevents 
long-term mental health problems and violence driven crimi-
nal behavior, which in certain urban areas of the nation has 
reached the crisis stage!

REFERENCES:
1. Journal Article: Roller White, Catherine, Wallace, JoAnna,
    Huffman, Lynn C.: Use of Drawings to Identify Thought 
    Impairment Among Students with Emotional and Beha-
    vioral Disorders: An Exploratory Study. Art Therapy: 
    Journal of the American Art Therapy Association 2004.
2. Journal Article: Terr, L.C. (1988) What happens to early
    memories of trauma? Journal of the American Academy
    of Child and Adolescent Psychiatry, 27, 96-104.

2. Depression in Pregnancy: It Affects 
More Than One Life
Sarah B. Johnson, M.D., M.S.C., 501 East Broadway, 
Medical Center One, Suite 340, Louisville, KY  40202, Joyce 
Spurgeon M.D., 501 East Broadway, Suite 340, Louisville, 
KY 40202

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participants should be 

able to: 1.) Identify depression in the perinatal and postpartum 
period; 2.) Discuss both pharmacologic and non-pharmaco-
logic treatments with evidence-based risk and benefits of each; 
3.) Perform basic cognitive behavioral therapeutic exercises; 
and 4.) Recognize what patients are appropriate for referral to 
specialty clinics and depression centers.

SUMMARY:
Depression in the perinatal period is a common occurrence 

and the mother-infant dichotomy presents a unique set of chal-
lenges to the psychiatrist.  Although the mother is the primary 
patient of the physician, he or she also must take into account 
the well-being of the fetus to maintain the therapeutic alli-
ance.  The pregnancy state demands that clinicians consider 
patient values when making treatment recommendations and 
practitioners must be aware of the expanse of treatment mo-
dalities available to guide their patients appropriately.  One of 
the primary challenges in treating pregnant patients with phar-
macotherapy arises from the magnitude of evidence-based lit-
erature with inconclusive findings.  This session summarizes 
current findings in risks/benefit analysis in psychopharmaco-
logic treatment during pregnancy.  Conversely, the risks of 
untreated depression also pose risks to both mother and in-
fant and an evidence-based review of these is included.  At 
the conclusion of this session, participants should be able to 
discuss both the risks of common antidepressant agents and 
those of untreated depression. Often underutilized treatment 
modalities during the pregnancy period include non-phar-
macologic methods that facilitate mother-infant bonding and 
psychotherapy.  Cognitive behavior therapy is one of the most 
validated forms of psychotherapy and has been studied exten-
sively during the pregnancy period. CBT is ideal for use with 
pregnant patients and will be extensively discussed. Finally, 
establishment of depression centers in the community may be 
the best means of making resources available to specialty pop-
ulations such as pregnant women suffering from mental ill-
ness.  Specialty clinics raise awareness in the community and 
command referrals from other specialties.  At the conclusion 
of this workshop, participants will have an understanding of 
how a proposed depression center in one urban medical com-
munity plans to optimize the care of this patient population.

REFERENCES:
1. Wisner et. al.  Risk-benefit decision making for treatment
    of depression during pregnancy.  American Journal of 
    Psychiatry 2000; 157:1933-40.
2. Cohen and Nonacs.  Mood and Anxiety Disorders During
    Pregnancy and Postpartum.  APA Publishing, Washington 
    DC, 2005.
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3. Bringing Kids Back Into Focus: Working 
Collaboratively to Respond to Young 
Children’s Exposure to Violence
Annelle B. Primm, M.D., M.P.H., American Psychiatric 
Association, 1000 Wilson Blvd., Arlington, Virginia 22209, 
Marlita White M.S.W., Chicago Department of Public 
Health, Office of Violence Prevention, 333 South State Street, 
Suite 320, Chicago, IL 60604, Anne Parry M.A. 

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to learn about local Child Exposure to Violence (CEV) 
public education and strategies. Participants will also learn 
about local CEV service partnerships.

SUMMARY:
     There is an ever-increasing body of research showing that 

young children who are exposed to violence in their homes and/
or communities often experience significant psychological and 
behavioral challenges as a result of their exposure to violence. 
Chicago Safe Start, a federally funded program, is working to 
prevent and reduce the impact of violence on children, ages 0 
to 5. Using a public health approach, Chicago Safe Start is a 
collaboration of community residents and organizations, city 
and state agencies working together to serve young children 
and those responsible for their care by preventing violence 
before it occurs and minimizing consequences when it does. 
Self-Start promotes public awareness, community education, 
systems of policy change, and the identification and treatment 
of children. In the designated Chicago Safe Start communi-
ties, Englewood and Pullman, of the 18,922 children under 
5, approximately 13,000 children (68 percent) have heard a 
gunshot, 2,600 (14 percent) have witnessed someone attacked 
with a knife, and 1,300 (7 percent) were present when some-
one was shot. This session will explore the public health para-
digm that made this program possible. It will discuss how the 
program engaged in partnerships in order to serve the needs of 
children exposed to violence.

REFERENCES:
1. Craig CD, Sprang G.: Trauma exposure and child abuse 
    potential: investigating the cycle of violence.  Am J Ortho-
    psychiatry. 2007 Apr;77(2):296-305.
2. Cox JM, Webber B, Joachim G.: A community program to
    fight child abuse: the Fort Wayne Children’s Foundation 
    and Kids’ Law.  J Manipulative Physiol Ther. 2007 Oct; 30
    (8):607-13.

Innovative ProgramS: SESSION 2 

Systems Thinking to Meet Patient Needs

Thursday, October 2                 1:30 p.m. -3:00 p.m.

1. Central Preadmission:  A Bed 
Management System
Alan Q. Radke, M.D., M.P.H., 444 Lafayette Road, North St. 
Paul, MN 55164-0979

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Identify the clinical factors used to determine med-
ical necessity for acute psychiatric inpatient level of care; 2.) 
Recognize the need for a medical stability screen and what 
constitutes a medical condition that a stand alone mental 
health unit cannot manage; 3.) Determine risk and manage-
ment of risk on a inpatient treatment unit; and 4.) Recognize 
legal statuses and special needs.

SUMMARY:
When Minnesota transformed its state operated services 

(SOS) adult mental health hospital system from institution-
based state hospitals to dispersed community-based behavior-
al health hospitals, it had to find a way to oversee and manage 
the beds.  Its’ solution was to develop a single point of entry 
for all patients seeking hospitalization in the SOS facilities. 
Central Preadmission (CPA) is an admission screening service 
utilizing a centralized telephone number available 24 hours 
a day, 7 days per week. The CPA admission officers screen 
all referrals by gathering information of the patient’s clinical 
factors, medical stability, risk management issues, legal sta-
tus and special needs for the doctors on-call who make the 
final admission decisions for their respective hospitals. Over 
18 months operation, CPA has evolved through a sustained 
quality improvement initiative changed from a rigid design 
with operational faults to an effective, efficient preadmission 
process. CPA screens on an average 2,500 calls a month with 
approximately half of the calls resulting in hospital admis-
sions, another third of the calls being deferred to alternative 
treatment and less than 7% being denied. This effort has lead 
SOS to explore gaps in the transformed system and further 
evolution of the public mental health system.

REFERENCES:
1. Chaput Y, Lebel MJ: Demographic and Clinical Profiles of 
    Patients Who Make Multiple Visits to Psychiatric 
    Emergency Rooms. Psychiatric Services 58: 335-341, 
    2007.
2. Goldberg JF, Ernst CL, Bird S: Predicting Hospitalization 
    Versus Discharge of Suicidal Patients Presenting to a 
    Psychiatric Emergency Service. Psychiatric Services 58: 
    561-565, 2007.

2. Transformation Pain:  Gaps 
Identification and Management
Alan Q. Radke, M.D., M.P.H., 444 Lafayette Road, North St. 
Paul, MN 55164-0979

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Define unmet adult mental health consumer needs; 
2.) Recognize gaps as identified by a needs analysis; 3.) Devel-
op short-term and long-term action plans to address said gaps; 
4.) Formulate a communication plan to inform stakeholders of 
gaps and their management; and 5.) Define the “shared safety 
net”, the state’s role and community partners’ roles.

SUMMARY:
As the State Operated Adult Mental Health Services in Min-

nesota undergoes transformation, “What If” questions have 
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been asked.  These questions lead to a data analysis of admis-
sion denials to community behavioral health hospitals, based 
on not meeting hospitalization criteria.  The data revealed gaps 
in the public mental health system.  These gaps include: 1.) 
People with serious mental illness (SMI) and violent histories 
in need of acute psychiatric treatment and are currently vio-
lent; 2.) People with SMI and substance use disorders in need 
of detoxification; 3.) People with developmental disabilities, 
traumatic brain injuries or cognitive disorders in a behavioral 
crisis; 4.) People with SMI and major medical conditions re-
quiring convalescent care of long-term care; 5.) People with 
SMI who are clinically fragile and have a history of commu-
nity treatment failures in need of community placement. For-
merly state hospitals that took anyone referred to them put a 
thin veneer over these gaps. Now state policymakers, state op-
erated services, and community providers must address these 
gaps proactively before they overwhelm the evolving shared 
safety net.

REFERENCES:
1. Cunningham D, Stephan SH, et al.:  Stakeholders’ Per-
    spectives on the Recommendation of the President’s New
    Freedom Commission on Mental Health. Psychiatric Ser-     
    vices 58: 1344-1347, 2007.
2. Mazade NA, Glover RW:  Critical Priorities Confronting 
    State Mental Health Agencies. Psychiatric Services 58: 
    1148-1150, 2007.

3. In Home Telemental Health: The Last 
Frontier
Jose Nieves, M.D., 203 Fairfield Drive, Yorktown, VA 23692

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Recognize the difference between image and non 
image telemedicine applications in psychiatry; and 2.) Iden-
tify  the clinical advantages and limitations of in home tele-
psychiatry technologies.

SUMMARY:
Nearly all clinical services applications in psychiatry are de-

livered through interactive videoconferencing (IV). IV tech-
nology exchanges both image and information using high 
speed (384 kilobytes/sec) transmission resulting in near “real 
time” quality image exchange, very similar to that of face to 
face. Individual, Family, and Cognitive Therapies are some 
of the clinical services routinely delivered effectively through 
IV. Recent randomized studies show comparable depression 
treatment outcomes and patient satisfaction, between patients 
treated through IV versus in person. Telepsychiatry makes 
treatment accessible to patients that live in remote areas or 
have urban barriers to contend with, increasing treatment 
access. However most of these treatment modalities are de-
livered through IV in a “hub and spoke” model. This model 
still requires patients to drive to a distant location to receive 
treatment. Videophones and interactive voice response (IVR) 
devices on the other hand provide Telepsychiatry alternatives 
directly to the patients’ home. They have image restrictions, 

but make patients the point of service and avoid travel alto-
gether except when a face to face evaluation is needed. We 
have utilized videophones successfully in our intensive outpa-
tient case management program for the seriously mentally ill 
(SMI). Patients with SMI often have medical co-morbidities 
that make travel uncomfortable and may lead to poor treat-
ment adherence and adverse outcomes. Videophones can 
make medication management at home a convenient and safe 
way to augment medical/psychiatric services and promote 
treatment adherence, while preventing bad outcomes. Video-
phones can be easily carried (weigh less than 2 lbs.) and are 
“plug and play” technology readily accepted by both patients 
and staff, but they have both technical and functional limita-
tions. Technical limitations include a small screen size, and 
low bandwidth. Functional limitations include patients’ ten-
dency to report past conditions.

REFERENCES:
1. Ruskin  PE, Silver-Aylaian, MA, Reed SA, Bradham DD, 
    Hebel JR, Treatment Outcomes in Depression: Compari-    
    son of Remote Treatment Through Telepsychaitry to In 
    Person Treatment, 2004 American Journal of Psychiatry 
    161:1471-1476.
2. Moore H, Wohlreich M, Wilson M G, Mundt J C, Fava
    M, et.al. Using Daily Interactive Voice Response Assess-
    ments to Measure Onset Symptom Improvement with 
    Duloxetine, 2007 Psychiatry March, pages 30-37.

Innovative ProgramS: Session 3		
Thinking Outside the Pillbox and Away 
From the Ivory Tower 

Friday, October 3                          8:00 a.m.-9:30 a.m.

1. Use of Alcoholics Anonymous as Part of 
Medical School Education: Students’ and 
Educators’ Perspectives
Kathleen M. Stack, M.D., 100 Emancipation Drive, #18, 
Hampton, VA 23667, Gregory W. Briscoe, M.D., Lisa G. 
Fore-Arcand, Ed.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 
able to recognize the utility of 12-step meetings such as 
Alcoholics Anonymous in the education of medical students, 
as well as identify some barriers to implementation of use.

SUMMARY:
Objective: To discover the experiences with, utilization pat-

terns of, and barriers to use of Alcoholics Anonymous as a 
learning resource in Psychiatric Clerkships.  Methods: A third 
year medical student cohort and psychiatric educators group 
were asked about experiential lessons learned, attendance re-
quirements, attitudes, and obstacles encountered.  Results: 43 
educators, whose familiarity with AA varied widely, respond-
ed to the survey. 47% required AA attendance and reported it 
was a positive experience for their students. 84% felt students 
should attend AA and identified obstacles to its implementa-
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tion. 95 students attended a total of 191 AA meetings. Their 
responses were overwhelmingly positive or neutral. 11% 
implied something negative and 1 reported a directly nega-
tive experience  Conclusions: Respondents found AA meet-
ing experiences generally positive, and while impediments to 
implementation of this experience still exist they may often be 
overcome with concerted efforts of psychiatric educators.

REFERENCES:
1. Kahn M, Wilson L, Midmer D, Borsoi D, Martin D. Ran-
    domized controlled trial of the effects of a skills-based 
    workshop on medical students’ management of problem 
    drinking and alcohol dependence. Journal of substance 
    abuse 2003 March 24(1):5-16.
2. Miller N, Lorinda S, Colenda C, & Magen J. Why physi-     
    cians are unprepared to treat patients who have alcohol 
    and drug related disorders.  Academic Medicine 76(5) 
    May 2001: 410-418.

2. Marketing Illness or Cure: Ethics of 
Drug Promotion
Yasser A. Elsayed, M.D., M.S., Institute of Psychiatry, 
Faculty of Medicine, Ain Shams University, Abbasia, Cairo, 
Egypt, Ghada Abdel Razek, M.D., Ghada Refaat, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Identify the importance of ethical issues in drug 
promotion; 2.) Identify how the marketing strategies play and 
impact our attitudes towards drugs; and 3.) Recognize how to 
deal in a balanced way with pharmaceutical companies.

SUMMARY:
People are involved all the time in a process of attitude 

change? A lot of firms surrounding us are trying all the time 
to play with our attitudes. Marketing for anything is directed 
to make an attitude with the product whatever its competency. 
These mental games are played by all marketers all over the 
world, but to what extent the pharmaceutical companies are 
free to do such games?  What extent are patients and society 
accepting these games in medicine? It is interestingly noticed 
that the rate of diagnosis of disorders increased much after 
promotion of new drugs for such disorders. This observation 
may be due to better awareness and may be due to a lot of 
factors. Also, psychiatrists are accused by increasingly turn-
ing normal people into patients. For example, shy people have 
“social phobia and require psychotropic drugs. A few nights 
of restlessness calls for sleeping pills. The ordinary experi-
ences of life become a diagnosis, which makes healthy people 
feel like they’re sick. What are we doing? Do we do marketing 
for illness or do we do marketing for the cure? People don’t 
buy the drug because they want it, but because they think it 
will relieve some of their distress. The study of consumers 
helps pharmaceutical companies to improve their marketing 
strategies. Who is the consumer of the drug? He is the patient 
or the doctor or both. Pharmaceutical companies are playing 
mental games all the time with the consumers. To what extent 
are these games ethical? Sales representatives are responsible 

for drug promotion. What are they selling? Do they think real-
ly they sell antidepressants or antipsychotics? Gillette knows 
that it doesn’t sell blades. It sells clean shaves. Revlon knows 
it doesn’t sell nail polish. It sells romance. Antipsychotics 
manufacturers sell safety and security to the family, sell re-
integration to society and sell functional life. Antidepressant 
manufacturers sell the life you deserve. Sales representatives 
are highly trained in marketing and sales techniques and they 
know exactly how to sell satisfaction to people and physicians. 
Do doctors think they have enough training to deal with sales 
representatives? Do health professionals feel that discussions 
with sales representatives impact their prescribing behavior? 
These and more ethical questions will be discussed within this 
session.

REFERENCES:
1. Joel S. Weissman, David Blumenthal, Alvin Silk, Kinga 
    Zapert, Michael Newman, and Robert Leitman, “Consu-    
    mer Reports on the Health Effects of Direct-to-Consumer 
    Advertising (DTCA) of Prescription Drugs” (paper pre-   
    sented at the annual meeting of the Association for Health 
    Services Research, Washington, D.C., June 2002).
2. Stein R., 2006: Marketing the Illness and the Cure? 
    Washington Post, Tuesday, May 30, 2006; Page A03

3. Justice Project Outreach Team (J-PORT): 
An Outreach Oriented Jail Diversion 
Team Using the Sequential Intercept 
Model
Christine E. Negendank, M.D., CSTS: 555 Towner, Ypsilanti, 
MI 48198

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Discuss the development of the Justice Project 
Outreach Team; 2.) Describe the ability of a jail diversion pro-
gram to perform outreach into the community; 3.) Appraise 
the ability of a jail diversion program to span the boundar-
ies between the justice system and community-based mental 
health; and 4.) Discuss the use of the Sequential Intercept 
Model to provide a conceptual framework for development 
and continued improvement of a jail diversion program.

SUMMARY:
Washtenaw County was provided a grant by the Michigan 

Department of Community Health to identify the number of 
individuals with mental illness in the county jail.  Through 
the data gathered by the grant, the need was identified for an 
intensive multidisciplinary outreach and case management 
jail diversion team.  Washtenaw County agreed to fund a full 
jail diversion team using the Sequential Intercept Model.  The 
Sequential Intercept Model of jail diversion was selected be-
cause it offers a comprehensive conceptual framework to use 
when considering the interface between the criminal justice 
and mental health systems. J-PORT, the Justice Project Out-
reach Team, was developed using the values and missions of 
an already successful, established, and well-respected outreach 
team in Washtenaw County called Project Outreach Team 
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(PORT). PORT is designed to operate solely as an outreach 
team filling gaps in services for individuals who do not meet 
criteria or who are unable/unwilling to engage in mainstream 
mental health services.  J-PORT uses the same outreach ap-
proach recognizing that individuals cannot take care of their 
mental health or legal situations if they do not have assistance 
with life’s most basic needs: housing, food, and clothing. J-
PORT is able to provide jail diversion at multiple intercept 
points from law enforcement and emergency services to re-
entry from jail and prison.  Efforts have also been focused on 
collaboration and education at all levels of the criminal justice 
system including police and public safety officers, jail staff, 
lawyers, probation and parole officers, and judges. The vision 
of J-PORT is to ensure an appropriate array of treatment for 
individuals with mental illness who interface with the public 
safety and criminal justice system.

REFERENCES:
1. Munetz M, Griffin P: Use of the Sequential Intercept   
    Model as an Approach to Decriminalization of People 
    With Serious Mental Illness. Psychiatry Serv 2006; 
    57:544-549.
2. Osher F, Steadman H: Adapting Evidence-Based Practices 
    for Persons With Mental Illness Involved With the 
    Criminal Justice System. Psychiatry Serv 2007; 58:1472-
    1477.

             Innovative ProgramS: Session 4		
Crisis, Outreach, and Emergency 
Innovations

Friday, October 3                         1:30 p.m.-3:00 p.m.

1. Effectiveness of Hospital Psychiatric 
Emergency Response Teams at Supporting 
People in Crisis
Gregory M. Smith, M.S., Allentown State Hospital, 1600 
Hanover Avenue, Allentown, Pennsylvania 18109, Robert H. 
Davis, M.D.
EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Identify the composition of Response Teams used 
in Pennsylvania State Hospitals; and 2.) Recognize and appre-
ciate the significant differences between a “Gang” approach 
and “Response Team” approach in supporting people in a psy-
chiatric or behavioral crisis.
SUMMARY:
Response teams have been used in psychiatric health care 

since the 1800’s, as a means of supporting people in psychi-
atric distress. Thomas Kirkbride, M.D., was one of the first 
to document the use of teams to manage assaultative situa-
tions at the Pennsylvania Hospital for the Insane in the 1850’s. 
This approach usually involved the largest and strongest staff 
available and typically led to the application of restraint and 
or seclusion. This innovative program will examine the risks 
and benefits between an unorganized effort (Gang approach) 
to response teams and the value of  highly structured team 

processes to crisis management. Most inpatient settings pro-
vide an “all-code” response to crisis situations. However, this 
approach frequently leads to high-risk and traumatizing event 
with great potential for physical injury to patients and staff. 
The Psychiatric Emergency Response Team (PERT) process 
used at the Allentown State Hospital, Allentown, PA, will be 
examined, in detail, with data presented on the effectiveness 
of this approach. The PERT response has been credited for 
its therapeutic approach to crisis management and its success 
at discontinuing the use of seclusion and near elimination of 
mechanical restraint at this 175 bed, urban hospital.

REFERENCES:
1. Smith G., Davis, R., Bixler E, et. al: Pennsylvania State 
    Hospital System’s Seclusion and Restraint Reduction 
    Program: Psychiatric Services 56:1115-1122, September 
    2005.
2. Hardenstine, B: Leading the way toward a seclusion and 
    restraint-free environment, Pennsylvania’s success story.  
    Pennsylvania Department of Public Welfare, Office of 
    Mental Health & Substance Abuse Services, Harrisburg, 
    PA. 2001.

2. Integration of Crisis Services to 
Improve Linkages for Continued Care 
Among Psychiatric Emergency Room 
Patients
Zoya Simakhodskaya, Ph.D., 345 Seventh Avenue, Suite 
1602, New York, NY 10001, Fadi Haddad, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Demonstrate knowledge of how integration of cri-
sis clinics and mobile crisis unit services within a comprehen-
sive psychiatric emergency program improve outpatient fol-
low-up; and 2.) Show the effect mitigates negative outcomes 
for acute psychiatric patients.

SUMMARY:
Review of the current literature shows persistent problems in 

linking emergency or inpatient psychiatric patients to outpa-
tient resources in the community, as well as high rates of re-
admission and recidivism (Bridge & Barbe, 2004). The 1999 
Surgeon General report on mental health states that integrated 
community-based services and continuity of providers and 
treatments are the fundamental elements of effective services 
delivery.  Bellevue Hospital Center Comprehensive Psychi-
atric Emergency Program (CPEP) assesses and treats ap-
proximately 8,000 patients per year.  Its Interim Crisis Clinic 
opened in 2002 and became the first crisis clinic in New York 
State to be integrated within CPEP.  This structure provides a 
unique opportunity to intervene immediately upon discharge 
from the psychiatric emergency service.  Grogan and others 
(2005) showed that shorter wait periods for follow-up outpa-
tient appointment results in a higher likelihood that the patient 
will be successfully connected.  In addition, integrated use of 
the Mobile Crisis Unit and Crisis Clinic provides additional 
continuity of care for patients who are generally resistant to 
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treatment.  This presentation will describe the origin and de-
velopment of the Interim Crisis Clinic, its staffing, and refer-
ral process.  We will characterize the patient population of 
the Interim Crisis Clinic and Mobile Crisis Unit, and provide 
data regarding attendance and follow-up care for our patients 
over the 5 year interval from 2002 to the present.  The com-
prehensive services provided in the Interim Crisis Clinic will 
be described and illustrated through clinical vignettes.  We 
will demonstrate how the immediate scheduling follow-up ap-
pointments, continuity of information and providers, and col-
laboration between psychological, psychopharmacological, 
medical, and social disciplines leads to improved outcomes 
for emergency psychiatric patients.

REFERENCES:
1. Bridge JA, Barbe RP: Reducing hospital readmission in 
    depression and schizophrenia: current evidence.  Current 
    Opinion in Psychiatry 2004; 17 (6): 505-511.
2. Grogan LB, Ross LL, Hoffman WF, Hansen TE.  Interim 
    psychiatric care by emergency staff and completion of 
    outpatient referrals.  Poster presented at the Annual 
    Meeting of the American Psychiatric Association, Atlanta, 
    GA, May 2005.

3.  Emergency Rounds and the Hot List: A 
Crisis Prevention and Harm-Reduction 
Strategy for Individuals Who Are 
Homeless
Raymond Brown, M.D., Homeless Services Program, Office 
of Programs & Policies, 64 New York Avenue, N.E., 4th 
Floor, Washington, DC 20002, Michele May, LICSW, Craig 
Keller, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to: 1.) Describe how to initiate community-level sup-
port and integration for crisis prevention and harm reduction, 
including identifying and responding to various “pitfalls”; 2.) 
Develop basic data fields and systems for tracking at-risk in-
dividuals; and 3.) Develop protocols for action and interven-
tion; 

SUMMARY:
Purpose: To describe and teach a strategy of system inte-

gration and mobile crisis response directed toward homeless 
individuals at greatest risk in the community. Content: The 
Homeless Outreach Program (HOP) in Washington, D.C., has 
been utilizing an integrated, monthly program of Emergency 
Rounds and the Hot List to identify and prioritize homeless 
individuals at risk—especially those living on the streets.  Em-
phasis is placed on periods of the year with extreme weather 
(hypo- and hyperthermia). Emergency Rounds brings togeth-
er a wide-variety of “front-line” service providers (govern-
ment and non-profit). This meeting affords an opportunity to 
highlight consumers at greatest risk concerning their physical 
and psychiatric health. Collateral information is shared, and 
strategies are developed to address stated and possible needs.  
Protocols for action include increased levels of engagement 

to involuntary psychiatric assessment and treatment.  The Hot 
List is composed of individuals deemed to be at risk, and these 
individuals are tracked longitudinally.  In this context, the de-
cision-making matrix changes in a dynamic fashion to meet 
the evolving needs of a given homeless consumer. Method-
ology: HOP will provide a narrative summary of the incep-
tion and evolution of the program, while demonstrating the 
various protocols utilized over the past two periods of extreme 
weather; November 2007-March 2008 and June 2008-August 
2008.  Case studies will be employed and will highlight “suc-
cesses” and “failures.” Results: Data will be presented dem-
onstrating the number of interventions completed during the 
period of study and will focus on issues regarding linkages to 
mental health services, emergency intervention, housing, and 
mortality rates. Importance: Early initiatives for harm-reduc-
tion focused on “client-based” strategies to reduce harm due 
to extreme weather, substance abuse, self-harm, etc.  
REFERENCES:
1. Dennis DL, Cocozza JJ, Steadman HJ: What Do We    
    Know About Systems Integration and Homelessness?  In
    Practical Lessons: The 1998 National Symposium on 
    Homeless Research, U.S. Department of Housing and 
    Urban Development, Washington, DC August 1999, pp. 
    12-1 - 12-25.
2. O’Connell JJ, Mattison S, Judge CM, Allen JH, Koh 
    HK:  A Public Health Approach to Reducing Morbidity 
    and Mortality among Homeless People in Boston. J Public 
    Health Manag Pract. 2005 Jul-Aug;11(4):311-6. 

            Innovative ProgramS: Session 5		
Reaching Our Kids and Families Whatever 
Ways We Can

Saturday, October 4                   1:30 p.m.-3:00 p.m.

1. Innovative Public Affairs Programs of a 
Psychiatric District Branch and a Mental 
Health Coalition: A Model for District 
Branches Nationwide
Lois Kroplick, D.O.,  11 Medical Park Drive, Suite 106, 
Pomona, NY 10970, James Flax, M.D., M.P.H., 11 Medical 
Park Drive, Suite 106, Pomona, NY 10970, Rena Finklestein, 
B.A.
EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to understand how one might form a coalition of psy-
chiatrists, other mental health providers including institutions, 
family members, and consumers. The participant will under-
stand the benefits of these collaborative efforts, as well as see 
examples of numerous successful programs made possible 
through the sharing of resources.
SUMMARY:
In 1996, the RCMHC was founded by the WHPS. A psychia-

trist, and member of the executive council of the WHPS, con-
tinues to be the president of the RCMHC. The RCMHC is an 
umbrella organization composed of representatives from over 
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twenty mental health groups, family members and consum-
ers. The mission of the RCMHC is to destigmatize mental ill-
ness and promote mental health. The RCMHC operates three 
projects that psychiatrists participate in: The Public Forum, 
“Breaking The Silence”, is an event  where invited profession-
als, consumers, and family members openly talk about their 
first hand experiences with mental illness to an audience of 
300 that includes patients, family members, school person-
nel, legislators, representatives of local hospitals, students and 
mental health professionals from all disciplines. The College 
Project is targeted at college students in psychology and nurs-
ing classes. The co-president of  NAMI-FAMILYA of Rock-
land County brings a team of three people to the classroom: a 
mental health professional, a family member, and a consumer. 
The Elementary School Project provides skits performed by 
volunteer high school and college actors to teach about mental 
health and illness to 4th and 5th grade school children, school 
staff and parents. The goal is to encourage expression of 
thoughts and feelings through discussions and artwork. An art 
therapist and mental health clinicians discuss the skits further 
and the children illustrate their feelings and reactions by mak-
ing drawings on a large paper, ultimately creating a mural. 
The (WHPS) operates two public affairs projects: an Infor-
mation Phone Service associated with a 16 page information 
booklet about psychiatry and psychiatrists and Depression 
Screenings. These innovative public affairs projects serve as 
a model for all district branches of how psychiatrists can be 
more effective in their mission to destigmatize mental illness 
and promote mental health by collaborating with others.

REFERENCES:
1. Nelson, G: The development of a mental health coalition: 
    A case study. Am J Community Psychology; 1994; 22(2): 
    229-255.
2. Citrome, L Flax J: Depression Screening at Shopping 
    Malls: The West Hudson Psychiatric Society Experience. 
    Primary Psychiatry; 1996; 72-76

2. A Model for a Multi-Dimensional Mental 
Health System for Children
David C. Lindy, M.D., VNS Community Mental Health 
Services, 1250 Broadway, 22nd floor, New York, NY 10001, 
Neil Pessin, Ph.D., 1250 Broadway, 22nd Floor, New York, 
NY 10001, Jessica Fear, M.A., B.A.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 
be able to identify essential components of a family-
centered, community-based mental health system for 
children, and how they interact.

SUMMARY:
It is well known that children with mental health problems 

are underserved, especially if they are poor and from minor-
ity groups. When services exist, they are often fragmented 
and inadequate to meet needs. The South Bronx, one of the 
poorest sections in New York City’s youngest and poorest 

borough, is dramatically underserved in regard to children’s 
mental health services. For 10 years the Visiting Nurse Ser-
vice of New York’s Community Mental Health Services has 
operated a program in the Mott Haven neighborhood of the 
South Bronx that provides family-centered, short-term, out-
reach-oriented mental health assessment and wrap-around 
treatment for children. We have recently added school-based 
teams to provide mental health consultation and support to lo-
cal elementary and middle schools. We are now starting a chil-
dren’s mental health clinic to provide short-term assessment 
and treatment. Our goal is to create an integrated system of 
care for the children and families of Mott Haven by combin-
ing these separate programs. The model will provide a mental 
health assessment of the child’s psychopathology in the con-
text of family, home, and school, with short-term treatment 
that pursues focused behavioral goals in the clinic, home, and 
school, as indicated. Follow-up will be provided by on-going 
groups for children and parents, as well as therapeutically-
oriented recreational activities. This session will present our 
integrated-system model and preliminary results. Participants 
will be encouraged to share feedback on our presentation, as 
well as their own experiences with children’s mental health 
systems of care.

REFERENCES:
1. U.S. Department of Health and Human Services. Mental 
    Health: A Report of the Surgeon General—Executive 
    Summary. Rockville, MD: U.S. Department of Health 
    and Human Services, Substance Abuse and Mental Health 
    Services Administration, Center for Mental Health Ser-
    vices, National Institutes of Health, National Institute of 
    Mental Health, 1999.
2. Engstrom M, Lee R, Ross R, et al. Children’s mental 
    health needs assessment in the Bronx. New York: New 
    York City Department of Health and Mental Health 
    (2003).

3. Reaching, Educators, Children and 
Parents (RECAP) Vanderbilt
Elliott R. Hill, L.C.S.W., 2625 Piedmont Road, N.E., Suite 
56-502, Atlanta, GA 30324, Annelle B. Primm, M.D., 
M.P.H., American Psychiatric Association, 1000 Wilson 
Boulevard, Arlington, Virginia 22209, Shirley Berry-Yates, 
M.A., M.Ed., Tory Woodard, M.S.N.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Describe the Reaching, Educators, Children and 
Parents (RECAP) Curriculum; 2.)  Recognize how the VMHC 
School-Based program was created, evolved and replicated; 
3.) Increase strategies for achieving “buy-in” from school 
principles and key school personnel to establish and maintain 
an effective school based program; 4.) Explain the relevance 
of cultural and poverty in working in school; and 5.) Identify   
resources that will help them learn more about translating 
there understanding of cultural and poverty.
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SUMMARY:
Most public behavioral health systems and school systems are 

limited in their ability to deliver comprehensive school-based 
mental health services.  The challenges include the lack of 
proven approaches, high case loads, fragmentation of service 
delivery, and interventions that focus on the students without 
significant work with their families, teachers and other school 
staff. In this session, participants will learn about the Reach-
ing Children and Parents (RECAP) Curriculum. RECAP is an 
evidence-based, skills training curriculum developed by Van-
derbilt Mental Health Clinic (VHMC) and used in a VHMC 
school-based mental health program for elementary students 
n the Metropolitan Nashville Public School System. RECAP 
is unique in that it provides mental health services within a 
school system through a mental health system. Participants 
will learn the significance and involvement of parents, teach-
ers and school staff; how the program is implemented in 
Nashville’s Metropolitan School System, serving children 
pre-kindergarten to fourth grade from lower socio-economic 
backgrounds. There will be discussion of the lessons learned 
from creating a Medicaid-funded, school-based program. The 
relevance of culture and poverty in the implementation of a 
comprehensive school-based mental health program will also 
be explored.

REFERENCES:
1. School-Based Mental Health Services: Creating Compre-     
    hensive and Culturally Specific Programs by Bonnie Kaul
    Nastasi, Ph.D., Rachel Bernstein Moore, Psy.D., and Kri-
    sten M. Varjasm, Psy.D. Washington, D.C., American Psy-
    chological Association, 2004.
2. Han, Susan S., Thomas Catron, Bahr Weiss, and Kristen 
    K. Marciel, “A Teacher-Consultation Approach to Social 
    Skills Training for Pre-Kindergarten Children: Treatment 
    Model and Short-Term Outcome Effects,”  Journal of    
    Abnormal Child Psychology,   Vol. 33, No. 6, 2005, pp. 
    681-693.

           Innovative ProgramS: Session 6	

Practice Innovations at the Crossroads: 
Co-Morbidities and Linked Clinical 
Systems

Saturday, October 4                   3:30 p.m.-5:00 p.m.

1. The Usage of Medication and Therapy 
Groups in an Uninsured, Chronically 
Mentally Ill Population
Carol D. Collier, M.D., M.B.A., 405 Whitney Harbor, 
Windsor, CO 80550, Maureen Crawford, R.N., B.S.N., 
Christie Benjamin, B.A., R.N., Frank Nemeth, M.A., BHT1

EDUCATIONAL OBJECTIVES:
At the conclusion of this session,the participant should be 

able to: 1.) Recognize that there is a cost effective way to 
provide medication management and  therapy services to the 
uninsured chronically mentally ill; 2.) Identify appropriate 
candidates for medication and therapy groups; 3.) Recognize 

obstacles to starting a medication group in a non-profit, hos-
pital setting; and 4.) Describe how medication groups can be 
used to increase patient compliance.

SUMMARY:
The shortage of mental health prescribers makes it difficult 

for many of those with chronic mental illness to access care. 
In response to this shortage we have developed a means for 
the uninsured chronically mentally ill and substance abusers 
to obtain continued treatment in a low cost setting. Through 
the use of low cost medication and educational groups we 
have been able to decrease readmissions to our inpatient unit 
with a resultant decrease in inpatient costs, decrease unre-
coverable emergency room costs through a reduction in ER 
visits, increased patient services while minimizing physician 
time outlay, and increased medication compliance. The clients 
served include recently discharged hospital patients, commu-
nity mental health center clients unable to obtain medication 
management visits in a timely manner, community correc-
tional clients, and self-referrals. The groups are comprised of 
those with mental health and substance abuse problems and 
range in age from 12 and 75. They are seen by one of two 
psychiatrists along with two psychiatric nurses and a thera-
pist. Each psychiatrist spends one hour a week seeing 5-10 pa-
tients. The case management is done by ancillary staff which 
average 90 minutes per client a week. A total of 108 clients are 
served in both medication groups. Patients are able to receive 
their medications though samples provided by pharmaceutical 
companies to the hospital outpatient clinic, prescriptions writ-
ten by the doctor, or through pharmaceutical company patient 
assistance programs. The fee to attend the groups is $20 for 
the medication group and $10 for the education group.  The 
program has continued since its initial piloting in 2004. Its 
consistent cost effectiveness has resulted in a 33% reduction 
in ER unrecoverable costs alone.

REFERENCES:
1. Diamond RJ, Little ML: Utilization of patient expertise in 
    medication groups. Psychiatr Q. 1984; 56(1):13-9.
2. Isenberg PL, Mahnke MW, Shields WE: Medication    
    Groups for Continuing Care. Hospital Community Psy-      
    chiatry. 1974; 25:517-519.

2. Perinatal Mood and Anxiety Disorders: 
The Public Health Role of Mental Health 
Providers
Annelle B. Primm, M.D., M.P.H., American Psychiatric 
Association, 1000 Wilson Boulevard, Arlington, Virginia 
22209, Terry Mason, M.D., F.A.C.S.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to; 1.) Describe the negative effects and epidemiology of 
perinatal mood and anxiety disorders; 2.) Identify barriers to 
increased involvement of primary care providers in perinatal 
mental health care; 3.) Discuss the stepped care model and 
the role of disease management and self care; 4.) Recognize 
the need for mental health partnerships with primary care pro-
viders; and 5.) Name a model for fostering increased primary 
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care involvement in perinatal mental health care.
SUMMARY:
Perinatal mood and anxiety disorders are important public 

health issues; they can increase the risk of negative health 
outcomes and affect the mother/infant relationship.  These 
disorders are more common than gestational diabetes and hy-
pertension, disorders for which all pregnant women receive 
screening.  Studies show that without routine screening, peri-
natal anxiety and depression often go undiagnosed; there are 
validated screens and recognized treatments, and clear risks 
when treatment is interrupted.  Because most women with 
these disorders will never see a mental health provider, rou-
tine screening would identify more patients if it is integrated 
into routine prenatal and postpartum appointments.  There are 
models of care for screening, assessment and management of 
mood and anxiety disorders in the primary care setting.  Some 
models support stepped care, which allows milder forms of 
illness to be managed in the primary care setting and limit 
mental health referrals to the more severe cases. This is often 
a more effective use of limited mental health resources.  Il-
linois has introduced screening initiatives and supported this 
through providing provider education (lectures and trainings) 
and support (provider consultation line).  This session will de-
tail the ongoing work of the University of Illinois at Chicago’s 
perinatal mental health project around these issues.

REFERENCES:
1. Smith M, Brunetto W, Yonkers K:TITLE OF ARTICLE. 
    Contemporary OB/GYN April 2004; v49 i4;p58(13).
2. Blake F,:Psychiatry: be vigilant for symptoms of perinatal 
    depression. The Practitioner September 25, 2007; 27.

              Innovative ProgramS: Session 7	

What the Pennsylvania State Hospital 
System Has Shown Us: Reducing Coercion, 
Planning for Long-Term Care, and Using 
Peer Specialists

Sunday, October 5                        8:00 a.m.-9:30 a.m.

1. The Role of Peer-to-Peer Specialists in 
Pennsylvania’s State Hospital System
Gregory M. Smith, M.S., Allentown State Hospital, 1600 
Hanover Avenue, Allentown, Pennsylvania 18109, Gina Kaye 
Calhoun, Glenn Koons 

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to: 1.) Describe the unique role of the Peer-to-Peer 
Specialist in promoting the recovery of people served by the 
Pennsylvania State Hospital System; and 2.) Explain the role 
of the Peer-to-Peer Specialist on the hospital treatment team.

SUMMARY:
In 2005, the Pennsylvania Office of Mental Health Sub-

stance Abuse Services (OMHSAS) gave full endorsement 
to the transformation of its public mental health system with 
significant emphasis on services that facilitate and support 
recovery. The notion of recovery reflects renewed optimism 

about the outcomes of mental illness, including that achieved 
through an individual’s own self-care efforts. Peer Specialist 
Services were defined in Pennsylvania as one of these services 
and their link to the 100 year old state hospital system was 
created. Their role and responsibilities include working with 
the individuals to create personal service plans based on their 
recovery goals and support the person in their decision-mak-
ing. They also work directly with treatment teams in direct 
support of the person being served. More recently, OMHSAS 
was approved by the Centers for Medicare and Medicaid Ser-
vices to begin offering peer support services as a Medicaid 
reimbursable service in Pennsylvania. As a result of this ap-
proval, many inpatient and psych rehabilitative services in the 
Commonwealth have begun the process to offer this important 
service. This innovative program will discus the unique role 
of the Peer Specialists within Pennsylvania’s hospital system 
and the many opportunities and challenges they have con-
fronted with this change.

REFERENCES:
1. Anthony WA: A recovery-oriented service system: setting 
    some system level standards.  Psychiatric Rehabilitation 
    Journal 24:159-168, 2000.
2. President’s New Freedom Commission on Mental Health, 
    Achieving the Promise: Transforming Mental Health 
   Care in America.  Department of Mental Health and Hu-
   man Services,  SMA-03-3832, Rockville, MD, 2003.

2. Effects of Reducing and Eliminating 
Seclusion, Restraint, and Psychiatric 
PRN Orders on Assaults in a Large State 
Hospital System
Gregory M. Smith, M.S., Allentown State Hospital, 1600 
Hanover Avenue, Allentown, Pennsylvania 18109, Robert H. 
Davis, M.D.
EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Describe the changes in Pennsylvania’s State Hos-
pital System and its efforts to decrease and eliminate the use 
of seclusion, restraint and psychiatric PRN orders; and 2.) De-
scribe the effects of this change on hospital safety measures 
including assaults.
SUMMARY:
By the end of 2007 the Pennsylvania State Hospital System, 

(Civil and Forensic services), had decreased its use of seclu-
sion and restraint by 99% when compared to 1997. Currently, 
five of the eight state hospitals no longer permit the use of 
seclusion and one hospital has totally eliminated the use of 
seclusion and mechanical restraint. Floor control physical re-
straint techniques, (prone or supine restraint), are no longer 
permitted in the state hospitals. In 2005 the hospital system 
discontinued the use of PRN order for psychiatric indica-
tions and permitted unscheduled psychiatric medications to 
be administered by STAT order only. This innovative program 
will examine the effects of these changes on hospital safety 
measures including Patient-to-Patient and Patient-to-Staff As-
saults. The options to the use of restrictive measures will also 
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be presented. Data on the use of unscheduled medications and 
restrictive measures in this large hospital system will be dis-
cussed.

REFERENCES:
1. Thapa P et al: PRN orders and exposure of psychiatric in-
    patients to unnecessary psychotropic medications. Psychi-
    atric Services, October 2003.
2. Smith G, Davis, R, Bixler E, et al: Pennsylvania State 
    Hospital System’s Seclusion and Restraint Reduction Pro-
    gram:  Psychiatric Services 56:1115-1122, September
    2006.

3. Pennsylvania’s Community Support 
Planning Process for People With 
Extended Lengths-of-Stay in a State 
Hospital
Gregory M. Smith, M.S., Allentown State Hospital, 1600 
Hanover Avenue, Allentown, Pennsylvania 18109, Gina Kaye 
Calhoun, Glenn Koons

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Identify the unique needs of people with extended 
lengths-of-stay in a state hospital; and 2.) Describe the as-
sessment process used and its use in the development of each 
person’s unique Community Support Plan.

SUMMARY:
In 2004 the Pennsylvania Office of Mental Health and Sub-

stance Abuse established as a systems goal to decrease the 
number of people served in its state hospital system with 2 or 
more years of inpatient care. At the time, that this goal was es-
tablished, more than half the people impatient in the state hos-
pital system had a length-of-residence of 2 or more years. In 
the extreme, more that 30 people had been continually served 
in a state hospital for more than 25-years with one person be-
ing served at a state hospital for more than 45 years. This in-
novative program will discuss the Community Support Plan-
ning (CSP) process used to address the needs of this group of 
special people. Data on the success of this approach will be 
presented. The importance of the Clinical, Peer-to-Peer and 
Family-to-Family Assessments will also be discussed.

REFERENCES:
1. Pennsylvania Community Support Program (CSP); 
    http://www.dpw.state.pa.us/PartnersProviders/Mental
    HealthSubstanceAbuse/003670136.htm; 2007.
2. Responsible State Hospital Downsizing/Closure; A NAMI 
    Southwestern Pennsylvania Position Brief: The Voice, 
    February 2007.
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		             Lecture 1		

Thursday, October 2              10:00 a.m.-11:30 a.m.

The Future of Supported Employment
Robert Drake, M.D., 2 Whipple Place, Suite 202, Lebanon, 
NH  03766

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to describe supported employment and discuss future develop-
ments.

SUMMARY: 
This paper reviews current research on innovative attempts to 

improve the dissemination and effectiveness of supported em-
ployment. The domains of active investigation include: 1.) Or-
ganization and financing of services; 2.) Disability policies; 3.) 
Program implementation and quality; 4.) Motivation; 5.) Job 
development; 6.) Illness-related barriers; 7.) Job supports; 8.) 
Career development; and 9.) New populations. Work in each of 
these areas offers the promise of improving services and out-
comes in the near future.

REFERENCES:
1. Bond, G.R., Drake, R.E., Becker, D.R. An update on random-
    ized controlled trials of evidence-based supported employ-
    ment. Psychiatric Rehabilitation Journal 31:280-290, 2008. 
2. Neuchterlein, K.H., Subotnik, K.L., Turner, L.R., Ventura, 
    J., Becker, D.R., Drake, R.E. Individual placement and sup-
    port for individuals with recent-onset schizophrenia: Integrat-
    ing supported education and supported employment. Psychi-
    atric Rehabilitation Journal 31:340-349, 2008.
3. Drake, R.E., Bond, G.R. The future of supported employment 
    for people with severe mental illness. Psychiatric Rehabilita-
    tion Journal 31:367-376, 2008. 
4. Frey, W., Azrin, S., Goldman, H., Kalasunas, S., Salkever, D., 
    Miller, A., Bond, G., Drake, R. The Mental Health Treatment 
    Study. Psychiatric Rehabilitation Journal 31:306-312, 2008.

                                      Lecture 2

Thursday, October 2              10:00 a.m.-11:30 a.m.

Why the Standard for Involuntary 
Commitment Does Not Matter (Much)
Mark J.  Heyrman, J.D., Edwin F. Mandel Legal Aid Clinic, 
University of Chicago, 1111 East 60th Street, Chicago,  IL  
60637

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to: 1.) Explain why lawyers and other civil libertarians have had 
little to do with the dramatic (and continuing) decline in the rate 
of psychiatric hospitalization, public and private; and 2.) Explore 
and explain the relationship (or lack thereof) between the stan-
dard for commitment and the day-to-day functioning of the men-
tal health system.

SUMMARY: 
Four years ago, Illinois lowered its standard for involuntary 

commitment. One would have expected this change to result in 
an increase in the number of persons committed. Instead, that 

number continued its decade-long decline. To understand this 
phenomenon, one needs to explode the unhelpful myth that de-
institutionalization was primarily the result of either a change in 
mental health laws or the ideological view of persons in the field. 
Rather it was the result of complicated array of funding, clini-
cal and organizational changes. Understanding the forces which 
led to deinstitutionalization is important because it will help us 
to predict what effects, if any, the current interest in increasing 
the use of coercion in the mental health system may have on the 
mental health services system.

REFERENCES:
1. Durham and LaFond, “The Empirical Consequences and 
    Policy Implications of Broadening the Statutory Criteria for 
    Civil Commitment” 3 Yale Law & Policy Review 395 9185.
2. Harcort, “From the Asylum to the Prison: Rethinking the 
    Incarceration Revolution” 84 Texas Law Review 1751 
    (2006).

                                    Lecture 3		

Thursday, October 2                 1:30 p.m.- 3:00 p.m.

New Neurobiological Targets for the 
Treatment of Schizophrenia
Robert  Freedman, M.D., Department of Psychiatry C249-
32, University of Colorado, 4200 E. 9th Avenue, Denver, CO 
80262-0001

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to: 1.) Examine the neurobiology of nicotine use in schizophre-
nia; and 2.) Present new and existing therapeutic discoveries that 
impact cognitive function in schizophrenia.

SUMMARY: 
Dopamine receptor blockade, the current treatment for schizo-

phrenia, has had marked clinical success, but patients neverthe-
less have residual cognitive symptoms.  There is need for new 
therapeutic agents in addition to the dopamine antagonists. Nico-
tinic acetylcholine receptors were identified as possible thera-
peutic targets for schizophrenia, based on neurobiological and 
molecular evidence for deficiencies in expression of a 7-nicotinic 
receptors.  This talk describes the research that led to this hypoth-
esis and the first clinical assessments of the effects of a selec-
tive nicotinic receptor agonist drug in schizophrenia.  Patients 
responded with improved cognition, particularly attention, and 
decreased negative symptoms of anhedonia and alogia.  The se-
lection and testing of new therapeutic agents for schizophrenia is 
a clinically relevant use of new discoveries in molecular genetics 
and neurobiology. The research also suggests that heavy smok-
ing, long considered the bane of mentally ill patients, is a signal 
that their neurobiological deficits are not being fully treated.

REFERENCES:
1. Freedman R, Olincy A, Buchanan RW, Harris JG, Gold 
    JM, Johnson L, Allensworth D, Guzman-Bonilla A, 
    Clement B, Ball MP, Kutnick J, Pender V, Martin LF, 
    Stevens KE, Wagner BD, Zerbe GO, Soti F, Kem WR., 
    Initial Phase 2 Trial of a Nicotinic Agonist in Schizophrenia. 
    Am J Psychiatry. 2008 Apr 1; [Epub ahead of print]  PMID:   
    18381905.
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2. Olincy A, Harris JG, Johnson LL, Pender V, Kongs S, 
    Allensworth D, Ellis J, Zerbe GO, Leonard S, Stevens KE, 
    Stevens JO, Martin L, Adler LE, Soti F, Kem WR, 
    Freedman R., Proof-of-concept trial of an alpha7 nicotinic 
    agonist in schizophrenia. Arch Gen Psychiatry. 2006 
    Jun;63(6):630-8. PMID: 16754836.

                                       Lecture 4		

Thursday, October 2                 1:30 p.m.- 3:00 p.m.

Supporting the Use of Evidence-Based 
Practice in Psychiatry
David A. Pollack, M.D., Department of Psychiatry, UHN-80, 
Oregon Health & Science University, 3181 S.W. Sam Jackson 
Park Road, Portland, OR 97239-3098

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to: 1.) Recognize some of the challenges in defining, developing, 
implementing, and disseminating evidence-based practices in a 
public sector mental health and addiction services system; and 
2.) Discuss the key national initiative to identify and compare 
the most effective treatments of health care conditions, including 
those for mental health and addictions disorders.

SUMMARY: 
The advent of evidence-based practices (EBPs) in psychiatry 

has challenged clinicians, administrators, consumers, and advo-
cates.  Many critics have expressed fears that EBPs could not 
be identified in this field; that much of diagnosis and treatment 
is dependent on too many variables, including the nature of the 
treatment relationship, the subjectiveness and lack of direct ob-
servation of many treatments, and the lack of reliable outcomes 
measures.  Some critics have worried that the use of EBPs would 
be rationalization for limiting costs or denying access to essential 
services and would diminish the quality of care.  Others have 
expressed deep concern that lack of consistency or adherence to 
research-based treatment approaches have put us in a weaker po-
sition, in that they have undermined the confidence that public 
and private payers have in the value and benefits of mental health 
and addiction treatments.  Several states have attempted to tackle 
the challenge of defining and implementing EBPs.  Oregon is 
one notable example because its legislature mandated that most 
public funds for mental health and addiction treatment services 
be provided through evidence-based practices.  At the national 
level, Congress authorized the Agency for Healthcare Research 
and Quality (AHRQ) to develop a program for identifying and 
comparing the effectiveness of treatments for high priority condi-
tions.  These comparative effectiveness reports would be broadly 
reviewed and disseminated to influence health policy decisions 
for patients, providers, and payers.  Mental health and addictions 
conditions are included in the scope of topics that these reports 
will cover. The presentation will describe these efforts: the meth-
ods used, the policy and political challenges, and the lessons 
learned.  The author will encourage the audience to participate 
in such initiatives.

REFERENCES:
1. Intitute of Medicine: Improving the Quality of Health Care 
    for Mental and Substance-Use Conditions. Washington, DC, 
    National Academies Press, 2006.

2. Oregon Addiction and Mental Health Division: Evidence-
    Based Practices website: 2007, http://www.oregon.gov/DHS/
    mentalhealth/ebp/main.shtml.

                                      Lecture 5		

Thursday, October 2                 3:30 p.m.- 5:00 p.m.

Psychohistorical Decisions of Mahatma 
Gandhi
Prakash N. Desai, M.D., M.B.B.S., 1043 N. Lathrop, River 
Forest, IL  60305

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to: 1.) Describe the personal and political decisions Mahatma 
Gandhi made that altered the course of India’s independence 
movement; 2.) Examine these decisions in the context of Indian 
culture and history; and 3.) Discuss the unique interactins between 
a leader and his followers that bring about epochal change.

SUMMARY: 
From a shy and frightened boy who mysteriously transformed 

himself into the universally acclaimed liberator of India, Mahatma 
Gandhi made decisions, personal and political, over a period of 
decades that shaped his struggle against the British Empire both 
in South Africa and India. His self-transformation was triggered 
by a lifelong search for a leader, a Guru, a father figure to con-
solidate himself. A product of his culture, he articulated his needs 
and the needs of his people in idioms that so resonated with the 
masses that he galvanized people into action, and fired them up to 
take on the mighty Raj. His momentous decision to take the vows 
of Brahmcharya (Celibacy) and launch a protest movement on 
the principles of Satyagraha (Truth Force) were the cornerstones 
of his transformation, as well as the cultural symbols onto which 
masses in South Africa and later India, projected their hopes and 
faith. His fight against the oppressive colonials in South Africa 
and India, his call for stikes, his marches and his fasts will be 
discussed in the unfolding of the Indian independece movement 
together with the develomental influences of his childhood, the 
amalgamation of the influences of his mentors in adulthood, and 
his settling on the Hindu scripture, The Bhagvad Gita, and how 
that ultimately led to his apotheosis by the Indian masses.

REFERENCES:
1. Mohandas K. Gandhi (1957), An Autobiography; The 
    Story of My Experiments with Truth. Boston: Beacon 
    Press.
2. Prakash Desai and Hyman Muslin (1998), Triumph and 
    Tragedy:Psychohistorical decisions of Mahatma Gandhi. 
    Delhi:Haranand Press.

                                          Lecture 6		

Friday, October 3                      8:00 a.m.- 9:30 a.m.

Intellectual Disability Through the Life 
Cycle: The Role of the Psychiatrist
Ramakrishnan S. Shenoy, M.D., 1309 Port Elissa Landing, 
Midlothian, VA  23114-7154
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EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to understand the role of the psychiatrist in the treatment of in-
dividuals with intellectual disability and their families from the 
prenatal stage through all the stages of life including old age. 
This includes identification of genetic causes, symptomatic treat-
ments, medication management and appropriate referals to other 
providers.
SUMMARY: 

Intellectual Disability (Mental Retardation) is an evolving field 
in psychiatry. Even though several disciplines deal with the intel-
lectually disabled, the psychiatrist’s role is unique. Psychiatrists 
are often consulted in the prenatal stage when the family deals 
with the possibility of a child with birth defects. Developmental 
delay is a cause of concern in early childhood where the psychia-
trist can evaluate and make appropriate referrals. The turmoil of 
adolescence does not spare the intellectually disabled and behav-
ior problems disrupt the tranquility of the home environment. The 
psychiatrist helps with therapy, behavioral treatment referrals and 
medications if needed. Frequently, disorders like schizophrenia 
and major mood disorders manifest themselves at this stage or 
in early adulthood and psychiatric treatment can alleviate symp-
toms. As the person ages numerous physical ailments can occur, 
frequently linked to the underlying genetic disorder. The psychia-
trist can work with the treating physician to deal with the behav-
ioral aspects of the presenting illnesses. In the later stages of life, 
notably in Down’s Syndrome, dementia of the Alzheimer’s type 
is quite common and here again, the psychiatrist can diagnose 
and treat this condition.

REFERENCES:
1. Alexander D: The Surgeon General focuses the nation on 
    health and mental retardation. The Exceptional Parent 2002; 
    32(5):28-34.
2. Janicki MP, Dalton AJ, Henderson PW: Mortality and mor-
    bidity among older adults with intellectual disability: Health 
    service considerations: Disability and Rehabilitation 1999; 
    21(5): 284-294. 

                                       Lecture 7		

Friday, October 3                    10:00 a.m.-11:30 a.m.

Neuropsychiatry and the Future of 
Psychiatry, Neurology, and Psychiatry
Stuart C. Yudofsky, M.D., 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 evaluation of the concepts of 
psychiatry, neurology, psychoanalysis and neuropsychiatry and 
how conceptual transformations in each discipline have affected 
patient care, stigmatization of the mentally ill, and the public’s 
regard for the respective mental health disciplines; and 2.) Define 
how neuroscience discovery, specifically in the realms of genet-
ics, cellular and molecular biology, and functional brain imaging 
will change and advance the therapeutic armamentarium and ev-
eryday practice of these three mental health disciplines.

SUMMARY: 
What is neuropsychiatry?  As with psychiatry, there is consider-

able disagreement about just what the concept of neuropsychiatry 
encompasses.  Nonetheless, fundamental to any definition of neu-
ropsychiatry is the indelible inseparability of brain and thought, 
of mind and body, and of mental and physical.  As its very name 
implies, neuropsychiatry is a fundamentally integrative and col-
laborative field that eschews specialty-derived reductionistic 
categorizations that recognize and address only circumscribed 
features of a specific brain-based illness.  Rather, the field bridg-
es conventional boundaries imposed between mind and matter, 
between intention and function, and, most importantly, vault the 
guild-based theoretical or clinical schisms between psychiatry 
and neurology.  A prominent focus of neuropsychiatry is the as-
sessment and treatment of the cognitive, behavioral, mood symp-
toms of patients with neurological disorders.  Neuropsychiatrists 
are devoted to the care of patients whose symptoms lie in the 
“gray zone” between the specialties of neurology and psychiatry.  
These symptoms include impairment of attention, alertness, per-
ception, motivation, memory, language, intelligence and impulse.  
Understanding the role of specific brain loci and dysfunctional 
systems in the etiology and treatment of patients with psychiatric 
conditions such as schizophrenia or bipolar illness is of special 
interest to neuropsychiatrists.  Most importantly, neuropsychia-
trists recognize, utilize and prioritize psychosocial factors in-
cluding experiential, interpersonal, societal and spiritual in the 
understanding and care of all of our patients.  Aware that all of 
the aforementioned foci of neuropsychiatry should be integral to 
the practice of both psychiatry and neurology, neuropsychiatrists 
believe that the re-alliance of the two specialties will best serve 
both patients and practitioners. We remain confident that the 
confluence six factors to be discussed will move the two fields 
progressively closer under the intact and integrating concept of 
clinical neuroscience.

REFERENCES:
1. Martin, JB: the integration of neurology, psychiatry, and neu-
    roscience in the 21st century.  Am J Psychiatry 2002; 159:
    695-704.
2. Yudofsky SC, Hales RE:  Neuropsychiatry and the Future of 
    Psychiatry and Neurology.  Am J Psychiatry 2002;  159:1261-
    1264.

                                     Lecture 8		

Friday, October 3                      10:00 a.m.-11:30 a.m.

The Stultifying Influence of Government 
in Addressing Promising, But 
Unconventional New Treatments
Jerry Dincin, Ph.D., 1628 Huntington Lane, Highland Park, 
IL  60035

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to: 1.) Identify chemical and botanical materials, currently made 
unavailable by the Federal Government, that have shown poten-
tial for treating certain psychiatric ailments and quality of life is-
sues; and 2.) Recognize the unusual and intransigent methods the 
government uses to forestall research on these materials, despite 
small foreign studies, strong anecdotal evidence, and hundreds of 
years of use by individuals.
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SUMMARY: 
This lecture will focus on the potential value of numerous bo-

tanical and chemical substances that have shown exciting prom-
ise for treatment of specific disorders, as well as improvement of 
the quality of life in such existential areas as relationships, love, 
sexual intimacy, addiction, and end of life questions. The par-
ticularly intransigent role of the federal gevernment in preventing 
research on these substances will be developed, in detail, and the 
political and cultural forces that support this governmental atti-
tude at the expense so potential health benefits will be related. In 
addition, the effect of substances that are definitely legal, but have 
a monumental negative effect on the health of Americans will be 
contrasted with the extremely modest risk that these promising 
botanical and chemical substances might have.

REFERENCES:
1. Ketamine: Dreams and Realities by Karl Jansen M.D., Ph.D.
2. Psychedelic Perceptions by Thomas Roberts, Ph.D.
 

                                      Lecture 9	
	
Friday, October 3                        1:30 p.m.- 3:00 p.m.

Enhancing the Clinical Effectiveness of 
Psychiatric Services
Philip Wang, M.D., Ph.D., Director, Division of Services and 
Intervention Research, NIMH, 6004 Executive Boulevard, 
Room 7151, MSC 9629, Bethesda, MD  20892-0001

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to: 1.) Define and provide examples of T1 translational research, 
to turn basic science discoveries into new clinical innovations; 
and 2.) Define and provide examples of T2 translational research, 
to turn innovations into practice and informed decision making.

SUMMARY: 
Translational research is urgently needed to turn basic scientific 

discoveries into widespread health gains. This lecture will dis-
cuss one type of translational research-called T1, which is needed 
to take advantage of developments in the basic neurosciences and 
translate them into more efficacious diagnostic, preventive, and 
therapeutic interventions. However, ensuring that interventions 
from T1 research actually benefit patients will require a second 
form of translational research, called T2, to turn innovations into 
everyday clinical practice and health decision making. Recent 
examples of T1 and T2 research, as well as strategies for better 
linking T1 and T2 research agendas will be covered.

REFERENCES:
1. Sung NS, Crowley WF, Jr., Genel M, et al. Central   
    challenges facing the national clinical research enterprise.  
    JAMA. 2003;289(10):1278-1287.
2. Woolf SH, Johnson RE. The break-even point: when med-
    ical advances are less important than improving the fide-
    lity with which they are delivered. Ann Fam Med. 2005;
    3(6):545-552.

                                   Lecture 10		

Friday, October 3                        1:30 p.m.- 3:00 p.m.

Collective Consciousness and Its 
Discontents: Comments on Thinking 
Systems
Mindy J. Fullilove, M.D., New York State Psychiatric 
Institute, Unit 29, 1051 Riverside Drive, New York, NY  
10032-1007

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to: 1.) Describe the concept of collective consciousness; 2.) List 
three advantages of groups working together; 3.) List three prob-
lems faced by all collecting thinking systems; and 4.)  Apply the-
se concepts to a large system, such as an organization.

SUMMARY: 
“Distributed cognition” is widely recognized as a feature of 

groups that work together.  The ability to pool observations and 
solutions make work groups formidable and has contributed to 
the global domination of the human species.  Consideration of 
such systems demonstrates that they are vulnerable to failure at 
predictable points.  These include: inattentional blindness, rate 
distortion, and policy/ideological foreclosure.  In addition, work-
groups within the US system of apartheid operate within the con-
straints and assumptions of its structures.  These ideas have been 
applied to case studies of the AIDS epidemic conducted in 1989, 
1995, and 1999.  The implications for psychiatric practice, par-
ticularly in consult-liaison and organizational consulting, will be 
discussed.

REFERENCES:
1. R Wallace, MT Fullilove, Collective Consciousness and Its 
    Discontents: Institutional Distributed Cognition, Racial Poli-
    cy and Public Health in the United States, Springer, NY, 
    2008.
2. MT, Root Shock:  How Tearing Up City Neighborhoods 
    Hurts America and What We Can Do About It, One World/
    Ballantine Books, New York, 2004, paperback 2005.

                                     Lecture 11	

Friday, October 3                        3:30 p.m.- 5:00 p.m.

The National Partnership: Investment, 
Innovation, and Results in Ending 
Homelessness for Our Most Vulnerable 
and Disabled Neighbors
Philip F. Mangano, United States Interagency Council on 
Homelessness, Federal Center S.W., 409 Third Street, S.W., 
Suite 310, Washington, DC  20024 

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant will recognize 

the key public and private partners, new engagement and housing 
innovations, and quantifiable results in the National Partnership 
constellated by the U.S. Interagency Council on Homelessness 
to prevent and end homelessness, especially for people with dis-
abilities living long-term on the streets and in shelters.
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SUMMARY: 
The mission of the U.S. Interagency Council on Homelessness 

is to create the National Partnership throughout government and 
the private sector to prevent and end homelessness and coordinate 
the Federal response to homelessness, including forwarding the 
goal to end the long-term homelessness of people with disabili-
ties living on the streets and in shelters. The Council has led the 
creation of a National Partnership for results that now includes 
20 Federal agencies, Governors of 49 states, and over 335 May-
ors and County Executives, as well as the business sector, lead-
ers in health care, treatment, law enforcement, and community 
and faith based organizations. Through the Council’s leadership, 
unprecedented interagency and community collaborations have 
been created to ensure that jurisdictional CEO’s extend political 
will to the issue of homelessness, resulting in the first reported 
national decreases in the number of people experiencing street 
homelessness in 20 years. The priority of the Council on the pre-
vention of homelessness and rapid re-housing of people experi-
encing homelessness has focused Federal policy and encouraged 
local results-oriented 10 Year Plans and new investments from 
the public and private sectors.

REFERENCES:
1. Gladwell, M: Million Dollar Murray: Why problems 
    like homelessness may be easier to solve than to manage. 
    The New Yorker; February 13, 2006. http://www.gladwell.
    com/2006/2006_02_13_a_murray.html.
2. The 2005 Achievement Award Winners. (2005) Providing 
    Housing First and recovery services for homeless adults with 
    severe mental illness.  Psychiatric Services, 56(10): 1305. 
    http://www.pathwaystohousing.org/Articles/Publications.
    html.

                                         Lecture 12		

Friday, October 3                        3:30 p.m.- 5:00 p.m.

Neuroscience and Public Health Drug 
Abuse Research
Wilson M. Compton III, M.D., 6001 Executive Boulevard, 
MSC5153, Bethesda, MD  20892-9589

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to recognize the links between clinical approaches and neurosci-
ence principles of learning and memory as they apply to drug 
addiction.

SUMMARY: 
Simultaneous advances in the understanding of developmental 

trajectories culminating in drug abuse and addiction has been 
neuroscience research highlighting the role of memory, learning 
and executive control in the etiology of drug abuse and addiction.  
According to recent epidemiological evidence, the majority of 
individuals with drug use disorders have never been treated and 
treatment disparities exist among those at high risk, despite sub-
stantial disability and comorbidity.  In particular, low treatment 
rates, despite the availability of effective treatments, indicates 
a need for re-examination of current treatment paradigms.  The 
next challenge is to linking these public health drug abuse find-
ings to work elucidating the brain pathways involved in reward 
and reinforcement, memory and learning, executive control, and 

motivation.  Recent research in genetic epidemiology has dem-
onstrated the potential for studies of interactions of genetic and 
environmental factors.  Now, the field needs to focus on linking 
basic science with epidemiology in order to make progress in un-
derstanding these complex health conditions.

REFERENCES:
1. Compton WM, Thomas YF, Stinson FS, Grant BF.  Preva-
    lence, correlates, disability, and comorbidity of DSM-IV drug 
    abuse and dependence in the United States: results from the 
    National Epidemiologic Survey on Alcohol and Related Con-
    ditions.  Archives of General Psychiatry 2007;64:566-576.
2. Compton WM, Thomas Y, Conway KP, Colliver JD.  Devel-
    opments in the epidemiology of drug use and drug use disor-
    ders.  American Journal of Psychiatry 2005;162(8):1494-502.

                                     Lecture 13	        

Saturday, October 4                  8:00 a.m.- 9:30 a.m.

Mental Health Services: Still a 
Challenge
Mildred Mitchell-Bateman, M.D., 1016 First Avenue, 
Charleston, WV  25302

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to: 1.) Discuss the efforts set in motion to meet the crises in men-
tal health services brought to public awareness following WW II; 
2.) Recognize the national effort to establish goals for an acces-
sible system of appropriate care; 3.) Recognize systemic crises 
again and see the need for revisiting goals, and fostering new 
commitment to bring our collective strengths to the tasks of clos-
ing the gaps in current mental health services.

SUMMARY: 
Mental health services, nationwide, are falling short in many 

communities with respect to adequate psychiatric treatment.  The 
inadequate resources for meeting the psychiatric treatment needs 
of returning WW II veterans and for mentally ill citizens in gen-
eral led to “bold” actions to address these needs.  The players 
were many including volunteers from lay venues, mental health 
professionals, non-mental health professionals, and public of-
ficials.  Marvelous programs resulted, including mental health 
law revisions, but the most important policy and philosophical 
changes were not imbedded sufficiently to sustain progress with 
the necessary checks, balances and flexibility to allow for self-
correction as developing knowledge and lessons from experience 
were gained.  Great advances have been made in the diagnosis, 
treatment and rehabilitation of physical and mental illnesses, but 
major obstacles exist that both inhibit further improvement and 
cause loss of gains, causing increased morbidity and prolonged 
rehabilitation.  If “we” fail to recognize the forces impeding our 
ability to deliver quality mental health services and if “we” fail 
to again become enthusiastic participants in planning, executing 
and sustaining the evolvement of appropriate solutions to assure 
quality mental health, who will?

REFERENCES:
1. The President’s (Carter) Commission on Mental Health, Task 
    Panel’s Reports, Executive Summary, Vol. II, 1978.
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2. Mental Health:  A Report of the Surgeon General, 1999.  
    Supt. of Documents, U.S. Printing Office.
3. Swartz, M.S., Swanson, J.W.  Outpatient Commitment: When 
    it improves patient outcomes.  Current Psychiat., Vol. 7, No. 
    4, 2008, 25-35.

                                        Lecture 14	

Saturday, October 4                  8:00 a.m.- 9:30 a.m.

Suicide in Diverse Populations: 
Implications for a Transformed Mental 
Health System
Sean Joe, Ph.D., M.S.W., 1080 S. University, Ann Arbor, MI  
48109

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to: 1.) Describe national trends in racial disparities suicide; 2.) 
Describe racial differences in the national 12-month and life-
time prevalence estimates of suicide ideation, planning, attempts 
among Americans; and 3.) Enhance participants’ knowledge re-
garding racial differences in suicide risk and protective factors, 
notably among Black Americans.

SUMMARY: 
Annually, suicide claims the lives of over 30,000 Americans.  

The Institute of Medicine and the National Strategy for Suicide 
Prevention reports refer to the need for an appreciation of the 
cultural context and the need for culturally-tailored interven-
tions for suicidal behaviors.  As suicide and non-fatal suicidal 
behavior among minorities has increased in the last few decades, 
a burgeoning research literature surrounding these phenomena 
has developed.  This session presents data on racial differences 
in suicide patterns, new research on the prevalence and risk for 
non-fatal suicidal behavior among Black Americans (adolescents 
and adults), highlights factors influencing male vulnerability to 
suicide, and concludes with a discussion of how “personal agen-
cy” and family can be used to create effective services that are 
sorely needed for preventing suicide and treating suicidal males 
and adults.  A framework for understanding cultural factors in 
help-seeking behavior will be discussed and directions for mental 
health services and future research highlighted.

REFERENCES:
1. Joe, S, Baser, R., Breeden, G., Neighbors, H., & Jackson, 
    J (2006).  Prevalence of and Risk factors of Lifetime Suicide 
    Attempts among Blacks in the United States. Journal of the 
    American Medical Association, 296 (17), 2112-2123.
2. Goldston DB, Molock SD, Whitbeck LB, Murakami JL, Za-
    yas LH, Hall GC. Cultural considerations in adolescent 
    suicide prevention and psychosocial treatment. American 
    Psychologist 2008 63(1):14-31.

                                      Lecture 15		

Saturday, October 4               10:00 a.m.-11:30 a.m.

Resilience: A Neglected Aspect of 
Therapy - Taking a Closer Look
Jonathan R.T. Davidson, M.D., 3068 Baywood Drive, 
Seabrook Island, SC  29455

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to: 1.) Define resilience and be familiar with its measurement; 2.) 
Identify and discuss the importance of serotonin, norepinephrine 
and other neurotransmitters/neuropeptides in relation to resil-
ience; 3.) Describe at least three findings which support the dis-
tinction between resilience and neuroticism or related symptoms; 
and 4.) List the effects of antidepressants and other treatments on 
resilience.

SUMMARY: 
Resilience describes the capacity to bounce back and adapt suc-

cessfully following stress. It is not simply the obverse of psychi-
atric symptoms, disability or neuroticism, but provides “added 
value”. Interest in resilience can be traced back to earlier work 
on coping, defenses, homeostasis and plasticity. We now have a 
reasonably good idea of what resilience is, its neurobiology and 
ways in which people may strengthen resilience. Less is known 
about the direct effects of conventional and alternative treatments 
on resilience, but emerging data suggest that drugs, psychothera-
py (CBT) and complementary/alternative medicine (CAM) treat-
ments can strenghten resilience within weeks (“saliostasis” or 
“salutogenesis”). Resilience may protect against PTSD following 
trauma, as well as predict recovery for PTSD and depression. It 
may also serve as an important moderator between genetic pre-
disposition and symptom state after stressful events, as well as 
moderating the effects of early trauma on current symptoms.

REFERENCES:
1. Connor KM, Zhang W. Resilience: determinants, measure
    ment and treatment responsiveness. CNS Spectrums 2006; 11 
    (10 Suppl), 5-12.
2. Charney DS. Psychobiological mechanisms of resilience and 
    vulnerability: implications for successful adaptations to ex
    treme stress. Am J Psychiatry 2004; 161: 195-216.

                                     Lecture 16		

Saturday, October 4               10:00 a.m.-11:30 a.m.

Does Nature Abhor a Category? Thoughts 
on Service to Gays and the Deaf?
Richard C. Pillard, M.D., Boston University School of 
Medicine, 715 Albany Street, Boston, MA 02118

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to improve their understanding of how minority populations (in 
particular gays and the Deaf) can be better served by psychiatry’s 
input in the health care system.

SUMMARY: 
This talk defines two categories of people often identified as 

“handicapped” and/or “mentally ill.”  It discusses the develop-
ment of cultural self-awareness within these groups and their 
rejection of the labels assigned by the dominant culture.  Implica-
tions will be drawn for the provision of medical services to these 
populations highlighting the unique perspective of psychiatry.

REFERENCES:
1. Lynch PE: An Interview with Richard C. Pillard, MD. J Gay 
    & Lesbian Psychotherapy 2003; 7(4):63-70.
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2. Pillard RC:  Homosexuality from a Familial and Genetic 
    Perspective.  In RP Cabaj & TS Stein (eds.) Homosexual-
    ity and Mental Health: A Comprehensive Textbook.  Ameri-
    can Psychiatric Press, pages, 115-128, 1996.
3. Lane H, Pillard RC & French M:  Origins of the American 
    Deaf World.  In R Schulmeister & H Reinitzer (eds.) Progress 
    in Sign Language Research.  Hamburg, Signum-Verlag, pages 
    11-30, 2002.

                                     Lecture 17		
Saturday, October 4               10:00 a.m.-11:30 a.m.

The APA: Your Dues at Work
James H. Scully, Jr. , M.D., American Psychiatric 
Association, 1000 Wilson Boulevard, Suite 1825, Arlington, 
VA  22209

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to: 1.) Appreciate the organization of the major professional As-
sociation in psychiatry and its operation; 2.) List the distribution 
of the efforts and resources; and 3.) Recognize the current legisla-
tive issues affecting the practice of psychiatry.

SUMMARY: 
This lecture will provide an overview of the organization and 

function of the APA and how it advocates for psychiatrists and 
their patients, supports education and research, and prepares the 
Diagnostic Manual (DSM).

REFERENCES:
1. How Your APA Works for You; Psychiatric News, December 
    7, 2007 Volume 42, Number 23, Page 30, American Psychiat-
    ric Association.
2. Do You Know Your APA Area? Psychiatric News, December 
    7, 2007 Volume 42, Number 23, page 41, 2007 American 
    Psychiatric Association.

                                     Lecture 18		

Saturday, October 4                 1:30 p.m.- 3:00 p.m.

How To Be A Successful Community 
Psychiatrist
Carl C. Bell, M.D., Community Mental Health Council, Inc., 
8704 S. Constance Avenue, Chicago, IL 60617-2746

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to: 1.) List the five characteristics of President Kennedy, seven 
additional characteristics of President Carter, and President Bell’s 
ten visions for successful community mental health practice; 2.) 
Create a self-projected time so they can see how they can create 
their own future as a community psychiatrist; and 3.) List Dr. 
Dennis Kimbro’s ten forms of wealth.

SUMMARY: 
Based on his experiences as a President/C.E.O. of a $21 million 

dollar comprehensive community mental health center that he 
helped to build from scratch, Dr. Bell will highlight the core prin-
ciples of community psychiatry that have made him “success-

ful.”  In  addition, he will outline the professional developmen-
tal pathway and time it took that got him to where he thinks he 
is, wherever that may be - allegedly “successful”. The mundane 
skills of diagnosis, treatment, keeping up with a variety of cur-
rent research, understanding systems thinking, strengthening or 
helping mentally well individuals improve their mental wellness, 
putting large societal systems into place to prevent psychiatric 
disorders from developing, studying and practicing leadership, 
management and business.  The challenges and successes of be-
ing “successful” will be discussed regarding maintaining profes-
sional relationships with patients, understanding the complexity 
of human behavior, living with the inevitable errors, understand-
ing the moral, ethical and spiritual obligations and their price, 
dealing with stigma of the patient and the profession, and hitting 
roadblocks. Finally, Dr. Bell will list and briefly discuss Dennis 
Kimbro’s ten forms of wealth.

REFERENCES:
1. Bell CC.  Keeping Promises:  Ethics and Principles in 
    Psychiatric Practice.  In The Art and Science of Psychiatry.  
    Boston: Aspatore Books, 2007, p. 7 - 38.
2. Bell CC. The Sanity of Survival:  Reflections on Commu-
    nity Mental Health & Wellness.  Chicago: Third World 
    Press, 2004.  www.denniskimbro.com.

                                  Lecture 19		

Saturday, October 4                 1:30 p.m.- 3:00 p.m.

Research and LGBT Behavioral Health: 
What We Know and Need to Know
Robert P. Cabaj, M.D., San Francisco Community 
Behavioral Health Services, 1380 Howard Street, Floor 5, 
San Francisco, CA  94103-2652

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the particpant should be able 

to: 1.) State the impact on the expression of behavioral health 
problems that are a result of adjustment to stigmatization; and 2.) 
Describe which behavioral health issues to access and address to 
create an effective clinical intervention for gay men, lesbians and 
bisexual people seeking help.

SUMMARY: 
Homosexuality is considered a normal variation of human sexu-

al expression, on a continuum with heterosexuality and bisexual-
ity. Gay men, lesbians and people who are bisexual--though not 
having a mental illness due to sexual orientation in and of itself-
-have specific mental health issues and concerns that need to be 
addressed for the delivery of the best possible behavioral health 
care. Research over the years has identified areas of concern such 
as higher rates of affective disorders, suicide-related behaviors, 
and substance abuse. There are many areas for future research 
such as effects of cross-cultural issues, impact of same-sex mar-
riage on mental health, parenting effects and so on. The presenta-
tion will review the current research and future directions and 
was a paper that was submitted to the American Psychiatric As-
sociation’s Committee to revise the DSM.
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REFERENCES:
1. Cabaj RP, Stein, TS (eds). Textbook of Homosexuality and 
    Mental Health. American Psychiatric Press, Inc. Washington, 
    DC, 1996.
2. Drescher J, Zuker KJ (eds). Ex-gay Research: Analyzing the 
    Spitzer Study and its Relation to Science, Religion, Politics, 
    and Culture. Harrington Park Press, Binghamton, NY, 2006.

                                       Lecture 20		

Saturday, October 4                  1:30 p.m.- 3:00 p.m.

Auditory Processing Endophenotypes: 
Contributions to Our Understanding of 
Schizophrenia
Jose Canive, M.D., Director, Center for Functional Brain 
Imaging and Psychiatry Research, New Mexico VA Health 
Care, 1501 San Pedro Drive, S.E., Albuquerque, NM 87108-
5153 

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to: 1.) Identify the contributions of auditory processing interme-
diate phenotypes in elucidating the pathophysiology of schizo-
phrenia; and 2.) Recognize new findings obtained via magne-
toencephalography (MEG) in identifying neural generators and 
potential neural circuit of the auditory sensory gating phenom-
enon.

SUMMARY: 
The lack of scientific precision of the schizophrenia diagnosis 

and the not-yet-fruitful search for its pathophysiology have led 
investigators to turn their attention to intermediate phenotypes 
(endophenotypes) to better identify affected brain areas and the 
genetic contributions to established phenomena that may be at 
the heart of the illness. Among the neurophysiological endophe-
notypes, auditory sensory gating has been considered one of the 
strongest.  Yet we know relatively little about its neuronal mecha-
nisms and its clinical meaning. This lecture will: (1) Define the 
concept of endophenotype and briefly review the neurophysi-
ological endophenotypes; (2) Provide a critical review of mecha-
nisms of the auditory gating deficit; (3) Describe new findings 
obtained via magnetoencephalography (MEG) on its neuronal 
sources and circuit; and (4) Discuss the clinical meaning of these 
findings and their importance in the development of new treat-
ment approaches.

REFERENCES:
1. Thoma RJ, Hanlon FM, Moses SN, Edgar JC, Huang MX, 
    Weisend MP, Irwin J, Sherwood A, Paulson K, Bustillo J, 
    Adler LE, Miller GA, Cañive JM:  Lateralization of auditory 
    sensory gating and neuropsychological dysfunction in schizo
    phrenia.  American Journal of Psychiatry, 160(9):1595-1605, 
    2003.
2. Lu BY, Martin KE, Edgar JC, Smith AK, Lewis SF, Escamilla 
    MA, Miller GA, Canive JM:  Effect of catechol O-methyl
    transferase val158Met Polymorphism on the P50 gating endo
    phenotype in schizophrenia.  Biological Psychiatry, 
    62(7):822-825, 2007.

                                    Lecture 21		

Saturday, October 4                  3:30 p.m.- 5:00 p.m.

Sexual Minority Women’s Drinking:
Advances and Gaps in Current Knowledge
Tonda L. Hughes, Ph.D., R.N., Professor, Director of 
Research, National Center of Excellence in Women’s Health, 
University of Illinois at Chicago, College of Nursing, M/C 
802, 845 S. Damen Avenue, Chicago, IL 60612

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to: 1.) Describe advances in understanding of the prevalence and 
risk factors for heavy drinking and drinking-related problems 
among sexual minority women; and 2.) Identify major gaps in 
knowledge related to sexual minority women’s use of alcohol.

SUMMARY: 
Although research among sexual minority women is still in its 

infancy, studies of alcohol use among lesbians date back to the 
1960s and 1970s. Findings from these early studies led research-
ers to estimate that one-third of lesbians had serious alcohol prob-
lems or were alcoholic. Despite well-documented limitations of 
this early research (including samples that were often recruited 
from gay/lesbian bars), the perception that alcohol abuse is a 
problem of major proportions among sexual minority women 
persists in much of the research and clinical literature. In this 
presentation, Dr. Hughes will review research on sexual minority 
women’s drinking, including findings from her work with lesbi-
ans in Chicago, to illustrate both advances and gaps in knowledge 
related to this important mental health issue.

REFERENCES:
1. Abbey, A.; Scott, R.O.; Oliansky, D.M.; ET AL. Subjective, 
    social, and physical availability. II. Their simultaneous effects 
    on alcohol consumption. International Journal of the Addic-
    tions 25:1011-1023, 1990.
2. Caetano, R., and Herd, D. Black drinking practices in North-
    ern California. American Journal of Drug and Alcohol Abuse 
    10:571-587, 1984.
3. Centers for Disease Control and Prevention (CDC), National 
    Center for Health Statistics. National Health Interview Sur-
    vey, 1997-2000. Accessed 2002. Available at http://www.
    niaaa. nih.gov/databases/dkpat27.txt.

                                   Lecture 22		
Saturday, October 4                  3:30 p.m.- 5:00 p.m.

The Trouble with Tough Love: How Boot 
Camps and Other Tough Residential Pro-
grams Hurt Families
Maia Szalavitz, 320 East 86th Street, #2C, New York, NY 
10028

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to: 1.) Identify abusive practices and dangerous, unregulated ad-
olescent residential treatment programs and help parents avoid 
them; 2.) Recognize the history of unregulated “troubled teen” 
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programs and their use of discredited ideas from early addiction 
treatment programs; and 3.) Discuss current plans for legislation 
and federal regulation, as well as alternatives for families.

SUMMARY: 
Tens of thousands of American adolescents are currently held 

in lockdown residential facilities, alternately calling themselves 
“boot camps,” “behavior modification programs,” “wilderness 
programs” and “emotional growth” or “therapeutic” boarding 
schools or academies. Unlike strictly-regulated psychiatric cen-
ters, these facilities commit teens indefinitely without profesional 
evaluation other than ability of the parents to pay.  They claim to 
be able to treat everything from Asperger’s and bipolar disorder 
to addiction despite lack of data and lack of professional staff 
to carry out appropriate care. No diagnosis, conviction or trial 
of less restrictive setting is required before involuntary commit-
ment. In many states, the facilities are completely unregulated.  
Many programs use corporal punishment such as food depriva-
tion, sleep deprivation, stress positions and punitive isolation and 
restraint. This lecture will explore the roots of these programs, 
discuss empirically-supported alternatives and call for federal 
regulation to ensure that youth with mental illness get safe, effec-
tive and humane care.

REFERENCES:
1. Szalavitz, Maia, Help at Any Cost:  How the Troubled-Teen 
    Industry Cons Parents and Hurts Kids.  Riverhead Books, 
    2006.
2. Behar L, Friedman R, Pinto A, Katz-Leavy J, Jones WG, Pro-
    tecting Youth in Unlicensed, Unregulated Residential Treat-
    ment Facilities.  Family Court Review V. 45 No. 3 July 2007 
    399-413.

                                  Lecture 23		

Sunday, October 5                     10:00 a.m.-11:30 a.m.

Grading the States: An Update From NAMI
Anand Pandya, M.D., UCLA Geffen School of Medicine, 
1140 Sunset Vale Avenue, Los Angeles, CA 90069-1713

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should be 

able to: 1.) Describe the focus of NAMI, the National Alliance on 
Mental Illness; and 2.) Identify two key political issues that affect 
the lives of individuals with serious mental illness.

SUMMARY: 
So far in 2008, a variety of mental health crises and opportuni-

ties have developed on state, local and federal levels. Whereas 
the priorities at the beginning of the year included a federal parity 
law and reconsideration of state commitment laws in Virginia, 
the landscape has shifted tremendously since then. This lecture 
by the President of NAMI, will offer an up-to-the-minute review 
of the latest “hot button” issues, including the development of 
a special report that will grade the mental health system of all 
50 states. NAMI is the National Alliance on Mental Illness, the 
nation’s largest grassroots organization for people with mental 
illness and their families. Founded in 1979, NAMI has affiliates 
in every state and in more than 1,100 local communities across 
the country.

REFERENCES:
1. The National Alliance for the Mentally Ill: Grading the States 
    2006: A Report on America’s Mental Health System for the 
    Seriously Mentally Ill. NAMI: Arlington 2006.
2. Pear, R: “Proposals for Mental Health Parity Pit a Father’s 
    Pragmatism Against a Son’s Passion.” New York Times, 
    March 19, 2008.
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 Poster Session 1

Thursday, October 2                8:30 a.m.-10:00 a.m.

The Spectrum Behavioral Health 
Disorders
Moderator: Charles W. Huffine, Jr., M.D.

Poster 1.  Buprenorphine Enhancement to 
an Existing Substance Abuse Treatment 
program
Maninder Singh, M.D., M.B.B.S, Department of Psychiatry, 
VAMC, 100 Emancipation Drive, Hampton, VA 23667, 
Shelita Nicholson-Gillis, MSN, FNP-BC, Sadie Sheafe, 
Ph.D., LCSW, Martin Cruz, Pharm.D., CGP, Leviticus 
Turner, M.S.W., CSAC

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Identify how to get the training and waiver for 
prescribing buprenorphine; 2.) Identify how to incorporate 
buprenorphine treatment into an existing program; 3.) Identify 
issues with procurmentand dispensing buprenorphine; and 
4.) Identify key personel to facilitate psychosocial treatment 
within the program

SUMMARY:
Opiod dependence is a significant problem in the United 

States and is under treated. Only 20 % of patients get help 
in spite of effective treatments being available. The United 
Nations report that worldwide approximately 16 million 
people abuse opiates, but only 7.8% receive treatment. The new 
office based opiate agonists improve access to patients that are 
otherwise reluctant to use the federally supervised Methadone 
or Opiate treatment programs. In 2002, the U.S. Food and 
Drug Administration approved two sublingual formulations 
of buprenorphine for treatment of opiate addiction to be used 
for detoxification and maintenance therapy of inpatients and 
outpatients under the Drug Addiction Treatment Act of 2000.
The Drug Addiction Treatment Act enables physicians with 
eight hours of training to obtain a waiver so that they may 
treat opiate dependent patients in any setting they are licensed 
to practice in.The hope is to allow more patients to get into 
treatment. I will review the assessment of opiate dependence 
and treatment options available and present my experience 
to date with patients on Buprenorphine. I will discuss the 
initiation of a buprenorphine clinic into our facility and the 
four steps essential to a successful implementation. First, you 
must identify the need for the clinic to exist in your facility. 
Second, all staff that will be directly involved with the clinic 
must be thoroughly trained and available prior to the start date. 
Third, you must educate all staff on the use of buprenorphine, 
the primary purpose for the clinic in your facility, and 
the appropriate referral process in your facility. Last, it is 
imperative that once the patient is screened and accepted into 
the buprenorphine clinic that the patient is involved in some 
other form of substance abuse therapy to allow for the best 
potential treatment and outcome.

REFERENCES:
1. Geppert C, Toney G: Outpatient Buprenorphine treatment 
    for opiate dependence. Federal Practitioner July 2005;pg 
    9-34.
2. Substance Abuse and Mental Health Services Administra-
    tion, Center for Substance Abuse Treatment. Clinical 
    Guidelines for the Use of Buprenorphine in the Treatment 
    of Opiod Addiction, a Treatment Improvement Protocol
    (TIP 40).

Poster 2. Buprenorphine Treatment of 
Chronic Pain in a Veteran with Traumatic 
Brain Injury
Adekola Alao, M.D., VA Polytrauma System of Care, 
Veterans Affairs Hospital, Syracuse, NY  13210, Shilpa 
Sachdeva, M.D.,  Catherine Chung, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to understand the role of buprenorphine in treating 
chronic pain among patients with traumatic brain injury.

SUMMARY:
Introduction:  Traumatic brain injury, or TBI, may be the 

signature injury of the war in Iraq. This injury may come to 
characterize this war just as Agent Orange did with the war 
in Vietnam. Pain is a common symptom of TBI and can be a 
significant complication for conscious patients in the period 
immediately following a TBI. Most patients with chronic 
pain are difficult to treat. Furthermore, patients with TBI 
may have other psychopathology and may be on medications 
that can negatively interact with opiates to make the use of 
opiates contraindicated. In this paper, we are describing the 
case of an Iraq veteran with chronic intractable pain and 
headache successfully treated with buprenorphine. Case 
Report:  The patient is a 27 year old single Iraq veteran with 
no previous psychiatric history or substance dependency 
who sustained a blast injury from an improvised explosive 
device (IED) that went off right next to his truck, knocking 
him out unconscious. The blast wave and fragments from 
the explosion fractured his skull, injured his right eye, and 
caused a severe contusion in the left fronto-temporal area of 
his brain.   He was medically evacuated to a combat support 
hospital where he had craniotomy and removal of the IED 
fragments. He continued to recover steadily. Initially, he had 
profound receptive and expressive aphasia In addition to 
his language deficits, neurocognitive examinations revealed 
defects in reasoning, memory, and problem solving skills. In 
addition, he suffered from severe anxiety symptoms mainly 
panic attacks that occurred de-novo and was only controlled 
by a combination of lorazepam 2mg po tid and venlafaxine 
XL 375mgpo q daily. More disabling however is intractable 
headache and shoulder pain that did not respond to adequate 
doses of non-steroidal anti-inflammatory drugs, tramadol, 
NMDA receptor antagonists (amantadine) or gabapentin.  
REFERENCES:
1. Lahz S, Bryant RA. Incidence of chronic pain following 
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    traumatic brain injury Archives of physical medicine and 
    rehabilitation  1996 Sep;77(9):889-91.
2. Sosin DM, Sniezek JE, Thurman DJ. Incidence of mild  
    and moderate brain injury in the United States, 1991. 
    Brain Inj. 1996 Jan;10(1):47-54.

Poster 3. Referenced-EEG Guided 
Medication Predictions in Treatment 
Refractory Eating Disorder Patients
James Greenblatt, M.D., Walden Behavioral Care, 9 Hope 
Avenue, Suite 500, Waltham, MA 02453,  Craig L. Sussman, 
F.N.P., Mariko Jameson, B.S.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to understand how Referenced-EEG may help predict 
more successful psychotropic medications for patients with 
Anorexia Nervosa, Bulimia Nervosa, and Eating Disorder Not 
Otherwise Specified (ED NOS).

SUMMARY:
Objective: Referenced EEG (rEEG) is a technology that 

uses quantitative EEG (QEEG) findings as the independent 
variable to predict medication response.  rEEG provides a 
neurophysiological basis for the identification of psychiatric 
medications for patients with non-psychotic psychiatric 
disorders.  This uncontrolled case study assessed the efficacy 
of rEEG predictions for patients with Eating Disorders.   
Method:  Eight female patients with multiple in-patient or 
partial hospitalizations (7 inpatient, 1 partial) meeting DSM-
IV Criteria for an Eating Disorder consented to baseline 
unmedicated QEEGs.  The rEEG data were used to guide 
psychopharmacological treatment for 6-months.  Clinical 
outcomes were assessed by the treating psychiatrist using 
the 21-Item Hamilton Depression Rating Scale (HDRS) 
and the Clinical Global Improvement (CGI) Scale.  Both 8-
week and 6-month follow ups were recorded.  Results:  All 
patients had between 2 to 10 prior unsuccessful medication 
trials and failed outpatient treatments requiring inpatient or 
partial hospitalization.  For these patients, rEEG predicted 
potential efficacy for medications from the following classes: 
anticonvulsants, antidepressants and stimulants.  HDRS 
scores averaged 38.8 (range 24-47) at baseline and decreased 
to an average of 16.5 (range 7-25) at 8 weeks and 13.5 (range 
5-27) at 6 months.  CGI scores improved to an average of 2.0 
at 8 weeks reflecting  a ‘much improved’ change; followed 
by another improvement at 6 months resulting in an average 
CGI of 1.38, representing a CGI category between ‘very 
much improved’ (score of 1) and ‘much improved’ (score 
of 2).  Conclusion: This trial demonstrated an improvement 
in Eating Disorder symptoms by using medications selected 
through the use of rEEG predictions.  Improvements in both 
HDRS and CGI scores were evident at 8-weeks and 6-months. 
Referenced-EEG may provide a critical adjunct to treating 
patients with Eating Disorders.

REFERENCES:
1. Suffin SC, Emory WH.  Neurometric subgroups in atten-   

    tional and affective disorders and their association with 
    pharmacotherapeutic outcome.  Clin EEG Neurosci 1995; 
    26: 76-83.
2. Suffin SC, Emory WH, Guitierrez N, et. Al., A QEEG 
    Method for Predicting Pharmacotherapeutic Outcome in 
    Refractory Major Depressive Disorder, J of Physicians and 
    Surgeons, In Press.

Poster 4. Prevalence of Impulse Control 
Disorders in a College Sample
Brian Odlaug, B.A., University of Minnesota, Department of 
Psychiatry, Ambulatory Research Center, 606 24th Avenue, 
South, Suite 602, Minneapolis, MN 55454, Jon E. Grant, 
M.D., J.D., M.P.H.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be, 

1.) Identify the prevalence of impulse control disorders among 
college students; and 2.) Recognize that certain impulse 
control disorders are more common in men, while others are 
more common in women.

SUMMARY:
Introduction: Impulse control disorders (ICDs), including 

pathological gambling, kleptomania, intermittent explosive 
disorder, trichotillomania, pyromania, compulsive sexual 
behavior, and compulsive buying, are relatively common 
in both clinical and inpatient psychiatric samples, however, 
limited information is available regarding their prevalence 
in the general population.  The aims of the present study 
are to provide prevalence estimates for a college population 
and highlight gender differences. Methods: The Minnesota 
Impulsive Disorders Interview, a screening instrument 
with excellent classification accuracy, was modified into 
an anonymous self-report version and distributed to 3,945 
collegiate students at two private colleges in the Midwest.  
All surveys were to be returned in an anonymous drop-
box at one school and via campus mail at the other school.  
Demographic variables, including age, gender, ethnicity, and 
sexual orientation, were also included on the survey.  Results: 
A total of 791 (20.1%) surveys were returned (67.9% female).  
Overall, 10.4% of the sample screened positive for at least 
one ICD.  The most common ICDs were trichotillomania 
(3.9%), compulsive sexual behavior (3.7%), and compulsive 
buying (1.9%).  Male students reported higher rates of 
gambling (2.0%), compulsive sexual behavior (6.7%), 
intermittent explosive (1.2%) and pyromania (1.6%).  Female 
students endorsed higher rates of compulsive buying (2.6%), 
trichotillomania (4.1%), and kleptomania (0.6%). Discussion:  
The overall high rate of ICDs in a college sample suggests 
that theses behaviors are common among young adults and 
that certain ICDs may affect males and females differently.  
Colleges should be aware of how common these behaviors are 
within the student population and provide appropriate clinical 
services to treatment-seeking students.

REFERENCES:
1. Grant JE, Levine L, Kim D, Potenza MN: Impulse control 
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    disorders in adult psychiatric inpatients. Am J Psychiatry 
    2005 Nov; 162(11):2184-2188.
2. Kessler RC, Chiu WT, Demler O, Merikangas KR, Walters 
    EE: Prevalence, severity, and comorbidity of 12-month 
    DSM-IV disorders in the National Comorbidity Survey 
    Replication. Arch Gen Psychiatry 2005 Jun; 62(6):617-
    627.

Poster 5. The Sleep Quality Scale and 
the Medical Outcomes Study Sleep 
Scale in Subjects with Fibromyalgia: 
Psychometric Evaluation and Mediation 
Effects
Supported by the World Psychiatric Association
Joseph Cappelleri, Ph.D., M.P.H., Pfizer Inc, Global 
Research and Development, Eastern Point Road (MS 8260-
2222), Groton,  CT 06340,  Andrew G. Bushmakin, M.S., 
Susan Martin, M.S.P.H.,  Charles D. Petrie, Ph.D.,  Ellen 
Dukes, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to 1.) Describe the measurement properties of two sleep 
scales for patients with fibromyalgia; and 2.) Recognize the 
differential effect of pregabalin on sleep benefit--a direct 
effect separate and distinct from the mediated effect through 
improvement in pain.

SUMMARY:
Objective: Investigate the application of the multi-domain 

Medical Outcomes Study (MOS) Sleep Scale and the one-item, 
10-category Sleep Quality Scale in subjects with fibromyalgia 
(FM). Method: Data were obtained from two double-blind, 
controlled Phase 3 studies with pregabalin (300, 450, 600mg/
d) in approximately 1500 FM subjects. For the MOS Sleep 
Scale, confirmatory factor analyses, Cronbach alphas, and 
corrected item-to-total correlations were undertaken at 
baseline and follow-up. Clinical important differences were 
estimated using the Patient Global Impression Scale. A 
mediation model was undertaken to identify and explicate the 
mechanism that underlies an observed relationship between 
treatment and sleep outcomes. Results: In most instances, the 
Bentler’s Comparative Fit Index (CFI) on the MOS Sleep 
Scale was >=0.9, indicating acceptable model fit.  Cronbach’s 
alphas increased over time for the multi-item domains on 
Sleep Disturbance (range: 0.78-0.87), Sleep Somnolence 
(0.71-0.78), and Adequacy (0.36-0.77). For Sleep Quality, 
estimated test-retest reliability based on seven pre-treatment 
days was 0.91. Clinical important difference on the MOS 
Sleep Disturbance domain and the Sleep Quality Scale were 
estimated to be 7.9 and 0.83, respectively. Mediation models 
showed that pregabalin directly improved sleep disturbance and 
sleep quality. Approximately 66 to 80% of the improvement 
in Sleep Disturbance and 43 to 61% of the improvement in 
Sleep Quality were the direct result of pregabalin not related 
to the pain. Conclusion: The structure of the MOS Sleep 
Scale is confirmed in patients with FM. In general, the scale’s 
internal consistency reliability is satisfactory except for earlier 

assessments on the two-item Adequacy domain. The Sleep 
Quality Scale as measured has high test-retest reliability. On 
both scales, clinical important differences manifest themselves. 
Much improvement in Sleep Disturbance and in Sleep Quality 
comes directly from pregabalin.

REFERENCES:
1. Kline RB: Principles and Practice of Structural Equation 
    Modeling, Second Edition. NY: the Guilford Press, 2005.
2. Arnold LM, Crofford LJ, Martin SA, et al: The Effect of
    Anxiety and Depression on Improvement in Pain in a 
    Randomized, Controlled Trial of Pregabalin for Treatment 
    of Fibromyalgia. Pain Medicine, 2007: 8(8):632-638.

Poster 6. Behavioral Phenotype With 
a Degenerative Course Leading to 
Institutionalization
Vivek Prasad , M.D., IUPUI Psychiatry Department, 1111 W. 
10th Street, Indianapolis, IN 46202, Susanne Blix, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to identify different types of aggression, and medications 
used to treat it, as well as identify common reasons to consult 
for concerns of a metabolic or genetic disease associated with 
the behavioral phenotype.

SUMMARY:
Behavioral phenotypes are a characteristic pattern of 

motor, cognitive, linguistic and social abnormalities which 
are associated with biological disorders. In some cases, this 
constitutes a psychiatric disorder with aggression as a primary 
aspect. Aggression has a wide differential and is difficult to 
manage. A deeper insight into such disorders is necessary for 
improved care as psychiatric symptoms profoundly impact 
long-term quality of life. As such, the new multi-axial system 
proposed in the DSM-V Research Agenda includes an axis 
surrounding the behavioral phenotype of an illness.

REFERENCES:
1. Borthwick-Duffy SA, Eyman, RK. Who are the dually 
    diagnosed?  Am J Ment Retard 1990; 94:586-595.
2. O’Brien G. Behavioural Phenotypes in Adulthood. Psy-    
    chiatry 2006; 9 (5): 331-336.

poster 7. Correlation of Post-traumatic 
Stress Disorder (PTSD) Severity With Hope 
in Male Military Veterans With Chronic 
PTSD
Antony Fernandez, M.D., McGuire VAMC (116A),1201 
Broad Rock Boulevard, Richmond, VA 23249, James 
Poindexter, M.S.N, Lynn Satterwhite, A.N.P., John Lynch, 
Ph.D., Victor Vieweg, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Examine and characterize Hope as measured by 
the HHI; 2.) Recognize and diagnose veterans with low hope 
and severe PTSD; 3.) Correlate findings of severity of PTSD 



posters

26

as measured by PCL_M. with Hope as measured by HHI; and 
4.) Facilitate the identification of those who may benefit from 
adjunctive focused interventions.

SUMMARY:
Methods: 39 patients enrolled in our PTSD program 

completed the (HHI), a self-report instrument designed to 
assess Hope. We calculated HHI total score. Study variables 
included (1) age, (2) HHI score (3) PCL_M score, and (4) race. 
The Herth Hope Index (HHI) an adapted version of the Herth 
Hope Scale (HHS0 is a concise, simple and psychometrically 
sound instrument with an alpha co-efficient of 0.97 with a two 
week test-retest reliability of 0.91 (Herth K,1992). The Post- 
Traumatic Stress Disorder Checklist (PCL) is a 17-item self-
report measure of the 17 DSM-IV symptoms of PTSD. The 
PCL has been used in the rating of PTSD symptoms and the 
reliability and validity of the PCL with a variety of samples 
with excellent sensitivity and specificity, internal consistency, 
test-retest reliability, convergent validity, and discriminant 
validity (Weathers F et al, 1993; Blanchhard, J, 1996.)  PCL-
M is the military version. Results: The mean age was 58.21 
± 8.29 years. 72% of our sample was African American. The 
mean HHI score was 34.70 ± 6.68, suggesting low levels of 
hope in this veteran sample. Statistical analysis was carried out 
using Pearson’s correlation coefficient. There was statistically 
significant correlation between severity of PTSD (as measured 
by the PCL_M) and HHI (p<0.05). Discussion: In conclusion, 
this study makes contributions to the burgeoning literature 
regarding the inclusion of spirituality and hope in the panoply 
of domains that can be affected adversely by traumatic 
experiences. Veterans continue to seek mental health services 
to obtain answers to existential questions concerning the 
meaning and purpose to their traumatic combat experiences 
and their subsequent lives, mental health services should 
consider addressing spiritual losses and instill hope as an 
integral part of treatment. Conclusion: The HHI is a concise 
clear and practical tool for screening adults with PTSD for 
different levels of hope. 

REFERENCES:
1. Herth, K.: Abbreviated instrument to measure hope: Deve-  
    lopment and psychometric evaluation. Journal of Advan-
    ced Nursing, 1992; 17, 1251-1259.
2. Blanchard, E. B., Jones-Alexander, J., Buckley, T. C., 
    Forneris, C. A.: Psychometric properties of the PTSD 
    Checklist (PCL). Behaviour Research and Therapy,1996; 
    34, 669-673.

pOSTER 8  Prolonged Benzodiazepine 
Withdrawal Delirium
Vasant Dhopesh, M.D., University and Woodland Avenue, 
Philadelphia, PA 19104, Gregg E. Gorton, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to diagnose prolonged benzodiazepine withdrawal 
delirium and be able to treat it.

SUMMARY:
While benzodiazepine withdrawal delirium lasting few 

days to a week is well known, prolonged and intermittent 
benzodiazepine withdrawal delirium is poorly known. We 
report in detail the history and hospital coarse of two patients 
who, in spite of treatment, developed intermittent  delirium 
lasting four to five weeks. The literature on benzodiazepine 
withdrawal will be reviewed and treatment and prognosis will 
be discussed.

REFERENCES:
1. Petursson H. The benzodiazepine withdrawal syndrome 
    Addiction, 1994 Nov 89 (11): 1455-9.
2. Zalsman G. Hermesh H. Munitz H. Alprazolam 
    withdrawal delirium: A case report. Clin Neuropharmacol.  
    1998 May-June 21 (3) 201-2.

poster 9. Co-morbid Factors for Patients 
with Human Immunodeficiency Virus 
(HIV): A Retrospective Chart Review 
of Substance Use, Noncompliance, and 
Psychiatric Disorders
Rachel Houchins, M.D., 15 Medical Park, Suite 141, 
Columbia, SC 29203, Kimberly B. Rudd, M.D., David 
Henderson, M.D., April Carpenter, M.D., Rukhsana Mirza, 
M.D., Divya Ahuja, M.D., Meera Narasimhan, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Identify the prevalence of substance abuse and 
psychiatric disorders in patients with HIV in Columbia, SC; 
2.) Examine the effect of partial or non-compliance and its 
correlation with demographic and clinical characteristics; and 
3.) Identify future needs and directions for research.

SUMMARY:
High rates of substance abuse and psychiatric disorders 

among HIV-infected individuals have been documented 
in multiple studies. Substance abuse in this population is 
frequently associated with co-morbid depression, anxiety, 
and other severe mental disorders. A number of studies have 
found that active substance users are more likely to report 
HAART non-adherence and have lower reduction in HIV-
RNA compared to former drug users or those who never used 
drugs. However, few studies have addressed gender or socio-
demographic variables and their implications on treatment 
compliance.  Therefore, an IRB approved retrospective chart 
review of 424 HIV positive patients seeking treatment at the 
Ryan White Clinic in Columbia, SC was completed.  Data 
collected included age, gender, race, medical conditions, 
psychiatric diagnoses, substance abuse, income, medications, 
CD4 count, and viral load.  Compliance information was 
recorded for medication and appointments.  Results showed 
that the population studied was mostly male 60% and black 
83%.  Substance users were more likely to be male 73% 
and black 92.5% versus non substance abusers. High rates 
of substance abuse and psychiatric diagnoses were found in 
the population (24.9 and 19% individually and 16.4% with 
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comorbid diagnosis.)  Correlations showed factors associated 
with compliance for patients who were not substance abusers 
included a positive correlation between medication compliance 
and a higher CD4 count (CC.223-.657).  Patients who were 
substance abusers did not have this correlation, indicating that 
substance abusers, even if compliant with medications, had a 
much poorer outcome.  Correlations for compliance were not 
significantly different among any demographic group.

REFERENCES:
1. Center for Disease Control and Prevention (2002). Cases 
    of HIV infection and AIDS in the United States, 2002. 
    HIV/AIDS Surveillance Report, 14, 1-48.
2. Lucas, G. M., Cheever, L.W., Chaisson, R. E., and Moore, 
    R. D. (2001). Detrimental effects of continued illicit drug 
    use on the treatment of HIV-1 infection. Journal of 
    Acquired Immune Deficiency Syndrome, 27, 251-259.

poster 10. Body Dysmorphic Disorder 
Treated With High Doses of Sertraline:  A 
Case Report
Mahboob Aslam, M.D., M.S., 322 Augur Street, #3, Hamden,
CT 06517, Paramus, NJ 07652

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to recognize that Body Dysmorphic Disorder may 
respond to high doses of sertraline.

SUMMARY:
Body Dysmorphic Disorder is a somatoform disorder 

characterized by excessive preoccupation with a minor or 
imagined defect in physical appearance. Treatment of BDD 
is usually a challenge. It is generally a chronic condition 
with waxing and waning course but rarely full remission(1). 
Emerging data consistently indicates(2) that SSRI are often 
efficacious, however several case reports indicated that 
after initial improvement on SSRI there was recurrence of 
symptoms. We report a case of BDD who responded well to 
high dose of sertraline and maintained the response in long-
term follow-up. CM is an 18 year old Caucasian male who had 
been excessively worried about his distorted facial features 
since his early teens. He avoided social contacts because of 
his appearance concerns. He was brought to the ER after his 
neighbors complained of unbearable foul smell coming from 
his apartment. It was found out that his toilet was clogged and 
due to his preoccupation, he would not allow the plumber to 
enter his bathroom and hence started defecating in plastic bags. 
On admission, patient was started on sertraline 50 mg which 
was titrated up gradually to the max dose. After two months 
his anxiety about his appearance decreased and he started 
participating in social activities. After 6 months of treatment 
with sertraline his improvement is maintained. According 
to this case report we suggest sertraline at high doses could 
prove effective in the treatment of BDD, provided the side 
effects are monitored and tolerated.

REFERENCES:
1. Phillips KA. Body dysmorphic disorder: clinical aspects 
    and treatment strategies. Bull Menninger Clin. Fall 1998;
    62(4 Suppl A):A33-48.
2. Hollander E, Aronowitz BR. Comorbid social anxiety 
    and body dysmorphic disorder: managing the complicated 
    patient. J Clin Psychiatry. 1999;60 Suppl 9:27-31.

Poster 11. The Legal Hallucinogen in the 
U.S.A.
Lorerky Ramirez Moya, M.D., 12769 Dunks Ferry Road, 
Philadelphia, PA 19154

EDUCATIONAL OBJECTIVES:
At the conclusion of this case presentation, the participant 

should be able to recognize the psycho active stimulant and 
hallucinogenic effects of salvia divinarum (SD), an herb in 
the mint family from Southern Mexico, which is becoming 
increasingly popular among adolescents in U.S.A.

SUMMARY:
Salvia divinarum is an herb originally used by Mazateca 

Indians for its hallucinogen effects for rituals of divination 
and healing. It is becoming increasingly popular among non 
traditional users. Salvia divinarum is a highly selective full 
agonist at the kappa opiate receptor. It is associated with 
depersonalization, laughter and a feeling of levitation. It 
also could have long-term consequences such as experiences 
hallucinations or other neuropsychiatry symptoms such as 
déjà vu. It has been banned in many countries, yet it remains 
legal in most states in the U.S.A. and is easily accessible 
by Internet.The following case report describes a 20-year 
old male patient with a history of cannabis and his (salvia 
divinarum) abuse. He presented to ER services because he 
was paranoid about friends and his mother and believed that 
two friends completed suicide when in fact they had not. This 
patient’s presentation and constellation of symptoms suggest 
that use of SD could result in previously undocumented, long-
term sequelae. However, laws in the U.S.A .do not prohibit 
cultivating nor consuming SD. Due to easy accessibility, 
SD is becoming popular among adolescents and, therefore, 
SD introduces a new substance about which health care 
workers should be informed and long-term  effects should be 
investigated.

REFERENCES:
1. Bucheler R. etc. Use of non –prohibited hallucinogenic 
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    psychiatry 2005, 38: 1-5.
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poster 12.  Gender Identity Disorder in 
Parent-Child Relationships
Heather Church, M.D., B.S., 92 Forbes Quay, Dublin, 
Ireland, Donal O’Shea M.D., FRCPI, James V. Lucey M.D., 
Ph.D.
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EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Assess transgendered parents’ relationships with 
their children; 2.) Recognize how being a transgendered 
parent affects various aspects of their role as a parent; and 
3.) Identify how being a parent affects both the time taken to 
transition and level of transition from one gender to another.

SUMMARY:
About a third of people with Gender Identity Disorder (GID) 

are parents. They are a unique cohort in the population of 
people with GID as they have their child(ren) to consider. 
Objective: To describe the relationship between parents with 
GID and their child(ren) and to understand how being a parent 
affects transitioning from one gender to the other. Methods: 
Fourteen parents with GID completed the Index of Parental 
Attitudes (IPA). An IPA score of greater than 30 indicates 
parent-child relationship difficulties (range 0 to 100). The 
authors also conducted the SCID-I to establish other Axis I 
disorders. Results: We assessed 12 male to female (MtF) and 
2 female to male (FtM) parents with GID residing in Ireland. 
In total, 14 GID parents had 28 children. Three children had 
no relationship with their GID parent. The other 25 children, 
as reported by the parent, had good relationships with their 
children, and these 25 children’s average IPA score was 6.4 
(range 0-25). Twelve GID parents (86%) believed that being 
a parent had no effect on their desired level of transitioning, 
while 2 were influenced not to transition. Eleven GID parents 
(79%) reported that being a parent had increased the time 
taken to commence transitioning, 2 have stopped transitioning 
altogether, while 1 cited no effect on time. Additional 
contributing factors affecting gender transition included 
their relationship with their partners, working environment, 
other family members, societal pressures, physical ailments 
preventing having hormones/surgery, religious beliefs and 
other Axis-I diagnosis that cause discomfort. Conclusion: 
Parents with GID reported either a positive relationship (n=11) 
or no relationship (n=3) with their children. Being a parent 
prolonged overall transitioning time in people with GID and 
affected achieved level in transitioning.

REFERENCES:
1. Di Ceglie D, Freedman: A Sranger in my Own Body: Aty-
    pical Gender Identity Development and Mental Health. 
    London, UK, Karnac Books, 1998.
2. Tully B: Accounting for Transsexualism and Transhomo-
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Poster 13. Effect of Lisdexamfetamine 
Dimesylate on Sleep Quality in Adults 
With Attention-Deficit/Hyperactivity 
Disorder
Supported by Shire Development, Inc. 
Gregory Mattingly, M.D., Washington University School of 
Medicine, 660 S. Euclid Avenue, St. Louis, MO 63110, David 
Goodman, M.D., Lenard Adler, M.D., Richard Weisler, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to describe the effect of short-term treatment with 
lisdexamfetamine dimesylate on sleep quality in adults with 
attention-deficit/hyperactivity disorder.

SUMMARY:
Introduction: Sleep problems (e.g., insomnia, sleep apnea, 

and nocturnal motor activity) are common in adults with 
attention-deficit/hyperactivity disorder (ADHD).  This ana-
lysis evaluated the effect of lisdexamfetamine dimesylate 
(LDX) on sleep quality in adults with ADHD. Methods: This 
double-blind, parallel-group, 4-week forced-dose escalation 
trial enrolled adults with a DSM-IV-TR diagnosis of ADHD. 
Subjects were randomized to placebo, 30, 50, or 70 mg/d 
LDX. The Pittsburgh Sleep Quality Index (PSQI), a self-rated 
questionnaire, assessed sleep quality over 1 month. Seven 
components (sleep quality, sleep latency, sleep duration, 
habitual sleep efficiency, sleep disturbances, use of sleep 
medication, and daytime functioning) were rated from 0 (no 
difficulty) to 3 (severe difficulty). A global score >5 out of 21 
defined poor sleep quality. A decrease in PSQI score indicates 
improvement in sleep quality. Results: A total of 420 subjects 
were randomized (62 placebo, 119 LDX 30 mg/d, 117 LDX 
50 mg/d, 122 LDX 70 mg/d). The mean baseline global PSQI 
score was 5.77 for LDX and 6.27 for placebo. At endpoint, 
least squares (LS) mean change from baseline global PSQI 
scores was not significantly different between LDX and 
placebo (LDX -0.8 vs. placebo -0.5, P=.327). Baseline scores 
for the 7 PSQI components ranged from 0.1 to 1.3, and none 
was significantly different from placebo. At endpoint, the 
daytime functioning component (trouble staying awake/loss 
of enthusiasm) showed a significant improvement in LS mean 
change from baseline to endpoint for LDX compared with 
placebo (LDX -0.4 vs. placebo 0.0, P<.005). LS mean changes 
from baseline to endpoint for the other 6 PSQI components 
ranged from -0.2 to 0.0, and none was significantly different 
from placebo. Conclusions: LDX was not associated with 
detrimental effects on overall sleep quality and it significantly 
improved daytime functioning in adults with ADHD.
Supported by funding from Shire Development Inc.
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poster 14. Pathological Gambling and 
Comorbid Substance Dependence:  A 
Shared Disorder or Separate Addictive 
Processes
Dwight Smith, M.D., Boston Medical Center, Dowling 7, 
850 Harrison Avenue, Boston, MA 02118, Elvin Hernandez, 
M.D., Deyadira Baez-Sierra, M.D., John A. Renner, M.D.
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EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to: 1.)  Describe how the diagnostic criteria for pathological 
gambling were modeled after those of substance dependence, 
and recognize the common and unique features of each;  2.)  
List personality traits shared in substance dependence and 
pathological gambling; and 3.)  Recognize the differing roles 
that affective states play in cravings and subsequent relapse in 
substance dependence and pathologic gambling.

SUMMARY:
Background:  Pathological gambling and substance depend-

ence have many common features and are frequently regarded 
together in a continuum of addictive or impulse control 
disorders.  The DSM-IV criteria for each of these syndromes 
emphasize similar features, with the criteria for pathological 
gambling being largely modeled after substance dependence.   
The shared criteria and frequently similar clinical presentations, 
and the repeated finding that the prevalence of pathologic 
gambling is greatly elevated in individuals with substance 
dependence has led many clinicians to conclude that both 
syndromes are manifestations of a common underlying disorder 
with similar risk factors and etiology. Methods:   A literature 
review of Medline from 1990 to 2007 was conducted with 
the keywords substance dependence, pathological gambling, 
and comorbidity.  The results were reviewed for articles which 
pertained directly to shared features or dissimilarities between 
pathologic gambling and substance dependence. Results:  The 
majority of the articles emphasized similarities between the 
two disorders suggesting a common underlying pathology.  
Shared personality traits, most notably heightened impulsivity 
and sensation seeking with difficulties accepting delayed 
reinforcement were noted by several authors.  Affective states 
and related subsequent cravings which drive both substance 
dependence and pathologic gambling may be different in each 
of these disorders, with lack of positive affect implicated in 
cravings for gambling activity and avoidance of negative 
affect of greater importance in substance use. Conclusions:   
Recognition of the common pathologic processes and risk 
factors underlying substance dependence and pathological 
gambling is important in treatment planning and therapy.  
Equally as important is the recognition of the potential 
differences in the affects and circumstances surrounding 
cravings and relapse, which are frequently at the core of these 
disorders.

REFERENCES:
1. de Castro, V., Fong, T., Rosenthal, R. J., & Tavares, 
    H. (2007). A comparison of craving and emotional states 
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POSTER 15:  Are Atypical Antipsychotics 
Abuseable or Addictive?  A Focus on 
Quetiapine.
Dwight Smith, M.D., Boston Medical Center, Dowling 7, 
850 Harrison Avenue, Boston, MA 02118, Ronald Bugaoan, 
M.D., John A. Renner, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.)  Compare the pharmacologic properties and effects 
of quetiapine to those of known addictive and abuseable drugs; 
2.)  List the common forms of quetiapine misuse by itself and 
in combination with other drugs; and 3.) Identify several risk 
factors and potential warning signs associated with quetiapine 
misuse.

SUMMARY:
Background:  Quetiapine, a second generation antipsychotic 

approved for the treatment of schizophrenia and bipolar disorder, 
is currently widely used not only for these conditions but also 
for its sleep-promoting and anxiolytic properties.   Quetiapine 
is not a controlled substance and in pre-clinical studies it did not 
show any addictive properties.  This has led to its common use 
in the treatment of substance abusing populations.  However, 
a number of case reports and  anecdotal clinical experiences 
have emerged in which quetiapine is misused through either 
intranasal or intravenous administration, or in combination 
with other illicit drugs.  Recent articles have called for further 
studies examining quetiapine’s subjective effects and its use 
in combination with other drugs to evaluate its potential for 
misuse and dependence. Methods:  A literature review of 
Medline from 1996 – 2007 was conducted with the keywords 
quetiapine, abuse, misuse, and dependence.  Online sources 
in which individuals describe recreational experiences with 
quetiapine were reviewed.   Manufacturer’s data regarding the 
abuse potential of quetiapine was evaluated. Results:  Five 
case reports and one article describing the misuse of quetiapine 
at a correctional institution were found.  There were 24 online 
“testimonials” describing recreational use of quetiapine.  Three 
of the five case reports involved incarcerated individuals.  The 
majority of testimonials described their attempted recreational 
experiences with quietapine as being unpleasant and dysphoric. 
Conclusions: Quetiapine does not have the euphoriogenic 
or reinforcing properties commonly associated with drugs 
of abuse or dependence.  In certain individuals it may have 
hallucinogenic effects, either by itself or in combination with 
other drugs.  Given its widespread availability there exists 
some potential for diversion and misuse, especially among the 
incarcerated, however, true abuse or addiction is unlikely.

REFERENCES:
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Poster 16.  The Incidence of Substance 
Abuse Among Adults With Disabilities 
Compared With that in the General U.S. 
Residential Population
Dwight Smith, M.D., Boston Medical Center, Dowling 7, 850 
Harrison Avenue, Boston, MA 02118, Raymond E. Glazier, 
Ph.D., Ryan Kling, M.A., John A. Renner, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.)  Define psychiatric and physical disability in both 
practical and legal terms; 2.) Describe the National Survey 
on Drug Use and Health and the methodology of this study 
with its inherent strengths and limitations; and 3.)  Recognize 
the differences in incidence rates of substance abuse among 
disabled and non-disabled adults and discuss possible 
explanations for these findings.

SUMMARY:
Background:  There are published reports that alcohol and 

other substance abuse (SA) are more common among persons 
with disabilities than in the general population.  In fact, a 
number of studies have asserted that the incidence is twice 
as high.  Yet hard data are difficult to obtain because surveys 
like the Current Population Survey (CPS) that have clear 
markers for disability status do not track SA. Methods:  We 
examined data from the 2006 National Survey on Drug Use 
and Health (NSDUH) to compare the incidence of four SA 
factors – habitual cigarette smoking, binge drinking, frequent 
marijuana use, and frequent abuse of several drugs (cocaine, 
heroin, and methamphetamine) – for adults with disabilities 
compared with the non-disabled adult residential population, 
as well as younger persons (18-29) compared against all 
adults with disabilities. While the NSDUH does not have a 
question set on Disability, we created a Disability marker by 
pooling all persons who:  1.) Reported a work disability; 2.) 
Were under 65 (non-aged) and Medicare-eligible; or 3.) Were 
adults under 65 receiving SSI benefits (for poor and disabled). 
Results:   Persons with disabilities were found to be much less 
likely to engage in any of the 4 SA behaviors than the non-
disabled adult population, and these findings were statistically 
significant for all but marijuana use.  Similarly, adults with 
disabilities were less likely than younger non-disabled 
persons to engage in any of the 4 SA behaviors, though the 
finding was statistically significant only for alcohol abuse. 
Discussion:  The results of this investigation, showing a lower 
than expected incidence of SA in individuals with disability, 
differ significantly from earlier studies.  Either: a.) Previous 
estimates may be exaggerated; b.) Adults with disabilities 
living with their families may be less prone to SA, or c.) The 
NSDUH recording process does not accurately capture these 
data. Travel funding from Abt Associates Inc.

REFERENCES:
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poster 17.  Obstacles to Creating a 
Screening Program for Post-Traumatic 
Stress Disorder in the New York City 
Homeless Shelter System
Elizabeth Streicker, B.A., 450 Clarkson Avenue, Box 163, 
Brooklyn, NY 11203, Danielle Baek, B.A., Ava Liberman, 
B.A.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to: 1.) Consider the impact of other participating 
organization’s administrative issues on your project; 2.) 
Recognize the differences between a top-down and bottom-
up approach in working in the community setting; and 3.) 
Appreciate the importance of input from the workers in the 
community who are working with the underserved.

SUMMARY:
Of the estimated 34,465 people in New York City homeless 

shelters, as many as 25% have mental illnesses. In order to help 
address these high rates of psychiatric illness, we designed 
a screening program for post-traumatic stress disorder and 
substance abuse in the homeless population using funding 
we obtained from the American Psychiatric Foundation’s 
Helping Hands Grant. In our first attempt, we contacted a not-
for-profit organization in Brooklyn that provided a continuum 
of employment, education, and housing to 30,000 homeless 
individuals yearly. This group oversees a 70-bed women’s 
shelter and has ties to PPOH, a group of psychiatrists offering 
on-site psychiatric services at 37 different agencies throughout 
New York City. We worked with the director of the organization 
for four months but eventually the organization stated they 
were no longer interested in the project and withdrew. Aware 
that we would lose our funding if we did not find another site, 
we proceeded to establish a relationship with another affiliate 
of PPOH. This second group focuses primarily on foster-care 
and housing placement for the homeless; two of their facilities 
work specifically with the mentally ill. In this second model, 
we began our discussions early with on-site staff. We found 
that speaking directly with all levels of staff at the two shelters 
secured a stronger relationship with the organization as a 
whole. Our close communication allowed the shelters’ case 
managers to give us feedback about the clients who they felt 
were in most need of our screening assessments and allowed 
us to understand the needs of their clients. Recognizing the 
errors in our first approach to setting up a study, we took a 
more proactive leadership role on our second attempt.  In the 
community setting, a bottom-up grassroots approach rather 
than a top-down approach was necessary to properly identify 
the needs of the organization, implement our project, and help 
the underserved.
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poster 18.  The Development of the 
Prognostic Propensity Score:  A Method 
to Identify the Optimal Treatment When 
Heterogeneous Treatment Effects are 
Present
Dana Stafkey-Mailey, Pharm.D., 1722 Esplanade, #3, 
Redondo Beach, CA 90277

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to understand the use of the Prognostic Propensity Score 
(PPS) and the significant advances this method can provide to 
evidence-based medicine.

SUMMARY:
Objective: Clinical evidence is often reported as an average 

treatment effect across a large population.  This is appropriate 
if all patients experience the same effect from a treatment.  
However, more often, different patients experience different 
outcomes on the same medication.  If this is true, then averaging 
the effects of treatment obscures the outcomes received by 
most patients.  It also makes it difficult for physicians to 
utilize this evidence to select the most appropriate treatment 
for their individual patients.  An essential step towards 
optimizing therapy is to provide evidence that recognizes 
inter-individual differences in drug response.  Methods: A 
prognostic propensity score (PPS) method is introduced.  The 
PPS is defined as the expected outcome (on control) given the 
individual’s covariates.  To calculate the PPS we regress the 
outcome of interest on the covariates for only those patients 
treated with the control (Drug A).  Using the coefficients from 
this model and the patient characteristics, we then compute the 
PPS for each patient assuming that every patient is a member 
of the control group.  We identify if treatment effects vary 
across subgroups by partitioning patients by PPS into strata and 
calculating the treatment effect within each stratum.  We repeat 
this analysis using the alternative treatment (Drug B) as the 
control.   Identifying and comparing the stratum that receives 
the optimal benefit from each treatment we determine which 
patient characteristics are uniquely associated with success for 
the individual treatments.  Results:  To demonstrate the use of 
the PPS, we use a sample of California Medicaid beneficiaries 
diagnosed with schizophrenia.  Results of this study indicate 
that it is possible to identify unique predictors of treatment 
success for the individual antipsychotics.  Conclusions:  The 
outlined approach will allow physicians to more accurately 
prescribe the most beneficial antipsychotic treatment for each 
and every patient.
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poster 19.  Possible Biomarker for 
Substance Use Disorder in AD/HD Patients: 
Managing Risk and Maximizing Benefit
Arnold Mech, M.D., Clinical Research Manager, The Mech 
Center, 7500 San Jacinto Place, Plano, TX 75024

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to propose QEEG testing when selecting therapeutic 
agents used in managing AD/HD in patients. 

SUMMARY:
Patients with AD/HD are at greater risk for developing 

Substance Use Disorders (SUDs) as compared to the general 
population. AD/HD remains both under-diagnosed and 
controversial. There are legitimate concerns about treating 
such patients with amphetamine and related Schedule II 
stimulants and most recently a call for EKG testing of all 
pediatric patients selected to receive stimulant medication.  
A bio-marker for response to non-DA treatment of AD/HD 
would be highly desirable. This subtype could avoid the risk 
of exposure to such DA agents as amphetamine and yet have 
a high probability of both success and safety. QEEG testing 
demonstrates 90% selectivity in differentiating “stimulant-
responsive” AD/HD patients from normal controls.  Normal 
theta-to-beta ratio (TBR) in AD/HD may identify a subset of 
AD/HD patients who may not benefit or may have adverse 
events from typical stimulants.  Identifying patients with 
normal TBRs may reduce the risk of AD/HD treatment in 
patients at risk for SUD.  Avoidance of amphetamine in favor 
of agents characterized by an alternative proposed mechanism 
of action such as Schedule IV modafinil could lower the risk 
of such exposure for perhaps 1/3 of AD/HD patients showing 
a normal TBR on QEEG testing.
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poster 20. Evaluation of Cardiovascular 
Effects of Lisdexamfetamine Dimesylate 
Treatment in Adults With Attention-
Deficit/Hyperactivity Disorder
Supported by Shire Development, Inc. 
Richard Weisler, M.D., University of North Carolina at 
Chapel Hill, Campus Box 7160, Chapel Hill, NC 27599, 
Timothy E. Wilens, M.D., David Goodman, M.D., Lenard 
Adler, M.D., Gwendolyn Niebler, D.O., Joseph Biederman, 
M.D.
EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Evaluate the effects on systolic blood pressure, 
diastolic blood pressure, and pulse after 4 weeks of treatment 
with lisdexamfetamine dimesylate (LDX) in adults with 
attention-deficit/hyperactivity disorder (ADHD); and 2.)  
Evaluate the effects on electrocardiogram parameters from 4 
weeks of treatment with LDX in adults with ADHD.
SUMMARY:
Introduction: We assessed the cardiovascular effects of the 

prodrug stimulant lisdexamfetamine dimesylate (LDX) in 
adults with attention-deficit/hyperactivity disorder (ADHD). 
Methods: Adults aged 18 to 55 years with ADHD were 
randomized to placebo (n=62), or 30 (n=119), 50 (n=117), or 
70 (n=122) mg/d LDX, respectively, for 4 weeks, with the 
latter 2 groups undergoing forced-dose titration. ECGs and 
measurements of systolic (SBP) and diastolic (DBP) blood 
pressure and pulse were performed pretreatment and weekly 
thereafter. Results: In the placebo, 30, 50, and 70 mg/d LDX 
groups, LS mean (95% confidence interval [CI]) SBP changes 
from baseline to endpoint were -0.5 (-2.6, 1.5), 0.8 (-0.7, 2.3), 
0.3 (-1.2, 1.8), and 1.3 (-0.2, 2.7) mm Hg, respectively, and LS 
mean (95% CI) DBP changes were 1.1 (-0.5, 2.7), 0.8 (-0.4, 
2.0), 1.1 (-0.1, 2.3), and 1.6 (0.4, 2.7) mm Hg, respectively. 
There were 3 SBP (>=150 mm Hg from <150 mm Hg) outliers 
(1 in the 30 and 2 in the 70 mg/d groups) and 15 DBP (>=95 
mm Hg from <95 mm Hg) outliers (1, 5, and 9 in the 30, 50, 
and 70 mg/d groups, respectively). LS mean (95% CI) changes 
in pulse from baseline to endpoint for the 4 groups were 0.0 
(-2.2, 2.2), 2.8 (1.2, 4.4), 4.2 (2.6, 5.9), and 5.2 (3.6, 6.8) bpm, 
respectively, and there were 4, 31, 43, and 26 pulse outliers, 
respectively, defined as >=(mean+2•SD) or <=(mean-2•SD). 
LS mean (95% CI) changes in ECG QTc-F interval were -0.3 
(-4.1, 3.4), 4.0 (1.3, 6.8), -1.8 (-4.6, 0.9), and 2.7 (0.0, 5.4) 
msec, respectively. No QTc-F interval exceeded 480 msec or 
changed >=60 msec on treatment. There were no clinically 
meaningful ECG abnormalities. LS mean differences were 
significant for pulse (P<.05 vs. placebo), but not for any SBP, 
DBP, or QTcF comparisons. Conclusion: Small increases in 
LS mean pulse were observed with LDX in a dose- dependent 
fashion. LDX had no clinically meaningful effects on SBP, 
DPB, or ECG parameters. Supported by funding from Shire 
Development Inc.
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poster 21. Inhibiting HIV Brain Entry
Ajay Bhatia, M.D., 1670 Upham Drive, OSUMC, 
Neurosciences Building, Columbus, OH 43210
EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to: 1.) Recognize the importance of blood brain barrier 
(BBB) integrity loss in contributing to CNS pathology during 
HIV infection; 2.) Identify the role of NMDA-mediated 
glutamate signaling in HIV neuropathogenesis and in BBB 
integrity; and 3.) Asses the potential for memantine, an NMDA 
inhibitor, to lower CNS complications from HIV.
SUMMARY:
Introduction: Two CNS sequelae of HIV, a] HIV-associated 

dementia (HAD) and b] Minor Cognitive Motor Disorder 
(MCMD) are related to BBB impairment. Low-risk pro-
phylactic treatment with memantine may mitigate the course 
of a] and b] by strengthening BBB integrity. Methods: 
Literature analysis. Results: Presynaptic neurons regulate 
astrocytic control of CNS microcirculation and thereby 
BBB integrity. HIV infection compromises that integrity: 
1] Basal levels of HIV infected CD4+ cells cross the BBB 
and  2] activate perisynaptic astrocytes which then enhance 
synaptic glutamate by reduced reuptake; 3] here, it binds 
NMDA receptors on presynaptic neurons, which in turn 
release glutamate themselves [glutamate amplification path]; 
this glutamate binds to astrocyte metabatropic glutaminergic 
receptors (mGluR) releasing dilation factors at astrocytic 
endfeet surrounding CNS capillaries, and glutamate here binds 
to NMDA receptors on interneurons, releasing nitric oxide 
(NO); 4] released dilation factors and NO dilate capillaries, 
increasing BBB porosity,  and 5] more HIV infected cells can 
enter the brain, leading to a second positive feedback cycle. 
Excess, prolonged diltion results in BBB disruption, allowing 
increased HIV brain entry, and ultimately a] and b]. Discussion: 
It may be possible to strengthen BBB integrity in HIV with 
memantine.  Memantine displaces and occupies Mg+2’s site 
at the external Ca+2 channel opening of the NMDA receptor, 
forming a tighter plug than the more easily displaced Mg+2.  
This impedes Ca+2 entry per channel opening. By NMDA 
inhibition (step 3] above), memantine may help break both 
feedback loops, helping maintain BBB integrity. Conclusion: 
Psychiatrists should be aware of HAD and MCMD in HIV, that 
astrocytes are critical to BBB integrity, that memantine may 
represent benign prophylactic treatment helping to maintain 
BBB integrity.
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poster 22. A Randomized Controlled Trial 
Evaluating the Efficacy of Acupuncture 
as a Treatment for Post-traumatic Stress 
Disorder in a Military Population
Charles Engel, M.D., M.P.H., Uniformed Services University 
of the Health Sciences, Department of Psychiatry, 4301 
Jones Bridge Road, Bethesda, MD 20814, Elizabeth Harper 
Cordova, M.A., David Benedek, M.D., D.F.A.P.A., Kristie 
Gore, Ph.D., Elizabeth Osuch, M.D., Thomas Grieger, M.D., 
D.F.A.P.A., Christine Choate, Ph.D., Wayne Jonas, M.D., 
Robert Ursano, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Explain the background and rationale for the study; 
2.) Describe the methodology and sample; and 3.) Identify the 
results, limitations, and future directions for research.

SUMMARY:
Introduction: Post-Traumatic Stress Disorder (PTSD) is a 

debilitating condition affecting approximately 7%-8% of the 
adult population.  It is associated with social and occupational 
impairment, co-morbid diagnoses, and increased health 
care utilization.  Evidence suggests that 10-17% of soldiers 
returning from the Iraq War experience PTSD in the year 
following deployment, and many others have subthreshold 
PTSD symptoms. Yet soldiers often do not seek care because 
of stigma and lack of confidence in existing treatment options.  
Acupuncture, if effective, may be a more accepted form of 
PTSD treatment.  It has been successfully used to treat 
stress, anxiety, and pain in a variety of settings, but remains 
unstudied in war veterans. We sought to assess the efficacy 
of acupuncture (versus usual care) for PTSD among military 
personnel. Methods: Four weeks of twice weekly manualized 
Chinese medicine acupuncture were administered. Soldiers 
diagnosed with PTSD were randomized to acupuncture (ACU) 
or usual care (UC) with 12 weeks of follow-up. Primary 
outcome  was PTSD symptom severity measures by the PTSD 
Checklist (PCL). Secondary outcomes were depression (BDI) 
and functioning (SF-36). 42 of 55 (76%) randomized soldiers 
provided complete follow-up data. Results: Compared to UC, 
the mixed regression model found ACU was associated with 
a significantly greater decrease in PTSD symptoms, which 
was maintained through the 12-week follow-up (treatment X 
time, F (3, 128) = 10.92, p < .001).  Mean PCL decreases 
were 19.4  (±11.7) at end treatment and 19.8 (±13.6) at 12-
week follow-up in ACU vs. 4.0 (±12.3) at end treatment and 
9.7 (±13.1) at 12-week follow-up in UC.  Similar patterns of 
improvement were seen with symptoms of depression and 
psychological functioning. Conclusion: Brief acupuncture 

offers short-term benefit over usual care for military personnel 
with PTSD. Future studies should evaluate longer follow-up 
and acupuncture components.

REFERENCES:
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    schlag, R: Acupuncture for Posttraumatic Stress Disorder: 
    A Randomized Controlled Pilot Trial. J Nerv Ment Dis 
    2007; 195:504-513.
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poster 23. Predictors of Improvement 
in Functional Disability in Adolescent 
Psychiatric Inpatients
Philip Harvey, Ph.D., Professor of Psychiatry and Behavioral 
Sciences, Emory University School of Medicine, 
Woodruff Memorial Building, 101 Woodruff Circle, Suite 
4000, Atlanta, GA 30032, David L. Pogge, Ph.D., Liza 
Maldari, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant will 

have an increased understanding of: 1.) The predictors of 
improvement in functional disability associated with inpatient 
treatment in adolescents; and 2.) The relative importance of 
clinical as compared to cognitive improvements associated 
with antipsychotic treatment

SUMMARY:
Background: Functional disability in psychotic disorders 

is correlated with cognitive impairments and treatment of 
cognitive impairments have been hypothesized to potentially 
improve functional outcomes. These relationships hold up in 
both adults and adolescent populations. Much less is known 
about these relationships in nonpsychotic conditions and there 
is essentially no information about  the relative importance of 
treatment of cognitive impairments, relative to symptomatic 
changes, for improving functional outcomes.  Methods:  
Hospitalized adolescent inpatients (n=106) who received their 
first treatment with antipsychotic medications were examined 
with clinical (depression, psychosis, mania, and disruptive 
behaviors), cognitive, and intellectual assessments, and 
ratings on a scale of functional disability ( The HONOSCA) at 
the time of admission and 120 days after discharge.  Results:  
Statistically significant (p<.05) improvements were found 
for clinical symptoms, functional disability, and cognitive 
performance from baseline to endpoint.  Regression analyses, 
controlling for IQ scores, found that a composite measure of 
clinical change accounted for 37% of the variance in functional 
improvements from admission to 120 day follow-up (p<.001), 
while cognitive changes accounted for 1% of the variance 
in those change scores. Adjusting scores for medication 
adherence and subjective satisfaction with treatment did 
not influence these results. Conclusions: In nonpsychotic 
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adolescent patients with low levels of cognitive impairments 
at baseline, improvements in cognitive functioning were much 
less important than clinical changes for improving functional 
disability.

REFERENCES:
1. Harvey PD, Patterson TL, Potter L, Zhong K, & Brecher 
    M. Improvement in Social Competence with Short-Term 
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    Competence, Social Cognition, and Neuropsychological 
    Functioning  Am  J Psychiatry 2006; 163: 1918-1925.
2. Gowers, S.G., Harrington, R.C., Whitton, A., Lelliott, P., 
    Beevor, A., Wing, J. et al. Brief scale for measuring the 
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poster 24.  An Open Label Trial of 
Oxcarbazepine for Eating Disorders: Case 
Series and Review of the Literature
Parinda Parikh, M.D., New York Presbyterian Hospital-
Payne Whitney Westchester Division, Weill Cornell Medical 
College, 21 Bloomingdale Road, White Plains, NY 10605, 
Elinore Kelly, R.N. , Saurabh Kaushik, M.D., Dennis 
McNabb, M.S.W, Katherine Halmi, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Identify and understand the recent research on the 
association between impulsivity and eating disorders (anorexia 
nervosa and bulimia nervosa); 2.) Assess the treatment options 
that would benefit patients with eating disorders and comorbid 
impulsivity and the risks of treating this patient subgroup.

SUMMARY:
Oxcarbazepine is effective in treating bipolar disorder and 

in controlling impulsive behavior and mood instability in 
patients with borderline personality disorder. The mechanism 
of action includes hippocampal serotonergic stimulation. There 
is an association between subthreshold bipolar disorder and 
eating disorders in adolescents and between hypomania and 
binge eating behavior in adults. As bulimia nervosa(BN) and 
anorexia nervosa binge/purge type(AN-b/p) are associated with 
impulsivity and serotonergic dysregulation, we hypothesized 
that oxcarbazepine will improve these symptoms. This study 
describes a multidimensional assessment of impulsivity in 
patients with eating disorders: 6 with BN and 2 with AN-b/
p. All patients and parents of adolescents provided informed 
consent to take oxcarbazepine and have study evaluations. 
The self-report questionnaire Barratt’s Impulsiveness Scale-
version 11(BIS-11) and Clinical Global Impression(CGI)(noted 
by the first author) were administered at baseline and then 
every 4 weeks for 12 weeks. Four adolescents and four adult 
patients, ages 15-35 years received 12 weeks of flexible 
dose oxcarbazepine(dose range 300-1200 mg/day) with 
weekly psychotherapy. The primary outcome measure was 

impulsivity using the BIS-11. Safety, tolerability and adverse 
effects were assessed on a weekly basis. Statistical analysis 
was done using SPSS 13 with repeated measures ANOVA. 
There was statistically and clinically significant improvement 
between baseline and endpoint CGI and BIS-11 total scores 
and its subscales: Self-Control scores, Cognitive Stability 
scores, Attentional Impulsivity scores, Motor Impulsivity 
scores and Nonplanning Impulsivity scores. Oxcarbazepine 
is generally well tolerated and efficacious for impulsivity 
related symptoms in BN and AN-b/p. These findings warrant 
confirmation by randomized, double-blind, placebo-controlled 
studies for its efficacy in treatment of eating disorder patients 
with binging/purging symptoms.

REFERENCES:
1. Klein M, Bardone-Cone A, Peterson C, Joiner T, Mitchell 
    JE, Steiger H. Impulsivity and compulsivity in bulimia 
    nervosa. Int J Eat Disord. 2005 Oct 6.
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poster 25.  Adapting and Evaluating 
Dialectical Behavior Therapy for 
Transitional Youth With Severe Mental 
Illness in a Residential Setting
Vanessa Vorhies, B.A., M.S.S.W., 4101 N. Ravenswood, 
Chicago, IL 60613, Teresa Hardin, LCPC, CRC, CADC

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to describe DBT and its tenants, understand how DBT 
was effectively adapted for transitional youth with SMI, 
learn preliminary outcomes of the pilot study, and acquire 
knowledge of best practices that can be applied to this unique 
population.

SUMMARY:
Introduction: Dialectical Behavior Therapy (DBT) is 

recognized as an evidenced-based treatment for borderline 
personality disorder (BPD). DBT emphasizes problem-solving 
and change with acceptance strategies. With transitional 
youth in residential settings, DBT is associated with decreases 
in self-injurious behaviors and hospitalizations (Sunseri, 
2004), as well as increases in social networks, intentionality, 
and over-all functioning (Radfeldt, 2005). DBT was further 
adapted for female transitional youth with mental illness living 
in 2 supported residences, the majority of who are African 
American and Latina females, wards of the state, and some of 
whom are parenting. The DBT pilot study hypotheses include: 
1.) Increases in distress tolerance, mindfulness, problem 
solving skills, service utilization, and independent living 
skills; and 2.) Decreases in hospitalizations, life-interfering 
behaviors, and childcare issues.  Methods: The pilot study 
employs a retrospective review of data starting 3 months prior 
to DBT participation, in addition to, a quantitative review 
of behavioral outcomes and psychosocial assessment scores 
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over 6 months of DBT participation. Clinical records, diary 
cards, and scales, such as the Kentucky Mindfulness Scale are 
used. Results: The pilot study is in the initial stages of data 
collection as the implementation of the adapted DBT model is 
the primary focus of the clinical teams. As of September 2008, 
data from a small sample of DBT participants (approx. n=12) 
will be analyzed. Process measures reveal challenges and 
opportunities for DBT implementation with transitional youth. 
Discussion: The adaption and implementation of DBT in a 
residential setting posed a number of challenges, but appears 
to have had a positive influence on participants. Best-practice 
suggestions include emphasis in gaining administrative and 
staff buy-in, consistent and continual trainings, and the use of 
creativity in engaging youth in services.

REFERENCES:
1. Rakfeldt, J. (2005). Dialectical behavior therapy with tran-   
    sitional youth: Preliminary findings. Best Practices in   
    Mental Health, 1(2), 61-76.
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poster 26.  Delirium With Catatonic 
Features: A New Sub-Type?
Antonio Lopez-Canino, M.D., 2414 Preston Road, Denison, 
TX 75020, Brenda Garro, M.D., Maria German, M.D., 
Steven A. Cole, M.D., Laura Kunkel, M.D., Christopher 
Burke, M.D., Andrew Francis, M.D., Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to identify common catatonic signs that have been seen 
in delirious patients, and discuss possible precipitants and 
management options.

SUMMARY:
Background: The authors have observed delirious patients 

who appear to have catatonic features and sought evidence 
to support the validity of a new sub-type: delirium with 
catatonic features. Methods: We used four approaches: 
review of the delirium literature; re-analysis of case reports 
of delirium using the Bush-Francis Catatonia Rating Scale 
(BFCRS); re-assessment of 20 clinical reports of drug-
induced catatonia for signs of concurrent delirium [Lopez-
Canino and Francis, 2004]; and evaluation of 3 of our own 
recent cases of delirium with the BFCRS. Results: An 18-year 
English language PubMed search using the terms ‘hypoactive 
delirium’ and review of all reference lists, yielded 47 articles, 
only 1 of which noted the presence of catatonic features in 
delirium. However, 6 case reports of delirium were found 
with sufficient detail to determine the presence of multiple 
catatonic signs on the BFCRS (mean 4.7, range 2-7). In all 6 
cases, the catatonia was attributed to recent benzodiazepine 
cessation. Twenty published cases of drug-induced catatonia 
were carefully analyzed for signs of delirium, yielding 7 cases 
[meeting Bush-Francis catatonia criteria] where delirium and 

catatonia co-occurred. Of these, 6 were induced by disulfiram 
and 1 by steroids. Finally, 3 patients seen on the psychiatry 
consultation service with DSM-IV delirium were identified. 
They had 5, 7, and 11 BFCRS catatonic signs respectively, 
meeting both Bush-Francis and DSM-IV criteria for catatonia. 
Conclusion: To date, 16 cases have been identified with 
concurrent delirium and catatonia (13 from the literature and 3 
new cases) supporting the existence of a catatonic sub-type of 
delirium. Further study of this sub-type is warranted as to its 
prevalence, validity, and careful testing whether established 
treatments of catatonia (e.g., benzodiazepines) are useful in 
management.

REFERENCES:
1. Lopez-Canino, A., Francis, A. “Drug-Induced Catatonia.” 
    in Caroff, S., Mann, S., Francis, A., Fricchione, G. Co-
    editors. Catatonia American Psychiatric Press Inc., Wash-
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Poster 27.  Court Ordered Assisted 
Outpatient Treatment for Management 
of Severe Eating Disorders
Ami Norman, M.S.W., New York Presbyterian Hospital, 
21 Bloomingdale Road, White Plains, NY 10605, Parinda 
Parikh, M.D., Steven D. Roth, M.D, J.D, Nancy Pepe. J.D., 
M.S.W, Saurabh Kaushik, M.D., Katherine Halmi, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to learn about court ordered mandatory outpatient 
treatment for severe eating disordered patients; its clinical, 
legal and social perspectives.

SUMMARY:
Anorexia and bulimia are associated with considerable 

morbidity and mortality, yet patients suffering from these 
disorders are often non-compliant with treatment, placing their 
lives at risk.  In 2000, New York State instituted a program of 
assisted outpatient treatment (“AOT”) for psychiatric patients 
for whom non-compliance with treatment had resulted in 
hospital admission.  Initially conceptualized to assist patients 
suffering from psychotic disorders resulting in violence towards 
others, AOT has been utilized for patients with non-psychotic 
illnesses, including mood disorders and personality disorders.  
Involuntary treatment of eating disorders has always been 
controversial.  Patients with eating disorders are often free of 
the psychosis or major mood symptoms for which compliance 
with psychotropic medication is thought to be critical, raising 
clinical and ethical concerns about the appropriateness of 
AOT in this population.  Nevertheless, patients with eating 
disorders engage in restricting and purging behaviors that 
have the potential to cause life-threatening medical problems 
or even death, making treatment compliance imperative.  Over 
the past two years, our eating disorders program has referred 
six patients for AOT.  Follow-up shows decreased frequency 
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and length of inpatient hospitalization, improved medical 
stability and improvement in quality of life, indicating that 
AOT has a place in the treatment of eating disorders.

REFERENCES:
1. Watson TL, Bowers WA, Andersen AE. Involuntary 
    treatment of eating disorders. Am J Psychiatry. 2000 
    Nov;157(11):1806-10.
2. Perlin ML. Therapeutic jurisprudence and outpatient 
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poster 28.  Takotsubo Cardiomyopathy-
Psychosomatic Considerations
George Costin, M.D., 900 S. Durkin, Springfield, IL 62704, 
David Resch, M.D., Vaskar Mukerji, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to: 1.) Recognize the clinical presentation and 
prognosis of Takotsubo cardiomyopathy (TC); 2.) Discuss 
proposed pathophysiologic mechanisms, diagnostic criteria 
and treatment of TC; and 3.) Promote further studies of the 
emotional triggers associated with TC and to propose an 
approach to the condition for psychiatrists.

SUMMARY:
Takotsubo cardiomyopathy (TC), also known as apical 

ballooning, stress cardiomyopathy or broken heart syndrome, 
is a reversible heart condition which was initially described 
in the Japanese literature in the 1990’s. Many cases have 
now been reported worldwide. The typical presentation may 
mimic acute coronary syndrome. Frequently it occurs in 
elderly females in the context of emotional or physical stress. 
The ECG is abnormal and there may be elevation of cardiac 
enzymes. The echocardiogram and heart catheterization show 
regional wall motion abnormalities extending beyond a single 
epicardial vascular distribution. There is no evidence of 
obstructive coronary disease. Although there are no treatment 
guidelines, the symptoms usually resolve in a few days and the 
echocardiographic changes in a few weeks. A case of TC seen 
by both Cardiology and Psychiatry services is presented and 
the literature regarding the epidemiology, clinical presentation, 
laboratory tests, the proposed diagnostic criteria, approach to 
treatment and prognosis of TC is reviewed.The association 
between onset of TC and emotional triggers is striking. 
Although the pathophysiology of TC is still not clear, the 
hypothesis of catecholamine mediated myocardial stunning is 
suggested. TC is a psychosomatic condition that has received 
little attention in the psychiatric literature. Research on the 
psychiatric issues involved in the condition is necessary for 
a better understanding of this newly recognized important 
cardiac entity.

REFERENCES:
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    or stress cardiomyopathy): a mimic of acute myocardial 
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poster 29.  Patterns  and Prevalence of 
Opioid Dependence, Chronic Pain and 
Opiate use: Panacea or the Problem
Farha Abbasi, M.D., 3806 Crooked Creek, Okemos, MI 
48864,  Jimmie Harris, D.O., Dale D’Mello, M.D., Carol 
Smith,

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to identify  patterns of opiate dependence. 

SUMMARY:
Opioid dependence is an increasingly common societal 

problem. The National Survey on Drug Use and Health 
reported that 2.5 million Americans used prescription opioids 
for non-medical purposes in the year 2002. These figures are 
possibly an under-estimate of the growing problem faced 
by primary care physicians involved in the management of 
chronic pain. A recent preliminary study found that a third of 
inpatients on a detoxification unit were abusing prescription 
opioids. Objective: The present study sought to examine 
trends in the prevalence of opioid dependence in an inpatient 
detoxification setting. Method: We examined the discharge 
diagnostic data for patients admitted to the Detoxification 
Unit at Sparrow/St Lawrence Hospital between the years 
2002 and 2005. Results: The percent of patients who received 
detoxification treatment for opioid dependence doubled 
from 12.8 in 2002 to 25.5 in 2005. During the same period 
the percent of patients who received treatment for alcohol 
dependence remained relatively constant, ranging from 61 to 
71 percent. Discussion: While alcohol dependence continues 
to be the discharge diagnosis for the majority of patients 
admitted to the addiction unit at St Lawrence/Sparrow 
Hospital, the incidence of opioid dependence displayed an 
upward trend. In face of the growing evidence it is imperative 
that caution be exercised in the prescription of opioid agents 
in the management of patients with chronic pain disorders. 
Clinical tools such as the Opioid Withdrawal Scale could 
aid in the early diagnosis of opioid dependence. New office 
based treatments now available for opioid dependence using 
opioid receptor agonists have improved treatment options and 
outcome. Opioid maintenance therapies have proven to be 
more effective than detoxification alone.

REFERENCES:
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poster 30.  Impulsivity, Sensation Seeking 
and Aggression in Patients With Bipolar I 
and II Disorder
Lola Peris, M.D., European Neuroscience Institute IDN, 
S Antonio M. Claret 135, Barcelona, Spain, 28002, Pilar 
Sierra, M.D., Nestor Szerman, M.D., Lorenzo Livianos, 
M.D., Luis Rojo, M.D., Pablo Vega, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to acknowledge the differences in impulsivity between 
bipolar I and II patients without the bias of substance use and 
its proposed relations to polarity.

SUMMARY:
Introduction: Impulsivity seems to be a core feature in 

bipolar disorder as much as in substance use disorders. 
Almost 50% of bipolar patients abuse substances, a situation 
that may increase impulsivity and related features facilitating 
comorbidity, the strongest predictor of poor compliance and, 
therefore, worse prognosis. Very few studies have directly 
measured impulsivity in bipolar patients, most of them 
without excluding substance use. With this aim, we studied the 
relationship between impulsivity and aspects probably related 
to it as sensation seeking and aggression, and different clinical 
variables of bipolar disorder. Method: Sixty seven bipolar 
outpatients (type I= 42, type II= 27) in clinical remission and 
without substance use for at least six months completed Barratt 
Impulsiveness Scale (BIS), Sensation Seeking Scale (SSS) and 
Buss-Durkee Hostility Inventory (BDHI). Sociodemographic 
and clinical data were also obtained. Results: Type II bipolar 
patients scored significantly higher on BIS and BDHI physical 
aggression subscale. Patients with predominant depressive 
polarity also obtained significantly higher global scores on 
BDHI, while predominant manic polarity scored higher 
only on SSS experience seeking subscale. No differences 
were found relating to prior suicide attempts or psychiatric 
admissions. Smoking patients scored significantly higher on 
BIS non-planning subscale and SSS disinhibition subscale.
Conclusions: Impulsivity and aggression are relevant aspects 
of bipolar disorders and show some differences in euthymic 
bipolar I and II patients without substance abuse. They could 
significantly increase comorbidity and, according to our 
results, especially in type II.

REFERENCES:
1. Swann AC, Dougherty DM, Pazzaglia PJ et al. 
    Impulsivity: a link between bipolar disorder and substance 
    abuse. Bipolar Disord 2004, 6 (3), 204-12.
2. Najt P, Perez J, Sanches M et al. Impulsivity and bipolar 
    disorder. Eur Neuropsychopharmacol 2007, 17 (5), 313- 
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poster 31.  Increased Deep Sleep Without 
Cognitive or Psychomotor Effects in 
Healthy Subjects After AM or PM Dosing 
With Eplivanserin, a Novel Sleep Agent
Supported by Sanofi-Aventis, Inc.

Neil Stanley, Ph.D., Clinical Research and Trials Unit, 
Medical Building, University of East Anglia, Norwich, 
Norfolk, NR4 7TJ,  United Kingdom, Ian Hindmarch, Ph.D., 
B.Sc., Stéphane  Saubadu M.D., Astrid Delfolie, Aurélie 
Brunet Pharm.D, Jean-Louis Pinquier M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to understand the effects of eplivanserin, a novel sleep 
agent developed for treating chronic insomnia characterized 
by nighttime awakenings (CINA), that is an Antagonist of 
Serotonin Two A Receptors (ASTAR), on sleep, psychomotor 
activity, attention, short-term memory and alertness.

SUMMARY:
Introduction/hypothesis: We examined the effects of the 

novel sleep agent eplivanserin (EPL), a 5HT2A antagonist, 
on sleep architecture and daytime functioning in 16 healthy 
subjects [1,2]. Methods: Double-blind, double-randomized, 
placebo (PBO)-controlled, 4-period, cross-over study with a 
1–2-week washout between each period. Single oral doses of 
EPL 1, 10 and 40 mg and PBO were given to healthy male 
subjects in either the evening or the morning. Sleep was 
assessed objectively by EEG and subjectively by Leeds Sleep 
Evaluation Questionnaire. Psychomotor function, memory and 
arousal were measured objectively via Critical Flicker Fusion 
(CFF), Choice Reaction Time, Compensatory Tracking and 
Sternberg memory-scanning tasks pre-dose and 2, 4, 6, 8, 10, 
12, 24, 26 and 28h post-dose. Subjective assessment of drug 
activity was performed using Line Analogue Rating Scales. 
Results: Compared with PBO, EPL significantly increased 
‘deep’/slow wave sleep (SWS) time and decreased Stage 2 
(light) sleep irrespective of dose or dosing time (P=0.0001 for 
each). Sleep efficiency (time asleep/time in bed; P=0.0004) 
and number of awakenings >/= 120s were significantly 
reduced (P=0.03) with EPL. Time to sleep onset and total sleep 
time were unaffected. There were no detrimental effects on 
objective psychomotor function or memory, subjective ratings 
of ‘hangover’ or central nervous system (CNS) sedation, 
regardless of dose or dosing time. There was an apparent 
reduction in arousal (CFF thresholds) with EPL that was 
not dose related and, therefore, unlikely to indicate either a 
drug-related impairment or a decrease in CFF due to pupillary 
constriction (a known effect of 5HT2A receptor antagonists). 
No serious or severe treatment-emergent AEs were reported. 
Conclusion: Regardless of dose or dose timing,  doubled SWS 
in healthy subjects without impairing daytime psychomotor 
function, short-term memory or inducing CNS impairment 
and hangover. This study was funded by Sanofi-Aventis, Inc.

REFERENCES:
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                              Poster Session 2          
Thursday, October 2                  3:00 p.m.-4:30 p.m.

Biologic Approaches to Treatment: Part I

Moderator: Altha J. Stewart, M.D.

Poster 32.  Prescribing for Better 
Outcomes: Providing Clinicians With a 
Resource for Evidence-Based Prescribing 
Information
Leah Ranney, Ph.D., University of North Carolina At Chapel 
Hill, 725 Martin Luther King Jr Boulevard, CB#7590, 
Chapel Hill, NC 27599, Cathy L. Melvin, Ph.D, Tim Carey, 
M.D., Erin McClain, M.P.H.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should learn 

how drug effectiveness reviews are interpreted for clinical 
practice. Participants will also discover how evidence-based 
dissemination strategies can accelerate incorporation of 
available evidence into practice.

SUMMARY:
There have been major advances in the number and types 

of medications for psychiatric illness.  However, as the 
number of medications within a class increases, so does 
the complexity of decision-making for the provider.  While 
a systematic review of a medication class can inform the 
prescription of appropriate and effective treatments, reports 
generated by these reviews are often cumbersome and not 
used by physicians to inform prescribing. The purpose of our 
presentation is to help physicians utilize drug effectiveness 
reviews to improve patient care and reduce drug expenditures. 
A case study approach was used based on the May 2006 Drug 
Effectiveness Review Project of the use of antiepileptic drugs 
(AEDs) for treating bipolar mood disorder. The process of 
moving from a more than 700 page report on AEDs to 10 key 
concepts and 4 key messages relevant to AED prescribing will 
be described.  We will discuss our use of proven marketing 
strategies to increase the likelihood that this and other drug 
class reviews are understood and used by physicians.  We will 
describe our product development and report on audience 
research findings. Our results will help conference participants 
gain an understanding of how the echo-chamber of multiple 
case studies and pharmaceutical marketing strategies can 
produce prescribing patterns based on poor quality research. 
Participants will learn how drug effectiveness reviews are 
interpreted for clinical practice. They will discover how 
evidence-based dissemination strategies can accelerate 
incorporation of available evidence into practice. With an 
increasing number of agents available within a therapeutic 
class for many conditions, there is an expectation that clinicians 
be able to utilize drug reviews to improve patient care. This 
presentation addresses the dual challenge of interpreting 
available evidence from drug reviews and disseminating and 
incorporating this evidence into practice.

REFERENCES:
1. Goodman F, Glassman P, Maglione M, et al. Drug class 
    review on antiepileptic drugs in bipolar mood disorder, 
    neuropathic pain, and fibromyalgia. Portland: Oregon 
    Evidence-based Practice Center; 2006. (Available online 
    at either www.prescribingforbetteroutcomes.com or http://
    www.ohsu.edu/drugeffectiveness/reports/documents/_AE
    D%20Final%20Report%20Update%201_unshaded.pdf).
2. Steinman MA, Bero LA, Chren MM, et al. Narrative 
    review: The promotion of gabapentin: An analysis of 
    internal industry documents. Ann Intern Med 
    2006;145:284–93.

poster 33.  Methadone Mortality: Myth 
and Matter
Chandresh Shah, M.D., Los Angeles VA Ambulatory Care 
Center, University of Southern California, 351 E. Temple 
Street, Los Angeles, CA 90012

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to recognize extent of use of prescribed psychotropic 
medications as well as illicit drugs among patients receiving 
methadone; and its implication on potential risk for adverse 
outcome.

SUMMARY:
Disease, disability and death of celebrities often highlight 

the plea for help. Anna Nicole Smith’s tragic death was 
sensationalized as Methadone Death. But the coroner’s office 
had concluded that the cause of death might not be methadone 
alone, but methadone in combination with other drugs. 
Patients who have been actively participating in Methadone 
Maintenance Program for at least 180 days were evaluated for 
use of other prescription psychotropic drugs as well as of illicit 
drugs. There were 165 male patient (age = 57.22+7.36 years) 
receiving 62.26+25.59 mg of methadone daily. There were120 
patients receiving some psychotropic medications of which 
30 receiving other opioids, 15 receiving benzodiazepines, 70 
receiving antidepressants, 41 receiving antipsychotics, and 8 
patients receiving  mood-stabilizers. It was also noted that while 
47.50% of patients received only one concomitant medication 
and 37.50% received 2 medications; 2.50% had received 5 
concomitant medications. Review of urine toxicology results 
showed that only 45 patients (27.27%) were drug-free. Of 
those remaining 120 patients still using illicit drugs; 78 were 
using opioids, 56 benzodiazepines, 56 cocaine and 11 patients 
were using amphetamine. While almost half (48.33%) of these 
patients were positive for only one drug; 37.5% were for two 
drugs, 10% for three drugs and 4.17% for four drugs. More 
than half (55.15%) of the patients were receiving methadone 
and a psychotropic medication; and were abusing illicit drug 
at the same time during their treatment. These data show that 
prescription of concomitant psychotropic drugs and continued 
illicit drug use while receiving methadone is more of a norm 
rather than exception. Providers as well as patients need to 
recognize the high potential for an accident with serious and 
grave consequences. Judicial use of concomitant psychotropic 
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drugs and complete abstinence from use of illicit drugs can 
minimize the risk adverse outcome.

REFERENCES:
1. Fingerhut Lois A: Increases in Methadone-Related Deaths: 
    1999-2004. http://www.cdc.gov/nchs/products/pubs/pubd/
     hestats/methadone1999-04/methadone1999-04.htm.
2. Karch SB, Stephen BG: Toxicology and pathology of 
    deaths related to methadone - retrospective review. West J 
    Med 2000 Jan; 172 (1):11-4.

poster 34.  Extended Release Quetiapine 
Fumarate (Quetiapine XR) Monotherapy 
for Major depressive Disorder (MDD): A 
Double-Blind, Placebo-Controlled Study
Supported by AstraZeneca Pharmaceuticals
Richard Weisler, M.D., Department of Psychiatry, University 
of North Carolina at Chapel Hill, 700 Spring Forest, Suite 
125, Raleigh, NC 27609, Mark Joyce, M.D., Lora McGill, 
M.D., Arthur Lazarus, M.D., M.B.A., Hans Eriksson, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to demonstrate knowledge and understanding of the 
efficacy and safety of once-daily extended release quetiapine 
fumarate (quetiapine XR) monotherapy in the treatment of 
patients with MDD as demonstrated by the results of a double-
blind, randomized, placebo-controlled study.

SUMMARY:
Objective: MDD is highly prevalent (U.S. lifetime pre-

valence estimate 13.2%).1 Antidepressant treatment results in 
full remission in just 39% of patients with MDD. 2 This study 
(D1448C00001) evaluated the efficacy of once-daily extended 
release quetiapine fumarate (quetiapine XR) monotherapy 
compared with placebo in patients with MDD.Methods: 
6-week randomized phase (2-week post-treatment phase) 
multicenter, double-blind study. Inclusion criteria: DSM-IV 
single episode or recurrent MDD, HAM-D total score >/=22, 
HAM-D item 1 (depressed mood) score >/=2 at enrolment and 
randomization. Patients were randomized to quetiapine XR 
50, 150 or 300mg/day or placebo. Primary endpoint: change 
from randomization to Week 6 in MADRS score. Other 
assessments included: HAM-D; CGI-S. Adverse events (AEs) 
were recorded throughout the study. Results: 723 patients 
were randomized: 182, 178, 179, and 184 to quetiapine XR 
50, 150, 300mg/day, and placebo, respectively. Mean scores 
at baseline were: MADRS 30.9, 30.9, 30.6, and 30.5; HAM-D 
25.6, 25.5, 25.7, and 25.5; HAM-A 19.6, 19.4, 19.7, and 19.3, 
respectively. At Week 6, all quetiapine XR groups significantly 
reduced mean MADRS score vs. placebo (-11.07): -13.56 
(p<0.05) for 50mg, -14.50 (p<0.001) for 150mg, -14.18 
(p<0.01) for 300mg. By Day 4, all quetiapine XR groups 
significantly reduced mean MADRS score vs. placebo (50 
mg p<0.01; 150mg and 300mg p<0.001). Change in HAM-
D at Week 6 was -12.35, -12.84, and -12.65 for quetiapine 
XR groups and -10.93 for placebo. Change in CGI-S at Week 
6 was -1.43, -1.50 and -1.49 for quetiapine XR 50, 150 and 

300mg/day vs. -1.11 for placebo (p<0.05). Most common AEs 
(>10% Weeks 1-6) in all groups were dry mouth, sedation, 
somnolence, headache, dizziness. Conclusion: In patients 
with MDD, quetiapine XR monotherapy (50, 150 and 300mg/
day) is effective and generally well tolerated with symptom 
improvement seen as early as Day 4.

REFERENCES:
1. Hasin DS, Goodwin RD, Stinson FS, Grant BF: 
    Epidemiology of major depressive disorder: results from 
    the National Epidemiologic Survey on Alcoholism and 
    Related Conditions. Arch Gen Psychiatry 2005; 62:1097-
    1106.
2. Kennedy SH, Eisfeld BS, Meyer JH, Bagby RM: 
    Antidepressants in clinical practice: limitations 
    of assessment methods and drug response. Hum 
    Psychopharmacol 2001; 16:105-114.

poster 35.  Quetiapine or Lithium Versus 
Placebo for Maintenance Treatment of 
Bipolar I disorder After Stabilization on 
Quetiapine
Supported by AstraZeneca Pharmaceuticals
Richard Weisler, M.D., University of North Carolina at 
Chapel Hill, Department of Psychiatry and Behavioral 
Science, 700 Spring Forest, Suite 125, Raleigh, NC 27609, 
Willem A Nolen, M.D., Anders Neijber, M.D., Åsa Hellqvist, 
M.Sc., Björn Paulsson, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to evaluate the efficacy and safety of maintenance 
treatment with quetiapine monotherapy compared with 
switching to lithium or placebo, based on a large, long-term 
study of patients with bipolar I disorder whose acute episodes 
were stabilized on quetiapine.

SUMMARY:
Introduction: Quetiapine combined with lithium or divalproex 

is an effective maintenance treatment for bipolar I disorder 
(1,2). This double-blind, randomized trial (D1447C00144) 
investigated quetiapine monotherapy as maintenance 
treatment, versus switching to placebo or lithium. Methods: 
Adults experiencing manic, depressed, or mixed episodes of 
bipolar I disorder received open-label quetiapine. Patients 
achieving stabilization (YMRS =12 and MADRS =12, 4 
consecutive weeks) were randomized to continue quetiapine 
(300-800 mg/d) or to switch to placebo or lithium (target 
serum 0.6-1.2 mEq/L) for up to 104 weeks or a recurrent 
mood event. The primary endpoint was time to recurrence 
of any mood event. The study was terminated when interim 
analysis provided positive results. Results: Of 2438 patients 
starting open-label quetiapine, 1226 (50.3%) were randomized 
to study medication with 1172 (96%) in the ITT population. 
Mean median quetiapine dose was 546 mg/d; mean median 
lithium serum level was 0.63 mEq/L. Mean treatment duration 
at study termination was 191 days (quetiapine), 130 days 
(lithium), and 118 days (placebo). Time to recurrence of any 
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mood event was significantly longer in patients continuing 
quetiapine versus switching to placebo (HR 0.29; 95% CI 
0.23-0.38; P<0.0001), in patients switching to lithium versus 
placebo (HR 0.46; 95% CI 0.36-0.59; P<0.0001), and in 
patients continuing quetiapine versus switching to lithium (HR 
0.66; 95% CI 0.49-0.88; P=0.005). Quetiapine and lithium 
significantly reduced time to recurrence of manic or depressed 
events compared with placebo. Safety findings were consistent 
with known profiles. Conclusions: In patients stabilized on 
quetiapine, continued quetiapine significantly decreased time 
to recurrence of any mood event versus switching to placebo. 
Switching to lithium was also more effective than placebo but 
conferred no additional benefit versus continuing quetiapine.
Supported by funding from AstraZeneca Pharmaceuticals LP.

REFERENCES:
1. Suppes T, Liu S, Paulsson B, Brecher M.: Maintenance 
    treatment in bipolar I disorder with quetiapine concomitant 
    with lithium or divalproex: a North American placebo-
    controlled, randomized multicenter trial. Poster presented 
    at the 46th Annual Meeting of the American College of 
    Neuropsychopharmacology, 9-13 December 2007; Boca 
    Raton, Florida, USA.
2. Vieta E, Eggens I, Persson I, Paulsson B, Brecher M.: 
    Efficacy and safety of quetiapine in combination with 
    lithium or divalproex as maintenance treatment for 
    bipolar I disorder. Poster presented at the 20th European 
    College of Neuropsychopharmacology Congress, 13-17 
    October 2007; Vienna, Austria.

poster 36.  Post-Hoc Analysis of a 6-Month 
Polysomnography Study of Ramelteon 
8 mg Using 50% Reduction in Latency to 
Persistent Sleep as a Measure of Efficacy
Supported by Takeda Pharmaceuticals North America, Inc.
Sherry Wang-Weigand, M.D., Ph.D., Takeda Global 
Research and Development Center, Deerfield, IL 60015, 
Francis Ogrinc, Ph.D., Maggie McCue, M.S., R.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to describe the effects of long-term ramelteon treatment 
in adults with chronic insomnia, using a 50% reduction in LPS 
as a measure of treatment efficacy.

SUMMARY:
Introduction: Chronic insomnia is a condition that may 

require long-term treatment. Ramelteon is a selective MT1/
MT2 melatonin receptor agonist indicated for the treatment 
of insomnia. This analysis evaluated long-term treatment 
of ramelteon in adults, using a 50% reduction in latency to 
persistent sleep (LPS) as an indicator of efficacy. Methods: 
Adults (18–79 years) with chronic insomnia received 
ramelteon 8 mg (n=225) or placebo (n=222) 30 minutes 
before bed every night for 6 months in a randomized, double-
blind study. LPS was measured by polysomnography on 
the first 2 consecutive nights of Week 1, the last 2 nights of 
Months 1, 3, 5, and 6, and Week 1 of a 2-week, single-blind, 

placebo run-out. Adverse events were monitored throughout 
the study. Next-day residual effects were measured at each 
office visit, and rebound insomnia and withdrawal effects 
were evaluated during the placebo run-out. In this post-hoc 
analysis, the primary endpoint was the percentage of patients 
with at least a 50% reduction in LPS from baseline during 
6 months of ramelteon treatment versus placebo. Results:  
More subjects in the ramelteon group achieved at least 50% 
reduction in LPS at Week 1 (60.7% vs. 39.6%; P<0.001), 
Month 1 (64.0% vs. 51.4%; P=0.005), Month 3 (61.8% vs. 
51.4%; P=0.009), Month 5 (60.9% vs. 51.4%; P=0.017), and 
Month 6 (61.8% vs. 53.2%; P=0.047), compared with the 
placebo group. Most adverse events were mild or moderate 
in severity. No statistically significant next-day residual 
effects were detected during ramelteon treatment, and no 
withdrawal symptoms or rebound insomnia were detected 
during the placebo run-out. Conclusions:  Over 60% of adults 
with chronic insomnia experienced =50% reduction in LPS 
while on long-term ramelteon treatment without significant 
next-day residual effects. No rebound insomnia or withdrawal 
symptoms were detected after discontinuation of ramelteon. 
Financial Support: This study was supported by the Takeda 
Pharmaceutical Company.

REFERENCES:
1. Wang-Weigand S, Mayer G, Roth-Schechter B. Long-term 
    efficacy and safety of ramelteon 8 mg treatment in adults 
    with chronic insomnia: results of a six-month, double-
    blind, placebo-controlled, polysomnography trial. Sleep 
    Biol Rhythms 2007;5(Suppl 1):A156.
2. Roth T, Roehrs T. Insomnia: epidemiology, characteristics, 
    and consequences. Clin Cornerstone 2003;5(3):5-15.

poster 37. withdrawn

poster 38. Relationship Between 
Treatment with Risperidone Long-acting 
Therapy and Psychiatric Hospitalization
Supported by Ortho-McNeil Janssen Scientific Affairs, LLC
Concetta Crivera, Pharm.D., M.P.H., Ortho-McNeil Janssen 
Scientific Affairs, LLC, 1125 Trenton-Harbourton Road, 
Titusville, NJ 08560, Chris M. Kozma, Ph.D., Riad Dirani, 
Ph.D., Lian Mao, Ph.D., Stephen C. Rodriguez, M.S., Wayne 
Macfadden, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to understand the association between hospitalizations for 
patients before and after being initiated on risperidone long-
acting injection (RLAI) and adherence using data collected in 
a naturalistic setting.

SUMMARY:
Introduction: We evaluated the relationship between treat-

ment with risperidone long-acting injection (RLAI) and 
hospitalization. Methods: Data from a 2-year observational 
study of schizophrenia patients initiated on RLAI were 
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analyzed for those with at least 2 subsequent visits, 2 or 
more RLAI injections and hospitalization data. Up to 1 year 
of data before and after baseline visit were analyzed. After 
initiation of RLAI, hospitalization was evaluated by using 
independent logistic regression models for each adherence 
measure with prior hospitalization, age, gender, duration 
of observation, age at first diagnosis, and baseline Clinical 
Global Impression scores as covariates. Adherence measures: 
medication persistence, consistence, medication possession 
ratio (MPR) and maximum gap (MG) in therapy. Model fit 
was evaluated with the Hosmer-Lemeshow statistic. Results: 
345 patients met inclusion criteria. Mean (SD) age  was 42.1 
(12.8) years, 66.7% were male, and patients were observed for 
an average of 45.1 weeks (range: 4–52). The mean (SD) RLAI 
persistence was 92.9% (19.4%) and the mean (SD) consistence 
was 85.1%(16.1%); the mean (SD) MPR was 78.4% (22.3%); 
and the mean (SD) MG while using RLAI was 18.6 days 
(22.6). A significantly lower percentage of patients were 
hospitalized in post-RLAI vs. pre-RLAI (20.3% vs. 34.5%; 
P<0.0001). Upon initiating RLAI, MG, MPR, persistence and 
prior hospitalization were found to be significant predictors 
of hospitalization; 10 days of MG (while on RLAI) predicted 
a 13.2% increase in hospitalization, and a 10% increase in 
MPR predicted a 12.5% decrease in hospitalization. The 
model fit was acceptable.Conclusion: Patients switched to 
RLAI treatment experienced lower hospitalization rates than 
before RLAI treatment. Upon initiation of RLAI, greater 
adherence to treatment was a predictor of a lower percentage 
of hospitalizations. Supported by funding from Ortho-McNeil 
Janssen Scientific Affairs, LLC.

REFERENCES:
1. Leal A, Rosillon D, Mehnert A, Jarema M, Remington G: 
    Healthcare resource utilization during 1-year treatment 
    with long-acting, injectable risperidone      
    Pharmacoepidemiol Drug Saf 2004; 13(11):811-816.
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poster 39.  The Metabolic Profile of 
Iloperidone: Summary of Phase III 
Schizophrenia Trials
Supported by Vanda Pharmaceuticals
John Feeney, M.D., 9605 Medical Center Drive, Suite 300, 
Rockville, MD 20850, Stephen Stahl, M.D., Paolo Baroldi, 
M.D., Ph.D., Curt D. Wolfgang, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Demonstrate an understanding of the metabolic 
changes associated with antipsychotic therapy; and 2.) 
Recognize the effects of iloperidone treatment on metabolic 
parameters and body weight in patients with schizophrenia.

SUMMARY:
Background: Many atypical antipsychotics are associated 

with adverse effects on metabolic parameters that may increase 
diabetes and cardiovascular risk. Iloperidone is a mixed D2/5-

HT2 antagonist for the treatment of schizophrenia. Body 
weight, blood glucose, cholesterol, triglyceride, and prolactin 
level changes were assessed in a pooled analysis. Methods: 
Four 4- to 6-week, phase III, double-blind, placebo-controlled 
trials of adults with schizophrenia were included in the analysis. 
Changes in weight and metabolic parameters were evaluated. 
Results: A total of 2505 patients (iloperidone 4-24 mg/day, 
n=1344; haloperidol 5-20 mg/day, n=118; risperidone 4-8 mg/
day, n=306; ziprasidone 160 mg/day, n=150; placebo, n=587) 
were included. Mean change from baseline to endpoint in 
body weight was +2.0 kg in the iloperidone group, -0.1 kg in 
the haloperidol group, +1.5 kg in the risperidone group, +1.1 
kg in the ziprasidone group, and  0.1 kg in the placebo group, 
and the respective rates of meaningful weight gain (defined as 
=7% increase) from baseline to endpoint were 13.5%, 5.1%, 
11.9%, 5.4%, and 4.3%. Mean change at endpoint in blood 
glucose levels was +9.0 mg/dL with iloperidone, +14.4 mg/dL 
with haloperidol, +1.8 mg/dL with risperidone, +9.0 mg/dL 
with ziprasidone, and 0.0 mg/dL with placebo. Respective 
mean changes at endpoint in total cholesterol were 0.0, +3.9, 
-3.9, +3.9, and -7.7 mg/dL, and respective mean changes at 
endpoint in triglycerides were -17.7, -8.8, -26.5, +8.8, and -
26.5 mg/dL. Mean change at endpoint in prolactin levels in 
patients on iloperidone was -1.8 µg/L; on haloperidol, +23.1 
µg/L, on risperidone, +34.5 µg/L; on ziprasidone, +2.0 µg/
L; and on placebo,  8.0 µg/L. Conclusions: Pooled analysis 
results indicate that iloperidone has a favorable short-term 
metabolic profile, with values similar to or better than the 
comparator antipsychotics used in these clinical trials. Vanda 
Pharmaceuticals sponsored this study.

REFERENCES:
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    Functional characterization of the novel antipsychotic 
    iloperidone at human D2, D3, 2C, 5-HT6, and 5-HT1A 
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poster 40.  Assessment of Cross-Country 
Differences in Bipolar Patients in the 
United States and India and the Efficacy 
of Risperidone Long-Acting Injectable
Supported by Ortho-McNeil Janssen Scientific Affairs
Norris Turner, Pharm.D., Ph.D., 1125 Trenton-Harbourton 
Road, Titusville, NJ 08560, Wayne Macfadden, M.D., 
Ibrahim Turkoz, M.S., J. Thomas Haskins, Ph.D., Reuven 
Ferziger, M.D., Larry Alphs, M.D., Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant 

will recognize how cross-country differences in baseline 
demography and psychiatric history between bipolar patients 
in the United States and India affect the efficacy of risperidone 
long-acting injectable adjunctive to treatment as usual in 
delaying time to relapse in patients with bipolar disorder who 
relapse frequently.
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SUMMARY:
Introduction: This multinational (United States [USA], India) 

study is the first controlled trial of a long-acting, injectable 
atypical antipsychotic in patients with bipolar disorder who 
relapse frequently. Baseline demographics, psychiatric 
history, disposition and primary efficacy data for patients 
from both countries were compared. Methods: A double-
blind (DB) placebo (PBO)-controlled study was conducted to 
assess adjunctive risperidone long-acting injectable (RLAI) to 
treatment as usual (TAU) in patients with bipolar disorder who 
relapse frequently (?4 mood episodes in the past 12 months). 
After a 16-week, open-label (OL) stabilization phase with 
RLAI+TAU, patients who remitted were eligible to enter the 
52-week, DB, relapse-prevention phase in which they received 
RLAI+TAU or PBO+TAU. A post-hoc analysis stratified data 
by country and assessed relapse rates and other endpoints. 
Results: Of the 275 patients who entered the OL phase, 98 
were from the USA and 177 were from India. Patient variables 
at OL baseline that differed between the USA and India 
included gender, race, weight, most recent mood episode, 
lifetime suicide attempts and past hospitalizations. A total of 
23 patients in the USA and 116 in India achieved remission in 
the OL phase and entered the DB phase. In the USA, relapse 
rates were 23.1% (3/13) with RLAI+TAU and 60.0% (6/10) 
with PBO+TAU. Rates in India were 22.0% (13/59) and 45.6% 
(26/57), respectively. Patients in the PBO+TAU group were 
>2 times more likely to experience a relapse compared with 
the RLAI+TAU group (P=0.004). The hazard of relapse for 
country was 0.62, which was not significant (95% confidence 
interval: 0.30, 1.27; P=0.190). Conclusion: Despite differences 
in demographic features, aspects of psychiatric history and 
remission rates, the relapse rates and estimated delay in time 
to relapse appeared similar between the countries, with no 
unexpected patterns in safety results. Supported by Ortho-
McNeil Janssen Scientific Affairs.

REFERENCES:
1. Han C, Lee MS, Pae CU, et al. Usefulness of long-acting 
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    therapy of bipolar disorder. Prog Neuropsychopharmacol 
    Biol Psychiatry. 2007;31(6):1219-1223.
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poster 41  Adjunctive Risperidone Long-
Acting Injectable Delays Relapse to a 
Mood Episode in Patients With Bipolar 
Disorder Who Relapse Frequently
Supported by Ortho-McNeil Janssen Scientific Affairs
Larry Alphs, M.D., Ph.D., 1125 Trenton-Harbourton Road, 
Titusville, NJ 08560, Wayne Macfadden, M.D., Norris 
Turner, Ph.D., Ibrahim Turkoz, Ph.D., Cynthia Bossie, Ph.D., 
Dean Najarian, Pharm.D., J. Thomas Haskins, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant will 

recognize the role of adjunctive risperidone long-acting 

injectable with treatment as usual in delaying recurrence of 
mood episodes in patients with bipolar disorder who relapse 
frequently.

SUMMARY:
Introduction: Bipolar disorder is characterized by periodic 

episodes of mood disturbance and presents in some patients as 
frequent relapses, resulting in a significant health care burden. 
We hypothesized that risperidone long-acting injectable 
(RLAI) given adjunctively to treatment as usual (TAU) 
would delay relapse in patients with bipolar disorder who 
relapse frequently. Methods: A randomized, double-blind, 
placebo-controlled study assessed TAU, with and without 
adjunctive RLAI, in patients with bipolar disorder who relapse 
frequently (>=4 episodes in the past 12 months). After a 16-
week, open-label (OL) stabilization phase with RLAI+TAU, 
patients who achieved stable remission were eligible to enter 
the 52-week, double-blind (DB), relapse-prevention phase. 
The primary efficacy measure was time to relapse of a mood 
episode, as determined by a blinded, independent relapse 
monitoring board. Results: 275 patients entered the OL phase; 
139 of those patients remitted and entered the DB phase in 
which they continued TAU and were randomized to receive 
adjunctive treatment with RLAI (25-50 mg intramuscular) 
(n=72) or intramuscular placebo (n=67). Mean age was 
39.1+/-11.8 and 71.9% were male. Completion rates were 
59.7% with RLAI+TAU and 43.3% with placebo+TAU. Time 
to relapse was significantly longer with RLAI augmentation 
than with placebo (P=0.004, log-rank test). The relative risk 
of relapse was 2.4-fold higher with placebo+TAU than with 
RLAI+TAU; relapse rates were 47.8% (n=32) and 22.2% 
(n=16), respectively (P<0.01). Most common adverse events 
(RLAI+TAU vs. placebo+TAU): tremor (23.6% vs. 16.4%), 
insomnia (19.4% vs. 23.9%), muscle rigidity (11.1% vs. 
6.0%), weight increase (6.9% vs. 1.5%) and hypokinesia 
(6.9% vs. 0.0%). Conclusion: In patients with bipolar disorder 
who relapse frequently, use of adjunctive RLAI with TAU 
significantly delays the time to mood episode relapse, with no 
unexpected safety or tolerability trends. Supported by Ortho-
McNeil Janssen Scientific Affairs.
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    Rev. 2006:18(4):CD004999.
2. Han C, Lee MS, Pae CU, et al. Usefulness of long-acting 
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poster 42.  Priapism Associated with 
Quetiapine Dose Increase: a Case Report 
and Review of the Literature
Xiangyang Zhao, M.D., M.S., 11732 Lake Ave #105, 
Lakewood, OH 44107, Sherif Soliman, M.D. , Aashish Patel 
M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 
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able to: 1.) Decide that priapism is an infrequent adverse 
effect of quetiapine, as well as other atypical antipsychotic 
medications, with possible, severe sequela; and  2.) Evaluate 
patient education of  priapism to ensure that its justified before 
administration and dose adjustment of quetiapine.

SUMMARY:
Background: Priapism is a persistent, painful penile or 

clitoral erection or engorgement not associated with sexual 
stimuli. Priapism is a rare side effect of quetiapine. Only a few 
of cases were reported before. Objective: 1.) To report one 
case of priapism associated with quetiapine dose increase; 2.) 
To review the mechanism of psychotropic-induced low-flow 
priapism; and 3.) To review the literature regarding quetiapine 
induced priapism. Methods: 1.) Case report and review of the 
literature; 2.) Medline search with the keywords: quetiapine 
and priapism.  Conclusion: 1.) We report possibly the first 
case of quetiapine dose-related priapism; 2.) Priapism is an 
infrequent adverse effect of quetiapine, as well as other atypical 
antipsychotic medications, with possible, severe sequela; and 
3.) Adequate patient education of  priapism is justified before 
administration and dose adjustment of quetiapine. 

REFERENCES:
1. Compton, M.T. and A.H. Miller, Priapism associated 
    with conventional and atypical antipsychotic medications: 
    a review. J Clin Psychiatry, 2001. 62(5): p. 362-6.
2. Pais, V.M. and P.J. Ayvazian, Priapism from quetiapine 
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    2001. 58(3): p. 462.

poster 43.  Metabolic Effects of 
Aripiprazole Adjunctive Therapy in the 
Subpopulations With Major Depressive 
Disorder (CN138-139 and CN138-163)
Ross Baker, Ph.D., M.B.A., Bristol-Myers Squibb, 777 
Scudders Mill Road, Plainsboro, NJ 08536-1615, Maurizio 
Fava, M.D., Robert M. Berman, M.D., Quynh-Van Tran, 
Pharm.D., Robert D. McQuade, Ph.D., Ying Qi, Ph.D., Berit 
X. Carlson, Ph.D., Ronald N. Marcus, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to understand the metabolic effects of aripiprazole 
augmentation of standard antidepressant therapy in patients 
diagnosed with major depressive disorder.

SUMMARY:
Objective: To evaluate the metabolic effects of aripiprazole 

adjunctive to standard antidepressant therapy (ADT) versus 
adjunctive placebo in the treatment of patients with major 
depressive disorder. Methods: Data were pooled from two 
identical aripiprazole augmentation studies (1, 2) both 
consisting of an 8-week prospective ADT phase and a 6-
week randomized phase (adjunctive aripiprazole or placebo) 
in order to evaluate metabolic changes. Mean changes from 
baseline were compared for waist circumference (WC) and 
the following metabolic parameters: fasting total cholesterol 
(C), high-density lipoprotein cholesterol (HDL-C), low-

density lipoprotein cholesterol (LDL-C), fasting triglycerides 
(TG), fasting plasma glucose, and hemoglobin A1C (HbA1C). 
Baseline was the mean level at completion of the prospective 
ADT phase. Statistical comparisons were made using 
ANCOVA. Correlation was calculated between changes in 
body weight and changes in fasting TG and between dose 
level and pooled change in body weight.  Results: Adjunctive 
aripiprazole produced no significant change versus placebo in 
mean total WC, C, HDL-C, LDL-C, fasting plasma glucose, 
or HbA1C. After adjusting for baseline differences in TG 
(aripiprazole 142.7 mg/dL; placebo 160.1 mg/dL, p<0.04), 
there was no significant difference for fasting TG in the 
median change from baseline (4 mg/dL aripiprazole and 0 mg/
dL placebo; p=0.128). Mean weight changes were as follows: 
+1.89 kg in patients receiving doses <7.5 mg (n=111); +1.36 
kg in those receiving 7.5-to-12.5 mg (n=89); and +1.86 kg in 
those receiving >12.5 mg (n=146). Change in body weight did 
not correlate with change in fasting TG levels. Conclusions: 
Overall, the short-term metabolic effects of adjunctive 
aripiprazole versus adjunctive placebo were not significant, 
with the exception of weight gain. Changes in body weight 
appeared to be non-dose-related and did not correlate in either 
group with changes in TG levels.

REFERENCES:
1. Berman RM, Marcus RN, Swanink R, et al: The efficacy 
    and safety of aripiprazole as adjunctive therapy in major 
    depressive disorder: a multicenter, randomized, double-
    blind, placebo-controlled study. J Clin Psychopharmacol 
    2007;68:843–853.
2. Marcus RN, Berman RM, McQuade RD, et al: The 
    efficacy and safety of aripiprazole as adjunctive therapy 
    in major depressive disorder: a second multicenter, 
    randomized, double-blind, placebo-controlled study. J Clin 
    Psychopharmacol 2008;28:156–165.

Poster 44.  A Literature Review of Use 
of Electroconvulsive Therapy for 
Childhood Psychopathology: An Update 
on 60-Years of Use
Crystal Manuel, M.D., Department of Psychiatric Medicine, 
Brody School of Medicine at ECU, Brody Health Sciences 
Building, Suite 4E-100, 600 Moye Boulevard, Greenville, 
NC 27834, Marcus Carden, M.S.,  Sy Saeed, M.D., Richard 
Bloch, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Summarize the current evidence regarding the use 
of ECT in cross-cultural pediatric populations; 2.) Recognize 
that literature from around the world has documented use 
of ECT in many pediatric psychiatric disorders, including 
depression, bipolar disorder, schizophrenia, catatonia, etc; 
and 3.) Recognize that while ECT in the younger population 
appears to have similar effectiveness and side effects to ECT 
in adults, there is a lack of controlled, systematic evidence 
which warrants more research.
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SUMMARY:
Introduction:  Since the 1930s, ECT has been an effective 

treatment option for adults with mood and psychotic disorders.  
However, ECT has not been generally used as a treatment 
option for children and adolescents, despite guidelines 
published by the American Psychiatric Association and the 
UK Royal College of Psychiatrists for its use. Objective: 
Pharmacological treatment for certain psychiatric disorders 
in pediatric populations are limited, often ineffective, or 
may cause significant adverse effects. Hence, it is valuable 
to consider the efficacy and safety of other available 
somatic treatments, such as electroconvulsive therapy.  A 
comprehensive 50-year systematic review of ECT for 
childhood psychopathology suggested that safety and efficacy 
was similar to that in adults, but that the evidence base was 
thin.  This review provides an update to see if the last 10 years 
have added significantly to the evidence base and if reluctance 
to use ECT has changed. Method: We reviewed the English 
literature databases on the efficacy and safety of ECT use, for 
any psychiatric indication, in pediatric populations around 
the world. We also examined the evidence for or against the 
notion that ECT may be used inappropriately in children and 
adolescents.  Conclusion: Publications regarding the use of 
ECT in children and adolescents goes back over six decades. 
While there is an overall lack of controlled, systematic 
evidence, the use of ECT in youth continues to appear to be 
as effective and safe as in adults. Authors contend the major 
drawback to using it more frequently, however, has both an 
educational and ethical component.  Most psychiatrists are not 
introduced to nor trained in pediatric ECT use during their 
years of formal training.  Also,  there is anxiety that child and 
adolescent brain development could be adversely affected, 
although there is no clear evidence suggesting this to be the 
case.  These concerns have, however, slowed systematic and 
randomized control.

REFERENCES:
1. Rey, Joseph M. and Walter, Garry. Half a Century of ECT 
    Use in Young People. Am J Psychiatry 1997; 154:595–
    602.
2. Hegeman, J.M.; Doesborgh, S.J.C.; van Niel, M.C.; and 
    van Megen, H.J.G.M. The efficacy of electroconvulsive 
    therapy in adolescents. A restrospective study.  Dutch 
    Journal of Psychiatry 50 (2008) 1, 23-31.

poster 45.  ECT for Violence, Aggresion 
and Agitation in State Hospital and 
Forensic Patients With Psychotic 
Disorders: A Program Evaluation
Katherine Maloy, M.D., Bellevue Hospital, 462 1st Avenue, 
NB20 N11, New York, NY 10016, Yanina Brayman, M.D., 
Anzalee Khan, Ph.D., Jean-Pierre Lindenmayer, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to recognize the potential utility of ECT as a treatment 
for violence, aggression and agitation in patients with chronic 
psychotic disorders.

SUMMARY:
Patients with treatment resistant Schizophrenia and 

Schizoaffective Disorder who have symptoms of violence, 
aggression and agitation present a unique challenge for 
treatment. Violent, difficult to manage patients are frequently 
those referred for long-term state hospitalization. Only 
clozapine has been shown to reduce violent behavior (1), and 
many patients are either unable to tolerate the medication 
or remain with significant symptoms despite it.  There is a 
robust literature and experience with ECT as a treatment for 
depression, suicidality and mania, but much less experience 
with ECT in patients with primary psychotic disorders (2). 
Our investigation is a retrospective evaluation of the ECT 
program at Manhattan Psychiatric Center and Kirby Forensic 
Psychiatric Center for the years 2005-2007, specifically 
examining the treatment of 16 treatment-resistant patients 
with schizophrenia or schizoaffective disorder who were 
referred to ECT for treatment of violent behavior, aggression 
and/or agitation.  Outcome measures were number of restraint 
episodes, seclusion episodes, assaults and “as needed” (prn) 
medication episodes in the 6 months after the treatment 
period, as compared to during the treatment period and 6 
months before the treatment period.  56.25% of the patients 
had prior trials of clozapine and 68.75% had prior trials of 
lithium and valproate plus another mood stabilizer, indicating 
a severely refractory population. There was a statistically 
significant reduction in the number of seclusion episodes and 
PRN episodes post-treatment, but no significant change in 
number of assaults or restraint episodes.  Given these results, 
ECT should be considered in treatment-refractory patients who 
have significant symptoms of violence, agitation or aggression 
who have failed to respond to pharmacologic treatment.

REFERENCES:
1. Glazer WM, Dickson RA: Clozapine Reduces Violence 
    and Persistent Aggression in Schizophrenia.  J. Clin Psy-
    chiatry 1998; 59(suppl. 3) 8-14.
2. Konig P, Glatter-Gotz U: Combined Electroconvulsive 
    and Neuroleptic Therapy in Schizohprenia refractory to 
    neuroleptics.  Schizophrenia Res 1990; 3:351-354.

poster 46.  Lithium: Duration on 
Treatment and Correlation With Renal 
Impairment
Susan Moore, M.D., 4 Cenacle Grove, Killiney, Co. Dublin, 
Ireland, Vidis Donnelly M.D., Mary Anderson, B.A., Niamh 
Farrelly, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation the participant should 

be able to recognize the importance of regular monitoring 
of renal function regardless of age and duration on lithium 
treatment. 

SUMMARY:
Introduction:  Impaired renal function is a well established 

effect of lithium treatment.  However, the evidence linking 
duration of lithium exposure and renal impairment is less well 
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documented.  This study aims to determine the length of time 
on lithium and risk of renal impairment.  Methods:  Computer 
records of all patients on lithium attending St. Patrick’s 
psychiatric hospital, Dublin in 2006 (in/out patients) were 
evaluated (n=1281).  Creatinine levels were obtained and an 
eGFR calculated using the abbreviated MDRD (sex, gender). 
Normal renal function was taken as eGFR > 80ml/min/
1.73m2, mild renal impairment 60-80, moderate 30-59, severe 
<30. Duration of lithium exposure was obtained through a 
targeted chart review and assigned lithium reference number. 
Correlation coefficients were calculated using Microsoft 
Excel. Results:  N=1280, male=45.6%. Duration on lithium, 
(eGFR):  >10years n=353 (eGFR<30, severe=1.7%, 30-
59, moderate=49.3%, 60-80, mild=45%, >80, normal=4%).  
6-10years n= 235 (eGFR <30, severe=0.8%, 30-59, 
moderate=33.6%, 60-80, mild=57.4%, >80, normal=8.1%).  
3-6 years n= 212 (eGFR <30, severe=0.5%, 30-59, moderate 
=34.4%, 60-80, mild =54.3%, >80, normal=10.8%).  18 
months-3years n= 149 (eGFR <30, severe=0%, 30-59, 
moderate=30.2%, 60-80, mild =53.7%, >80, normal=16.1%).  
0-18 months n= 331 (eGFR <30=0%, 30-59=33.5%, 60-60-
80=53.5%, >80=13%).  Normal renal function was found in 
9.7% of total, mild renal impairment 52%, moderate 37.7%, 
severe 0.6%. Pearson value between duration and eGFR was -
0.23 (p=0.000). Age had a moderate negative correlation with 
eGFR (Pearson value -0.557, p=0.000). There was an absense 
of correlation between eGFR and duration. Conclusion:  Our 
study showed a moderate correlation between age and eGFR.  
We did not find a correlation between duration and eGFR.  
This confirms the importance of regular monitoring of renal 
function regardless of duration on lithium. Frequency of 
monitoring needs to be further established.

REFERENCES:
1. Levey AS, Greene T, Kusek J and Beck G: A simplified 
    equation to predict glomerular filtration rate from serum 
    creatinine.  J Am Soc Nephrol. 2000; 11:155.
2. Lepkifker E, Iancu I, Horesh N, Strous RD, Kotler M: 
    Renal insufficiency in long-term lithium treatment. J Clin 
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poster 47.  Do Early Changes in 
Triglycerides Predict Later Changes 
During Olanzapine Treatment for 
Schizophrenia and Schizoaffective 
Disorder?
Supported by Eli Lilly and Company
Vicki Hoffmann, Pharm.D., Lilly Corporate Center, 
Indianapolis, IN 46285, Michael G. Case, M.S., Virginia 
Stauffer, Pharm.D., Jennie Jacobson, Ph.D., Robert Conley, 
M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to use early changes in fasting serum triglyceride 
concentrations during olanzapine treatment to assess risk of 
clinically significant changes in triglyceride concentrations 
after 6 months of treatment.

SUMMARY:
Purpose: To characterize changes in fasting serum tri-

glycerides during olanzapine treatment and determine if 
changes in triglyceride concentrations early in treatment predict 
clinically significant changes at 6 months. Methods: Fasting 
triglyceride data were from three 6-month, active-comparator, 
clinical trials for treatment of schizophrenia or schizoaffective 
disorder. Minimum age = 18 years for all trials. Maximum 
age = 75, 60 and 55 years for Trials 1, 2, and 3 respectively. 
Analyses included only patients with fasting triglyceride 
data at all protocol-specified time-points. In Trials 1, 2 and 3 
respectively, 277, 202 and 281 patients were randomized to 
olanzapine; 127, 46 and 125 patients met analysis criterion. 
Patients were categorized according to change from baseline 
in triglycerides at Weeks 5-13 and Weeks 22-30. Cut-points of 
20, 30, 40 and 50mg/dL change in triglycerides from baseline 
were used for Weeks 5-13. Positive and negative predictive 
values (PPV, NPV) were calculated for all cut-off points. 
Results: Mean baseline fasting triglyceride concentrations 
(SD; standard deviation) were 133.5mg/dL (98.1), 210.4mg/
dL (214.8) and 147.1mg/dL (96.8), respectively for trials 1, 
2 and 3. Mean changes from baseline at endpoint (SD) were 
41.0mg/dL (115.7), 9.1mg/dL (124.4), and 37.2mg/dL (97.1) 
for Trials 1, 2 and 3. In all trials, the largest change was seen in 
first 9 weeks of treatment. Given a <20mg/dL early change in 
triglycerides, probability of a =50mg/dL change at 6 months 
ranged from 12% to 17%. NPVs ranged from 83.3 to 87.7%. 
PPVs ranged from 40.0 to 46.2%. Results for other cut-points 
will also be presented. Conclusions: Early assessment of 
fasting triglyceride concentrations can help identify patients 
who may be at risk for clinically significant changes with 
longer treatment. While NPV values are informative, risk 
of triglyceride increase is still present. Clinicians should 
continue to monitor serum triglycerides. Funded by Eli Lilly 
and Company.

REFERENCES:
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    olanzapine versus ziprasidone in the treatment of schizo-
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poster 48.  The Relationship Between 
Antipsychotic Medication Adherence 
and Medical Charges Among Individuals 
Diagnosed With Bipolar Disorder
Supported by AstraZeneca Pharmaceticals
Mariam Hassan, Ph.D., Brandywine B3B-711B, 1800 
Concord Pike, Wilmington, DE 19850, Maureen J Lage, 
Ph.D.
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EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

gain increased awareness of the impact of adherence to an 
antipsychotic medication regime on total medical charges.

SUMMARY:
Objective: To examine the impact of medication adherence 

on direct, mental health (MH)- and bipolar (BP)-related 
medical charges among individuals diagnosed with bipolar 
disorder. Methods: Claims data from patients aged 18 to 64 
years who were diagnosed with bipolar disorder, receiving an 
antipsychotic (with first use identified as the index date), and 
continuously insured from 6 months prior to and through 12 
months after the index date, were obtained from the PharMetrics 
Database (January 2000 to December 2006). Patients with 
a diagnosis of dementia or schizophrenia were excluded. 
Adherence was measured by the medication possession ratio 
(MPR). Logistic stepwise regressions were used to test the 
association between achievement of various adherence goals 
and charges, while controlling for demographic and clinical 
characteristics. Results: The mean MPR for this cohort 
(N=7769) was 41.7%, with 61.7% of patients having an MPR 
<50%. Patients who were adherent to their medication at least 
25% of the time had additional total medical charges (inpatient, 
outpatient, emergency room, and outpatient prescription drug 
charges) of US $12,546 (P<0.05), while patients who were 
adherent at least 95% of the time had additional total charges 
of $7334 (P<0.05) Similarly, improvements in antipsychotic 
medication adherence from at least 25% to at least 95% were 
also associated with decreased marginal MH-related charges 
(from $12,283 [P<0.05] to $7331 [P<0.05]), as well as 
decreased marginal BP-related charges (from $9808 [P<0.05] 
to $6857 [P<0.05]). Despite the relationship of adherence 
with higher total or MH-related charges, the marginal cost 
associated with improved adherence declined. Conclusions: 
These findings support a relationship between adherence and 
decreased marginal total, MH- and BP-related medical charges 
among patients with bipolar disorder, and suggest cost-offsets 
associated with improved medication adherence. Supported 
by funding from AstraZeneca Pharmaceuticals.

REFERENCES:
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poster 49.  PET-Measured Occupancy of the 
Norepinephrine Transporter by Extended 
Release Quetiapine Fumarate (quetiapine 
XR) in Brains of Healthy Subjects
Supported by AstraZeneca Pharmaceuticals LP
Svante Nyberg, AstraZeneca, Sodertalje SE-151 85, Sweden, 
Akihiro Takano, M.D., Ph.D., Aurelija Jucaite, M.D., Per 
Karlsson, M.D., Dennis McCarthy, Ph.D., Matts Kågedal, 

M.Sc., Chi-Ming Lee, Ph.D., Christer Halldin, Ph.D., Lars 
Farde, M.D., Ph.D., Scott Grimm, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, participants should be aware 

that norquetiapine (the major active quetiapine metabolite) 
demonstrates high occupancy of the norepinephrine transporter 
and that this occupancy may contribute to the broad range of 
efficacies demonstrated for quetiapine.

SUMMARY:
Introduction: Quetiapine offers a broad spectrum of efficacy 

in psychiatric disorders that was not predicted from its 
preclinical in-vitro pharmacology. Recent research shows 
that quetiapine and its major active human metabolite, 
norquetiapine, have moderate/high affinity in vitro for 
neuroreceptors, including D2 dopamine and 5HT2A 
receptors, as well as the norepinephrine transporter (NET) (1). 
A positron emission tomography (PET) study in non-human 
primates found that quetiapine and norquetiapine induced 
dose-dependent occupancy of D2 and 5HT2A receptors and 
norquetiapine but not quetiapine induced high occupancy at 
the NET, even at low plasma concentrations (2). The aim of the 
current study was to measure NET occupancy during exposure 
to clinically relevant doses of extended release quetiapine 
fumarate (quetiapine XR) in healthy subjects. Methods: Nine 
volunteers (20-45 years) were examined with PET using the 
radioligand (S,S)[18F]FMeNER-D2 for the NET, before 
and after quetiapine XR treatment (150-300 mg/d for 6-
8 days). Regions of interest were defined for the thalamus, 
using the caudate as a reference region. Receptor occupancy 
was calculated with a late time ratio method. Plasma levels 
of quetiapine and norquetiapine were monitored. Results: 
Maximal norquetiapine levels were ~90 and ~30 ng/mL, 
respectively, with quetiapine XR doses of 300 and 150 mg/
d. Treatment with quetiapine XR produced a dose-dependent 
reduction of radioligand uptake. Mean NET occupancy in the 
thalamus was 35% and 19%, respectively, with quetiapine 
XR doses of 300 and 150 mg/d. Conclusions: Data in humans 
support previous findings in monkeys of dose-dependent NET 
occupancy by norquetiapine at clinically relevant quetiapine 
XR doses. Inhibition of NET is accepted as a mechanism of 
antidepressant activity. Our findings suggest NET occupancy 
during quetiapine treatment may provide an explanation for 
the broad spectrum of efficacy of quetiapine. Supported by 
AstraZeneca Pharmaceuticals LP.
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poster 50.  Iloperidone Versus 
Haloperidol as Long-term Maintenance 
Treatment for Patients With 
Schizophrenia or Schizoaffective 
Disorder
Supported by Vanda Pharmaceuticals Inc. 
Rosarelis Torres, Ph.D., Vanda Pharmaceuticals Inc., 9605 
Medical Center Drive, Rockville, MD 20850, Henry A. 
Nasrallah, M.D., Paolo Baroldi, M.D., P.h.D.
EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to; 1.) Understand the long-term efficacy results 
for iloperidone as treatment for patients with schizophrenia 
or schizoaffective disorder; and 2.) Discuss the use of 
time to relapse for assessment of long-term antipsychotic 
effectiveness.
SUMMARY:
Introduction: This analysis compared long-term (46-weeks) 

maintenance of antipsychotic effect of the mixed D2/5-
HT2 antagonist iloperidone vs. haloperidol in patients with 
schizophrenia or schizoaffective disorder. Haloperidol has a 
well-defined long-term efficacy profile, making it a suitable 
comparator. Methods: Data were pooled from 3 prospective, 
multicenter, double-blind, parallel-group studies with an initial 
6-week, double-blind phase follow by a 46-week long-term, 
double-blind phase. Patients were randomized to iloperidone 
(4-16 mg/day) or haloperidol (5-20 mg/day). Patients were 
included in the efficacy analysis if they completed the initial 
6-week phase with =20% reduction from baseline in the 
PANSS-T score at weeks 4 and 6, had a CGI-I score <4, and 
had =1 efficacy assessment and took at least 1 dose of study 
medication during the long-term phase. The primary efficacy 
variable was time to relapse, defined as =25% and 10-point 
increase in PANSS-T score, discontinuation due to lack of 
efficacy, worsening psychosis with hospitalization, or 2-
point increase in CGI-C score after week 6. Results: Of 1644 
patients (iloperidone 1239; haloperidol 405) entering and 1326 
(iloperidone 1014; haloperidol 312) completing the initial 6-
week phase, 489 (iloperidone 371; haloperidol 118) qualified 
for inclusion in the long-term phase, and 359 (iloperidone 359; 
haloperidol 114) were included in the analysis population. 
Relapse rates were 43.5% with iloperidone and 41.2% 
with haloperidol. Iloperidone was shown to be statistically 
noninferior to haloperidol on the primary endpoint of time 
to relapse. At week 52, iloperidone and haloperidol showed 
similar improvement in PANSS-T and all subscales scores. 
Conclusions: Iloperidone demonstrated noninferior efficacy 
to that of haloperidol in this study of long-term maintenance 
treatment for patients with schizophrenia or schizoaffective 
disorder. Vanda Pharmaceuticals sponsored this analysis.
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poster 51.  Comparison of Switching 
Strategies from Risperidone to 
Aripiprazole in Patients With 
Schizophrenia and Insufficient Efficacy 
(CN138-169)
Vincent Rykmans, M.D., Cabinet de Consultations, Avenue 
Van Haelen, Brussels, 1160, Belgium, Jean-Pierre Kahn, 
M.D., Ph.D., Linda Hanssens., M.S., Sieglinde Modell, 
M.D., Wendy Kerselaers, M.S., Jean-Yves Loze, M.D., 
Sheila Assuncao-Talbott, M.D., Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to understand the similar safety and tolerability 
profiles of two different aripiprazole dose initiation strategies 
in switching patients from risperidone to aripiprazole.

SUMMARY:
Objective: To evaluate the safety, tolerability and overall 

effectiveness of switching from risperidone using two 
different aripiprazole dose initiation strategies. Methods: This 
was a 12-week, multicenter, open-label study of patients with 
schizophrenia (DSM-IV-TR) who experienced insufficient 
efficacy and/or safety/tolerability issues while receiving 
risperidone for >=6 weeks. Patients were randomized to titrated 
aripiprazole (5 mg/day week 1, 10 mg/day Weeks 2–3, 15 mg/
day weeks 4-5, flexibly dosed [10–30 mg/day] Weeks 6–12) or 
fixed aripiprazole dose (15 mg/day weeks 1-5, flexibly dosed 
[10–30 mg/day] Weeks 6–12). Risperidone down titration 
regimen was similar in both aripiprazole dosing strategies 
(risperidone current dose Weeks 1–2, half dose Weeks 3–4, 
discontinued at Week 5).  Primary endpoint: proportion of 
patients discontinuing due to adverse events (AEs) at Week 
12. Secondary endpoints: Positive and Negative Syndrome 
Scale (PANSS), Clinical Global Impressions–Improvement 
(CGI-I), Preference of Medication (POM) questionnaire, 
Subjective Well-being under Neuroleptics (SWN) and social 
cognition (GEOPTE) scales.  Results: 400 patients entered the 
study (200 in each group); 359 (90%) patients completed the 
study. Discontinuation due to AEs was similar between dosing 
strategies (3.5% vs. 5.0%; p=0.448). The AE most frequently 
leading to discontinuation was worsening of schizophrenia 
(n=4, 1%). Treatment-emergent AEs with an incidence >=5% 
in either group were insomnia, anxiety, and headache. Patients 
in both aripiprazole strategies showed significant improvement 
(Week 12, LOCF) in the mean change PANSS Total scores 
(–14.8 vs. –17.2 from baseline) and mean CGI-I scores at 
endpoint (2.9 vs. 2.8). Improvement from baseline was also 
seen in the GEOPTE and SWN scales. Conclusion: Switching 
to aripiprazole from risperidone can be safely achieved with a 
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slow down-titration of risperidone and a titrated- or fixed-dose 
initiation strategy for aripiprazole.
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poster 52.  Analysis of Potential Drug-
Drug Interaction Pairs Associated With 
Antipsychotics Among Medicaid Patients 
with Schizophrenia or Bipolar Disorder
Supported by the World Psychiatric Association
Jeff J. Guo, Ph.D., 3225 Eden Avenue,Cincinnati,OH 45267, 
Yonghua Jing, Ph.D. Candidate, Nick C. Patel, Pharm.D., 
Ph.D., Jasmanda Wu, Ph.D., Christina M.L. Kelton, Ph.D., 
Huihao Fan, Ph.D. Candidate, Paul E.Keck,Jr., M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to describe the risk factors of receiving potential 
drug-drug interaction pairs associated with commonly 
used antipsychotics among Medicaid adult patients with 
schizophrenia, schizoaffective disorder, or bipolar disorder. 

SUMMARY:
Introduction:  Since many antipsychotics are metabolized 

by cytochrome P450 (CYP450) isoenzymes (1A2, 2D6, and 
3A4), we proposed to assess the risk of receiving potential 
drug-drug interaction (DDI) pairs associated with the 
inhibition or induction of CYP450 isoenzymes. Methods:  
Using the Ohio Medicaid claims database from 1/1/2001 
to 12/31/2003, a total of 44,511 patients (18=age=65) with 
a schizophrenia or bipolar disorder diagnosis and receiving 
at least one study antipsychotic were selected for this study. 
Any clinically significant (moderate or severe) DDI pair 
was defined to have concomitant exposure if any of the days 
supply for an antipsychotic prescription overlapped with the 
days supply of an interacting medication by at least one day. 
Patients with schizophrenia and bipolar disorder were analyzed 
separately. Multivariable logistic regression analysis was used 
to assess risk factors associated with the receipt of a potential 
DDI pair. Results:  Of the 44,511 study patients, potential 
DDI pairs were received by 12.1% (11.9% in schizophrenia, 
12.9% in schizoaffective, and 11.8% in bipolar sub-cohorts) 
as same-day prescriptions dispensed and by 24.5% (24.7% in 
schizophrenia, 26.5% in schizoaffective, and 24.5% in bipolar 
sub-cohorts) as prescriptions with at least a one-day overlap.  
The most frequent DDI pairs were observed with olanzapine 
(45.0%), risperidone (23.5%), and quetiapine (13.4%).  A 
higher risk of receiving a potential DDI pair was associated 
with being white (odds ratio [OR]=1.27, 95% confidence 
interval [CI]: 1.21-1.34), treatment duration over 12 months 
(OR=1.13, 95% CI: 1.07-1.19), depression (OR=1.20, 95% 

CI: 1.14-1.27), impulse control disorder (OR=1.53, 95% CI: 
1.30-1.79), diabetes mellitus (OR=1.12, 95% CI: 1.05-1.20), 
cerebrovascular disease (OR=1.34, 95% CI: 1.13-1.59).  
Conclusion: The potential drug-drug interactions should be 
considered when treating patients with some antipsychotics 
and long-term maintenance use.
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poster 53.  A 28-Week, Randomized, 
Double-Blind Study of Olanzapine 
Versus Aripiprazole in the Treatment of 
Schizophrenia
Supported by Eli Lilly and Company
Virginia Stauffer, Pharm.D., Lilly Corporate Center, Drop 
Code 4133, Indianapolis, IN 46285, John M. Kane, M.D., 
Olawale Osuntokun, M.D., Ludmila A. Kryzhanovskaya, 
M.D., Wen Xu, Ph.D., Susan B. Watson, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to describe the relative effectiveness of olanzapine and 
aripiprazole in the treatment of schizophrenia.

SUMMARY:
Objective: Olanzapine (OLZ) has demonstrated efficacy 

in schizophrenia and has been reported superior to other 
atypical antipsychotics on time to all-cause discontinuation, 
a proxy for treatment effectiveness. The current study was 
designed to evaluate the effectiveness of OLZ compared with 
aripiprazole (APZ) in patients with schizophrenia. Methods: 
Patients with a diagnosis of schizophrenia (N=566) aged 18 to 
65 were randomized to either OLZ (n=281) or APZ (n=285) 
for 28 weeks of double-blind treatment. The primary outcome 
measure was time to all-cause discontinuation. Symptom 
efficacy was measured by Positive and Negative Syndrome 
Scale (PANSS) total change from baseline (LOCF). Time-
to-event data were analyzed via the Kaplan Meier method. 
Results: Treatment groups did not differ significantly in time 
to all-cause discontinuation (p=.067) or in discontinuation 
rates (OLZ 42.7%, APZ 50.2%, p=.053). The OLZ group had 
a significantly greater mean decrease in the PANSS (-30.2) 
than the APZ group (-25.9, p=.014). Mean weight change (kg) 
was +3.4 for OLZ and +0.3 for APZ (p<.001), with 40.3% 
of OLZ patients (vs. 16.4% of APZ patients, p<.001) gaining 
>=7% body weight. Fasting mean glucose change (mg/dL) 
was +4.9 for OLZ and +0.9 for APZ (p=.045). Percentage of 
patients with baseline glucose <100 and >=126 at any time 
was 1.7% for OLZ and 0.6% for APZ (p=.623). Fasting mean 
total cholesterol change (mg/dL) was +4.1 for OLZ and -
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9.8 for APZ (p<.001). Percent of patients with baseline total 
cholesterol <200 and >=240 at any time was 9.2% for OLZ 
and 1.5% for APZ (p=.008). Fasting mean triglycerides change 
(mg/dL) was +25.66 for olanzapine and -17.52 for aripiprazole 
(p<.001). Conclusion: The OLZ and APZ groups did not 
differ significantly on the primary outcome; however, the 
OLZ group had significantly greater symptom improvement. 
Significantly greater increases in weight, glucose, and total 
cholesterol were observed in OLZ-treated patients. Research 
supported by Eli Lilly and Company.
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Poster 54.  Quetiapine Monotherapy up 
to 52 Weeks in Patients With Bipolar 
Depression: Continuation Phase Data 
From the EMBOLDEN I and II Studies
Supported by AstraZeneca Pharmaceuticals LP
Allan Young, Ph.D., UBC Institute of Mental Health, 2255 
Wesbrook Mall, Detwiller Pavilion, Vancouver, British 
Columbia,  V4C 4K1 Canada, Susan McElroy, M.D., Bengt 
Olausson, M.D., William Chang, Ph.D., Björn Paulsson, 
M.D., Arvid Nordenhem, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to understand that continued treatment with quetiapine 
may prevent the recurrence of mood events in patients 
with bipolar depression responding to an 8-week course of 
quetiapine monotherapy.

SUMMARY:
Introduction: The aim of this analysis was to determine 

whether the acute findings of the Efficacy of Monotherapy 
Seroquel in BipOLar DEpressioN (EMBOLDEN) studies 
(1,2) extend long-term by examining the continuation efficacy 
of quetiapine monotherapy in a preplanned pooling of data 
from EMBOLDEN I and II. Methods: Following completion 
of the 8-week acute phases of EMBOLDEN I and II, patients 
who had received quetiapine (300 or 600 mg/d) and achieved 
remission (MADRS and YMRS scores =12) at Week 8, were 
randomized to the same dose of quetiapine (double-blind) or 
placebo for at least 26 weeks and up to 52 weeks, or until mood 
event recurrence. The primary outcome variable was time from 
randomization (Week 8) to recurrence of any predefined mood 
event. Results: 584 patients were included in the continuation 

phase. Risk for recurrence of a mood event was significantly 
lower in the quetiapine group relative to placebo (HR, 0.51 
[95% CI, 0.38-0.69]; P<0.001). A lower risk for recurrence 
of depressive (HR, 0.43 [95% CI, 0.30-0.62]; P<0.001) and 
manic events (HR, 0.75 [95% CI, 0.45-1.24]) was also seen 
for quetiapine but statistical significance was achieved only 
for depressive events. Individually, both doses significantly 
delayed mood event recurrence (HRs, 0.59 [95% CI, 0.41-
0.84] and 0.45 [95% CI, 0.30-0.67] for 300 and 600 mg/d, 
respectively), with a numerical advantage for the 600 mg/d 
dose. A similar advantage was apparent for recurrence of 
depressive (HRs, 0.48 [95% CI, 0.30-0.75] and 0.39 [95% CI, 
0.24-0.63]) and manic events (HRs, 0.89 [95% CI, 0.49-1.63] 
and 0.62 [95% CI, 0.32-1.21]. Safety data were consistent with 
the recognized profile of quetiapine. Conclusions: The acute 
efficacy of quetiapine in bipolar depression is maintained 
in continuation treatment for at least 26 and up to 52 weeks 
compared with placebo among patients responding to acute 
treatment. Quetiapine was generally well tolerated.
Supported by funding from AstraZeneca Pharmaceuticals LP.
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poster 55.  Quetiapine in the Maintenance 
Treatment of Bipolar I Disorder: 
Combined Data From Two Long-Term Phase 
III Studies
Supported by AstraZeneca Pharmaceuticals
Guy Goodwin, D.Phil., 1800 Concord Pike, Wilmington, DE 
19850, Trisha Suppes, M.D., Eduard Vieta, M.D., Sherry 
Liu, Ph.D., Björn Paulsson, M.D., Willie Earley, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to understand that quetiapine, when given in combination 
with lithium or divalproex, may prevent the recurrence of 
mania or depression mood events in patients with bipolar I 
disorder, regardless of the polarity of the index episode. 

SUMMARY:
Introduction: Data are presented from 2 long-term studies 

(D1447C00126; D1447C00127) that examined the efficacy 
and safety of quetiapine (QTP) in combination with lithium 
(Li) or divalproex (DVP) in the prevention of mood events 
(manic, mixed, or depressed) in bipolar I disorder. Methods: 
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The studies consisted of pre-randomization and randomized 
phases. Pre-randomization, patients received open-label QTP 
(400-800 mg/d; flexible, divided doses) with Li or DVP (target 
serum concentrations 0.5-1.2 mEq/L and 50-125 ?g/mL, 
respectively) for a manic, mixed, or depressed event to achieve 
=12 weeks of clinical stability. Thereafter, patients were 
randomized to double-blind treatment with QTP (400-800 mg/
d; flexibly dosed)+Li/DVP, or placebo+Li/DVP for up to 104 
weeks. The primary endpoint was the time to recurrence of any 
mood event; defined by medication initiation, hospitalization, 
YMRS or MADRS scores =20 at 2 consecutive assessments, 
or study discontinuation due to a mood event. Results: 3414 
patients entered the pre-randomization phase and 1326 were 
randomized and received =1 dose of study medication. Rates 
of recurrence were 19.3% versus 50.4% for QTP and placebo 
groups, respectively. The risk of recurrence of a mood event 
was significantly reduced in the QTP+Li/DVP relative to 
the placebo+Li/DVP group (HR, 0.30, P<0.001). The same 
effect was observed for recurrence of depressed and manic 
events (HRs, 0.30, P<0.001). Safety data were consistent with 
the recognized profile of QTP. The incidence density of a 
single-emergent fasting blood glucose value =126 mg/dL was 
higher in patients randomized to QTP+Li/DVP (10.7%, 18.03 
patients per 100 patient-years) than in patients randomized to 
placebo+Li/DVP (4.6%, 9.53 patients per 100 patient-years). 
Conclusions: QTP+Li/DVP is significantly more effective than 
placebo+Li/DVP alone in increasing the time to recurrence of 
any mood event in patients with bipolar I disorder.  Supported 
by funding from AstraZeneca Pharmaceuticals.
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poster 56.  Acute Efficacy and 
Tolerability of Aripiprazole for the 
Treatment of Bipolar I Disorder in 
Pediatric Patients
Supported by Bristol-Myers Squibb Company and Otsuka 
Pharmaceutical Co, Ltd.
Andrei Pikalov, M.D., Ph.D., 2440 Research Boulevard, 
Rockville, MD 20850, S. Mathew, B.S., M. Nyilas, M.D., 
R.A. Forbes, Ph.D., N. Jin, M.S., B. Johnson, M.S., R. 
Owen, M.D., R.D. McQuade, Ph.D., T. Iwamoto, Ph.D., 
W.H. Carson, M.D., K. Chang, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to assess the efficacy and safety of aripiprazole in the 
treatment of pediatric bipolar I disorder.

SUMMARY:
Objective: The purpose of this study was to assess the efficacy  

and safety of aripiprazole in the treatment of pediatric bipolar 
I disorder. Methods: 296 youths, ages 10-17 with a DSM-IV 
diagnosis of bipolar I disorder, manic or mixed episode with or 
without psychotic features were randomized to receive placebo 
or a fixed dose of aripiprazole 10 mg or 30 mg reached after a 
5 or 13 day titration, respectively.  This 4-week multi-center, 
double-blind trial was conducted on an outpatient basis (with 
option for inpatient hospitalization, if needed). The primary 
efficacy endpoint was change from baseline to week 4 on the 
YMRS total score.  Secondary efficacy endpoints included 
change from baseline on the CGAS score, CGI-BP severity 
score, CRRS-R score, GBI and ADHD-RS-IV. Patient response 
(>50% improvement in YMRS total score) was also assessed. 
Tolerability assessments included AE frequency and severity; 
BARS, SAS, AIMS, as well as blood chemistries, body weight 
change and prolactin. Results: 80% of patients completed this 
study. At week one, aripiprazole 10 mg and 30 mg groups 
were superior to placebo (p< .05) on the primary endpoint. 
Efficacy was sustained through the end of the four week trial 
(p< .0001). Both doses demonstrated significant improvement 
on the  CGAS, CGIS-BP severity score, GBI, and ADHD-RS-
IV.  Response rates for 10 mg and 30 mg doses were 45% and 
64%, respectively, which were significantly higher (p< .01 and 
p< .0001) than placebo (26%). Seven percent of aripiprazole 
treated patients discontinued due to adverse events, compared 
to 2% for placebo. Most common adverse events were 
somnolence, extrapyramidal disorder and fatigue. Weight 
gain in aripiprazole treated patients was not significantly 
different from placebo. Conclusions: Aripiprazole 10 mg and 
30 mg doses were superior to placebo in the acute treatment 
of pediatric patients with bipolar I disorder. Aripiprazole was 
generally well tolerated and weight gain was minimal.
Supported by Bristol-Myers Squibb Company and Otsuka 
Pharmaceutical Co, Ltd.
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Bipolar I Disorder
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EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to assess the long-term efficacy of aripiprazole in the 
treatment of pediatric bipolar I disorder.

SUMMARY:
Background: There is a shortage of published data from 

controlled trials with which to guide treatment decisions. 
The efficacy and safety of aripiprazole was assessed in this 
long-term study. Methods: 296 youths, ages 10-17 year-old 
with a DSM-IV diagnosis of bipolar I disorder w/wo psychotic 
features were randomized 1:1:1 to receive either placebo or 
aripiprazole (10mg or 30mg) in a 4-week double-blind trial. 
Completers continued randomly assigned treatments for 
an additional 26 weeks (double-blind). Efficacy endpoints 
included mean change from the pretreatment baseline to 
Week 30 on the Young-Mania Rating Scale (Y-MRS); 
Children’s Global Assessment Scale (CGAS), Clinical Global 
Impressions Scale-Bipolar Version (CGI-BP) severity score, 
Children’s Depression Rating Scale-Revised (CDRS-R) score, 
General Behavior Inventory Scale (GBI) score, Attention 
Deficit Hyperactivity Disorders Rating Scale (ADHD-RS-IV) 
score, time to discontinuation due to all reasons, and response 
rate (defined as > 50% reduction from baseline in the YMRS 
total score). The study was conducted on an outpatient basis 
with the option for inpatient hospitalization, if needed. A 5-
member, independent, Data Safety Monitoring Board (DSMB) 
provided frequent assessment of patient safety. Results:  In 
the double-blind continuation phase of this study, aripiprazole 
10 mg and 30 mg groups demonstrated significant superiority 
to placebo at all scheduled visits through Week 30 on mean 
change from baseline in the Y-MRS total score (p<.0001, all 
visits). Significant improvements were observed on the CGAS, 
CGI-BP, ADHD-RS-IV total score, time to discontinuation (10 
mg vs. placebo, p < 0.0001; 30 mg vs. placebo, p = 0.0124), 
and response rate (10 mg (50%) vs. placebo (27%), p<.0001; 
and 30 mg (56%) vs. placebo (27%), p<.0001). Conclusions: 
Aripiprazole 10mg and 30mg doses were superior to placebo 
in the long-term treatment (up to 30 weeks) of pediatric bipolar 
patients.  Supported by Bristol-Myers Squibb Company and 
Otsuka Pharmaceutical Co, Ltd.
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poster 58.  Olanzapine Long-Acting 
Injection: Pharmacokinetic and Dose 
Correspondence Data Relative to Oral 
Olanzapine
Supported by Eli Lilly and Company
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EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to: 1.) Describe the pharmacokinetic properties of 
olanzapine long-acting injection (OLAI) and the implications 
for dosing; and 2.) Describe the relative risk of relapse for 
patients with schizophrenia when switching to OLAI from 
various stabilized oral doses.

SUMMARY:
Objective: Pharmacokinetic and efficacy data for olanzapine 

long-acting injection (OLAI) were assessed to determine 
dose correspondence relative to oral olanzapine.Methods: 
Patients with schizophrenia (N=1065) on a stabilized dose 
of oral olanzapine for at least 4 weeks were randomized to 
double-blind treatment with OLAI or to continued treatment 
on their same dose of oral olanzapine for up to 24 weeks. 
Oral antipsychotic supplementation was not allowed. Cox 
proportional hazard models were used to calculate relative 
risk of relapse. Periodic sampling of plasma olanzapine 
concentrations was performed in a subset of 346 patients. 
Results: OLAI doses of 150mg/2 wks, 405mg/4 wks, and 
300mg/2 wks produced 10th-90th percentile steady-state 
plasma concentrations (5–41, 8–51, 7–73 ng/mL) similar to 
those for 10, 15, and 20mg/day oral olanzapine (13–48, 21–
63, 21–85 ng/mL). Steady-state concentrations were achieved 
after approximately 3 months of treatment. The relative risk 
of relapse over 24 weeks indicated a correspondence between 
OLAI and oral dosing regimens. Patients stabilized on 10 
mg/day oral who were randomized to 405mg/4 wks OLAI 
showed approximately equal risk as those who remained 
on a 10mg/day oral dose (hazard ratio [HR]=1.03). Patients 
stabilized on 15 or 20mg/day oral who were randomized to 
300mg/2 wks OLAI showed lower or approximately equal 
risk relative to staying on oral (HR=0.68 and HR=1.13, 
respectively). The percentage of patients experiencing relapse 
by 24 weeks ranged from 1.5% (switched from 10mg/day oral 
to 300mg/2 wks OLAI) to 18.8% (switched from 20mg/day 
oral to 150mg/2 weeks OLAI).Conclusions: Pharmacokinetic 
and efficacy data suggest a correspondence between available 
oral doses and proposed OLAI doses. Data also indicate that 
patients can be switched directly from oral olanzapine to 
OLAI without oral supplementation and with a low risk of 
relapse if switched to an appropriate corresponding dose. This 
work was funded by Eli Lilly and Co.
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poster 59.  Assessment of the Dose 
Proportionality of Paliperidone 
Palmitate, a Long-Acting Injectable 
Antipsychotic, Following Deltoid or 
Gluteal Administration
Supported by Johnson & Johnson Pharmaceuticals Services
Joris Berwaerts, M.D., Johnson & Johnson Pharmaceutical 
Research and Development. 1125 Trenton-Harbourton Road, 
Titusville, NJ 08560, Adriaan Cleton Ph.D., Stefaan Rossenu, 
Ph.D., David Hough M.D., Herta Crauwels Ph.D., Sri Gopal 
M.D., An Vandebosch Ph.D., Clara María Rosso Fernández 
M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

have an understanding of the dose proportionality of 25–150 
mg eq. paliperidone palmitate, a new long-acting injectable 
antipsychotic agent, following administration into either the 
deltoid or gluteal muscle.

SUMMARY:
Introduction: Dose proportionality of paliperidone palmitate 

injected into deltoid or gluteal muscle was assessed. Methods: 
Single-dose, open-label, parallel-group study randomized 
201 schizophrenia pts (safety set) into 8 groups: paliperidone 
palmitate 25 (n=48), 50 (n=50), 100 (n=51) or 150 (n=52) 
mg eq. injected into deltoid or gluteal muscle. Paliperidone 
dose proportionality was assessed by linear regression model 
for each injection site, with log-transformed dose-normalized 
AUC&infin; and Cmax as dependent variables and log-
transformed dose as predictor, respectively. AUC&infin; and 
Cmax ratios of enantiomers [R078543(+)/R078544(–)] were 
recorded. Results: AUC&infin; slopes were not significantly 
different from 0 for deltoid (slope –0.06;p=0.36) and gluteal 
injections (slope –0.02;p=0.76), indicating dose proportional 
increase in AUC&infin;. Tmax was comparable for doses, 
but slightly earlier for deltoid (13–14d) vs. gluteal injection 
(13–17d). Median Cmax (range:5.1–11.0ng/mL) was higher 
for deltoid vs. gluteal injection except 100mg eq. dose. Cmax 
slopes were significantly different from 0 for deltoid (slope –
0.22;p=0.0062) and gluteal (slope –0.31;p<0.0001) injection, 
indicating less than proportional increase in Cmax with dose. 
Median (+)/(–) Cmax and AUC&infin; ratios were ~1.7. 
After a single dose of paliperidone palmitate, pts received 
permitted concomitant oral antipsychotics. Treatment-
emergent AEs (TEAEs) included tachycardia (10%), 
headache (7%), schizophrenia (6%), insomnia (5%), weight 
gain (5%); 2% discontinued due to TEAEs. Conclusion: Data 
indicate AUC&infin; increased proportionally with increasing 
paliperidone palmitate doses (25–150mg eq.) regardless of 
deltoid or gluteal injection. Cmax after a single injection 
was less than dose proportional for doses >50mg eq. Overall, 
deltoid injection was associated with higher Cmax (except 
100mg eq.) and slightly earlier tmax vs. gluteal injection. 
Funded by Johnson & Johnson Pharmaceutical Services, LLC 
and J&J PRD.
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Poster 60.  Evaluation of the 
Pharmacokinetic Profile of Gluteal 
Versus Deltoid Intramuscular 
Injections of Paliperidone Palmitate in 
Schizophrenia Patients
Supported by Johnson & Johnson Pharmaceutical Services 
Joris Berwaerts, M.D., Johnson & Johnson Pharmaceutical 
Research and Development. 1125 Trenton-Harbourton Road, 
Titusville, NJ 08560, Adriaan Cleton M.D., Stefaan Rossenu 
Ph.D., David Hough M.D., Herta Crauwels Ph.D., An 
Vandebosch Ph.D., Mariëlle Eerdekens Ph.D., Igor Francetic 
M.D., Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should have 

an understanding of the pharmacokinetic profile of a 100 mg 
eq. dose of paliperidone palmitate, a long-acting injectable 
antipsychotic agent, following administration into either the 
deltoid or gluteal muscle.

SUMMARY:
Introduction: The aim of this study was to compare the PK 

profile of paliperidone palmitate 100 mg eq. administered 
into the deltoid (n=24) or gluteal muscle (n=25). Methods: In 
this multiple-dose, open-label, parallel-group study, patients 
with schizophrenia were randomized to receive 4 consecutive 
intramuscular injections (Days 1, 8, 36 and 64). Results: The 
median Cmax was higher in the deltoid vs. gluteal muscle 
after the 2nd (31.3 vs. 24.1 ng/mL, respectively) and 4th (23.7 
vs. 22.3 ng/mL, respectively) injections. After 4 injections, 
the median fluctuation index (FI) was higher (71.9 vs. 56.2%, 
respectively), with a larger intersubject variability for deltoid vs. 
gluteal injection. Median Tmax was similar between injection 
sites after the 2nd (10 vs. 10 days, respectively) and 4th (5 vs. 
6.5 days, respectively) injections. The median concentration–
time profile was higher following deltoid injection. After 4 
injections, median AUC&infin; was similar for both injection 
sites; Cmax and AUC&Tau; for paliperidone were 30% (90% 
CI;100.56–168.93) and 20% (90% CI;93.09–154.69) higher 
in deltoid vs. gluteal muscle, respectively. Increased median 
predose plasma concentrations on Days 8, 36 and 64 suggested 
patients were not completely at steady state after 4 injections. 
Most commonly reported adverse events (combined injection 
sites) were orthostatic hypotension (24%), hypotension (14%), 
diastolic hypertension (12%) and injection site pain (14%). 4 
patients discontinued due to psychosis. Paliperidone palmitate 
was well tolerated, with a mean injection site pain VAS score 
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of 3.3 for gluteal vs. 10.8 for deltoid muscle (Day 1, 8 hours 
after injection). Conclusion: Paliperidone palmitate 100 mg 
eq. had an increased AUC&Tau;, higher Cmax and greater 
FI when injected into the deltoid vs. gluteal muscle, although 
similar Tmax was noted for both injection sites. Paliperidone 
palmitate 100 mg eq. was well tolerated. Supported by Johnson 
& Johnson Pharmaceutical Services LLC., and J&J PRD.
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poster 61.  Use of Cariprazine in the 
Treatment of Schizophrenia: a Proof-of-
Concept Trial
Supported by Forest Laboratories, Inc.
Robert Litman, M.D., 9605 Medical Center Drive, Suite 
270, Rockville, MD 20850, Kelly Papadakis, M.D., M.H.Sc, 
Suresh Durgam, M.D., Jingdong Xie, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to compare the tolerability and efficacy of low-dose 
cariprazine, high-dose cariprazine, and placebo in patients 
with acute exacerbation of schizophrenia.

SUMMARY:
Objective: Cariprazine (RGH-188) is a novel atypical 

antipsychotic with potent dopamine D3/D2 receptor 
antagonism/partial agonism.Methods:  In this 6-week double-
blind, flexible-dose, proof-of-concept study conducted in 34 
US sites, patients with acute exacerbation of schizophrenia 
(mean baseline PANSS score=95) were randomized to placebo 
(N=129), cariprazine low dose (1.5-4.5 mg/day; N=127), or 
cariprazine high dose (6-12 mg/day; N=133). Hospitalization 
was mandatory during screening and the first three weeks 
of double-blind treatment. Primary efficacy parameter was 
change in PANSS total score from baseline to endpoint using 
LOCF. Results:  For each group, 54% of patients completed 
treatment. The change from baseline to Week 6 in PANSS total 
score was -9.7, -14.5, and -12.6 for the placebo, cariprazine 
low-dose, and high-dose groups, respectively (LOCF). 
Pairwise comparison between the low-dose group and placebo 
was statistically significant (P=0.033); for high-dose group 
vs. placebo, P=0.2. For PANSS negative subscale, pairwise 
comparisons yielded significant improvements (P<0.05) in the 
cariprazine low-dose group at Week 1 and continued to Week 6. 
Adverse events leading to discontinuation were 15%, 9%, and 
8% for placebo, low-dose, and high-dose groups, respectively; 
primarily worsening of schizophrenia. Cariprazine treatment 
was generally well tolerated, with no clinically meaningful 

changes in metabolic parameters, including mean fasting 
serum glucose and serum lipid levels and the prolactin level. 
Conclusion: This proof-of-concept study suggested clinical 
efficacy for cariprazine in the treatment of acute exacerbation 
of schizophrenia that warrants further investigations. Overall, 
cariprazine dosed up to 12 mg was safe and well tolerated. 
This study and its presentation were supported by Forest 
Laboratories, Inc.
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Poster Session 3

Friday, October 3                      8:30 a.m.-10:00 a.m.

Mood Problems

Moderator: Daniel Chapman, Ph.D.

Poster 63.  An Improved Method of Suicide 
Risk Evaluation
Robert Drye, M.D., Clinical Assistant Professor, University 
of Arizona College of Medicine, 2620 S. Azalea Drive, 
Tempe, AZ 85282

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Recognize the difference between the no-suicide 
decision method and “no-harm contracts;” and 2.) Use the 
method in evaluating suicidal risk in emergent situations and 
ongoing practice.

SUMMARY:
Although great attention has been focused on the high rates 

of suicide of both active duty and returning military personnel 
from Iraq, and Afghanistan, there has been no rapid and reliable 
way to evaluate actual risk, with suicides occurring often 
months after discharge. The Veterans Administration currently 
requires an extensive screening with each new applicant for 
VA services, but this is cumbersome, questionnaire based, 
and of unproved reliability. It is usually administered by 
intake counselors, usually not experienced mental health 
personnel. Military discharge procedures vary, and are 
currently under considerable criticism for not picking up risk. 
Current APA practice guidelines emphasize the relationship 
between assessor and patient, exactly what is missing in these 
situations of rapid screening.  In an effort to clarify the final 
guideline recommendation against using “no harm contracts” 
as screening, former APA President, Marcia Goin, M.D., 
(2003) recalled the system I and the Gouldings had presented 
and published in 1973. At the 2004 Annual Meeting, the NO-
Suicide Decision: Patient Monitoring of Risk was the subject 
of a workshop including co-authors of the guidelines, and 
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30 years of experience using the method internationally was 
reported with only four fatalities. This method was recognized 
by the co-authors as substantially different from the “no harm 
contracts”, professionally responsible, and further publication 
encouraged. The possible use of this method is currently under 
discussion with the Department of Defense and the Veteran’s 
Administration.

REFERENCES:
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poster 64.  The Dark Side of the Internet: 
Suicide Attempt
Abosede Alao, B.S.N., R.N., SUNY Upstate Medical 
University, Syracuse, NY 13210, Adekola O Alao M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to understand the impact of the Internet on suicidal 
patients and the need to screen for Internet use.

SUMMARY:
 The Internet as a widespread source of communication 

is already having a significant influence in medicine and 
psychiatry. Although the Internet has great potential in 
psychiatric education, clinical care and research, its impact on 
social issues should not be underestimated. Firstly, the Internet 
as a means of communication may encourage suicidal behavior 
by depicting ways by which suicide may be committed.  
Secondly, some Internet web-sites may discourage people 
with mental illness from seeking psychiatric help, condone 
suicide and forbid entry to anyone offering to discourage users 
from committing suicide. However, the Internet could be a 
resource to help a potentially suicidal person get help and can 
be used to identify those at risk for suicide, communicate with 
them and potentially prevent suicide. In this study, we will 
describe 5 reported cases of patients in which the Internet was 
used as the source of information by patients who attempted 
suicide (Table 1). Method:  A literature review was performed 
using several databases such as Cochrane, CINAHL and 
MEDLINE to research articles and cases that have been 
published describing suicide attempts using the Internet as the 
source of information for the method used. The Internet is a 
rapid method of communication.  With significant advances 
being made in communication technology, there lies potential 
hazards and potential benefits.  Clinicians and practitioners 
dealing with mentally ill patients should be well acquainted 
with all the hazards, as well as the potential rescue afforded 
by the Internet.
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poster 65.  Suicidal Behavior in the 
Patients of Obsessive Compulsive 
Disorder
Jitendra Trivedi, M.D., M.R.C., Professor, Department of 
Psychiatry, C.S.M. Medical University (earlier K.G.Medical 
University), Lucknow,  226003 India, Mohan Dhyani 
M.B.B.S., J.K Trivedi M.D., Anil Nischal M.D., PK Sinha 
M.Sc.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to assess the suicidal behavior in patients of Obsessive 
Compulsive Disorder (OCD).

SUMMARY:
Suicidal behavior is defined as an act through which an 

individual harms himself (self aggression) whatever may be 
the degree of lethal intention or recognition of genuine reason 
for their action. Suicidal behavior is the result of a complex 
interaction of biological, genetic, psychological, sociological, 
environmental factors. Well identified demographic and 
biopsychosocial risk factors consistently associated with 
completed suicide include male gender, older age, white race, 
widowed status and poor health (especially if painful and 
serious illness is present) OCD is chronic distressing anxiety 
disorder associated with significant functional impairment. 
Major depression has been the most common disorder with 
a prevalence of up to 67% OCD has a significant negative 
impact on the sufferer, his family, social life and health 
related quality of life (Steeketee, 1993). There is a reasonable 
probability that the patient of OCD have suicidal thoughts , 
plans or actually attempt suicide. The present work is a single 
point non-invasive, cross sectional, clinical study of new and 
follow-up cases of Obsessive Compulsive Disorder, (OCD) 
attending psychiatric outpatient section, which involves the 
assessment of suicidal behavior in the patients. Informed 
consent was taken from all the subjects. 52 patients with 
a diagnosis of OCD were assessed for suicidal behavior. 
Conclusion: A significant number (19.23%) of patients had 
a history of past suicidal attempt. This finding is important 
as past suicidal attempt is considered to be a strong predictor 
for future suicidal attempt. Hopelessness, a predictor of future 
suicidal risk, was significantly high in 25% of the patients 
on the Beck Hopelessness Scale. 26.9% of patients had a 
significantly high degree of suicidal ideation, with a score of 6 
or more on the Scale of Suicidal Ideation.
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poster 66.  Suicides and Gender: 
Characterization Using RADARS® System 
Poison Center Data
Meredith Kirtland, B.A., Rocky Mountain Poison & Drug 
Center, Denver Health, 777 Bannock Street, MC 0180, 
Denver, CO 80204, Sonya Heltshe, Ph.D., J. Elise Bailey, 
M.S.P.H., Richard Dart, M.D., Ph.D.
EDUCATIONAL OBJECTIVES:
At the conclusion of this session, a participant should be 

able to: 1.) Identify gender differences in suicides involving 
prescription opioids; and 2.) Recognize that while suicide by 
poisoning is reportedly the most common method of suicide 
for females, RADARS System data show that only some 
prescription opioid rates and means are significantly higher 
for females. 
SUMMARY:
Introduction: Self harm poisoning, the 2nd highest cause 

of nonfatal injuries in the U.S., is the most common suicide 
completion method for females, while firearm use is the 
most common for males. Prescription opioids have not been 
examined alone to determine their role in poisoning suicides. 
The RADARS System Poison Centers (PC) collected suicide 
data from 43 of 60 U.S. PC. Using these data, we hypothesize 
that females have higher suicide rates and means for all 
opioids combined and each individual opioid. Methods: PC 
use a standard electronic system to record spontaneous calls 
from the public and health professionals; quality checks are 
performed to verify coding accuracy. Intentional suspected 
suicides (ISS), which include attempts and completions, 
involving buprenorphine, fentanyl, hydrocodone, hydromor-
phone, methadone, morphine, oxycodone and tramadol were 
analyzed (2006). In 3-digit ZIP codes (3DZ) with at least 
1 ISS, the difference between male and female ISS rates 
(ISS/1,000 Unique Recipients of Dispensed Drug [URDD, 
number of individuals who filled a prescription]) and means 
were examined. Results: The mean ISS number in a given 3DZ 
for all opioids combined was significantly higher for females 
(2.1 vs. 1.3, p<0.05). The mean ISS number for oxycodone 
(2.3), hydrocodone (5.5), morphine (0.6) and tramadol (1.9) 
were all significantly higher for females (p<0.05). While not 
significant, methadone was higher for males (0.8 vs. 0.7). The 
ISS rate for all opioids combined was significantly higher for 
females (0.22 vs. 0.18, p<0.05). Rates for oxycodone (0.1), 
hydrocodone (0.1) and tramadol (0.2) were all significantly 
higher for females (p<0.05). Again, while not significant, 
methadone was higher for males (0.60 vs. 0.58). Conclusion: 
Mean ISS numbers and rates were higher for females when all 
opioids were combined. However unique gender differences 
were found with individual opioids. Additional data and 
analyses are recommended to further understand these 
differences.
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poster 67.  Mindfulness-Based Depression 
Treatment Through Web and Telephone 
Groups
Michael Compton, M.D., M.P.H., Emory University School 
of Medicine, Department of Psychiatry and Behavioral 
Sciences, 49 Jesse Hill Jr. Drive, S.E., Room #333, Atlanta, 
GA 30303, Nancy J. Thompson, Ph.D., M.P.H., Elizabeth 
Reisinger, M.P.H.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to: 1.) List barriers to diagnosis and treatment of 
depression for persons with epilepsy and other chronic health 
conditions; 2.) Discuss the importance of group therapy for 
treating depression in persons with chronic conditions; 3.) 
Describe at least one activity used in a program based on CBT 
and mindfulness for treating depression; and 4.) Compare 
two distance methods of delivering CBT with mindfulness to 
people with epilepsy.

SUMMARY:
Introduction: Depression is a particular problem among 

people with chronic diseases such as epilepsy. Issues that 
affect these people, like driving restrictions or other mobility 
limitations, create barriers to accessing depression screening 
and treatment. Stigma may further dissuade some from 
seeking care. This paper describes the development and 
formative evaluation of small-group depression treatment 
delivered by telephone or Internet to reach people with 
epilepsy at home. Methods: Beck and colleagues’ cognitive 
therapy of depression with Segal and colleagues’ mindfulness 
modifications guided the development of the Project UPLIFT 
(Using Practice and Learning to Increase Favorable Thoughts) 
protocol.  Three focus groups of people with epilepsy assessed 
the appropriateness of the information, activities, and measures 
proposed for inclusion in the intervention. Results: The final 
protocol was comprised of 8 hour-long sessions including 
discussions, instruction, and skill-building activities on such 
topics as cognitive restructuring, relaxation techniques, and 
meditation. Focus group participants particularly valued 
the group delivery, responded favorably to the cognitive 
and mindfulness activities, and provided suggestions for 
improvement. Based upon input from experts and the focus 
groups, activities were selected and modified to best serve 
the target population. Discussion: While group treatment was 
valued, the listlessness accompanying depression, especially 
when combined with illness, makes it difficult to get out and 
attend a group.  Home-based group therapy via telephone and 
Internet is cost effective and allows more individuals to be 
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reached and treated.  It also provides relative anonymity for 
persons who may feel embarrassed by their physical and/or 
mental health; thus, distance settings may ease some of the 
stigma associated with both depression and other diseases.
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poster 68.  Geographical Trends in 
Frequent Mental Distress
Daniel Chapman, Ph.D., Centers for Disease Control and 
Prevention, 4770 Buford Highway, N.E., Mailstop K-67, 
Atlanta, GA 30308, James B. Holt, David G. Moriarty, 
Matthew M. Zack

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to identify trends in the prevalence of frequent mental 
distress in the United States between 1993 and 2006.

SUMMARY:
Introduction:  Frequent mental distress (FMD) is a construct 

enumerating diverse psychiatric symptomatology. Despite the 
utility of this measure as a barometer of psychopathology, 
little is known about spatial-temporal trends in the prevalence 
of FMD in the U.S. Methods: To assess geographically-
based time trends in FMD throughout the U.S., we compared 
the percentage of adults reporting FMD in 1993-2001 with 
2003-2006.  Data were obtained from the Behavioral Risk 
Factor Surveillance Survey, an ongoing, state-based, random-
digit-dialed telephone survey of the noninstitutionalized 
U.S. population aged 18 years and older.  Responses to the 
FMD question were aggregrated by states and counties and 
analyzed in a geographic information system. Results:  The 
mean state prevalence of FMD for 1993-2001 was 9.0%, 
the mean prevalence for 2003-2006 was 10.2%. During 
2003-2006, 23 states remained within a percentage point of 
their 1993-2002 FMD prevalence, while the prevalence in 
remaining states and DC increased by one or more percentage 
points.  In Oklahoma, Mississippi, and West Virginia, 
FMD increased by 3 or more percentage points.  Prominent 
geographic patterns were evident within and across state 
borders, such as low prevalence in the upper Midwest and 
high prevalence in California, Nevada, Appalachia, and 
the Mississippi River Valley.  Temporal changes in FMD 
varied across state borders, such as decreased prevalence in 
the upper Midwest and increased prevalence in Appalachia, 
Oklahoma, and the Mississippi River Valley. Conclusions:  
Comparisons of geographic patterns across two time periods 
highlight areas of consistently high and low FMD, as well as 
substantial changes in states.  Continued surveillance of FMD 

will be useful in identifying regions characterized by unmet 
needs and disparities, targeting interventions, and evaluating 
programmatic performance over time.
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poster 69.  Divalproex ER Versus 
Risperidone for Bipolar Disorder With 
Comorbid Substance Use Disorder
Supported by Abbott Laboratories
Lori Davis, M.D., VA Medical Center (151), 3701 Loop 
Road East, Tuscaloosa, AL 35213, X Li, M.D. Ph.D., Crystal 
Garner, M.S., Jennifer Biladeau, M.S., Yuriy Ustinov, M.A., 
Akihito Uezato, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of  this session, the participant should 

be able to: 1.) Recognize the similarities and differences in 
substance use disorder outcome during a 12-week treatment 
of either divlaproex or risperidone in dual-diagnosed bipolar 
patients; 2.) List the doses for divalproex and rispiridone 
in treatment; 3.) Treat the bipolar patient with concurrent 
substance use disorder with either divalproex or risperidone; 
and 4.) Identify features of a randomized clinical trial.

SUMMARY:
Introduction: This study evaluated divalproex extended 

release (DVPX-ER) versus risperidone (RISP) in the treatment 
of bipolar disorder with active substance use disorder. The 
primary efficacy outcome was the number of days until 
heavy relapse with substances. Research Methods: Subjects 
with bipolar disorder and active substance use disorder, 
confirmed by SCID-I, were prospectively randomized (1:1) 
into a double-blind, 12-week outpatient trial of DVPX-ER vs. 
RISP. No other mood stabilizers or neuroleptics were allowed. 
Bi-weekly assessments included a calendar of self-reported 
SUD and the following secondary outcomes: Schedule for 
Affective Disorders and Schizophrenia Change (SADS-C); 
Clinical Global Impression Scale for Bipolar – Severity; 
Clinical Global Impression Scale for Bipolar – Improvement; 
Clinician Drug Use Scale; Clinician Alcohol Use Scale; and 
Obsessive Compulsive Drinking Scale-Self Report. Results: 
Twenty-eight evaluable subjects were considered in the 
efficacy analysis (n= 17 RISP; n= 11 DVPX-ER). Ten subjects 
(36%) completed the entire study. In a survival analysis, no 
differences were found between groups in number of days 
until heavy relapse with substances. Nor were differences 
found between groups in the time to relapse, the percent days 
of substance use, the percent days of heavy substance use, or 
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the percent days sober. While both groups showed significant 
change in the SADS-C Total, SADS-C depression subscale, 
and SAD-C mania subscale, there were no group differences 
for change from baseline to endpoint. Only one subject from 
each treatment group remained abstinent during the 12-week 
study. Conclusion: Although showing no group differences 
in SUD and mood outcomes, DVPX-ER and RISP were 
beneficial in reducing mood symptoms in this small sample of 
dual-diagnosed bipolar patients. This study demonstrates the 
difficult challenge of treating dual diagnosed bipolar patients. 
Support: Investigator-initiated grant; Abbott Laboratories.
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poster 70.  Increase in Suicide Rates 
in Puerto Rico, Seasonality or the 
Economy?
Jose Nieves, M.D., 203 Fairfield Drive, Yorktown, VA 23692, 
Katheleen M. Stack M.D., D.F.A.P.A., Angel Rossy

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Identify how environmental factors (finances) may 
influence suicidal ideation; 2.) Recognize seasonal variations 
in sociality; and 3.) Assess complete suicide rates in Puerto 
Rico, a Commonwealth of the United States.

SUMMARY:
The relationship between completed suicide, mental illness 

and substance abuse is well established. However, a feeble 
economy and its repercussions on the individual have been 
shown to contribute to suicide rates. Increase personal debt 
and bankruptcy contributed to a wave of suicides in Japan in 
2003. During that year the Aokigahara woods at the base of 
Mt. Fuji became known as the “suicide forest” due to the large 
number of suicides by hanging that took place in the area.  
In this instance, the demographics of those that completed 
suicide included primarily individuals without an established 
mental health diagnosis. The “seasonality of suicide” has 
been examined and completed suicides attributed to economic 
difficulties happening mainly in winter months (1). In the last 
2 to 3 years, Puerto Rico (PR) has been suffering the impact 
of a worldwide sluggish economy aggravated by local factors.  
During the recent winter months of January and February 
2008, local PR media drew attention to the suicide rates in 
prominent articles. Most citizens blame the phenomenon on 
the economy. In 2002, PR suicide rate was 6.2 per 100,000. 
In 2007, the rate was 7.4 per 100,000 a 17% increase. 
During January 2008, there were 23 completed suicides (2). 
While we will not able to obtain any demographics on these 
completed suicides at the time of this writing it appears that 
both economic woes and the season may have contributed to 

this. Local health authorities should systematically investigate 
contributing factors and focus on prevention.
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Poster 71.  Efficacy and Safety of 
Flibanserin in Premenopausal Women 
With Hypoactive Sexual Desire 
Disorder: Results From the Randomized 
Withdrawal Rose Study
Supported by Boehringer Ingelheim
Evan Goldfischer, M.D., Hudson Valley Urology, 1 Columbia 
Street, Suite 390, Poughkeepsie, NY 12601,  Jeffrey 
Breaux,M.D., Molly Katz, M.D., Joel Kaufman, M.D., 
William B. Smith, M.D., Pinakin Patel, M.D., Jaromir Mikl, 
M.S.P.H., Michael Sand, M.D., Robert Pyke, M.D., Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant 

should understand that the ROSE (Researching Outcomes on 
Sustained Efficacy) study showed that flibanserin has a good 
safety and tolerability profile in premenopausal women with 
Hypoactive Sexual Desire Disorder (HSDD) over 48 weeks 
and that no withdrawal reactions were seen on switching from 
flibanserin to placebo. 

SUMMARY:
Introduction:The ROSE (Researching Outcomes on Sus-

tained Efficacy) study was a randomized withdrawal trial of 
flibanserin, a novel 5-HT1A agonist/5-HT2A antagonist, in 
premenopausal women with generalized acquired Hypoactive 
Sexual Desire Disorder (HSDD). Methods: 738 women were 
treated with open-label, flexible-dose flibanserin (50 mg or 
100 mg/day) for 24 weeks. At week 24, patients meeting 
enrichment criteria (increase of =2 satisfying sexual events 
[SSEs] or =4 desire days from baseline to weeks 21–24) 
were randomized to 24 weeks’ continued flibanserin therapy 
at optimized dosage (n=163) or placebo (n=170). Results: 
During open-label treatment, SSEs and desire score doubled, 
moderate-strong desire days tripled, and Female Sexual 
Distress Scale-Revised® (FSDS-R®) score decreased by 
31.5%. Of the 525 completers (71%), 95% preferred 50–100 
mg qhs to 50 mg bid.  From weeks 25 (randomization) to 
48, flibanserin-maintained patients had less deterioration in 
HSDD symptoms than those switched to placebo: with 28% 
more SSEs (p<0.01), less decrease in desire score (p<0.05), 
and less increase in FSDS-R score (p<0.05). 87% of patients 
completed this phase. Overall safety and tolerability were 
favorable; no withdrawal reactions occurred. Conclusions: 
In this randomized withdrawal trial of premenopausal HSDD 
patients, flibanserin was superior to placebo and well-tolerated, 
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without withdrawal reactions. Financial support: The ROSE 
study was funded by Boehringer Ingelheim.
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poster 72.  Treatment History and the 
Impact of Alternative Treatments on 
Post Treatment Costs for Patients With 
Bipolar Disorder
Jeffrey McCombs, Ph.D., Department of Clinical Pharmacy 
and Pharmaceutical Economics and Policy School of 
Pharmacy, University of Southern California, Los Angeles, 
CA 90089-9004, Vaidy Ganapathy, M.S., Dana Stafkey-
Mailey, Pharm.D.
EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to recognize the impact of the patient’s drug treatment 
history on the effectiveness of alternative antipsychotics in 
treating bipolar disorders.

SUMMARY:
Objective:  To compare post-treatment costs across alternative 

antipsychotics in the treatment of bipolar disorder (BD).  
Methods: Data from a commercial health plan from 7/1/03 
to 6/30/06 were used to identify non-institutionalized patients 
with bipolar disorder (ICD-9 296.4-296.8) but no history of 
schizophrenia (ICD-9 295.xx). Patients initiating treatment 
using a typical antipsychotic (TAP), atypical antipsychotic 
(AAP: aripiprazole, olanzapine, quetiapine, risperidone or 
ziprasidone), mood stabilizer or antidepressant were included.  
Episodes were divided into three categories: restarting treat-
ment after a break in drug therapy > 15 days with the drug used 
in the previous episode, switching therapy with or without a 
break in treatment, and augmentation therapy.  First observed 
episodes were excluded from the analysis due to uncertainty 
concerning the patient’s prior treatment history.  A total of 
105,440 episodes were included in the analyses using ordinary 
least squares (OLS) regression models of post-treatment 
cost adjusting for age, gender, geographic region, drug use 
history, prior medical care use, bipolar disorder diagnosis 
and co-morbid medical conditions.  Results:  Average total 
post-treatment cost measured across all episode types ranged 
from $18,983 (olanzapine) to $24,059 (ziprasidone). OLS 
results found augmentation episodes to be significantly more 
costly than restart episodes (+$6,461, p<0.0001) or switching 
episodes (+$4,285, p<0.0001).  AAPs were found to be more 
costly relative to TAP in patients restarting therapy and 
these estimates were significant for quetiapine (+$2,353), 
p<0.05). Patients initiating augmentation episodes with an 
AAP were also consistently more costly relative to TAP, 
again significantly so for quetiapine (+$3,043), ziprasidone 
(+$3,505), risperidal (+$2,003) and aripiprazole (+$2,813).  

However, most AAPs achieved significantly lower total costs 
relative to TAP for switching episodes ranging from -$1,488 
for ziprasidone.
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poster 73.  Placebo-Controlled Study 
of Quetiapine Fumarate Monotherapy 
in Bipolar Spectrum Disorder With 
Moderate-to-Severe Hypomania or Mild 
Mania
Supported by AstraZeneca Pharmaceuticals
Brian Martens, M.S., B.S., University of Cincinnati, 
Department of Psychiatry, 231 Albert Sabin Way, Cincinnati, 
Ohio 45267-0559, Susan L. McElroy, M.D., Ryan Creech 
B.A., Jeffrey Welge Ph.D., Paul E. Keck, Jr., M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to recognize the spectrum of ambulatory bipolar 
hypomanic and manic states and be familiar with the use of 
quetiapine fumarate in the treatment of patients with such 
states.

SUMMARY:
Despite increasing awareness of “soft spectrum” or 

“ambulatory” bipolar spectrum disorder with mild manic/
hypomanic symptoms as a public health problem, there are 
extremely few systematic treatment studies of this condition. 
Because of its  efficacy in mania and its efficacy in bipolar 
depression, we hypothesized that quetiapine  represented a 
promising treatment for ambulatory bipolar spectrum disorder 
with moderate-to-severe hypomanic or mild manic symptoms, 
including when accompanied by mild to marked depressive 
symptoms. Methods: Eight-week, double-blind, placebo-
controlled, randomized clinical trial of quetiapine (begun at 
50mg/day and titrated to a maximum of 800 mg/day) in bipolar 
spectrum outpatients with moderate-to-severe hypomania or 
mild mania defined as a Young Mania Rating Scale (YMRS) 
score =10, but <21 at baseline and at least one other study 
visit at least 3 days apart over the 2 weeks before baseline. 
Results: Of 41 subjects randomized, 39 received at least one 
post-baseline assessment.  Twenty-five subjects completed 
the 8-week trial and 16 subjects terminated prematurely.  Data 
entry is ongoing.  The major outcome measure is the rate of 
change in the total score of the YMRS; and the Inventory of 
Depressive Symptoms (IDS). This investigator-initiated study 
was funded in-part by a grant from AstraZeneca. AstraZeneca 
also partially funded poster production costs and author’s 
travel expenses.
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poster 74.  Secondary Self-Harm in a 
Deliberate Self-Harm Patient: The Risk 
of Cumulative Radiation Exposure in 
Managing Repeat Deliberate Foreign 
Body Ingestion
Lisa Norelli, M.D., M.P.H., Capital District Psychiatric 
Center, 75 New Scotland Avenue, Albany, NY 12208, Andrew 
D. Coates, M.D., Beatrice Kovasznay, M.D., M.P.H., Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to: 1.) Define the novel term secondary self-harm 
(SSH) as it relates to deliberate self-harm (DSH) patients; 2.) 
Recognize the high-risk of all cause morbidity and mortality 
in DSH patients; and 3.) Recognize the potential unintended 
health risks of SSH in DSH patients from the medical 
management of their deliberate injuries, including cumulative 
radiation exposure due to multiple radiological tests.

SUMMARY:
We report a case of a 29 year old woman with deliberate 

self-harm (DSH) by repeated foreign body ingestion over 
many years. Due to this behavior, the patient has undergone 
numerous diagnostic procedures, including at least 400 
radiographs in the past 6 years, resulting in significant 
cumulative radiation exposure. Some of the radiation 
exposure has occurred as a result of procedures needed to 
evaluate injury or other sequelae due to the ingestions, such 
as esophageal tears and ulceration. Compared to the general 
population, DSH patients have an increased risk of morbidity 
and mortality due to intentional and accidental suicide, other 
accidents, and a variety of non-psychiatric disorders. It is 
plausible that the excess mortality is partly due to unforeseen 
collateral complications, injury or illness associated with 
DSH behaviors. We propose use of the novel term “secondary 
self-harm” (SSH) to describe the phenomenon of unintended 
medical risks associated with intentional harming behaviors 
in these patients. This includes inherent health risks resulting 
from diagnostic testing, medical management and invasive 
procedures employed to address the injuries of deliberate self-
harm.  For example, epidemiological evidence of excess risk 
of cancer in people exposed to low-dose radiation, especially 
at younger ages, demonstrates the risk of the radiation dose 
of diagnostic CT scans.  SSH may thus greatly impact the 
patient’s overall health, for it can dramatically increase the risk 
of suffering an unintended adverse outcome from diagnostic 
and/or therapeutic interventions, including cancer.  Clinicians 
should be aware of the under-recognized risk of SSH in 
DSH patients and carefully evaluate the risks and benefits of 

medical management over the long term.
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poster 75.  Second-Generation 
Antipsychotics and Hospitalization in 
Bipolar Disorder: A Claims Data Analysis
Edward Kim, M.D., Ph.D., Bristol-Myers Squibb, 777 
Scudders Mill Road, Plainsboro, NJ 08536-1615, Edward 
Kim, M.D., M.B.A.; Andrei Pikalov, M.D., Ph.D.; Diane 
Ammerman, Pharm.D; Russell Knoth, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to understand the impact of antipsychotic choice on 
hospitalization in bipolar disorder.

SUMMARY:
Introduction: Up to 75% of patients with bipolar disorder 

report at least one lifetime hospitalization; patients treated 
with second-generation antipsychotics (SGAs) and mood 
stabilizers (MS) are hospitalized more frequently than those 
treated with MS monotherapy. It is not clear whether various 
SGAs differentially reduce the risk of hospitalization in this at-
risk population. The objective of this study was to characterize 
hospitalization rates in patients treated with adjunctive 
SGA-MS combination therapy. Methods: A retrospective 
propensity score-matched cohort study was conducted in the 
LabRx integrated claims database from January 2003 through 
December 2006. Patients aged 18–65 years with bipolar 
disorder and 180 days of pre-index enrollment without SGA 
therapy and 90 days post-index enrollment were eligible for 
inclusion. MS therapy was initiated within 30 days prior to 
or following index SGA prescription. Multivariate logistic 
regression was used to estimate the risk of hospitalization 
in patients treated with aripiprazole, olanzapine, quetiapine, 
risperidone, or ziprasidone during the 90-day follow-up period. 
Results: Of 7,134 patients meeting inclusion criteria, 920 
patients on aripiprazole were matched to 920 on olanzapine, 
quetiapine, or risperidone, whereas 518 aripiprazole patients 
were matched to 518 on ziprasidone. Hospitalization rates 
in the first 90 days following index prescription was 9.3% 
(range 7.1–12.8%). Compared with aripiprazole, patients 
on adjunctive SGAs demonstrated statistically significantly 
greater risks of hospitalization (olanzapine OR 1.8, 95%CI 
1.3, 2.7; quetiapine OR 1.5, 95%CI 1.1, 2.2; risperidone OR 
1.8, 95%CI 1.3, 2.6; ziprasidone OR 1.7, 95%CI 1.1, 2.7). 
Conclusions: Hospitalization in the first 90 days following 
initiation of combination mood stabilizer-SGA therapy is 
relatively common and influenced by choice of SGA. This 
difference may be due to dosing and titration under real-world 
conditions.
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poster 76.  Glioblastoma Multiforme 
Presenting as Treatment Resistant 
Depression: A Case Report
Faiz Cheema, M.D., 1-14 Lyons Avenue, Fair Lawn, NJ 
07410
EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation  the participant should 

be able to recognize that psychiatric symptoms may be the 
only clue to the presence of an intracranial neoplasm. 
SUMMARY:
Brain tumors may present with multiple psychiatric symp-

toms such as depression, personality changes, psychotic 
symptoms, and mania or panic attacks. Because the number 
of patients with psychiatric symptoms who have brain tumors 
is relatively small, it is a matter of debate among psychiatrists 
and neurologists whether all patients with newly recognized 
psychiatric symptoms should undergo neuroimaging studies.   
On the other hand, review of literature suggested that some 
patients with silent  brain tumors may mistakenly carry a 
diagnosis of primary psychiatric disorder for  months or years 
before the presence of intracranial neoplasm’s is revealed. In 
this report, we describe a patient who presented with treatment 
resistant depression and minimal, non localizing neurological 
signs and was finally promptly diagnosed with the help of 
brain imaging. The patient was a 53 year old Caucasian male 
who presented with depressed mood anhedonia, low energy 
and insomnia. The patient had been diagnosed with depression 
since the age of 43. Prior to that he did not have any formal 
psychiatric history, but he reported a history of grand mal 
seizures which started at the age of eight. The patient was 
hospitalized due to suicidal ideation and inability to care for 
self. Because of the poor response to antidepressants and the 
history of seizure disorder, a CT scan followed by an MRI of 
the brain were done, and revealed a left frontal and temporal 
lobe mass. Biopsy confirmed the diagnosis of Glioblastoma 
Multiforme. We hypothesize that the patient might have 
had an astrocytoma earlier in life which presented with the 
seizure disorder and then it could have evolved into its more 
malignant form, the Glioblastoma Multiforme. Left frontal 
lobe lesion have been proven to cause depression, and hence 
the treatment resistant depression in this patient could be a 
consequence of the frontal lobe mass. We conclude that it is 
important for physicians to have a high index of suspicion of 
brain tumor in patients with new onset psychiatric symptoms. 
Early detection is of paramount importance for the treatment 
and quality of life of those patients.
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poster 77.  Economic Consequences Of 
Bipolar Disorder Patients Who Relapse 
Frequently In a Large Health Care 
Database
Supported by Ortho-McNeil Janssen Scientific Affairs, LLC
Concetta Crivera, Pharm.D., M.P.H., Ortho-McNeil 
Janssen Scientific Affairs, LLC, 1125 Trenton-Harbourton 
Road, Titusville, NJ 08560, Kenneth Gersing, M.D., Bruce 
Burchett, Ph.D., Seina Lee, Pharm.D., M.S., Riad Dirani, 
Ph.D., Wayne Macfadden, M.D., J. Thomas Haskins, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to understand the long-term (>=1 year) economic 
consequences of patients with bipolar disorder who relapse 
frequently in the Duke Health Care System.

SUMMARY:
Introduction: This study evaluates the economic consequences 

associated with the resource use of patients with bipolar 
disorder who relapse frequency, but may not fit the DSM-IV 
definition of having a rapid-cycling course. Methods: This 
was a retrospective analysis of electronic medical records 
for patients treated in the Department of Psychiatry at Duke 
University Center for >=1 year from 1999 to 2005. Patients 
with bipolar disorder who relapse frequently were defined as 
those with bipolar disorder type I or II who experienced >=4 
mood episodes in the past 12 months that required clinical 
intervention (emergency room [ER] visit, hospitalization or 
change in psychotropic medication). Resource utilization 
(ER visits, inpatient hospitalizations, outpatient visits and 
medication use) was measured. Continuous variables were 
analyzed by analysis of variance; categorical variables were 
analyzed by chi-square. Published literature provided 2004 
unit costs of resources inflated to 2007 unit costs associated 
with bipolar disorder. No inferential statistics were computed 
for the cost variables.  Results: Patients who relapse frequently 
(n=332) used more psychiatric resources than those who did 
not (n=300), including ER visits, hospitalizations, outpatient 
visits and psychiatric medications (P<0.01). Mean direct 
per-patient per-year costs were $28,746 for patients who 
relapse frequently and $9,910 for those who did not, with 
differences in ER visits ($2,461 vs. $605) hospitalization 
($22,722 vs. $7,282), outpatient visits ($2,036 vs. $947) and 
medications ($1,527 vs. $1,076). Conclusions: Patients with 
bipolar disorder who relapse frequently used more health care 
resources and may pose a significant burden to the health 
care system. Supported by Ortho-McNeil Janssen Scientific 
Affairs, LLC.
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poster 78.  Fixed-Dose Comparison of 
Escitalopram and Duloxetine in Severely 
Depressed Patients
Supported by Forest Laboratories, Inc.
Gregory M. Asnis, M.D., 111 East 210 Street, Bronx, NY 
10467, Joyce Tsai, Ph.D., Yongcai Mao, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to compare the safety and efficacy of escitalopram 20 
mg/day relative to duloxetine 60 mg/day following initial 
nonresponse to escitalopram 10 mg/day in patients with 
severe depression.

SUMMARY:
Objective: To compare escitalopram 20 mg/day with 

duloxetine 60 mg/day after initial nonresponse to escitalopram 
10 mg/day. Methods: A randomized, parallel-group, 
multicenter, fixed-dose study was conducted in outpatients 
(18-65 years) with severe MDD (MADRS baseline >=30), 
with or without generalized anxiety disorder. After 1-week 
drug-free screening, patients initiated a 2-week, single-blind 
lead-in escitalopram 10 mg/day. Nonresponders (<50% 
MADRS improvement) were randomized to an 8-week, 
double-blind escitalopram 20 mg/day or duloxetine 60 mg/
day, followed by a 1-week down-titration. Primary outcome: 
days from first dose of double-blind medication to all-cause 
premature discontinuation (nonparametric survival analysis); 
secondary efficacy: MADRS change from baseline to double-
blind Week 8 (study Week 10) (LOCF, ANCOVA). Safety was 
assessed via AE reports. Results: 571 patients (average age, 
42.4 years; overall mean baseline MADRS, 34.7) received 
escitalopram 10 mg/day; 474 patients were randomized and 
received >=1 dose of double-blind escitalopram (N=229) or 
duloxetine (N=245). 375 (79.1%) patients completed 8-week 
double-blind treatment; 47 (20.5%) escitalopram and 52 
(21.2%) duloxetine patients prematurely discontinued. Time 
to premature discontinuation was not different between groups 
(HR escitalopram/duloxetine=0.95; P=.727). Escitalopram 
showed significant MADRS improvement vs. duloxetine 
at Week 1 of double-blind treatment; significance persisted 
through Week 8 (P=.034) except for Week 6 (P=.051). Serious 
AEs were reported by 4 (1.7%) escitalopram and 5 (2.0%) 
duloxetine patients. Following the switch, AEs led to the 
discontinuation of 5.7% escitalopram and 5.3% duloxetine 
patients. Conclusion: In patients with severe MDD who do 
not respond to escitalopram 10 mg/day, escitalopram 20 mg/
day is an effective and tolerable alternative to switching to 

duloxetine 60 mg/day. This study and its presentation were 
supported by Forest Laboratories, Inc.
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poster 79.  Control of Impulsiveness With 
Aripiprazole in Personality Disorders-
Cluster B.
Supported by Bristol-Myers Squibb Company
Juan Carlos Navarro-Barrios, M.D., M.S.C., Department 
of Psychiatry- Hospital of Motril (Granada-SPAIN), Motril 
(Granada), 18007 Spain, Juan Carlos Navarro-Barrios, 
M.D., M.Sc. Cristina Quesada, M.D., María Luisa Gonzalez,  
Dolores Carretero, Anselmo Canabate-Prados, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to identify the probable utility of Aripiprazole in control 
of impulsiveness in patients with Personality Disorders 
Cluster B.

SUMMARY:
Personality Disorders are defined by the American Psychiatric 

Association as “an enduring pattern of inner experience and 
behavior that deviates markedly from the expectations of 
the culture of the individual who exhibits it”. Personality 
Disorders (PD) type Cluster B (dramatic, emotional, or 
erratic disorders) are: Antisocial, Borderline, Histrionic 
and Narcissistic Personality Disorder. The dimension 
Impulsiveness - Aggressiveness is a frequent motive of 
consultation in the patients with Personality Disorders. This 
study shows the probable utility of the Aripiprazole (a novel 
atypical antipsychotic drug) in this field. Objectives: To 
evaluate the effectiveness of Aripiprazole in the control of the 
impulsiveness in Personality Disorders Cluster B. Methods: 
Aripiprazole was used as pharmacological treatment in 9 
subjects, with diagnosis of Borderline Personality Disorder 
(n=7), and Histrionic Personality Disorder (n=2), with ages 
between 18 and 59 years, associated with bosses of acting-out. 
The average dose of the Aripiprazole was of 15 mg/day. In 
some moment of the treatment 75 % of the patients received 
benzodiazepines, and 41,6 % received an SSRI. The instrument 
utilized to evaluate the impulsiveness was Barratt’s Scale in 
the beginning and to 20 weeks of treatment. For this study, we 
valued as improvement for the control of the symptoms the 
reduction of 20 % of the total punctuation of the subscales, 
to 20 weeks of treatment, with relation to the basal. Results: 
We found improvement in Barratt’s Scale at week 20 of 
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treatment, in 58.3 % of the subjects (n=7).  The subscale with 
more improvement was the Motorboat Subscale. Conclusions: 
Aripiprazole can be useful for control of the acting-out in the 
Personality Disorders, needing open study and double-blind. 
Supported in part by an unrestricted educational grant from 
Bristol-Myers Squibb, Spain.
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poster 80.  Female Hypersexuality and 
Pathogenic Masturbations in Bipolar 
Mania
Rashmi Ojha, M.D., B.S., Creighton University/University 
of Nebraska Program, Department of Psychiatry, 985582, 
Nebraska Medical Center, Omaha, NE 68198-5582

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to recognize hypersexuality and pathologic masturbation 
as presenting symptoms of bipolar mania and distinguish it 
from persistent sexual arousal syndrome.

SUMMARY:
Case Presentation: A 51 year old female presented to 

the emergency department complaining that she has been 
unable to eat, sleep, shower or go to work for the last 10 
days. On further questioning, she revealed that she has been 
continuously watching Internet pornography and masturbating 
almost 24 hours a day. She did not feel the need to sleep or 
eat because of this behavior. She was fully awake during her 
acts and had both libido and sexual pleasure associated with 
it. She had been spending more time and money on Internet 
pornography for the last 2 years, but this masturbating spree 
started only 10 days ago. She became exhausted and frustrated 
at the end and started getting depressed, anxious and tearful. 
She did have a history of multiple episodes of depression and 
suicidal ideation in the past starting in her twenties and was 
known to have at least one or two episodes of hypomania. She 
had been on Zoloft, but stopped taking it 2 weeks ago. She 
has an undergraduate college degree and currently works at a 
public library. Discussion: This illustrates a case of heightened 
sexuality as a presentation of bipolar mania. Some features 
of this presentation distinguish it from persistent sexual 
arousal syndrome (PSAS). In PSAS, patients have persistent 
genital arousal without significant sexual desire and they are 
usually distressed by it. Their symptoms usually do not go 
away with orgasm or may require multiple orgasms to relieve. 
Our patient had sexual desire and was viewing pornographic 
material to enhance it. The sense of heightened sexual energy 
and the lack of need for sleep or food are more consistent 
with presentation of bipolar mania than with sexual arousal 
disorder. Conclusion: In a patient presenting with excessive 

and pathological masturbation causing significant life distress, 
it is important to detect the  presence or absence of sexual 
desire. Persistent masturbation with heightened sexual energy 
and sexual desire could be the presentation of bipolar mania.

REFERENCES:
1. Stein DJ, Black DW, Shapira NA, Spitzer RL Hypersex-
    ual disorder and preoccupation with internet pornography
    Am J Psychiatry 158:1590-1594, October 2001.
2. Sandra Leiblum PhD, Candace Brown PharmD, Jim Wan 
    PhD, Leslie Rawlinson (2005) Persistent Sexual Arousal 
    Syndrome: A Descriptive Study The Journal of Sexual 
    Medicine 2 (3) , 331–337.

poster 81.  Multicenter Observational 
Reserach with Bipolar Patients in 
Clinical Psychiatry: The ROCK Study
Ricardo Teijeiro, M.D., TweeSteden Ziekenhuis, PO 90107, 
Tilburg, 5000 LANetherlands, Ed van Gent, M.D., Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to recognize the effects of quietiapine in treating the acute 
manic phase of bipolar disorder in the real psychiatric world. 

SUMMARY:
Objectives: Determining the effect of quetiapine (Seroquel) in 

bipolar disorder patients’ (acute) manic phase. Also monitored 
are: degree of day-night rhythm recovery; estimate of patient 
compliance; adverse events rate. Method: Multicenter patients 
diagnosed with bipolar disorder and passing through moderate 
to grave manic phase. Demographical and social status was 
determined at patient’s first visit; also weight, length, current 
medication, etc., CGI BP, and sleep rhythm. These parameters, 
plus adverse events and compliance estimate were checked 
at 2nd, 3rd, and closing visits (after 1-3-12 weeks). The sole 
contraindication for inclusion were severe somatic illnesses 
such as cancer, hepatic or renal insufficiency. Analysis: 
Analysis was made on the basis of the ITT (Intention to 
Treat) principle. Primary endpoint was the proportion of 
patients with a 1/3 score on the CGI BP at the closing visit. 
The secondary endpoints were CGIBP alterations between the 
1st and 3rd  week, and sleep rhythm alterations after 1 - 3 
– 12 weeks. Results: 366 patients were included. At the end 
of the run, 79 % of the patients had a score from normal to 
slightly ill for mania, against 7, 9% at the initial point of the 
study. 65% of the patients had a score from normal to light for 
the BPS as a whole, against 9, 8 % at the initial point. Both 
changes demonstrate a significant amelioration. The scores for 
depression remained more or less the same throughout. The 
most effective dosage for quetiapine was 400 mg dd and up. 
At the closing visits, 74% of the patients reported a change for 
the better and 68 % reported no sleep reduction. The reported 
adverse events are the known a.e. for quetiapine. Compliance 
was estimated at 80 % and had decreased slightly at the closing 
visit, as is usual. Conclusion: Quetiapine, in proper dosage, is 
an effective and safe profile remedy for the acute manic phase 
of a bipolar disorder.
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REFERENCES:
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Poster 82.  WITHDRAWN

poster 83.  Impact of Sociodemographic 
Variables on Suicide Rates
Yilmaz Yildirim, M.D., Child and Adolescent Psychiatry, 
Department of Psychiatric Medicine, Brody School of 
Medicine, Greenville, NC 27834

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Recognize the sociodemographic factors related to 
suicide risk; and 2.) Identify the factors best related to county 
suicide rates in North Carolina.

SUMMARY:
Introduction: In the U.S., suicide is the 11th leading cause of 

death and 3rd within the 10 – 24 age group (1).  Several studies 
have shown that suicide rates are related to sociodemographic 
variables (2). For example, unemployment, poverty and 
rurality are frequently associated with increased suicide 
rates. This study seeks to measure the extent to which county 
suicide rates in North Carolina are related to similar variables. 
Method: County suicide data for 2000 – 2005 was obtained 
from N.C. Department of Health Statistics and averaged over 
the 5 years. The U.S. Census Bureau and North Carolina 
State Data Center web sites provided 23 sociodemographic 
indicators for the 100 counties. Descriptive statistics, 
bivariate correlation analysis and stepwise regression analysis 
was done by SPSS (V 15.0). Results: Contrary to previous 
findings (2) unemployment and poverty were inversely 
related to suicide rate.  Percent of each county’s population 
that is white (white%) had the highest correlation with suicide 
rate(r=.61), while black% (r = -.57) and other-minority% (r=-
.32) had the highest negative correlations. Elderly%, churches 
per 1000 pop., divorced-seperated%, and mentally disabled% 
also had significant positive correlations with suicide rate, 
whereas poverty%, hospital/nursing home%, 10-24 age%, 
unemployed%, and arrested% were significantly inversely 
related.  In the stepwise regression, only white%, divorced/
separated%, and mentally disabled% were independently 
predictive (R=.735) and accounted for 54% of the variance 
in county suicide rate. Conclusion: Some variables reported 
in other studies to predict suicide rate positively did not do 
so  while others replicated their positive relationships. This 
modeling study of county suicide rates found a three factor 
model which explained over 50% of the variance in suicide 
rate, but differed from models found in other studies.

REFERENCES:
1. National Suicide Prevention Week-September 9-15, 2007; 
    Morbidity and Mortality Weekly Report, 2007: http://
    www.cdc.gov/mmwr/preview/mmwrhtml/mm5635a1.htm.

2. Gunnell DJ: Relation Between Parasuicide, Suicide, Psy-
    chiatric Admissions, and Socioeconomic Deprivation. 
    BMJ 1995; 3111: 226 - 230.

poster 84.  Analysis of Suicidality in 
Pooled Data from Two Double-Blind, 
Placebo-Controlled Aripiprazole 
Adjunctive Therapy Trials in Major 
Depressive Disorder
Richard Weisler, M.D., University of North Carolina School 
of Medicine, Chapel Hill, NC and Duke University Medical 
Center, Durham, NC 27599, Rene Swanink, M.S., Andrei 
Pikalov, M.D., Ph.D., Robert D. McQuade, Ph.D., Berit 
X. Carlson, Ph.D., Ronald N. Marcus, M.D., Robert M. 
Berman, M.D.
EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

understand the low risk of suicidality in the treatment of 
major depressive disorder with adjunctive aripiprazole in data 
pooled from two trials.
SUMMARY:
Objective: To assess the clinical impact of adjunctive 

aripiprazole versus adjunctive placebo on suicidality using 
pooled data from two 6-week, double-blind, randomized trials 
in patients with major depressive disorder. Methods: Data from 
two identical studies of aripiprazole augmentation, consisting 
of an 8-week prospective antidepressant treatment (ADT) 
phase and a 6-week randomized controlled trial phase were 
pooled to evaluate efficacy in patients with major depression 
without psychotic features. Patients with an inadequate 
response (<50% reduction HAM-D17 Total; HAM-D17 
>=14 and CGI-I  >=3 at the end of the ADT phase) were 
randomized to adjunctive placebo or adjunctive aripiprazole 
(2–20 mg/day) for 6 weeks. Adverse events (AE) related to 
suicidality were identified in the AE database by using the 
text term MedDRA preferred term. Treatment-emergent 
suicidal ideation was defined on outcome scales using item 10 
(suicidality) of the Montgomery-Asberg Depression Rating 
Scale (MADRS) or item 18 (suicidality) of the Inventory of 
Depressive Symptomatology (IDS). Results: There were 737 
patients in the safety database: aripiprazole (n=371); placebo 
(n=366). There were no suicides in these two trials. There were 
no treatment-emergent, suicide-related AEs in the aripiprazole 
group; two patients in the placebo group had >=1 AE related to 
suicide. The IDS-SR item 18 scores showed a low incidence of 
suicidal ideation, 0.3% in the aripiprazole group and 0.6% in 
the placebo group (p=0.616, Fisher’s Exact test). Adjunctive 
aripiprazole significantly improved the MADRS suicidality 
line item at all time points from Week 2 onwards as compared 
to adjunctive placebo (p<0.001). Conclusions: The current 
analysis demonstrated that treatment-emergent suicidality 
was low and there was no evidence that the use of adjunctive 
aripiprazole in a depressed population is associated with an 
increased rate of suicidal ideation.

REFERENCES:
1. Berman RM, Marcus RN, Swanink R, et al: The efficacy 
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   and safety of aripiprazole as adjunctive therapy in major 
   depressive disorder: a multicenter, randomized, double-
   blind, placebo-controlled study. J Clin Psychiatry 2007;68
   (6):843–853.
2. Marcus RN, McQuade RD, Carson WH, et al: The effi-
    cacy and safety of aripiprazole as adjunctive therapy in 
    major depressive disorder: a second multicenter, rando-
    mized, double-blind, placebo-controlled study. J Clin 
    Psychopharmacol 2008;28(2):156–165.

poster 85.  Psychiatric Misdiagnosis 
Among Adults Hospitalized on a Mood 
Disorders Unit
David Muzina, M.D., 9500 Euclid Avenue, P57, Cleveland, 
OH 44195, Roman M. Dale, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to: 1.) Recognize the prevalence of misdiagnosis 
among patients hospitalized with a pre-admission diagnosis 
of a primary mood disorder; 2.) Recognize the importance 
of considering anxiety as the primary diagnosis for patients 
admitted for a presumed mood disorder; and 3.) Identify the 
importance of diagnostic accuracy as part of overall evidence-
based practice.

SUMMARY:
Introduction: Increasing emphasis is appropriately being 

placed on the importance of evidence-based medicine in 
psychiatric practice. The majority of this emphasis has been 
placed on treatment interventions for specific diagnoses. 
However, evidence-based treatment first must be informed 
by correct and accurate diagnosis. Yet little is known about 
the prevalence and characteristics of misdiagnosis among 
psychiatric patients. The bulk of the available literature on this 
topic addresses misdiagnosis of bipolar disorder and relies on 
retrospective chart reviews or subjective patient reporting. 
Misdiagnosis of mood disorders has been linked to higher 
rates of psychiatric hospitalization, medical utilization and 
costs. Methodical investigation of misdiagnosis is warranted 
as a first step in the process of evidence-based psychiatric 
practice. Methods: The first 100 adults admitted to the 
Cleveland Clinic Mood Disorders Unit (MDU) at Lutheran 
Hospital in 2008 underwent structured research diagnostics 
after consent was obtained by a research assistant using 
the Mini-International Neuropsychiatric Interview (MINI-
Plus). Results of the MINI-Plus were then compared to the 
clinical diagnosis on admission to the MDU. Results: Among 
these patients admitted to the MDU, 26% carried a primary 
psychiatric diagnosis that was inconsistent with the diagnostic 
results obtained from MINI-Plus interview as conducted by a 
blinded research assistant and verified by clinician. A primary 
anxiety disorder was missed in 10% of admitted patients 
previously thought to have a primary mood disorder. 16% of 
admitted patients had other primary diagnoses (schizoaffective 
disorder, personality disorder). Conclusions: Misdiagnosis is 
common among adult patients admitted to the hospital with a 
suspected primary mood disorder. Further study is necessary 

in order to better understand the factors that place patients 
at risk for misdiagnosis and its associated potential negative 
treatment implications.

REFERENCES:
1. Bowden CL: Strategies to reduce misdiagnosis of bipolar 
    depression. Psychiatr Serv 2001; 52(1):51-5.
2. Stensland MD, Schultz JF, Frytak JR: Diagnosis of Unipo-
    lar Depression Following Initial Identification of Bipolar 
    Disorder: A Common and Costly Misdiagnosis. J Clin 
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poster 86.  Efficacy of Milnacipran in 
the Treatment of the Fibromyalgia 
Among Patients With Varying Degrees of 
Depressed Mood
Supported by Forest Laboratories, Inc.
R. Michael Gendreau, M.D., Ph.D., 4350 Executive Drive, 
Suite 325, San Diego, CA 92121, Daniel J. Clauw, M.D., 
Robert H. Palmer, M.D., Kim Thacker, M.D., Olivier Vitton, 
M.D., Philip Mease, M.D., Tobie Escher, Ph.D. 
EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to: 1.) Identify key symptoms of fibromyalgia (FM), 
understand the clinical relevance of composite responder 
analyses; and 2.) Recognize the role of milnacipran in 
the treatment of FM in patients with or without depressive 
symptomatology at baseline.

SUMMARY:
Introduction: Milnacipran, a dual NE and 5-HT reuptake 

inhibitor, is effective in treating fibromyalgia (FM). FM is 
often associated with comorbid depressive symptoms. This 
analysis evaluated the relationship between depressed mood 
and overall response to treatment. Methods: This was a 6-
month trial with a pre-defined 3-month primary endpoint. 888 
FM patients were randomized to placebo (n=223), milnacipran 
100 (n=224), or 200 mg/d (n=441). As a result of revised 
FDA guidelines for the approval of FM treatments, the 2 pre-
specified composite responder definitions were changed to: 
1) treatment of FM pain, i.e., individuals concurrently having 
>=30% improvement in pain (electronic diary), and a rating of 
1=“very much improved” or 2=“much improved” on PGIC; 
and 2) treatment of FM, i.e., individuals meeting the pain 
response criteria plus a concurrent >=6-point improvement 
on the SF-36 Physical Component Summary score. Subset 
analyses of patient cohorts stratified by baseline Beck 
Depression Inventory (BDI) scores were performed. Results: 
Both doses of milnacipran were statistically significant on the 
FM composite analysis at 3 months (100 mg/d, P=.028; 200 
mg/d, P=.017). For the composite pain analysis, milnacipran 
200 mg/d was significant at 3 months (P=.032) and 6 months 
(P=.034). Among 3-month completers, PGIC response rates 
were significantly higher with both doses of milnacipran 
than placebo (100 mg/d: 53% vs. 37%, P=.007; 200 mg/d: 
55% vs. 37%, P<.001). PGIC responder rates analyzed by 
baseline BDI score groupings were similar in all subgroups 
(BDI 0-9: 61% and 49% vs. 33%; 10-18: 52% and 61% vs. 
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42%; >18: 43% and 52% vs. 38% for milnacipran 100 mg/
d, 200 mg/d, and placebo, respectively). Commonly reported 
AEs were nausea, headache, and constipation.  Conclusions: 
Milnacipran is safe and effective in treating the multiple 
symptoms of FM. The efficacy was independent of baseline 
depressive symptomatology. Funded by Forest Laboratories, 
Inc. and Cypress Bioscience, Inc.

REFERENCES:
1. Clauw DJ: Fibromyalgia: update on mechanisms and man-
    agement. J Clin Rheumatol. 2007; 13:102-109.
2. Gendreau RM, Thorn MD, Gendreau JF, Kranzler JD, 
    Ribeiro S, Gracely RH, Williams, DA, Mease PJ, McLean 
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poster 87.  Outcomes and Costs of a 
Bipolar Disorder Screening Program in 
Primary Care Settings
Supported by AstraZeneca Pharmaceuticals.
Joseph Menzin, Ph.D., 20 Fox Road, Waltham, MA 02451,  
Matthew Sussman M.A., Eskinder Tafesse Ph.D., Mark 
Friedman M.D., Peter Neumann Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to appraise the potential cost benefits associated 
with the implementation of a bipolar disorder screening 
program among patients presenting with symptoms of a major 
depressive episode.

SUMMARY:
Introduction: Many patients presenting in primary care with 

a major depressive episode (MDE) suffer from unrecognized 
bipolar disorder (BPD) which may lead to delayed diagnosis, 
inappropriate treatment, and excess costs. This hypothetical 
study assessed the cost-effectiveness of BPD screening among 
adults presenting for the first time with a MDE. Methods: A 
decision-analysis model was used to evaluate the outcomes and 
cost over 5 years of screening for BPD versus not screening 
for BPD. Screening was assumed to consist of one-time 
administration of the Mood Disorder Questionnaire (MDQ) at 
the initial visit followed by referral to a psychiatrist for patients 
with a positive MDQ screen. Health states included correctly 
diagnosed BPD, unrecognized BPD, and correctly diagnosed 
MDEs. Each year a proportion of patients with unrecognized 
BPD receive a correct diagnosis. Model outcomes included 
rates of correct diagnosis and discounted costs ($US 2006) of 
screening and treating BPD and MDEs. Results: According to 
the model, 1,000 adults in a health plan with 1 million members 
annually present with a MDE. Without screening, 201 of these 
patients would be correctly diagnosed with a MDE or BPD. 
With one-time MDQ screening, 21 additional patients would 
be correctly diagnosed. The 5-year discounted costs per patient 
were estimated at $18,923 without screening and $17,807 
with screening for a saving of $1,116, substantially higher 
than the cost of administering the MDQ (approximately $10). 
This would result in a total budgetary savings of $1.1 million 

over 5 years. Results were sensitive to the ratio of treatment 
costs for unrecognized BPD to MDEs, the prevalence of 
BPD in patients with depressive symptoms and MDQ test 
characteristics. Conclusion: A one-time screening program 
for BPD at the time of a MDE diagnosis can be an effective 
means for improving the rate of correct BPD diagnosis and 
saving costs to managed-care plans. Supported by funding 
from AstraZeneca Pharmaceuticals.

REFERENCES:
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   Quality of life among bipolar disorder patients misdiag-
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   nion J Clin Psychiatry 2007; 9:195-202.
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poster 88.  The Role of Mood Elevation 
and Lability as Contributors to Suicide 
Ideation, Risk, and Current Depression
Anthony Tucci, B.A., Northern Illinois University, 
Department of Psychology, PM 400, DeKalb, IL 60115, 
Matthew Schumacher, M.A.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to recognize the value of assessing for hypomanic/manic 
symptoms regardless of diagnostic categories and understand 
that both mood lability and elevation are positively related to 
suicide risk and current depressive states.

SUMMARY:
Objective: Individuals with bipolar spectrum disorders have 

higher rates of suicide when compared to those with major 
depression. However, mood elevation and related lability are 
often underexamined as significant contributors to depressive 
suicidal symptoms. The aim of this study was to explore the 
role of mood lability and mood elevation in suicidal behavior 
among young adults.  Methods: 435 undergraduate participants 
were administered the General Behavior Inventory to determine 
trait depression, elevation, and mood lability. Participants were 
also assessed for current depression, lifetime suicidal ideation 
and risk.  Results: Participants high on measures of both trait 
depression and trait elevation reported the most severe current 
depression. When controlling for current depressive state, 
trait depression, trait elevation and mood fluctuation were 
positively related to suicidal behavior. Additionally, mood 
lability predicted trait depression. However, the association 
between mood lability and suicide was fully mediated by 
trait depression. Conclusions:  Regardless of mood diagnosis, 
mood elevation and lability are more common than expected 
and are significant contributors to suicidality.  Higher suicide 
rates among bipolar spectrum disorder individuals may be 
due to mood lability and elevation. Since the relationship 
between mood lability and suicide were fully mediated by 
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trait depression, mood lability may cause the trait depression 
associated with suicidal behavior. Assessing and treating 
mood elevation and lability may reduce the heightened risk of 
suicide across diagnostic categories.

REFERENCES:
1. Cassano GB, Rucci P, Frank E, Fagiolini A, Dell’Osso L, 
    Shear MK, Kupfer, DJ: The mood spectrum in unipolar 
    and bipolar disorder: Arguments for a unitary approach. 
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Poster 89.  The Examination of the 
Relationship Between Depression and 
Obesity in African American Women
Stephanie Sturgis, M.P.H., Centers for Disease Control and 
Prevention, 4770 Buford Highway, N.E., Mailstop K-67, 
Atlanta, GA 30341, Laurie D. Elam-Evans, Ph.D., M.P.H., 
Daniel P. Chapman, Ph.D., Geraldine S. Perry, Dr.P.H., R.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to: 1.) Identify the prevalence of depression and 
obesity among various subgroups of African American 
women; 2.) Explain the magnitude of the association between 
depression and obesity among African American women; and 
3.) Demonstrate their understanding of the variation in the 
magnitude of association between depression and obesity by 
demographic and behavioral characteristics.

SUMMARY:
Introduction:  Depression, a mental illness affecting 18.2 

million U.S. adults, is associated with a myriad of chronic 
diseases, including obesity. We analyzed data for 9,343 
African American women to determine if there was an 
association between depression and obesity and to determine 
whether or not this association varied by selected demographic 
(age, education, marital status, number of children in the 
household) and behavioral (physical activity, smoking, 
drinking) characteristics. Methods:  We used data from the 
2006 Behavioral Risk Factor Surveillance System survey in 
36 states and territories that administered the Patient Health 
Questionnaire-8 Anxiety and Depression module.  Depression 
was defined as > 10 on depression severity scale; obesity 
was defined as BMI > 30kg/m2.  Analyses were conducted 
using SAS and SUDAAN.  Univariate, bivariate, and multiple 
logistic regression analysis were used to examine associations 
between depression and obesity. Results:  Over 13% of African 
American women were depressed and over 40% were obese.  
Women who were depressed were 1.41 times more likely to 
be obese than their non-depressed counterparts (OR=1.41; 
95% CI 1.14-1.74).  The magnitude of this association varied 
by demographic and behavioral characteristics and was 
significantly higher among women with a college degree (OR 

= 2.75; 95% CI 1.49-2.05) and those who were moderate 
drinkers (OR = 2.09; 95% CI 1.08-4.05). The association was 
not significant among any other subgroups of African American 
women. Discussion:  Obese African American women should 
be screened for depression during routine visits. Additionally, 
research should to be conducted in collaboration with the 
African American community to jointly identify strategies 
and implement culturally-tailored interventions.

REFERENCES:
1. Carrington CH: Clinical Depression in African American 
    Women: Diagnoses, Treatment, and Research. J Clin Psy-
     chol 2006; 62:779-791.
2. Stunkard AJ, Faith MS, and Allison KC: Depression and 
    obesity. Biological Psychiatry 2003; 54:330-337.

Poster 90.  Convergent Validity of the 
Beck Depression Inventory, 2nd Edition 
(BDI-II) and the Neurological Disorders 
Depression Inventory in Epilepsy (NDDI-E)
Supported by GlaxoSmithKline
James M. Miller, Pharm.D., Manager, Epilepsy Clinical 
Development, GlaxoSmithKline, 5 Moore Drive, MAI-
C.2419.2A, Research Triangle Park, NC 27709, Frank 
G. Gilliam, M.D.,  Bruce P. Hermann, Ph.D.,  Andres M. 
Kanner, M.D., Kimford J. Meador, M.D., Anne E. Hammer, 
B.S., John J. Barry, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to evaluate the convergent validity between the 
Beck Depression Inventory (BDI-II) and the Neurological 
Disorders Depression Inventory in Epilepsy (NDDI-E), an 
epilepsy-specific self-report depression screening question-
naire, following antiepileptic drug therapy.

SUMMARY:
Background: The BDI-II is a self-report measure of depression 

in which scores ?16 indicate mild to moderate severity.  The 
6-item NDDI-E has been validated against the Structured 
Clinical Interview for DSM-IV Axis I Disorders (SCID 1-
research version) with scores of =15 indicating a likely major 
depressive episode.  It is expected that these psychometric 
tools measure comparable levels of depression and would 
respond to effective treatment in a similar fashion. Methods:  
One hundred fifty-eight patients with epilepsy participated 
in a 36-week, open-label trial evaluating mood changes after 
lamotrigine was added to a stable antiepileptic drug regimen.  
Mood changes were measured by self-report scores on the BDI-
II and NDDI-E.  Observed scores are reported. Results:  A total 
of 96 patients completed the 19 week adjunctive phase and 66 
patients completed monotherapy.  Mean BDI-II and NDDI-E 
scores were 17.4 and 13.5 respectively at baseline; 11.6 and 
12.0 at Week 19; 7.7 and 10.5 at Week 36. The effect size for 
the BDI-II was 0.58 at Week 19 and 1.06 at Week 36.  Effect 
sizes for the NDDI-E were 0.41 and 0.83 in the same period.  
Between baseline and Week 19, the mean decrease in BDI-II 
score was 7.3 (p<0.0001) and the mean decrease in NDDI-E 
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score was 2.0 (p<0.0001); mean decreases between baseline 
and Week 36 for each instrument were 12.4 (p<0.0001) and 
4.0 (p<0.0001).  Spearman Correlation was 0.59 (p<0.0001) 
for the adjunctive treatment period and 0.66 (p<0.0001) for 
monotherapy. Conclusions: This study provides evidence for 
convergent validity between the BDI-II and the NDDI-E. 
Funded by a research grant from GlaxoSmithKline.

REFERENCES:
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Poster Session 4

Friday, october 3                         3:00 p.m.-4:30 p.m.

Services and Training
Moderator: Stephen M. Goldfinger, M.D.

poster 91.  withdrawn

poster 92.   Assessment of Comprehension 
of Inform Consent in Bipolar Mania
Jitendra Trivedi, M.D., M.R.C., Professor, Department of 
Psychiatry, C.S.M. Medical University (earlier K.G.Medical 
University) Lucknow-226003 India, Vivek Sharma, 
M.B.B.S., Harjeet Singh, M.D., J. S. Srivastava, M.D., D.M.

EDUCATIONAL OBJECTIVES:
At the conclusionof this presentation, the participant 

should be able to: 1.) Assess the comprehension of inform 
consent in the patients of bipolar mania; and 2.) Compare the 
comprehension of inform consent according to the severity of 
bipolar mania.

SUMMARY:
It is commonly acknowledged that psychiatric patients do 

not have a sound mind, but whether this unsoundness of 
mind precludes there ability to give inform consent is a moot 
point. A number of studies have already been done to assess 
the consenting capability of psychiatry population. Bipolar 
patients specially in mania phase have not been a focus of any 
such study. This was a single point non invasive study of new 
and follow-up cases of bipolar affective disorder currently in 
mania. It involves administration of standardize competence 
assessment to assess the performance on closely related abilities 
viz. understanding (comprehension) appreciation, reasoning 
and ability to express a choice which are determinants of 
decision making. 45 patients of bipolar mania were included. 
Conclusion: The analysis revealed that the severity of current 
episodes had significant inverse correlation while educational 
attainments had significant positive correlation with measure 
of competence related abilities. Impaired comprehension was 
found in 76.19 % of mania without psychosis and 100% of 
psychotic mania.

REFERENCES:
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    Psychiatry 161:262-270.

poster 93.  Clinical and 
Ethical Considerations in 
Psychopharmacogenetic Testing: Views 
of Early Adopters
Jinger Hoop, M.D., M.F.A., Department of Psychiatry and 
Behavioral Medicine, Medical College of Wisconsin, 8701 
Watertown Plank Road, Milwaukee, WI 53226, Maria I. 
Lapid, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to:  1.) Assess when and how psychiatrists who are “early 
adopters” of pharmacogenetic testing use these tests; and 2.) 
Define how early adopters assess the psychosocial risks of such 
testing and the need for patient safeguards such as informed 
consent, confidentiality, and pre- and post-test counseling.

SUMMARY:
Introduction: Pharmacogenetic testing (PGT) for poly-

morphisms affecting drug response and metabolism is now 
clinically available, and its use in psychiatry is expected to 
become more widespread. Currently, there are few clinical 
and ethical standards for the use of these new laboratory tests, 
which may carry some of the psychosocial risks of other 
types of genotyping. As a step toward building professional 
consensus about PGT, we assessed the attitudes and practices 
of psychiatrists at three academic departments of psychiatry 
where PGT is routinely available. We hypothesized that 
PGT would be used primarily in the case of treatment- 
resistant illness, and that clinicians would feel that such tests 
carried little risk. Methods: Physicians at three academic 
departments of psychiatry considered to be “early adopters” 
of PGT were invited to complete an Internet-based 67-item 
survey, including short-answer, yes/no, and 4-point Likert 
scale items regarding clinical practices and opinions about 
PGT, including perceptions of its utility, risks and benefits, 
necessary safeguards. Results: Of 75 respondents, there 
were similar proportions of men and women and of faculty 
and residents. Respondents had ordered PGT a mean of 
20.86 times in the previous 12 months. Most had ordered 
CYP450 (76% 2D6, 68% 2C19, 61% 2C9), and fewer had 
ordered serotonin (31% 5-HTT, 16% 5-HTR) genotyping. 
PGT was believed more useful in cases of treatment-resistant 
depression and medication intolerance than in new onset 
illness, cognitive impairment, or chronic schizophrenia, 
though PGT was judged useful in all situations. Women were 
more likely than men to believe that PGT carries psychosocial 
risks. Respondents endorsed the use of several safeguards 
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for PGT testing, including confidentiality, pre- and post-test 
counseling, and informed consent. Conclusion: Physicians 
at “early adopting” departments of psychiatry endorsed the 
clinical utility of pharmacogenetic testing and the need for 
safeguards.
REFERENCES:
1. De Leon J, Armstrong SC, Cozza KL. Clinical guidelines 
    for psychiatrists for the use of pharmacogenetic testing for 
    CYP450 2D6 and 2C19. Psychosomatis 2006; 47: 75-85.
2. Serretti A, Artioloi P. Ethical problems in pharmacogenetic 
    studies of psychiatric disorders. Pharmacogenenomics J. 
    2006 Sep- Oct; 6(5): 289-95.

poster 94.  An Innovative Model for the 
Management of Co-Occurring Medical 
Conditions in Patients with Severe and 
Persistent Mental Illness
Gladys Tiu, M.D., 671 Hoes Lane, Room C-205, Piscataway, 
NJ 08854, Cheryl Graber, M.D., Anthony Tobia, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to: 1.) Recognize the importance of addressing co-
occurring medical illness in individuals afflicted with severe 
and persistent mental illness; 2.)  Identify important goals 
pertaining to physical health status that need to be addressed 
by the psychiatrist; and 3.) Discuss how the application of the 
specialized medication group model improves coordination of 
care lending to improvements in physical health.

SUMMARY:
Objective: To study the impact of a specialized medication 

group on the physical health status of individuals with severe 
and persistent mental illness (SPMI) and co-occurring medical 
conditions attending a partial hospital program. Methods: 
At the Acute Partial Hospital (APH) program in Monmouth 
Junction, NJ, patients have their medications monitored in 
a medication group setting. Approximately 50 patients with 
schizophrenia and co-occurring medical conditions took part 
in this pilot study to test if participation in a group comprised 
of patients with similar medical illness resulted in more 
efficient coordination of care and improvement in physical 
health status. Patients met inclusion criteria if they attended the 
APH, and if they carried a diagnosis of either a) viral hepatitis 
infection, b) obstructive sleep apnea, or c) diabetes mellitus. 
Baseline data were taken for general knowledge of their 
particular medical illness and a checklist of items considered 
to be the standard of care. At 12 months, data were collected 
on all patients to evaluate the impact of this specialized 
medication group on the identified parameters. Results: After 
12 months of participating in the specialized medication 
group, patients were found to have greater knowledge of their 
medical illness and improved global functioning. Their clinical 
psychiatric stability was unaffected or improved as measured 
by Clinicians’ Rating Scales. The impact of nursing and case 
management resulted in more efficient coordination of care 
with primary providers and specialists which was reflected in 
the number and quality of diagnostic tests and routine (per 

treatment guidelines) assessments obtained. Conclusions: 
The assignment of mentally ill patients to a medication group 
according to their physical illness is a unique and efficient 
model lending to improved quality of care, patient satisfaction 
and overall well being.
REFERENCES:
1. Centers for Disease Control and Prevention. Recommen- 
    dations for prevention and control of hepatitis C virus in-  
    fection and HCV-related chronic disease. MMWR Re-
    comm Rep. 1998; 47: 1-39.
2. Yaggi, HK, et al.: Obstructive Sleep Apnea as a Risk 
    Factor for Stroke and Death. N Eng J Med 2005; 353(19): 
    2034-2041.

poster 95.  Psycho-Traumatology (The Art 
and Science of Disaster Psychiatry)
Omar Mohamed, M.D., 810 Washington Avenue, # 919, 
Memphis, TN 38105

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to: 1.) Include types of disasters, the mental health 
effects of disasters, high-risk population, and the role of 
psychiatrists before, during and after disasters; and 2.) Discuss 
the field of psychiatric trauma, namely, psychological first aid 
and the healing environment.

SUMMARY:
Many people survive disasters without developing significant 

psychological symptoms. Others, however, may have a 
difficult time coping.  Survivors of trauma have reported a 
wide range of psychiatric problems, including depression, 
alcohol and drug abuse, lingering symptoms of fear and anxiety 
that make it hard to work or go to school, family stress, and 
marital conflicts.  Post-Traumatic Stress Disorder (PTSD) and 
Acute Stress Disorder (ASD) are probably the best-known 
psychiatric disorders following a traumatic event. The effects 
of trauma are not limited to those affected directly by the 
events. Others may also suffer indirect effects from trauma 
(secondary traumatization). Those at risk include spouses and 
loved ones of trauma victims; people who try to help victims, 
such as police or firemen, and health care professionals. The 
Psychiatrist as a Healer: In the aftermath of a disaster, the 
medical skills of the psychiatrist are most valuable. A calm, 
professional approach helps prevent panic. Assistance at triage 
stations and leadership to coordinate an organized response 
may prove life saving. The ability to distinguish between 
common reactions of hyper arousal from pathological ones 
ensures appropriate management of individuals/resources. 
Knowledge of pharmacology and experience with chemical 
agents is valuable in responding to threats, whether delivered by 
terrorist attacks or through industrial accidents.  Psychiatrists 
enjoy special psychotherapeutic skills useful in disasters. 
Similarly, psychiatrists’ ability to deal with issues of death is 
an advantage in disaster work. Psychological First Aid: Is an 
evidence-informed modular approach to help victims in the 
immediate aftermath of disaster and terrorism. It is designed 
to reduce the initial distress caused by traumatic events and to 
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foster short- and long-term adaptive functioning and coping. 
It also addresses the provider self-care (in order to prevent 
burn-out/compassion fatigue).

REFERENCES:
1. Harvard Program in Refugee Trauma.
2. National Child Traumatic Stress Network.

poster 96.  Developing a Smoke-Free 
System of Care: Eight Building Blocks 
for Success
Jeanne Steiner, D.O., CMHC/Yale University, Park Street, 
New Haven, CT 06519, Allison Ponce, Ph.D., Donna 
LaPaglia, Ph.D., Andrea Weinberger, Ph.D., Stephanie 
O’Malley, Ph.D.
EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, participants will be 

able to: 1.) Identify eight key domains in the development 
and implementation of a smoke-free system of care; and 2.) 
Apply this practical information within other settings in order 
to improve the health of the individuals they serve.
SUMMARY:
Introduction: The CT Mental Health Center is an urban, 

academic, community mental health facility that provides 
inpatient and ambulatory mental health and substance abuse 
services under the auspices of the State of CT and Yale 
University.  The Center set a goal and developed plans to 
improve the health of the individuals it serves by reducing 
smoking rates and becoming a smoke-free campus.  Method: 
We identified 8 key building blocks for implementing the 
plans within the center and its community partners.  Results: 
Successful implementation was achieved by outlining 
and completing steps within 8 key domains: 1.) Patient 
education and incentive programs; 2.) Staff training; 3.) 
assistance for staff who smoke; 4.) Policy development; 5.) 
effective communication strategies; 6) Physical environment 
enhancements; 7) Collaboration with affiliated social, 
vocational and residential programs; and 8.) Leadership 
and advocacy. Discrete elements of each of these steps are 
presented. Conclusion:  Smoking-cessation strategies can be 
implemented successfully within inpatient and ambulatory 
settings.  Practical steps within 8 key domains are identified 
that can be utilized widely.

REFERENCES:
1. Schroeder SA: We can do better – Improving the health of 
    the American people. N Engl J Med, 2007; 357:1221-
    1227.
2. Tobacco-Free Living in Psychiatric Settings: A best-prac-
    tices toolkit promoting wellness and recovery.  National 
    Association of State Mental Health Program Directors, 
    2007.  http://www.nasmhpd.org/general_files/publications/
    NASMHPD.toolkitfinalupdated90707.pdf.

poster 97.  Teaching Psychopathology in 
the DSM Era: Minding the Gaps
Robert Hierholzer, M.D., VA Central California Healthcare 
System, 11R&E, 2615 E. Clinton Avenue, Fresno, CA 93703

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.)  Recognize that the DSM criteria for any psychiatric 
disorder does not necessarily embody all the critical features of 
that disorder; 2.) Articulate how such gaps reify an incomplete 
view of psychiatric disorders; 3.) Describe ways a didactic 
course or seminar might address these deficiencies; and 4.) 
Discuss why it is important to be cognizant of these gaps and 
why it is important to address them.

SUMMARY:
The Diagnostic and Statistical Manual-IV has important 

clinical and research uses.  The editors of the DSM-IVTR also 
recognize that the DSM-IV is an “educational tool for teaching 
psychopathology.”  Given its widespread clinical use, it is not 
surprising that the DSM-IV informs notions about the essential 
features of psychiatric disorders, implicitly or explicitly.  It is 
important to recognize, however, that the criteria set for any 
given psychiatric disorder does not necessarily delineate all, 
or even the most important, clinical features of that disorder.  
The criteria for schizophrenia, for example, emphasize 
positive and negative symptoms but do not highlight cognitive 
symptoms, nor mood symptoms (other than as a potential 
exclusionary factor).  Such gaps can be identified for other 
DSM diagnoses as well.  This presentation features the 
development of a course in Psychopathology for psychiatry 
residents which specifically considers what is missing from 
the DSM-IV constructs for the major mental disorders, while 
also emphasizing the importance of knowing the DSM-IV 
criteria.  The identified gaps are addressed by facilitated 
discussions of specific scientific readings and by first person 
accounts written by those with major mental disorders.  The 
importance of recognizing these gaps in the diagnostic system 
for the conception and treatment of the major mental disorders 
is discussed.  Handouts of suggested readings and sample  
reading guides for selected articles will be available.

REFERENCES:
1. Hyman SE, Ivleva E: Cognition in Schizophrenia.  Am J 
    Psychiatry 2008; 165: 312.
2. Tucker GJ: Putting DSM-IV in Perspective.  Am J Psychi-
    atry 1998; 155: 159-161.

poster 98.  Feasibility and Diagnostic 
Validity of a Brief, Self-rated Screen for 
Depressive, Bipolar, Anxiety, and Post-
traumatic Stress Disorders in Primary 
Care
Bradley N. Gaynes, M.D., M.P.H., CB # 7160, School of 
Medicine, Chapel Hill, NC 27599-7160, Joanne DeVeaugh-
Geiss, M.A., Hongin Gu, Ph.D., David Rubinow, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Recognize the accuracy and feasibility of a new 
screen for bipolar, depression, anxiety, and post-traumatic 
stress disorders in a primary care setting; and 2.) Compare the 
number of potential diagnoses captured by this broad spectrum 
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screen that would have been missed by use of a single disorder 
screen.

SUMMARY:
Introduction: Mood and anxiety are the two most common 

psychiatric disorders seen in primary care, yet they remain 
under-detected and under-treated. Screening tools can 
improve identification, but available instruments are limited 
by the number of disorders assessed. Our aim was to assess 
the feasibility and diagnostic validity of the M-3 checklist, a 
new one-page, patient-rated, 27-item tool developed to screen 
for multiple psychiatric disorders in primary care. Methods: In 
2007-2008, 647 patients at the University of North Carolina 
Family Medicine Clinic were enrolled. Patients filled out 
the M-3 checklist in the waiting room prior to a doctor visit.  
After visit completion, experienced diagnostic interviewers 
blinded to M-3 results contacted patients by phone (mean 9 
days) and administered the MINI Neuropsychiatric Interview. 
Using ROC analysis, optimal diagnostic thresholds for 
sensitivity and specificity were estimated with 80% of the 
cohort, and validated with the remaining 20%. Results: In 
this setting, 15% of patients had a depressive disorder (with 
or without comorbid anxiety disorders), 11% had an anxiety 
disorder alone, and 10% had bipolar spectrum illness. For 
each diagnosis, sensitivity and specificity for the model fitting 
and validation samples were equivalent. Results for the full 
cohort(n=647):
	     Depression	 Anxiety	 PTSD	 Bipolar
Sensitivity	 .87	 .81	 .90	 .82
Specificity	 .80	 .81	 .78	 .76
80% of clinicians read the checklist in =30 seconds, and 

none reported that the checklist was too complicated. 80% felt 
the M-3 was helpful in reviewing patients’ emotional health. 
Conclusion: The M-3 is a valid, efficient, and feasible tool for 
screening multiple common psychiatric illnesses in primary 
care. Its accuracy is equivalent to existing single disorder 
screens with the benefit of being combined into a one page 
tool. It has the potential to reduce missed psychiatric diagnoses 
and assure proper treatment of those identified. Funded by M-
3 Information.

REFERENCES:
1. Spitzer RL, Kroenke K, Williams JB. Validation and utility 
    of a self-report version of PRIME-MD: the PHQ primary 
    care study. Primary Care Evaluation of Mental Disorders. 
    Patient Health Questionnaire. Jama. 1999;282:1737-1744.
2. Kroenke K, Spitzer RL, Williams JB, Monahan PO, Löwe 
    B. Anxiety disorders in primary care: prevalence, impair-
    ment, comorbidity, and detection. Ann Intern Med. 2007 
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poster 99.  Keeping Medical Students 
Awake: Utilizing PowerPoint for a 
Jeopardy-Style Review Session
Brian Cooke, M.D., 701 W. Pratt Street, Baltimore, MD 
21201

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to: 1.) Recognize the benefit of using PowerPoint 
for an interactive Jeopardy-style review session; 2.) Discuss 
example Jeopardy questions and categories; and 3.) Explain 
how to create a similar PowerPoint lecture.

SUMMARY:
Medical student education continuously evolves. As 

research advances our knowledge, curriculums must adapt. 
Opportunities for teaching must also utilize technological 
developments. Medical students on their clinical rotations are 
exposed to an array of teaching methods including didactics, 
web-based exercises, and patient interviews. A quiz show class 
following a Jeopardy-style format provides an interactive 
environment for students to review psychiatric topics. This 
format has been used in other areas, but to my knowledge has 
not been discussed in the literature. Objectives: The purpose 
of this report is to illustrate the Jeopardy-style PowerPoint 
presentation that has been used as a review session for medical 
students on their Psychiatry clerkship. I will review the structure 
of the class, provide examples of questions, and describe how 
to create this type of lecture. Rules: The rules of the review 
session are similar to those of the game show “Jeopardy!” 
Two teams of students answer questions in order to gain the 
most number of points. There is a single round of Jeopardy 
with one “Daily Double” and a “Final Jeopardy” question 
at the end. Examples: Questions test students’ knowledge of 
DSM-IV diagnoses, psychotropics, and laboratory findings. 
Category headings group the questions by topic and may 
include geriatrics, substance abuse, or neuropsychiatry. 
Creating a Jeopardy-Style Lecture: PowerPoint templates are 
readily available online. The templates are a series of slides 
that have hyperlinks connecting them to subsequent slides. To 
modify a template, educators should use their own creativity. 
Pictures and audio clips can easily be inserted into the 
PowerPoint slides. Discussion: A Jeopardy-style, PowerPoint 
class provides an excellent opportunity for medical students 
to review psychiatric topics at the conclusion of their clinical 
rotation. With creativity and enthusiasm, the educator will 
keep students awake and engaged.

REFERENCES:
1. Niamtu J 3rd: The power of PowerPoint. Plast Reconstr 
    Surg 2001; 108: 466-484.
2. Kerfoot BP, Masser BA, Hafler JP: Influence of new edu-
    cational technology on problem-based learning at Harvard 
    Medical School. Med Educ 2005; 39: 380-387.

poster 100.  Retrospective Study of 
Health Disparities in Depression 
for Ethnic and Racial Minorities at 
Massachusetts General Hospital
Nhi-Ha T. Trinh, M.D., M.P.H., Wang 812, 15 Parkman 
Street, Boston, MA 02114,  Albert Yeung, M.D., ScD.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 
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to recognize and understand the factors underlying disparities 
in the diagnosis and treatment of depression in minorities in a 
primary care population of a large urban hospital.

SUMMARY:
Introduction: Although depression can be reliably diagnosed 

and treated in primary care, fewer than 25% of those affected 
have access to effective treatments, and these disparities are 
seen in ethnic and racial minorities. The Surgeon General’s 
report on mental health made addressing these disparities a top 
priority. We investigate disparities in recognition of depression 
diagnoses for minorities at Massachusetts General Hospital 
(MGH).  Hypotheses: We hypothesize that depression is under-
recognized for minority populations at MGH.  Specifically, 
as compared to the Caucasian population, we will find lower 
rates of reported diagnoses of Diagnostic and Statistical 
Manual IV (DSM-IV) Axis I depressive disorders in minority 
populations. Methods: We performed a retrospective analysis 
using electronic medical records database at MGH.  Subjects 
included all MGH primary care outpatients seen in 2007.  We 
defined minority groupings: African American, Asian/Pacific 
Islander, Hispanic American, and Native American compared 
to the Caucasian population.  We performed multivariate 
analyses of the data to compare rates of reported DSM IV Axis 
I depression diagnoses, adjusted for socioeconomic status.  
This study was approved by the MGH IRB. Results: A total 
of 325, 292 outpatients were seen at MGH in 2007, 55% were 
female, and 45% were male.  Reported rates of depression 
in minority patients were statistically significantly lower as 
compared to the Caucasian population, particularly for Asian 
American and African American groups, even adjusted for 
socioeconomic status.  Gender differences suggested lower 
rates of reported depression for men. Discussion: Disparities in 
depression diagnosis are significant for minority populations.  
Our results serve as a springboard for both further research 
into the nature of barriers to care, as well as the development 
of psychiatric disorders screening and other programs to better 
serve minority communities.

REFERENCES:
1. US Department of Health and Human Services (1999). 
    Mental Health: A Report of the Surgeon General.  US De-
    partment of Health and Human Services: Rockville, MD.
2. Yeung AS, Kung WW, Chung, H, Rubenstein G, Roffi P,
    Mischoulon D, Fava M. Integrating psychiatry and pri-   
    mary care improves treatment acceptability among Asian 
    Americans.  General Hospital Psychiatry 26: 256-260, 
    2004.

poster 101.  Publishing As Resident 
Education: The ASCP Model 
Psychopharmacology Curriculum
Vishal Madaan, M.D., M.B.B.S., 3528, Dodge Street, 
Omaha, NE 68131, Christopher J. Kratochvil, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the  participant  should 

be able: 1.) Develop and update a standardized psycho-

pharmacology curriculum ‘for the residents, by a resident; 
2.) Enhance collaboration and contact between resident 
and senior faculty; and 3.) Improve understanding of the 
publishing process, including planning, authoring, reviewing, 
and editing, at a resident level.

SUMMARY:
The Accreditation Council of Graduate Medical Education 

(ACGME) has defined six core competencies for residents, 
including medical knowledge, practice-based learning 
and improvement, professionalism, and interpersonal and 
communication skills. Additionally, the ACGME requires 
residents to participate in research and scholarly projects as 
an important aspect of their training. While clinical learning 
and experience contribute to improving interpersonal skills, 
professionalism, and general medical knowledge, residents 
and training programs struggle with educational models that 
help address more rigorous education in evidence-based 
medicine and scholarly projects. In this regard, we developed 
a collaborative academic project for a resident and faculty 
member that exemplifies these ACGME requirements in a 
practical and purposeful manner. This project was aimed to 
enhance the resident’s psychopharmacology knowledge, 
learn evidence based child psychiatry, and develop writing 
and editing skills; a means to improve clinical as well as 
academic abilities. One senior faculty member and one child 
psychiatry resident were invited to become section editors for 
the child and adolescent section of the American Society of 
Clinical Psychopharmacology Model Psychopharmacology 
Curriculum for psychiatry residents. Authors from various 
university programs nationally, prepared or revised lectures 
based on their expertise and areas of interest. The authors 
were provided with as much support and assistance as they 
desired from the section editors. The resident author/editor 
met in person with the faculty to plan the project and routinely 
throughout the process, with frequent e-mail communication 
throughout the writing and editorial work. After submission 
of lectures, the section was again reviewed and revised by 
the resident and faculty editors. The final series of lectures 
was sent for final approval by the overall project editors and 
submission to the publishers. 

REFERENCES:
1. ASCP Model Psychopharmacology Curriculum for psychi- 
    atric residency programs, training directors and teachers 
    of psychopharmacology. Fourth edition. A committee of 
    the ASCP. ASCP Inc., Glen Oaks, NY: 2006.
2. Swick S, Hall S, Beresin E. Assessing the ACGME Com-
    petencies in Psychiatry Training Programs. Academic Psy-  
    chiatry 2006; 30:4.

poster 102.  Research into the 
Therapeutic Effects of the Photo-
instrument
Jan Sitvast, M.A., Postbus 2003, Warnsveld, 7230 
GCNetherlands, Rene de Veen, M.D., Anne Lenderink
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EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to: 1.) Recognize how the intervention works in 
practice; 2.) Enumerate what the results are in terms of patient 
outcomes; and 3.) Enumerate what the results are in terms of 
empowerment.

SUMMARY:
Background: This study investigates the photo-instrument;  

an intervention in mental health care using the medium 
of photography. The photo-instrument aims at providing 
meaningfulness to the experience of consumers taking photos 
of their life world. It consists of sixteen group meetings. The 
participants receive a disposable camera and an assignment 
leading them to take photographs. Objectives: Research is 
aimed at the subjective experiencing of (the consequences 
of) impairments and also at measuring positively labeled 
therapeutic effects of the photo-instrument; consumer 
empowerment and the enforcement of cognitions concerning 
acceptation of being ill. Methods: The self-image of the 
consumer is the central issue in this research. This self-image 
is reflected in the photographs and the verbal expression of 
subjective experiences elicited by the therapists. Results:  
Qualitative data show that 46 % of all participants in photo 
groups explore in depth emotions and meaningful experiences, 
65 % of all participants mentioned illness experiences explicit-
ly and reflected on them. 55 % Of all participants tended to 
evaluate their lives as told in their stories. Quantative  data 
show that the perception of the impact of illness changes due to 
participation in a photo group. (Photo-) storytelling contributes 
to a reduction of the perceived impact of psychiatric illness 
on the ‘normal’ functioning in daily life (as experienced by 
consumers themselves). The instrument was successfully 
used in various therapeutic settings. Conclusion: It does so, 
we assume, by reducing a sense of shame by restoring trust 
in own beliefs, by making transparent what is valuable in life 
(focusing on strengths and values). These effects are related 
to empowerment. Reconstruction of life stories is a powerful 
therapeutic tool facilitating acceptation of illness.

REFERENCES:
1. Sitvast J, Abma T, Widdershoven GAM, Lendemeijer   
    HGM, in press, Photo-stories, Ricoeur and Experiences 
    from Practice: a hermeneutic dialogue, Advances in 
    Nursing Science. 
2. Widdershoven GAM. The Story of Life. Hermeneutic Per- 
    spectives on the Relationship between Narrative and Life 
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poster 103.  Transforming A State 
Hospital: Staff Attitudes and Perceptions 
During a Period of Change
David  Mayerhoff, M.D., Greystone Park Psychiatric 
Hospital, 50 Ellis Drive, Greystone Park, NJ 07950, Steven 
J. Schleifer, M.D., Russell Smith, M.S., L.C.P.C., Jeffry R. 
Nurenberg, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to better understand the effects of change and strain in 
long-term hospital units on staff attitudes and perceptions and 
how such effects may affect patient care and staff retention.

SUMMARY:
To facilitate discharge from a State Hospital, a 20 patient unit 

was established in 2003 focusing on “difficult to discharge”, 
long-term patients. The unit increasingly utilized wellness/
recovery principles and involved a State-University affiliation. 
Transforming a traditional hospital unit can challenge long-
established systems of extended patient care and we had 
the opportunity to monitor the course of change. The unit 
underwent a period of strain in early 2007 when, partly in 
anticipation of moving to a new facility, dramatic increases 
occurred in both patient discharges and staff turnover. The 
strain on the unit, which was evident to administrative staff, 
appeared to normalize later in the year. Using measures 
collected periodically, we assessed, retrospectively, whether 
the overt change in milieu was reflected in ongoing measures 
of staff attitudes and perceptions. Method: Staff had completed 
the Psychiatric Rehabilitation Attitudinal Survey (PsyR), a 
measure of attitudes concerning psychiatric rehabilitation, 
wellness and recovery, the Moos S Ward Atmosphere Scale, 
and the Greystone Intrusiveness Measure (GIM), an indicator 
of staff perceptions of patient intrusiveness. Scores in mid-2007 
were compared with the preceding measure in 2006 and, for 
PsyR and GIM, with measures in November, 2007 (ANOVA). 
Result: PsyR decreased from March, 2006 to June, 2007 
(p<0.05) as did MOOS items such as staff encouragement of 
patient independence (p<0.02). PsyR increased in November, 
2007 (p<0.02), becoming indistinguishable from the 2006 
score. GIM showed a corresponding pattern, albeit not 
reaching statistical significance, increasing transiently in mid-
2007.  Discussion: Adverse changes in several dimensions of 
staff attitudes and perceptions coincided with the temporary 
disruption in unit stability. During periods of change, 
monitoring attitudes and perceptions may help identify staff in 
need of support, as well as interventions to maintain wellness 
orientation.

REFERENCES:
1. Birkmann, J.C., Sperduto, J., Smith R.C., Gill, K.J. A Co-
    llaborative Rehabilitation Approach to the Improvement of 
    Inpatient Treatment for Persons with a Psychiatric Disabi-
    lity. Psychiatric Rehabilitation Journal, 2006: 29:157-165.
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    American Psychiatric Press, Inc.,1986.

poster 104.  Developing and Engaging a 
Patient Council in a Regional Mental 
Health Facility
Kristine Diaz, R.N., M.Ed., 850 Highbury Avenue, London, 
ON Canada, N6A 4H1, Sandy Whittall, R.N., M.B.A., 
Christian Daboud, M.Ed., B.A.
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EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant will 

demonstrate an understanding of how patient councils can be 
involved in organizational decision making and planning.

SUMMARY:
A publicly funded regional mental health facility undertook 

a model of care change in 2003.  Part of this shift toward 
a psychosocial rehabilitation model of care included the 
development and support of a Patient Council.  An external 
report defined the scope and recommendations for this project.  
These recommendations included among others the following: 
1.) The hiring of a Patient Council Facilitator; 2.) Sponsorship 
from mental health leadership; 3.) Annualized funding; 4.) 
A work plan that included capacity building for members; 
and 5.) Links to provincial patient councils. Our intent is to 
summarize the evolution of this Patient Council and its impact 
on our organization’s transformation.  Success and challenges 
will be identified and discussed.

REFERENCES:
1. Linhorst DM, Eckert A., Hamilton G. Promoting Partici-
    pation Social Work, Vol 50(1), Jan 2005, 21-30, organiza-
    tional decision making by clients with severe mental ill-
    ness.
2. Rutter D., Manley C., Weaver T., et al Social Science 
    Medicine, 2004 May; 58 (10), 1973-84, Patients or Part- 
    ners?  Case studies of user involvement in the planning 
    and delivery of adult mental health services in London.

poster 105.  Incorporating Community 
Psychiatry into Medical Student 
Education
Amelia Botsford, M.D., 446 E. Ontario Street, Suite 7-100, 
Chicago, IL 60611, Tom Allen, M.D., Sonya Rasminsky, 
M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to recognize the need for Community Psychiatry in 
medical student education, identify the necessary components 
for implementing a Community Psychiatry elective into a 
medical school curriculum, and understand students’ learning 
goals for the elective.

SUMMARY:
Introduction: Medical Students often lack exposure to 

the treatment of chronic mental illness in an outpatient, 
community setting. Instead, medical students most commonly 
experience psychiatry in an inpatient setting with acute 
pathology. Students are often left wondering whether or not 
patients’ needs are addressed on a community level, whether 
proper community care could prevent hospitalization, and 
what the outpatient care is like after discharge. It was out of 
these concerns that a 4th year medical student Community 
Psychiatry elective was formed. Methods: A month long, 
fourth year medical student Community Psychiatry elective 
was implemented into the curriculum with the following 
educational goals: 1.) To evaluate, diagnose, and formulate 

treatment plans for psychiatric patients in community-based 
settings, with particular attention to the challenges faced 
by patients with chronic and disabling mental illness; and 
2.) To increase exposure to and understanding of outpatient 
substance-abuse treatment, through participation in group 
therapy, alcoholics anonymous groups, and methadone 
clinics. Results: Educational sites of the elective included 
a community psychiatry outpatient clinic, a rehabilitation 
clinic, a student-run community psychiatry free clinic, a 
mental health clinic serving survivors of trauma and refugees 
from other countries, a VA hospital substance abuse treatment 
program, a state hospital, and a homeless shelter. This was 
a pilot elective with one student participating. Conclusion/
Discussion: While this fourth year elective was done as a pilot 
experience with n=1, it is now integrated into the medical 
school curriculum.  This Community Psychiatry curriculum is 
translatable to other medical schools either as part of the third 
year psychiatry clerkship, or as its own fourth year elective.  
More exposure to Community Psychiatry would provide an 
enriched psychiatry experience, applicable to students going 
into many areas of medicine.

REFERENCES:
1. Christensen, Richard C. Community Psychiatry and Medi-
    cal Student Education. Psychiatr Serv 2005; 56:608-9.
2. Walters K, Buszewicz M, Raven P: An Integrated Model 
    for Teaching Psychiatry in the Community. Acad Med 
    2001; 76:563-4.

poster 106.  Illinois Psychiatrists’ 
Reactions to Changes in the Civil 
Commitment Standards in the Illinois 
Mental Health Code
Elizabeth Joseph, D.O., 901 W. Jefferson Street, P.O. Box 
19642, Springfield, IL 62794, Philip Pan, M.D.

EDUCATIONAL OBJECTIVES:
At  the conclusion of this session, the participant should 

be able to: 1.) Identify the reactions of Illinois psychiatrists 
when the state implemented a change in the civil commitment 
standards in the Illinois Mental Health Code; 2.) Review 
the changes that were implemented in the Illinois Mental 
Health Code in June 2008; and 3.) Recognize some of the 
new concerns that Illinois psychiatrists will face in their daily 
practice.

SUMMARY:
On June 1st, 2008 the Illinois Mental Health Code changed 

its criteria in regards to “persons subject to involuntary 
admission”.  In May 2008 a questionnaire was mailed to 712 
psychiatrists in the state of Illinois asking their reactions to 
the new code and how they felt it would impact their decision 
making process in regards to involuntary admission.  Included 
were questions regarding type of practice setting and county 
practiced in, how each psychiatrist felt the change would 
impact their decision making process for admitting a patient 
to a psychiatric unit on an involuntary basis, and how each 
psychiatrist felt about the changes in the Illinois mental 
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health code.  The results of this questionnaire will be gathered 
during the month of June 2008 and included in the poster 
presentation.

REFERENCES:
1. Appelbaum, Paul S: Involuntary commitment of the men-
    tally ill: Civil liberties and common sense, in Almost a Re-
    volution Mental Health Law and the Limits of Change. 
    Oxford University Press, 1994, pp 17-70.
2. Chodoff, Paul: Involuntary hospitalization of the mentally 
    ill as a moral issue. Am J Psychiatry 141:3: 384-389, 
    March 1984.

poster 107.  Motivational Interviewing 
and Treatment Adherence Among Dually 
Diagnosed Patients
Stanislav Grabylnikov, M.D., Bergen Regional Medical 
Center, 230 East Ridgewood Avenue, Paramus, NJ 07652, 
M.Haghour M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant 

should be able to recognize beneficial effects of motivational 
interviewing on treatment adherence in substance abuse/
dually diagnosed patients with potential incorporation of  
motivational interviewing  in  clinical practice.

SUMMARY:
There are little data on whether behavioral therapies can 

be implemented in standard clinical practice and whether 
incorporation of such techniques is associated with improved 
outcomes. The effectiveness of integrating motivational 
interviewing (MI) techniques into the initial psychiatric 
evaluation  was investigated. Participants were 103 dually 
diagnosed patients hospitalized to BRMC and referred to 
outpatient clinic for follow-up treatment after discharge, who 
were randomized to receive either the standard evaluation 
session or the same session in which MI was integrated. We 
used case-control study design. Outcome of interest was 
appearance for initial follow-up appointment.We selected 
patients in emergency room and performed motivational 
interview on the next day with repeated augmentation 
interview before discharge. Patients were traced down using 
medical record numbers. After discharge we estimated 
the effect by checking  records of follow-up appointments.
Control group did not receive motivational interview. Total 
sample size was 53 patients in study group and 50 patients in 
control group. Criteria for inclusion in study group: diagnosis 
of substance dependence with physiological dependence 
as primary diagnosis. Of the 57 randomized participants 
53 participated in an MI after randomization. 50  patients 
completed both interview sessions.Three patients signed AMA 
and completed only one session. We attempted to follow-up 
all 53 participants. 22 participants (40 %) appeared at least 
once for follow-up. Of the 50 randomized control group  8 
participants (15 %) were followed up at least once by OPC. 
There was a 25 %  increase in compliance with follow-up 
appointments by interview group compared to control group. 

Motivational interviews can be used for improvement of the 
outpatient treatment adherence in dually diagnosed patients 
population.

REFERENCES:
1. Mullins SM, Suarez M, Ondersma SJ, Page MC. The im-
    pact of motivational interviewing on substance abuse 
    treatment retention: a randomized control trial of women 
    involved with child welfare. Journal of Substance Abuse 
    Treatment  2004.
2. Carroll KM, Ball SA, Nich C, Martino S, Frankforter TL, 
    Farentinos C, Kunkel LE, Mikulich-Gilbertson SK, Mor-
    genstern J, Obert JL, Polcin D, Snead N, Woody GE; Mo-
    tivational interviewing to improve treatment engagement 
    and outcome in individuals seeking treatment for sub-  
    stance abuse: a multisite effectiveness study. Drug and 
    Alcohol Dependence. 2006.

poster 108.  Mental Health Services in an 
Isolated Setting: Nevis (Saint Kitts and 
Nevis)
Gurprit Lamba, M.D., 99 Pond Avenue, Apt 201, Brookline, 
MA 02445, Vijay Aswani, M.D., Ph.D., Michael E. Henry, 
M.D, Mandeep Rana, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to know the salient features of the Mental Health Services 
provided on the Caribbean island of Nevis. They would learn 
the unique elements and challenges of providing mental 
health care in an isolated setting with limited resources. They 
should be able to extrapolate to or inform the provision of 
mental health services in other isolated settings, particularly 
the involvement and collaboration between various health 
care providers.

SUMMARY:
The mental health burden of disease, epidemiology and 

management infra-structure on the Caribbean island of Nevis 
is described as a model of providing psychiatric services in an 
isolated setting. Mental health services on the island of Nevis 
is provided primarily under the umbrella of community health 
services, free of cost to all residents. There is no dedicated 
inpatient facility or resident psychiatrist on the island. Primary 
mental health care is provided by a psychiatrist who visits 
the island twice a week and by a resident psychiatric nurse. 
Local primary care providers at the island’s only hospital 
are important providers of emergency and urgent psychiatric 
care. The practice of Rastafarianism on the island affects 
local attitudes to marijuana use. This connects with substance 
abuse and drug-induced psychosis being the second largest 
psychiatric cause of admission to the hospital. The most 
common psychiatric diagnosis for admission is schizophrenia. 
Experience from the delivery of psychiatric care on the island 
is extrapolated and compared with other isolated settings. 
Incorporating intensive mental health courses within primary 
care general practitioners training will be an asset for the local 
population.



posters

75

REFERENCES:
1. Kisely S, Campbell LA.(2007) Taking consultation-liaison
    psychiatry into primary care. Int J Psychiatry Med. 2007;
    37(4):383-91.
2. Ryan-Nicholls KD, Haggarty JM (2007). Collaborative 
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poster 109.  What Do Women Psychiatrists 
Really Want?  The First Twenty-Five 
Years of the Association of Women 
Psychiatrists
Supported by the Association of Women Psychiatrists
Tana A. Grady-Weliky, M.D., University of Rochester 
Medical Center, Department of Psychiatry, 300 Crittenden 
Boulevard, Box PSYCH/Geri-Neuro, Rochester, NY 14642, 
Eva Szigethy, M.D., Ph.D., Patricia Ordorica, M.D., Frances 
R. Bell, Leah Dickstein, M.D.
EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to 1.) Identify the mission, goals and objectives of the 
Association of Women Psychiatrists (AWP); 2.)  Recognize 
key clinical practice issues that women psychiatrists 
believe are essential in today’s health care climate; and 3.)  
Differentiate role model and mentor and recognize the role 
that both categories have played for women psychiatrist 
leaders involved in AWP.
SUMMARY:
The Association of Women Psychiatrists (AWP) was founded 

in 1983 by Dr. Alexandra (“Allie”) Symonds with the goal 
of advancing women psychiatrists and promoting women’s 
mental health.  Women psychiatrists have played important 
roles within American psychiatry from community and 
private clinical practice to teaching, research and leadership in 
academic institutions.  Of the total number of APA members 
35% are women.  Are women psychiatrists satisfied with where 
things are in their personal and professional lives and what do 
they see as important issues facing women psychiatrists today?  
A recent survey of women psychiatrist members of AWP found 
significant differences between women psychiatrists with 
children and those without children (Olarte, 2004). AWP is 
completing an updated survey of its more than 2,000 members 
that addresses not only their personal and professional 
satisfaction, but also their views about the role the organization 
has played in their career development and the influence that 
women psychiatrists have had on women’s mental health and 
wellness and the clinical practice of psychiatry.  Research in 
this area is needed in order to improve our understanding of 
those issues of greatest importance to women psychiatrists. 
This poster will address historical perspectives on women in 
psychiatry, in general, and our organization, in particular, over 
the past 25 years, as well as include the results of the 2008 
survey of AWP members.

REFERENCES:
1. Olarte SW:  Women Psychiatrists:  Personal and 

    Professional Choices-- A Survey.  Acad Psychiatry.  28:  
    321-324, 2004.
2. Dickstein LJ:  Dr. Alexandra Symond’s Legacy of 
    Advancing Women Psychiatrists and Promoting Women’s 
    Mental Health.  Am J Psychoanalysis.  60:  215-228, 2000.

poster 110.  Mindful Practice Curriculum 
for Psychiatry Residents:  Experience as 
Part of a University-Wide Program
Tana A. Grady-Weliky, M.D., University of Rochester 
Medical Center, Department of Psychiatry, 300 Crittenden 
Boulevard, Box PSYCH/Geri-Neuro, Rochester, NY 14642, 
Sue K. DiGiovanni, M.D., Scott McDonald, M.D., Jennifer 
Richman, M.D., Anola Tanga, M.D., David Garrison, M.D., 
Christopher Mooney, M.S., Ronald Epstein, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to: 1.)  Define mindful practice and its role in the clinical care 
of patients; 2.)  List at least two components of mindfulness; 
and 3.) Identify at least two new educational methods for 
teaching mindful practice to psychiatric residents.

SUMMARY:
Mindful practice refers to our ability to be aware, in the 

moment, on purpose, with the goal of providing better care to 
patients and to take better care of ourselves.  The University 
of Rochester School of Medicine and Dentistry developed 
a program designed to give medical students, residents and 
practicing physicians tools that will assist them in becoming 
more mindful during daily clinical practice.  The explicit 
aim of the curriculum is to help participants develop self-
awareness and self-care skills so that they can be attentive 
and present in clinical settings.  Self-awareness is an essential 
component of communication, technical skill, professionalism, 
teamwork, and life-long learning.  All of these attributes are 
included among the ACGME core competencies and are 
critical to training all residents, and perhaps, psychiatrists, in 
particular.  Because of the importance of the development of 
these attributes in resident physicians, the general psychiatry 
program elected to have its residents participate in the 
university-wide program.  General psychiatry residents from 
across the four years are required to attend the Mindful 
Practice curriculum sessions, which include the following 
sessions:  1.)  Noticing and Attention; 2.) Professionalism; 
3.) How Doctors Think; 4.) Physician Self-Care and Burnout; 
and 5.) Dealing with Medical Errors.  Several educational 
methods are used throughout the curriculum including brief 
meditation exercises, written narratives and “appreciative 
inquiry” interviews.  This poster will describe further details 
of the curriculum and include resident feedback about the 
course.

REFERENCES:
1. Epstein RM:  Mindful Practice.  JAMA.  282:  833-839, 
    1999.
2. Epstein RM:  Mindful Practice in Action:  Cultivating Ha-
    bits of Mind.  Families, Systems and Health.  21:  11-17, 
    2003.
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poster 111.  Developing Psychiatric 
Residents as Critical Consumers of the 
Psychiatric Literature
Tana A. Grady-Weliky, M.D., University of Rochester 
Medical Center, Department of Psychiatry, 300 Crittenden 
Boulevard, Box PSYCH/Geri-Neuro, Rochester, NY 14642, 
Linda H. Chaudron, M.D., M.S., Jeffrey M. Lyness, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Identify common residency program requirements 
that incorporate research literacy and scholarly activity; 2.)  
Describe at least three components of a journal club and 
their role in enhancing research literacy; and 3.) Describe 
the advantages and disadvantages of having two core faculty 
facilitators for a general resident journal club.

SUMMARY:
With the rapid pace of advances in psychiatric research 

and treatments, it is essential for psychiatric residents to be 
critical consumers of the literature.  If future clinicians are 
unable to differentiate strong from weak evidence for a new 
diagnostic test or innovative treatment, psychiatric patients 
will not receive the best care. The importance of developing 
these skills during residency is underscored by common 
residency program requirements such as training in evidence-
based medicine and demonstrated research literacy.  With 
these factors in mind we implemented a monthly journal 
club with a primary goal of developing general psychiatric 
residents as careful and thoughtful consumers of the literature.  
General psychiatry residents (PGY-1 through PGY-4) are 
required to attend a monthly journal club, which is facilitated 
by two senior psychiatrists.  Initial sessions are devoted to 
understanding the components of a good paper including 
journal choice (its impact factor and what that means), type of 
research funding and how that might influence how one reads 
the paper, as well as an overview of the hierarchy of evidence 
in evidence-based medicine.  After the initial sessions, each 
section of a journal article, i.e. abstract, introduction, methods, 
results and discussion, are discussed.  Subsequent sessions 
address various types of papers, e.g. systematic reviews and 
randomized clinical trials. A standard procedure exists for 
each journal club.  There is an assigned facilitator and resident 
for each topic.  The facilitator is responsible for creating a 5-7 
minute overview of the topic.  The resident selects an article 
that is relevant for the topic and works with the facilitator in 
the development of questions for the large group to consider 
prior to the meeting.  Our poster will describe journal club 
topics and process in detail.  Additionally, qualitative and 
quantitative data from the first two years of our journal club 
curriculum will be presented.
REFERENCE:
1. Accreditation Council on Graduate Medical Education.  
    General Psychiatry Residency Training Requirements.  
    July 2007.

poster 112.  The Role of Integrating 
Medical Care in the Improvement of the 
Quality of Life in Geriatric Patients With 
Mental Illness: A Retrospective Study
Gulam Noorani, M.D., M.P.H., 230 E. Ridgewood Avenue, 
Paramus, NJ 07652, Asad Amir M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant 

should be able to recognize the possible correlation between 
integrating the medical care for geriatric patients with mental 
illness and the improvement in their quality of life.

SUMMARY:
There is a high prevalence of co-morbid medical conditions 

in geriatric patients with mental illness. The variety of  
presenting symptoms of these co-morbidities in these patients 
not only complicates the psychiatric diagnosis during initial 
evaluation, but also confers worse long-term prognosis 
and increased length of stay in the hospital: 1.) It has been 
observed that symptoms of cognitive limitation and lack of 
motivation in this group combined with physician discomfort 
in treating Axis III conditions may impede sufficient medical 
care, resulting in overlooked medical conditions; and 2.) In this 
study we intended to identify possible risk factors associated 
with the increased incidence of under diagnosing conditions in 
Geriatric patients with mental illness and its possible impact 
on their quality of life. Retrospective chart review of patients 
admitted to the acute geriatric unit (age > 65 y) at BRMC from 
(6/1/2006- 6/30/2007)  (n=55) was done and evaluated with 
regard to DSM IV Axis I and Axis III diagnoses on admission 
and at the time of discharge. We also recorded the age, gender, 
race and length of stay for each patient. We found that 56% of 
these patients had medical co- morbidities that had been over-
looked, including hypothyroidism, coronary artery disease, 
hyperlipidemia and glaucoma. Patients with dementia, 
psychotic disorders and mood disorders had 36 %, 23 % and 
36% overlooked medical diagnosis respectively. The length of 
stay for these patients in the hospital was an average of 14-20 
days longer compared to the other groups.  We conclude that 
for geriatric patients with mental illness treated in the public 
sector, specialty mental health clinics are likely to be the 
first and often the only points of contact with the health care 
system resulting in unrecognized medical illnesses. We would 
suggest that community health care centers may consider 
programs geared towards integrating medical and behavioral 
treatment with hopes of having better treatment.
REFERENCES:
1. Grayson Norquist, Thomas G. McGuire, Susan M. Es-
    sock: Cost-Effectiveness of Depression Treatment for 
    Adolescents. Am J Psychiatry 2008; 165: 549-552.
2. Rani A. Desai, Elina A. Stefanovics,  Robert A. Rosen-
    heck: The role of psychiatric diagnosis in satisfaction with 
    primary care: data from the department of veterans affairs. 
    Med Care; 43(12):1208-16.
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poster 113.  Consumer Expertise in Dutch 
Mental Health Care
René De Veen, M.D., Kottenhof 6, Enschede, 7522 
RBNetherlands

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to have a general overview on Dutch initiatives concerning 
the implementation of consumer expertise.

SUMMARY:
Introduction: In the Netherlands the participation of 

consumers in mental health care is an important issue 
emerging in the slipstream of recent health care initiatives 
on the reduction of seclusion and restraint. Patientboards 
and councils, as well as consumer organizations have a long 
tradition in The Netherlands, but the actual participation of 
consumers, as experts, in the daily process of organizing 
care within mental health care institutions is rather new. This 
presentation discusses a number of initiatives throughout 
the Netherlands, presenting successes and pitfalls. Most of 
these initiatives started recently and only a few have some 
success. Many have only a secondary role for the consumer, 
while a few allow the consumer to function as a professional 
within the organization (Lammers & Happel, 2003). Method: 
Data were gathered by sending a survey to 34 hospitals in 
The Netherlands that participate in a national program aiming 
at reducing restraint and seclusion. Results: In the poster 
session the response and data will be presented. Discussion: 
The main conclusion is that consumer participation is subject 
to a number of  circumstances, among which organizational 
difficulties at different levels. Complex Dutch legislation 
and funding play a role, as are the psychiatric disorders of 
the individual consumers, functioning between professionals. 
We focus mainly on the difficulties at ward and hospital level. 
Several of these issues are known from former initiatives 
elsewhere (Kent & Read, 1998), some seem new. Implications 
for further research will be presented.

REFERENCES:
1. Kent H, Read, J. Measuring Consumer Participation in 
    Mental Health Services: Are Attitudes Related To Pro-
    fessional Orientation? International Journal of Social Psy-  
    chiatry, Vol. 44, No. 4, 295-310 (1998).
2. Lammers, J, Happel B. Consumer participation in mental 
    health services: looking from a consumer perspective. 
    Journal of Psychiatric and Mental Health Nursing 10 (4), 
    385–392, 2003.

poster 114.  Service Users as Agents of 
Change
Rosie Cameron, B.A., M.B.A., West House, Gartnavel Royal 
Hospital, 1055 Great Western Road, Glasgow, G12 0XH 
United Kingdom, Robert Hunter, M.B., John Norrie

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to identify with the therapeutic advantages of enabling service 
users to assess their own needs and utilize this information 

within the clinical care management of their patient.

SUMMARY:
Introduction: Patient involvement appears to improve 

outcomes of care. The Scottish Schizophrenia Outcomes Study 
(SSOS) recruited 1,015 participants with schizophrenia in 2002 
who went on to annually complete a self-assessment of their 
own health / social needs using Avon Mental Health Measure 
(Avon)(1). SSOS confirmed that involving service users with 
schizophrenia improves outcomes(2). In a further study of 
the SSOS cohort we addressed a number of questions: What 
was the experience of patients in SSOS? Was the Avon self-
assessment easy to use to express needs? What improvements 
would participants suggest for the Avon tool? Methods:  5 
focus groups for service users with ICD10 schizophrenia who 
participated in SSOS were held across Scotland. A random 
10% sample of SSOS cohort participated using standard 
focus group methodology. Qualitative analysis was applied 
to transcripts of discussion; results disseminated to patients 
and health professionals. Results:  Most participants used 
the focus groups constructively and commented favorably 
on involvement in SSOS model of needs assessment. Many 
participants said that by using Avon they had been able to 
articulate concerns to clinicians. Suggestions from patients 
were collated on improving Avon, by reducing ambiguities 
and identifying new areas that participants felt should be 
included. Discussion: SSOS demonstrates the utility of 
using both clinician and patient rated outcome measures in 
routine psychiatric practice (2). In this focus group, research 
participants reported that Avon was useful in helping to 
articulate their needs to staff and carers. Feedback from service 
users can help improve patient reported assessments such as 
Avon, and contribute positively to service improvements.

REFERENCES:
1. Hunter et al (2004). Journal of Mental Health 13(1),93-
    105.
2. Hunter et al (2007). How Useful are patient reported 
    assessments in improving outcomes in schizophrenia? 
    APA 59th IPS, New Orleans.

poster 115.  The Dumbing Down of America: 
Even Newspaper Comics Have Declined
Lawrence  K. Richards, M.D., 714 S. Lynn Street, 
Champaign, IL 61820

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to understand some of the historical evolution of 
cartooning, feel some of the psychological significance of 
same, and authoritatively compare and contrast the quality of 
cartoons from the past with the simplistic, ‘dumbed down’, 
sparsely drawn versions extant following the turn into the 21st 
Century.

SUMMARY:
  This poster is a follow-up to the one presented at a previous 

Chicago Psychiatric Institute held in the mid-1990’s.  Some 
newspaper comics from that presentation will be contrasted 
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with those of current publications. Some reproductions from 
the United State’s Smithsonian Institution’s published text will 
be included as reference points covering comics from the first 
third of the 20th Century, which was when cartoons and comics 
began an ascendency, primarily in the newspapers. The past ten 
years’ decline in creativity and artistry includes poorer artwork, 
changes in coloring, smaller picture panels, and minimization 
of reality in the drawing of human figures particularly, and 
even animals and inanimate objects.  Associated with this are 
themes and pictures showing increases in crudeness, rudeness 
and violence, decreases in creativity, a lack of and sometimes 
a reversal of constructiveness, and a demeaning of the human 
condition. There are less and less positive features with which 
to teach preschoolers if one were to sit with a child and read 
the comics.  Parenting by reading to the child is great quality 
time which motivates the child to read, think, and study later.  
Poorer comics yield a less motivating event.  More and more 
such readings would force the parent to analyze the negative. 
Comics used to serve to call the child’s attention to how these 
picture stories speak of the full range of interpersonal behavior, 
reveal hints of psychopathology versus normalcy, bespeak 
under-lying thought probabilities, and disclose honorable 
ways to live a life: “I will tell you how he lived.” (Line from 
closing scenes of film “The Last Samurai.”) Correlations with 
the well described decline in reading newspapers and the 
psychosocial process being called “Dumbing Down” will be 
offered. “A picture is worth a thousand words.” (Attributed 
generally to Confucius; possibly a 1921 advertising extolment 
about an alleged Chinese proverb.)

REFERENCES:
1. The Smithsonian Collection of Newspaper Comics. The 
    Smithsonian Institution, Blackbeard,B. and Williams, M. 
    Eds; H.N.Abrams, New York, 1984.
2. The Comics Since 1945. Walker, Brian. H.N.Abrams, New 
    York, 2002.

poster 116.  North American Psychiatric 
Resident Wellness Survey
Paul O’Leary, M.D., 1225 50th Street, South, Birmingham, 
AL 35222, Vincent J. Blanch, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to list the most prevalent stressors contributing to resident 
burnout and understand the consequences of these stressors on 
resident wellness.

SUMMARY:
Background: A burned-out health care worker often provides 

a lower quality of patient care than does a colleague who is 
satisfied with his or her job, according to multiple studies of 
job stress and burnout. Several studies have focused on health 
care providers, but medical residents were rarely included. 
Remarkably, even with the implementation of the 80-hour 
work week for residents, few have investigated if the change 
has decreased resident stress or improved patient care, as 
hoped, and still fewer studied resident well-being. Hence, 

little is known about how “well” psychiatric residents are, 
what their main stressors are, and how they cope with them. 
Methods: The North American Resident Wellness Survey is 
a pilot study to investigate how psychiatry residents handle 
stress, the level and cause of their stress, and what coping 
strategies they use to deal with stress. The online survey 
was distributed using American Psychiatric Association’s 
member database. 887 residents (17% of North American 
psychiatry residents) responded. Results: Seven percent of 
residents are either dissatisfied or very dissatisfied with their 
life in general, 14% are either dissatisfied or very dissatisfied 
with their mental health and 19% are either dissatisfied or 
very dissatisfied with their physical health. Sixteen percent 
wanted to change residency programs, and 19% wanted to 
change careers. Fifty-seven percent of psychiatric residents 
rated their life of as either very stressed or stressed, with time 
pressure and workload being the most frequent cause of stress. 
Additionally, stressed residents work longer hours and use 
different coping mechanisms than do less-stressed residents.

REFERENCES:
1. Woodside J, Miller M, Floyd M, McGowen R, Pfortmiller 
    D: Observations on Burnout in Family Medicine and 
    Psychiatry Residents. Academic Psychiatry 2008; 32:13–
    19.
2. Keim SM, Mays MZ, Williams JM, Serido J, Harris RB: 
    Measuring wellness among resident physicians. Medical 
    Teacher, Vol. 28, No. 4, 2006, pp. 370–374.

poster 117.  Prejudice Against Psychiatry 
In Junior Doctors:  The Gulf Training 
Failed To Bridge
Rehan Siddiquee, M.B.B.S., M.R.C., Queen Elizabeth 
Psychiatric Hospital, Mindelsohn Way, Birmingham, WI B15 
2QZ, United Kingdom, Mehran Javeed, M.B.B.S, Sabira 
Kanani, M.B.B.S

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to get an insight into what junior doctors perception of 
psychiatry and of a career in psychiatry are.  Attendees will also 
learn what prejudices junior doctors  have against psychiatry 
and what percentage of junior doctors are not considering a 
career in psychiatry and their reasons for doing so.

SUMMARY:
Introduction: The growth of any medical specialty depends 

on the number and quality of trainees that choose to pursue 
a career in it. It is of vital importance that psychiatrists 
understand the reasons why doctors at the beginning of 
their careers choose to pursue or not to pursue a career in 
psychiatry.  In doing so, psychiatrists will be able to address 
any prejudices that might turn a potential psychiatrist away 
from the field. Hypothesis: Prejudice against psychiatry in 
junior doctors is likely to mirror prejudice in the general 
population.  Current training methods in psychiatry does not 
dispel these prejudices. Methods:  Doctors about to choose 
a specialty as their career were surveyed.  Surveys were 
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conducted in Birmingham and Manchester to eliminate bias 
due to local training methods and resources.  Doctors were 
asked if they were considering a career in psychiatry and the 
reasons for their choice. Results:  Of 56 responses collected, 
19% were considering a career in psychiatry and the bias 
reflected misinformation and prejudice even after completing 
a placement in psychiatry.  West Midlands respondents were 
more likely to choose psychiatry compared to their North-
west  peers (25% V 16%). 48% of the respondents made 
uninformed or misinformed assumptions about psychiatry. 
Of the respondents not considering psychiatry 51% were 
misinformed, but 36% of those considering psychiatry were 
misinformed. Conclusions: Trainers should work harder 
at eliminating prejudices against psychiatry not only in the 
general population but also in medical students.  This will 
encourage more doctors to take up the field and also improve 
understanding of psychiatry in doctors who take up other 
specialties. Discussion:  In not working towards addressing 
medical students prejudices towards psychiatry during their 
training we are perhaps losing high quality doctors that 
graduate from  medical schools.  Addressing these prejudices 
will ensure a healthy future for psychiatry.

REFERENCES:
1. Katharina Manassis, Mark Katz, Jodi Lofchy, Stephanie 
    Wiesenthal:  Choosing a Career in Psychiatry:  Influential 
    Factors Within a Medical School Program.  Academic 
    Psychiatry 2006; 30:325-329.
2. Sundararajan Rajagopal, Kamaljit Singh Rehill, Emma 
    Godfrey:  Psychiatry as a career choice compared with 
    other specialties: a survey of medical students.  Psychiatric 
    Bulletin 2004; 28: 444-446.

poster 118.  Impacts of Local Negative 
Events on Mental Health Visits to a 
Remote Emergency Room
Xiangyang Zhao, M.D., M.S., 11732 Lake Avenue, #105, 
Lakewood, OH 44107, Toni Love Johnson, M.D., Robert 
Taylor Segraves, M.D., Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Discuss local negative events such as MBC and 
VTM have that measurable impacts on the MHVs to an ER 
geographically remote to the events; 2.) Explain that MBC and 
VTM have different impacts on the MHVs to an ER remote to 
the events; and 3.) Recognize that more studies are needed to 
elucidate the confounded relationship between MHVs to ER 
and negative events.

SUMMARY:
Objective: To study the impacts of the Minnesota Bridge 

Collapse (MBC) and Virginia Tech Massacre (VTM) on MHV 
to an ER of an urban medical center, which is remote to the 
places where these two events took place. Methods:  Site of 
the study: The ER of MetroHealth Medical Center (Metro), 
Cleveland, OH. Design: A retrospective chart review.  Based 
on patient’s complaint, ER visits exclusively and partially for 

mental health reasons were identified and counted as MHV. 
Substance Use related Visits (SUV) to the ER were counted 
as MHV in this study. Average daily MHV, Adult MHV (male 
and female, age >18yr) and Ped MHV (male and female, age 
= 18) during the acute phase (from day 1 to 7 of the individual 
event) of the negative events were calculated and compared 
with that of the rest of the month when the individual event 
took place.  Also average daily SUV in the acute phase of 
each event was compared with that of the rest of the month. 
Results:  In the VTM, average daily Ped MHVs in the acute 
phase were significantly more frequent than that of the rest of 
the month (2.1 ± 0.6 vs. 1.0 ± 0.2 p=0.0286).  In the MHVs 
of pediatric population, significant increase in average daily 
visits to the ER were seen in male subgroup in the acute phase, 
compared with the rest of that month  (1.6±0.6 vs. 0.5 ±0.2 
p=0.0205), while no change was seen in female subgroup (0.6 
± 0.3 vs. 0.5 ± 0.1 p=0.7578). No change of average daily 
SUVs between the acute phase and rest of the month (0.4±0.1 
vs. 0.4±0.2 p=0.8813). In the MBC, average daily MHVs in 
the acute phase had no significant difference compared with 
that of the rest of the month (10.57±0.9 vs. 10.4±0.7 p=0.913). 
Average daily SUVs in the acute phase were significantly 
more than that of the rest of the month (2.4±1.1 vs. 0.7±0.2 
p=0.0144). Conclusion: Local negative events such as MBC 
and VTM have measurable impacts on the MHVs to an ER 
geographically remote to the events.

REFERENCES:
1. Catalano Ralph A. Ph.D et al Psychiatric emergency af-  
    ter the terrorist attacks of Sepetember 11, 2001 Psychiatric 
    Service 2004 Vol 55 #2 page 163.
2. Hazlett Sara B. M.D., et al Epidemiology of Adult Psy-
    chitric visits to U.S. Emergency Department. Acad Emerg 
    Med 2004 Vol 44 #2 page 193.

poster 119.  Needs Assessment in Mental 
Health Services and Policies
Yilmaz Yildirim, M.D., Child & Adolescent Psychiatry, 
Department of Psychiatric Medicine, Brody School of 
Medicine, Greenville, NC 27834, Smitha Murthy, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Recognize the importance of Needs Assessment 
for Mental Health Services; 2.) Identify the data sources 
for Needs Assessment; and 3.) Recognize the importance of 
linking needs assessment with other phases of mental health 
services such as implementation, monitoring and evaluation.

SUMMARY:
Introduction: Mental disorders are one of the leading causes 

of mortality and disability all over the world (1). Thus it is 
imperative to establish promotion and preventive services 
beside treatment. Establishing such services needs a thorough 
needs assessment (NA) process that comprises identification 
of problem(s) and data resources, prioritization of resources, 
making decisions and policies regarding implementation 
and evaluation phases. NA can be defined as a systematic 
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set of procedures to reach the desired state of affair (2).  The 
purpose of this study is to provide guidelines for NA and other 
phases of Mental Services at community, organizational and 
individual levels. Method: Literature search was done under 
topics “needs assessment”, “mental health services”, “mental 
health policies”, “mental health policy implementation”, 
“program evaluation”, “organizational change”, “case 
management”, and “cost-effectiveness of mental health 
services”.  Around 300 articles and book chapters were 
reviewed and finally 33 were used. A graph was depicted to 
show guidelines for needs assessment, and other phases of 
mental health services. Results: In the literature, mental health 
policies and services are mainly approached as one phase 
and with a narrow perspective. Epidemiological approaches 
are the main methods used to identify problems and to 
prioritize resources. Most of the policies and services lack 
a comprehensive NA as well as implementation, monitoring 
and evaluation phases. Organizational level and especially 
individual level interventions are not given importance. 
Conclusion: A well-planned and executed NA is vital to 
establish mental health services in most cost-effective way 
to promote both individuals’ and communities’ qualities of 
life. A comprehensive Needs Assessment should include all 
stakeholders and use all available information sources. Needs 
Assessment also has to provide guidelines for implementation, 
monitoring and evaluation of the policies.

REFERENCES:
1. A Report of the Surgeon General, 1999, www.surgeongene
    ral.gov/library/mentalhealth/chapter1/sec1.html.
2. Witkin R., Altschuld J.: Planning and Conducting Needs 
    Assessments; 1995; Sage Publications.

poster 120.  Mental Health Screening and 
Raising Awareness for At-Risk Homeless 
Populations
Yasmin Owusu, B.A., Baylor College of Medicine, Office 
of Student Affairs, One Baylor Plaza, Houston, TX 77030, 
Yasmin Owusu, M.S., Toi B. Harris, M.D., Mark E. Kunik, 
M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Appreciate the importance of psycho-educational 
outreach initiatives as a strategy to reduce mental health 
disparities and improve access to care in the homeless 
community; and 2.) Recognize the value of implementing 
shelter-based mental health screening interventions.

SUMMARY:
Objective: The identification of mental health and substance 

misuse disorders in a culturally diverse homeless population 
is a complex issue that warrants further attention. The authors 
explore the benefits of administering a mental health screening 
tool within a shelter or clinic setting. This initiative also 
investigates the role of educating Houston’s clergy, homeless 
shelter and clinic staff about key concepts of psychiatric 
illness to the end of improving access to care. Methods: Staff 

and clergy participate in a 90-minute, psycho-educational 
seminar addressing  psychiatric disorders, substance misuse, 
community mental health services, and cultural competency. 
Pretest and posttest questionnaires are administered to all 
participants to measure knowledge gained from this educational 
outreach experience. One hundred homeless or at-risk persons 
were recruited from these same shelters and clinics and were 
given an electronic quick psychodiagnostics (QPD) panel to 
assess for nine psychiatric disorders and substance misuse 
disorders. If a subject screens positive they are referred to 
appropriate mental health service partners in the community 
and followed up by the investigative team after one month. 
Results: When data has been collected by summer 2008, 
quantitative statistical analysis will be utilized to establish 
levels of improvement in knowledge of seminar participants 
as well as the success rate in homeless clients accessing 
follow-up referral services. Conclusion: Staff and clergy must 
be knowledgeable about community mental health in order to 
increase the likelihood that their clientele will access available 
services. Homeless individuals benefit from free shelter and 
clinic based screening and referral services. This model is 
an important agent in achieving the goals of reducing mental 
health disparities and improving access to care.

REFERENCES:
1. Strategic plan to address homelessness Houston/Harris 
    County, Blue Ribbon Commission to end chronic home-  
    lessness Houston/Harris County, May 2006.
2. LoboPrabhu, S: A cultural sensitivity training workshop 
    for psychiatry resident. Academic Psychiatry 2000; 24: 
    77-84.

poster 121.  Effectiveness of 
Psychodynamincally Oriented, Open 
Ended Group Therapy With Pharmaco-
therapy on Outpatients With Chronic 
Major Psychiatric Disorders
Tereza Lukasova, M.D., Resident, Masaryk’s University in 
Brno, Komenskeho nam. 2, Brno 62000 Czech Republic, 
C.D. Hanson, M.D., Julie B. Zhao, Jake Duker

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant 

should be able to recognize the benefits of group therapy 
in conjunction with pharmacological treatment in helping 
patients with different psychiatric diagnoses. 

SUMMARY:
Objectives: to review the recent research assessing the efficacy 

of group psychotherapy; and to complete an open case study, 
without control group or observer blinding, analyzing the 
effects of a long-term, open ended outpatient psychotherapy 
group with pharmacotherapy of patients diagnosed with 
chronic major psychiatric disorders.  Hypothesis: Due to 
previous research indicating that a combination of group 
therapy and medication is effective in alleviating symptoms 
of psychiatric disorders, it is predicted that patients will find 
a benefit from group therapy. Methods: The study group 
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included 13 patients between the ages of 27 and 66 years 
old (mean 42.2), evenly distributed between gender, who 
had displayed varying degrees of depressive and psychotic 
symptoms and substance abuse. Patients post-hospitalization 
received maintenance pharmacotherapy monitored within 
the group in the setting of a private psychiatric practice, and 
attended weekly 75-minute long psychodynamically oriented 
psychotherapy group sessions. Group membership ranged 
from 5 to 8 patients and in the treatment duration extended 
up to four years. Severity of symptomatology was assessed 
at the beginning and end of the study according to a list of 
fifty symptoms. Changes in symptomatology were correlated 
with patient diagnosis, duration of patient participation in the 
group, and pattern of each patient’s attendance. Results: A 
high rate of maintenance of remission for patients undergoing 
the treatment was observed. Data suggested that group 
therapy as defined along with pharmacological treatment 
may provide effective maintenance of remission from chronic 
psychiatric illness. Conclusion: Group therapy in conjunction 
with medication may be effective in the treatment of chronic 
major psychiatric disorders. In the nature of case-studies, this 
result helps to clarify unanswered questions by providing 
further insight and recommendations for future projects that 
may yield more conclusive answers.

REFERENCES:
1. Gonzalez JM, Prihoda, TJ: A case study of psychodynamic  
    group psychotherapy for bipolar disorder. Am J of Psycho-
    therapy 2007; 61(4): 405-22.
2. Burnand Y, Andreoli, A, Kolatte E, Venturini A, Rosset N: 
    Psychodynamic Psychotherapy and Clomipramine in the 
    Treatment of Major Depression. Psychiatr Serv 2002; 53:
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Poster Session 5

Saturday, October 4                 8:30 a.m.-10:00 a.m.

Biologic Approaches to Treatment: 
Part II

Moderator: Anita S. Everett, M.D. 

poster 122.  Efficacy and Safety of 
Extended Release Quetiapine Fumarate 
(Quetiapine XR) Monotherapy in Patients 
With Generalized Anxiety Disorder (GAD)
Supported by AstraZeneca Pharmaceuticals
Arifulla Khan, M.D., Northwest Clinical Research Center, 
Bellevue, Washington, and Duke University Medical 
School, Durham, North Carolina, Mark Joyce, M.D., 
Sarah Atkinson, M.D., Ivan Eggens, M.D., Ph.D., Irina 
Baldytcheva, Ph.D., Hans Eriksson, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to demonstrate a knowledge and understanding of the 
efficacy and safety of once-daily, extended release quetiapine 
fumarate (quetiapine XR) in patients with generalized anxiety 
disorder.  They should also become familiar with results of 

a double-blind, randomized, placebo-controlled study of 
quetiapine XR in this patient population.

SUMMARY:
Introduction: GAD is a highly prevalent condition1 and is 

one of the most frequent anxiety disorders seen in primary 
care2. This study (D1448C00009) evaluated the efficacy, 
safety and tolerability of once-daily extended release 
quetiapine fumarate (quetiapine XR) as monotherapy in 
patients with GAD. Methods: 10 week (8-week active 
treatment, randomized phase; two-week post-treatment drug-
discontinuation/tapering phase) multicentre, double-blind, 
placebo-controlled, parallel-group study (D1448C00009). 
Primary endpoint: change from baseline to Week 8 in 
HAM-A total score. Secondary endpoints included response 
(=/>50% reduction from randomization in HAM-A score) and 
remission (HAM-A total score =/<7). Adverse events (AEs) 
were recorded throughout the study. Results: 951 patients 
were randomized: quetiapine XR 50mg/day (n=234); 150mg/
day (n=241); 300mg/day (n=241); placebo (n=235). HAM-A 
total score mean change from baseline (overall baseline mean 
24.6) to Week 8 was significantly greater for 50mg/day (-13.3, 
p<0.001), and 150mg/day (-13.5, p<0.001) but not 300mg/day 
(-11.7, p=0.24) vs. placebo (-11.1). Significant change from 
placebo (-5.3) in HAM-A total score was seen at Week 1 for 
50mg/day (-6.8, p=0.001), 150mg/day (-7.5, p<0.001), and 
300mg/day (-6.5, p<0.01). HAM-A response was significantly 
higher for 50mg/day (60.3%, p<0.05), 150 mg/day (61.5%, 
p<0.05) but not for 300mg/day (54.9%, p=0.37) vs. placebo 
(50.7%). HAM-A remission was significantly higher for 
150mg/day vs. placebo (37.2% vs. 27.6%, p<0.05) and was 
36.1% (p=0.08) and 28.6% (p=0.96), for 50mg/day and 
300mg/day doses, respectively.  Most common AEs (>10%) 
were dry mouth, somnolence, sedation, dizziness, headache 
and fatigue.  The incidence of serious AEs was low (<2.5%) 
in all groups. Conclusion: Quetiapine XR (50 and 150mg/day) 
monotherapy is effective and was generally well tolerated in 
patients with GAD, with symptom improvement observed 
from Week 1 and at Week 8. Supported by AstraZeneca 
Pharmaceuticals.

REFERENCES:
1. Kessler RC, Berglund P, Demler O, Jin R, Merikangas 
    KR, Walters EE: Lifetime prevalence and age-of-onset 
    distributions of DSM-IV disorders in the National Co-  
    morbidity Survey Replication. Arch Gen Psychiatry 2005; 
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    Prevalence and impact of generalized anxiety disorder and   
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poster 123.  Health Care Resource 
Utilization Before and After Initiation of 
Risperidone Long-acting Therapy Among 
Medicaid Beneficiaries
Supported by Ortho-McNeil Janssen Scientific Affairs, LLC
Concetta Crivera, Pharm.D., M.P.H., Ortho-McNeil Janssen 
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Scientific Affairs, LLC, 1125 Trenton-Harbourton Road, 
Titusville, NJ 08560, Tyler Knight, M.S., Mirko Sikirica, 
Pharm.D., Stacey J. Ackerman, M.S.E., Ph.D., Kathryn 
Anastassopoulos, M.S., Riad Dirani, Ph.D., Stephen M. 
Stahl, M.D., Ph.D.
EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to better understand patterns of medical resource 
use in Florida Medicaid beneficiaries with schizophrenia 
or schizoaffective disorder taking risperidone long-acting 
therapy.

SUMMARY:
Introduction: Long-acting injection therapy provide an option 

to help improve adherence and possibly decrease resource use. 
Mental health (MH) utilization upon initiation of risperidone 
long-acting injection (RLAI) was evaluated among Medicaid 
beneficiaries with schizophrenia or schizoaffective disorder. 
Methods: Florida Medicaid pharmacy and medical claims 
were used to identify adult patients who had 2 or more 
RLAI prescriptions between December 2003 and June 2006, 
continuous eligibility, and one or more claim associated with 
schizophrenia or schizoaffective disorder (ICD-9-CM 295.
XX). Patients were excluded if they had evidence of RLAI 
therapy during the previous 12 months. MH utilization levels 
were compared for the 12 months before and after RLAI 
initiation. Results: A total of 1267 patients were identified. Mean 
(SD) age was 43.2 (13.2) years, 53.1% were male, and 44.9% 
were Caucasian. After RLAI initiation, among hospitalized 
patients the mean (SD) number of MH hospitalizations per 
patient decreased from 3.15 (2.65) to 2.76 (2.23) (P=0.0076). 
Mean (SD) total MH hospital days declined from 23.86 
(20.69) to 21.60 (23.63) days (P=0.0119). Although there was 
no difference in the number of MH outpatient visits, overall 
(MH plus non-MH) number of outpatient visits per patient 
declined significantly (P=0.0415) upon initiation of RLAI. 
There was no difference in the number of MH physician (MD) 
office visits; however, the overall number of MD visits per 
patient decreased significantly (P=0.0471) due to a significant 
reduction in non-MH MD visits (P=0.0178) upon initiation of 
RLAI. Mean RLAI adherence, as measured by the medication 
possession ratio, was 0.81. Conclusion: Results show that 
patients had high levels of adherence with RLAI therapy, fewer 
MH hospitalizations, reduced total hospital days, and due to 
a decrease in non-MH MD visits, a reduction of overall MD 
visits after initiation of RLAI. Supported by Ortho-McNeil 
Janssen Scientific Affairs, LLC.

REFERENCES:
1. Leal A, Rosillon D, Mehnert A, Jarema M, Remington G: 
    Healthcare resource utilization during 1-year treatment 
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poster 124.  Evaluation Of Effectiveness 
Measures For Patients With 
Schizophrenia Who Initiated Therapy 
With Risperidone Long-acting Therapy
Supported by Ortho-McNeil Janssen Scientific Affairs, LLC
Concetta Crivera, Pharm.D., M.P.H., Ortho-McNeil Janssen 
Scientific Affairs, LLC, 1125 Trenton-Harbourton Road, 
Titusville, NJ 08560, Chris M. Kozma, Ph.D., Riad Dirani, 
Ph.D., Lian Mao, Ph.D., Stephen C. Rodriguez, M.S., Wayne 
Macfadden, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to identify and discuss potential patterns of change in 
schizophrenia effectiveness measures following initiation of 
risperidone long-acting injection (RLAI).

SUMMARY:
Introduction: The purpose of this study was to assess 

effectiveness outcomes in patients treated with risperidone 
long-acting injection (RLAI) using data from a 2-year 
observational study in patients with schizophrenia. Methods: 
This study included data from the Schizophrenia Outcomes 
Utilization Relapse and Clinical Evaluation (SOURCE) study, 
a 2-year observational study of patients initiated on RLAI. 
Effectiveness data were collected every 3 months for 2 years 
and included Clinical Global Impressions–Severity (CGI-
S), Global Assessment of Functioning (GAF), Personal and 
Social Performance (PSP) scale, Strauss-Carpenter Levels 
of Functioning (LOF) scores, Short Form-36 (SF-36) and 
satisfaction with therapy. Data were analyzed using repeated-
measures models with age, gender and follow-up time as 
factors/covariates. An unstructured covariance matrix was used 
to model correlations among repeated measurements within 
each patient. Results: A total of 532 subjects were enrolled in 
the SOURCE study; 305 completed 1 year and 209 completed 
2 years. For every effectiveness measure, with the exception of 
the physical summary score from the SF-36, all post-baseline 
mean values showed improvements over baseline (P<0.001). 
The PSP, CGI-S and GAF all showed improvements over the 
previous assessment through 9 months (P<0.05). The LOF 
showed improvements over the previous assessment through 
6 months. All improvements over baseline were maintained 
for the entire study period. Conclusion: Results of this open-
label analysis showed improvement in effectiveness measures 
within three months.  Improvement was maintained during 
the 2-year study period. Supported by Ortho-McNeil Janssen 
Scientific Affairs, LLC.

REFERENCES:
1. Kane JM, Eerdekens M, Lindenmayer JP, Keith SJ, Lesem 
    M, Karcher K: Long-acting injectable risperidone: efficacy 
    and safety of the first long-acting atypical antipsychotic. 
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poster 125.  Efficacy and Safety of three 
Doses of Paliperidone Palmitate, an 
Investigational Long-Acting, Injectable 
Antipsychotic in Schizophrenia
Supported by Johnson & Johnson Pharmaceuticals Services
Jorge Quiroz, M.D., 1125 Trenton-Harbourton Road, 
Titusville, NJ 08560, Henry A. Nasrallah, M.D.,  Srihari 
Gopal, M.D.,  Jorge A.Quiroz, M.D., Cristiana Gassmann-
Mayer,  Pilar Lim, Ph.D., Mariëlle Eerdekens, M.D., M.B.A., 
David Hough, M.D.
EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to describe the effect of the three fixed doses of the long-
acting, injectable, investigational antipsychotic, paliperidone 
palmitate, compared with placebo, on measures of symptom 
control in patients with schizophrenia, as well as describe its 
safety and tolerability.
SUMMARY:
Objective: Long-acting, injectable antipsychotic formulations 

can improve treatment adherence and simplify the medication 
regime for patient and caregivers  (1). Paliperidone  palmitate 
(PP) is an investigational long-acting, injectable formulation of 
the recently approved antipsychotic paliperidone for treatment 
of schizophrenia (2-4). This Phase III trial was designed to 
assess the efficacy, safety, and tolerability of paliperidone 
palmitate in adults with symptomatic schizophrenia. Methods: 
Consenting eligible patients were randomized (1:1:1:1) to 
paliperidone palmitate 25, 50, or 100 mg eq. or placebo (pbo) 
in this multicenter, 13-wk trial. During the double-blind phase, 
a total of 4 gluteal injections were given: days 1 and 8, and 
then every 4 weeks (days 36, 64). The last study assessment 
was on day 92. Results: The ITT population (N=514; mean 
age = 41 yrs) was 67% men and 67% white. Mean baseline 
PANSS total score was 91 (SD:12.0; range 70-120). All 3 
PP groups showed significant (p£0.017) improvement vs. 
pbo in mean change in total PANSS score from baseline to 
endpoint (primary variable). More pbo-treated patients (35%) 
discontinued due to lack of efficacy vs. PP:  24% (25 mg eq. 50 
mg eq.); and 16% (100 mg eq.). Treatment-emergent adverse 
events (AE) that occurred more frequently in PP treated 
patients (³3% difference between any active group and pbo) 
were agitation, somnolence, weight increase, dizziness and dry 
mouth. Discontinuations due to AE occurred in: 6% of pbo and 
4% of overall PP groups. Serious AEs occurred in: 18% of pbo 
and 12% of overall PP groups. Local injection-site tolerability 
was good: investigators reported injection-site pain during the 
study as absent  (86-100%), mild (0-12%), or moderate/severe 
(0-2%) for PP-treated patients. Conclusion: All three doses of 
long-acting injectable paliperidone palmitate, vs. pbo, were 
efficacious and well-tolerated, both locally and systemically, 
in adults with symptomatic schizophrenia. Funded by Johnson 
& Johnson.

REFERENCES:
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poster 126.  Long-term Safety of 
Iloperidone Versus Haloperidol 
for Patients with Schizophrenia or 
Schizoaffective Disorder
Supported by Vanda Pharmaceuticals
Curt Wolfgang, Ph.D., Vanda Pharmaceuticals Inc., 9605 
Medical Center Drive, Rockville, MD 20850, Jennifer 
Hamilton, M.S., Paolo Baroldi, M.D., Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Recognize the long-term safety issues related to 
current atypical antipsychotics used to treat schizophrenia and 
schizoaffective disorder; and 2.) Demonstrate an understanding 
of the long-term results for iloperidone as maintenance 
treatment for patients with schizophrenia or schizoaffective 
disorder.

SUMMARY:
Introduction: This analysis compared long-term safety of 

the mixed D2/5-HT2 antagonist iloperidone vs. haloperidol 
in patients with schizophrenia or schizoaffective disorder. 
Haloperidol has an established long-term profile, making it 
a suitable comparator. Methods: Data were pooled from 3 
prospective, multicenter, double-blind, parallel-group studies 
with 6-week short-term and 46-week long-term double-blind 
phases. Patients were randomized to iloperidone 4-16 mg/
day or haloperidol 5-20 mg/day. Patients were included in 
the long-term safety analysis if they completed the initial 6-
week phase with =20% reduction from baseline in PANSS-T 
score at weeks 4 and 6, had a CGI-I score <4, took =1 dose 
of study medication, and had a safety assessment during 
the long-term phase. Results: Of 1,644 patients entering 
and 1,326 completing the 6-week phase, 489 (iloperidone 
371; haloperidol 118) were included in the long-term safety 
analysis. Both iloperidone and haloperidol had 36.4% of 
patients discontinue in the long-term phase, including 3.8% 
and 7.6%, respectively, due to AEs. During this time, 73.3% 
of iloperidone and 68.6% of haloperidol patients had =1 AE; 
the most common were insomnia (18.1%), anxiety (10.8%), 
and schizophrenia aggravated (8.9%) for iloperidone, and 
insomnia (16.9%), akathisia (14.4%), tremor (12.7%), and 
muscle rigidity (12.7%) for haloperidol. ESRS improved 
for iloperidone and worsened for haloperidol at endpoint. 
Weight gain was 2.6 and 0.6 kg during the 6-week phase 
and an added 1.2 and 1.7 kg at endpoint for iloperidone 
and haloperidol, respectively. Both groups had minimal 
metabolic parameter changes. Mean changes in QTcF were 
10.3 msec for iloperidone and 9.4 msec for haloperidol at 
endpoint. Conclusions: Iloperidone has a favorable long-
term safety profile with respect to EPS/akathisia, weight 
gain, and metabolic parameters that may make it a suitable 
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option as maintenance therapy for schizophrenia. Vanda 
Pharmaceuticals sponsored this analysis.

REFERENCES:
1. Kalkman HO, Subramanian N, Hoyer D: Extended radio-
    ligand binding profile of iloperidone: a broad spectrum 
    dopamine/ serotonin/norepinephrine receptor antagonist 
    for the management of psychotic disorders. Neuropsycho-
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    Engl J Med 2005; 353:1209-1223.

poster 127.  Effect of Long-Acting 
Injectable Risperidone on Clinical 
Outcomes in Recently Diagnosed, Stable 
Schizophrenia Patients
Supported by Ortho-McNeil Janssen Scientific Affairs, LLC
Wayne Macfadden, M.D., 1125 Trenton-Harbourton Road, 
Titusville, NJ 08560, Cynthia Bossie, Ph.D., Ibrahim Turkoz, 
Ph.D., Judith Kando, Pharm.D., J. Thomas Haskins, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be aware of the effects of treatment with long-acting injectable 
risperidone on relapse, symptoms and tolerability in recently 
diagnosed, stable schizophrenia patients.

SUMMARY:
Introduction: Early and persistent treatment is important for 

better long-term outcomes in schizophrenia. Early in the illness 
course, patients tend to be responsive to treatment but poorly 
compliant with medications. We hypothesized that treatment 
with a long-acting injectable atypical antipsychotic would 
be associated with improved clinical outcomes in recently 
diagnosed patients compared with those having a longer 
duration of illness. Methods: We conducted post-hoc analyses 
from a study of stable patients receiving risperidone long-
acting injectable (RLAI) (25 mg or 50 mg every 2 weeks) for 
up to 52 weeks. Outcome measures were compared in patients 
recently diagnosed with schizophrenia (<=3 years prior to 
study entry [<=3 years group]) and in those diagnosed >3 years 
prior to study entry (>3 years group) and included relapse, 
Positive and Negative Syndrome Scale (PANSS), Clinical 
Global Impressions–Severity (CGI-S) scale and adverse 
events (AEs). Results: Fifty-seven patients were included in 
the <=3 years group and 266 patients were included in the 
>3 years group; mean (SD) baseline PANSS scores were 64.8 
(14.1) and 66.8 (16.9), respectively. Relapse rates were 10.5% 
and 21.8% (P=0.053). Both groups improved significantly at 
endpoint in mean PANSS total and CGI-S scores (P<0.01). 
The <=3 years group showed greater improvement vs. the >3 
years group in adjusted mean [SE] PANSS total (–10.2 [2.0] 
vs. –3.8 [0.9]; P=0.004) and CGI-S (–0.5 [0.1] vs. –0.2 [0.1]; 
P=0.002) scores. Most common AEs (<=3 years vs. >3 years 
groups) included insomnia (31.6% vs. 26.7%), psychiatric 

disorder (19.3% vs. 20.7%), headache (15.8% vs. 19.2%) and 
anxiety (12.3% vs. 17.3%). Conclusion: In stable patients 
treated with RLAI, these findings suggest that patients who 
were recently diagnosed with schizophrenia had comparable 
tolerability but more clinical improvement vs. patients with 
a longer duration of illness.  Supported by Ortho-McNeil 
Janssen Scientific Affairs, LLC.

REFERENCES:
1. Chue P, Emsley R: Long-acting formulations of atypical 
    antipsychotics: time to reconsider when to introduce depot 
    antipsychotics. CNS Drugs. 2007;21(6):441-448.
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poster 128.  Effect of Quetiapine versus 
Placebo on Response to Two Virtual 
Public Speaking Exposures in Socially 
Phobic Individuals
Supported by AstraZeneca Pharmaceuticals
David Adson, M.D., 2450 Riverside Avenue, 2 A West, 
Minneapolis, MN 55454, Christopher B. Donahue, Ph.D., 
Matt G. Kushner, Ph.D., Paul D. Thuras, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to: 1.) Discuss the prevalence and burden of social 
anxiety disorder; 2.) Recognize that a virtual reality speech 
task is a potent elicitor of social anxiety symptoms; and 3.) 
Explain that low dose quetiapine does not appear to effect the 
symptoms of acute social anxiety in the VR environment.

SUMMARY:
Objective:  Pharmacological and behavioral treatments are 

only moderately effective in alleviating the symptoms of social 
anxiety disorder (SAD) indicating that better treatments are 
still required.  Based on preliminary investigations, quetiapine 
holds promise as a treatment for SAD (Schutters, et al., 2005).  
The purpose of this study was to determine the efficacy of 25 
mg of quetiapine in diminishing the cue-induced symptoms of 
SAD using a standardized public speaking challenge with a 
Virtual Reality (VR) audience. Method:  Twenty participants 
who met DSM-IV criteria for SAD with significant public 
speaking anxiety were exposed in a cross-over design, to two 
4-minute VR speech scenarios.  Each completed subjective 
and physiological measures of distress pre-, during, and post-
exposure. One hour prior to each VR exposure subjects were 
administered single doses of quetiapine or placebo. Results. 
There was no drug effect for quetiapine on the primary outcome 
measure.  However, drug effects were noted with significantly 
elevated heart rates, sleepiness, and non-significant lowering 
of blood pressure. Conclusion: Study findings suggest that 
25 mg quetiapine is not effective in alleviating acute SAD 
symptoms in response to a speaking challenge.   The drug 
dosing used in this study was potentially too low to affect 
SAD symptoms. Clinical Trials Registration: ClinicalTrials.
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gov identifier NCT00407199.  Supported by AstraZeneca 
Pharmaceuticals.
REFERENCES:
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poster 129.  Long-Term Safety and 
Tolerability of Open-Label Aripiprazole 
Augmentation of Antidepressant Therapy 
in Major Depressive Disorder (Study CN138-
164)
Robert Berman, M.D., Bristol-Myers Squibb, 5 Research 
Parkway, Wallingford, CT 06492, Stephen Kaplita, B.S., 
Robert D. McQuade, Ph.D., William H. Carson, M.D., 
Michele Preminger, M.D., Ronald N. Marcus, M.D.
EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to understand the long-term safety of aripiprazole 
augmentation of standard antidepressants in patients with 
major depressive disorder.
SUMMARY:
Objective: To evaluate the long-term safety and tolerability 

of adjunctive aripiprazole to standard antidepressant 
therapy (ADT) in the treatment of outpatients with major 
depressive disorder. Methods: Patients completing one of 
two identical trials of aripiprazole that included an 8-week 
prospective ADT phase followed by a 6-week randomization 
(adjunctive aripiprazole or placebo) phase were enrolled in 
this open-label, safety and tolerability trial and followed 
for up to one year. De novo patients were enrolled if they 
had an inadequate response (<50% reduction in depressive 
symptom severity as assessed by the Massachusetts General 
Hospital Antidepressant Treatment Response Questionnaire) 
to current ADT. Data were collected from ongoing patients 
from September 2004 to November 2007. The incidence of 
Treatment Emergent Adverse Events (TEAEs), weight, and 
laboratory measurements were assessed during the 52-week 
study. Results: The incidence of new onset TEAEs was lower 
for prior aripiprazole patients as compared to rollover placebo 
and de novo patients. Across the whole population, the mean 
weight change from baseline (88.7 ± 0.8 kg, n=756) after 52 
weeks of treatment was 2.9 ± 0.2 kg (LOCF). There were no 
clinically important changes in median percent change from 
baseline in fasting cholesterol, high-density lipoproteins, low-
density lipoproteins, triglycerides, and glucose. There were 
no reports of neuroleptic malignant syndrome, completed 
suicides or deaths. Conclusions: Aripiprazole demonstrated an 
acceptable long-term safety and tolerability profile when used 
as augmentation of ADT in patients with major depressive 
disorder.

REFERENCES:
1. Berman RM, Marcus RN, Swanink R, et al: The Efficacy 
    and Safety of Aripiprazole as Adjunctive Therapy in Ma-
    jor Depressive Disorder: A Multicenter, Randomized, 
    Double-blind, Placebo-controlled Study. J Clin Psychiatry 
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    cacy and Safety of Aripiprazole as Adjunctive Therapy in 
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poster 130.  Adjunctive Aripiprazole 
Provides Beneficial Effects in Sexual 
Functioning for Patients with MDD and 
an Inadequate Response to Standard 
AntiDepressant Therapy
Ross Baker, Ph.D., M.B.A., Bristol-Myers Squibb, 777 
Scudders Mill Road, Plainsboro, NJ 08536-1615, Maurizio 
Fava, M.D., Raymond Mankoski, M.D., Ph.D.,  Quynh-Van 
Tran, Pharm.D., Andrei Pikalov M.D., Ph.D., Randall Owen, 
M.D., Robert M. Berman, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant 

should be able to describe effects on the severity of sexual 
dysfunction in patients with MDD when aripiprazole is added 
to their standard antidepressant therapy.

SUMMARY:
Objective: To assess the effect of adjunctive aripiprazole 

on sexual function in major depressive disorder (MDD). 
Methods: Data were pooled from two randomized, placebo-
controlled trials among 670 MDD patients with an inadequate 
response to an 8-week trial of a single ADT who received 
adjunctive aripiprazole or placebo (blinded) for an additional 
6 weeks. Comparisons were made using ANCOVA on items 
from the Massachusetts General Hospital Sexual Functioning 
Inventory (SFI) Follow-Up, with treatment, study, and gender 
as main effects and assessment at end of monotherapy as a 
covariate. Results: Baseline (end of monotherapy) severities 
on 5 (of 6) SFI items ranged from 3.6 to 4.6, representing a 
moderate level of sexual dysfunction. (The sixth item is not 
associated with a baseline value). Adjunctive aripiprazole 
(n=341) demonstrated statistically significant improvement 
compared with adjunctive placebo (n=329) in mean change 
from baseline to endpoint (LOCF) on three SFI items: interest 
in sex (–0.40 vs. –0.08, p<0.001), sexual arousal (–0.34 vs. 
–0.15, p<0.05), and overall sexual satisfaction (–0.34 vs. –
0.12, p<0.05). Conclusions: Aripiprazole adjunctive to ADT 
can have beneficial effects on sexual functioning in patients 
with MDD who respond inadequately to standard ADT. The 
benefits of aripiprazole on sexual functioning, which may be, 
at least partly, secondary to the improvement in symptoms of 
the depression itself, may have a positive impact on patient 
adherence.
REFERENCES:
1. Berman RM, Marcus RN, Swanink R, et al. The efficacy 
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    and safety of aripiprazole as adjunctive therapy in major 
    depressive disorder: a multicenter, randomized, double-
    blind, placebo-controlled study. J Clin Psychiatry 2007;68:
    843–853.
2. Marcus RN, McQuade RD, Carson WH, et al. The efficacy
    and safety of aripiprazole as adjunctive therapy in major 
    depressive disorder: a second multicenter, randomized, 
    double-blind, placebo-controlled study. J Clin Psychophar-   
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poster 131.  Adjunctive Aripiprazole in 
Major Depressive Disorder: Analysis 
of Efficacy and Safety in Patients with 
Anxious and Atypical Features 
Madhukar Trivedi, M.D., UT Southwestern Medical Center 
at Dallas, 6363 Forest Park Road, Suite 13.354, Dallas, 
TX 75235, Michael E. Thase, M.D., Huyuan Yang, Ph.D., 
Quynh-Van Tran, Pharm.D., Andrei Pikalov, M.D., Ph.D., 
Michael Martin, M.D., Berit X. Carlson, Ph.D., Ronald N. 
Marcus, M.D., Robert M. Berman, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to understand the efficacy and safety of aripiprazole 
augmentation in patients diagnosed with major depressive 
disorder presenting with anxious or atypical features with an 
inadequate response to standard antidepressants.

SUMMARY:
Objective: To evaluate the efficacy of adjunctive aripiprazole 

to standard antidepressant therapy (ADT) for patients with 
anxious and atypical depression.  Methods: Data from two 
identical studies of aripiprazole augmentation, consisting of 
an 8-week prospective ADT treatment phase and a 6-week 
randomized (adjunctive aripiprazole or placebo) phase were 
pooled to evaluate efficacy and safety in subgroups. The 
efficacy endpoint was the mean change in rating scale measures 
from end of ADT treatment to end of randomized treatment 
(LOCF). Similar to Sequenced Treatment Alternative to 
Relieve Depression Study (STAR-D), anxious depression 
was defined by HAM-D17 criteria; atypical depression was 
defined by the Inventory of Depressive Symptomatology-
Self Rated (IDS-SR) criteria, both at Week 0. Results: For 
all subpopulations analyzed, patients receiving adjunctive 
aripiprazole demonstrated a significantly greater improvement 
in the MADRS Total Score versus placebo from Week 1 or 
Week 2 to endpoint (anxious –8.72 vs. –6.17, p=<0.001; 
non-anxious: –8.61 vs. –4.97, p=<0.001; atypical: –9.31 vs. 
–5.15, p=<0.001; non-atypical: –8.08 vs. –6.22, p<0.05). At 
endpoint, remission rates were also greater with adjunctive 
aripiprazole versus adjunctive placebo (anxious: 25.0% 
vs. 15.7%; p<0.05, non-anxious: 26.6% vs. 15.0%, p<0.05; 
atypical: 23.6% vs. 12.5%, p<0.01; non-atypical: 27.4% vs. 
18.2%, p<0.05). Reporting of akathisia and weight gain did 
not differ between subgroups, although restlessness was more 
common in anxious than non-anxious patients (OR 1.96; 
95% CI, 1.03–3.75). Conclusions: Adjunctive aripiprazole 
improves depressive symptoms in patients with anxious or 

atypical features. Different from the STAR-D trial, remission 
rates with adjunctive aripiprazole were comparable between 
patients with major depression with anxious or nonanxious 
features.

REFERENCES:
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poster 132.  Metabolic Effects of 
Aripiprazole Adjunctive to Clozapine in 
Patients with Schizophrenia
W. Wolfgang Fleischhacker, M.D., University of Innsbruck, 
Department of Biological Psychiatry, Innsbruck,  A-6020 
Austria, Martti E Heikkinen, M.D., Ph.D., Jean-Pierre Olié, 
M.D., Wally Landsberg, M.B., Patricia Dewaele, Ph.D., 
Robert D. McQuade, Ph.D., Delphine Hennicken, M.S., 
Helene Peyro-Saint-Paul, M.D., M.B.A., Ross A. Baker, 
Ph.D., M.B.A., Sheila Assunção-Talbott, M.D., Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant  

should be able to recognize that the addition of aripiprazole 
to clozapine may reduce metabolic risk factors associated 
with clozapine treatment without increasing psychiatric 
symptoms.

SUMMARY:
Objective: To assess the metabolic effects and efficacy of 

aripiprazole (ARI) adjunctive to clozapine (CLZ) in patients 
with DSM-IV-TR schizophrenia. Methods: This randomized, 
double-blind, placebo-controlled study included two phases: 
a 16-week double-blind period and a 12-week open-label 
extension phase. Outpatients with schizophrenia on stable 
doses of clozapine (CZP) for >=3 months with sub-optimal 
schizophrenia control (inadequate efficacy and/or tolerability) 
and with weight gain of >=2.5 kg while on CLZ were 
randomized to receive either adjunctive ARI 5–15 mg/day or 
adjunctive placebo (PBO). Metabolic assessments included 
mean change in body weight (primary endpoint), waist 
circumference, glucose, and lipids. Efficacy was measured by 
PANSS Total, CGI-I, and CGI-S. Results: 207 patients (108 
ARI; 99 PBO) entered the double-blind phase; 180 continued 
into the extension. Baseline demographics were similar 
between groups, except for mean weight. At the end of 16 
weeks, ARI was associated with a greater decrease in mean 
weight and in waist circumference compared with clozapine 
alone (placebo). Weight decreases were ARI –2.53 kg vs. PBO 
–0.38 kg (p<0.001). Waist circumference decreases were ARI 
–2.00 cm vs. PBO 0 cm, p<0.001. At the end of 16 weeks, ARI 
was associated with significant improvement in mean percent 
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change in fasting total cholesterol (p=0.002) and in LDL-C 
(p=0.003) vs. CLZ alone. Metabolic parameters continued to 
improve during the extension phase. Compared with CLZ alone, 
adjunctive ARI was associated with significant improvement 
in CGI-I but not in PANSS Total or CGI-S. PANSS Total 
scores decreased during the extension phase in the following 
manner: previous CZP alone: –3.90 vs. previous ARI: –1.82. 
Conclusion: The addition of aripiprazole to clozapine may 
provide benefit to patients with schizophrenia by reducing 
metabolic risk factors associated with CLZ treatment without 
increasing psychiatric symptoms.
REFERENCES:
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poster 133.  SSRIs During Pregnancy
Sachid Peteru, M.D., Resident, Department of Psychiatry, 
Jamaica Hospital Medical Center, NY, Artin Minaeian, 
Behrooz Azizi, Ajit Bisen, Reyna Payero, Kelly Cervellione, 
Isak Isakov, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to determine whether or not there is an association 
between SSRI medication in pregnancy and the outcome of 
the pregnancy, as well as the health status of the newborn.

SUMMARY:
SSRI antidepressants are most commonly used to treat 

depression and anxiety disorders. Recent data about the 
safety of these medications during pregnancy is yet to be 
established. In an attempt to investigate the safety of SSRIs 
in the pregnancy, we did a retrospective study looking at the 
depressed pregnant women taking SSRIs. We analyzed the 
pregnancy outcome and neonatal outcome and attempted to 
retrieve the demographic profile of the subjects during the 
period of 2003 to January 2008.  Most of the studies done to 
date were from pooled data from registries or from patients 
who volunteered through phone interviews or replied via 
mail. Numerous studies that were conducted showed results 
including withdrawal symptoms from SSRIs, pulmonary 
hypertension but without any significant differences in major 
congenital malformations. However, there could be a bias in 
reporting the usage of other medications, substance abuse, 
and other confounding variables by the subjects, as there were 
no objective verification of data. In an attempt to avoid the 
confounding variables, the study was designed to exclude 
subjects with substance abuse and intake of other medications 
during the pregnancy.

REFERENCES:
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poster 134.  Starting a Long Acting 
Injection Clinic in a Community Mental 
Health Center: Barriers and Potential 
Solutions
Supported by Janssen Pharmaceuticals a Division of 
Johnson and Johnson
Elisa Medellin, B.A., M.A., 8122 Data Point, Suite 1150, 
San Antonio, TX, 78229, Dawn I. Velligan, Ph.D., Natalie 
J. Maples, M.A., Tamara J. Reeves, M.S., Troy A. Moore, 
Pharm.D., M.S., Albana Dassori, M.D., Alexander L. Miller, 
M.D.
EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to identify the benefits of a long acting injection, 
as well as possible clinic and state level barriers associated 
with establishing a long acting injection club at a community 
mental health clinic.
SUMMARY:
Introduction:  As many as 50% of patients with schizophrenia 

do not take oral antipsychotic medications as prescribed. 
Poor adherence to antipsychotic medication leads to re-
hospitalization, derails the process of recovery, and contri-
butes to the high cost of treating schizophrenia. Long-acting 
injections improve adherence and allow prescribers to 
distinguish between poor efficacy and problem adherence. 
However, these medications are underutilized in the U.S.  
Methods: We worked to establish a Consta Club in an 
over-burdened public mental health clinic. Participants 
receive Risperidone Long Acting Injections (RLAI) every 
two weeks, and attend Club meetings focused on recovery. 
Nineteen individuals have been recruited to date. Results: 
Barriers to the use of RLAI have been identified. There was 
no infrastructure for a shot clinic. Physicians frequently have 
very little time to spend with patients. Changing medications 
takes longer and may necessitate more frequent visits than 
does continued maintenance on the same medication. There 
are negative attitudes on the part of both physicians and 
patients about injections. Moreover, few patients have their 
own transportation making frequent visits a burden. We also 
identified funding barriers that limit the availability of RLAI 
for certain individuals. Discussion:  To address barriers we are 
attempting to develop an infrastructure for the club by working 
with administration, scheduling, nursing and psychiatry. We 
also suggest public advocacy on the part of the clinic and 
consumers to work with state funding sources to change 
regulations that may limit appropriate clinical care. Supported 
by a grant to the second author from Janssen Pharmaceuticals 
a division of Johnson and Johnson.
REFERENCES:
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poster 135.  Adolescents Adherence 
with Atypical Neuroleptic Medication 
Following Inpatient Treatment
David Pogge, Ph.D., Four Winds Hospital, 800 Cross River 
Road, Katonah, NY 10536, Philip D. Harvey, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant will have 

an increased understanding of the rates of post discharge 
adherence to atypical antipsychotic medications in adolescent 
patients and will be better able to identify barriers to post 
discharge adherence to these medications.

SUMMARY:
Background:  Adherence to antipsychotic treatment is an issue 

of major concern.  As more adolescent patients are treated with 
these medications, there is little information available about 
there adherence patterns. With the advent of FDA approval 
for use of atypical antipsychotics with adolescents, such 
information could be helpful in guiding treatment planning. 
Methods: One hundred and twenty-three adolescent inpatients 
were recruited after being treatment with an antipsychotic 
medication was initiated.  These inpatients were followed up 
30 and 120 days after their discharge from inpatient care.  Their 
adherence to medications was grouped into four categories: 
Adherent to same medication; changed to new antipsychotic 
medication; medication discontinued following parental or 
medical decision; nonadherent.  Results: Of the 123 patients, 60 
(56%) were still adherent to the same medication and 10 (8%) 
had been switched to a different atypical.  Thirty-three (27%) 
of the patients had stopped their medication because of their 
advice of a parent or outside psychiatrist and only 15 (12.2%) 
were nonadherent.  There were no differences associated 
with the time course of discontinuation, with only 6 of the 15 
nonadherent cases stopping their medication within 30 days 
of discharge.  Conclusions: These data suggest that adolescent 
patients treated with atypical antipsychotic medications have 
a very low rate of self-initiated medication discontinuation.  
Further investigation of the reasons for parental or physician 
discontinuation of atypical antipsychotics after discharge may 
lead to more efficient treatment planning for this population.
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poster 136.  Four-Week Iloperidone Depot 
Injectable: Safety and Pharmacokinetic 
Profile in Patients With Schizophrenia 
and Schizoaffective Disorder
Supported by Vanda Pharmaceuticals
Christon Lorn Hill, Vanda Pharmaceuticals Inc., 9605 
Medical Center Drive, Rockville, MD 20850, Paolo Baroldi, 
Ph.D., Curt Wolfgang, Ph.D., Kristen M. Boyce

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to: 1.) Recognize iloperidone depot as a potential 
future long-term treatment for patients with schizophrenia or 
schizoaffective disorder; and 2.) Demonstrate understanding 
of the pharmacokinetics of iloperidone.

SUMMARY:
Introduction: In the treatment of schizophrenia, long-term 

injectable formulations provide an option to patients and 
physicians to increase treatment compliance. This double-
blind, placebo-controlled, parallel-group study evaluated the 
safety and pharmacokinetics of a 28-day injectable depot 
formulation of iloperidone, a mixed D2/5-HT2 antagonist 
being developed for the treatment of schizophrenia. Methods: 
The study had 1 double-blind 28-day cycle and 2–6 optional 
open-label 28-day cycles. Different dose ranges (12–750 mg) 
were administered to adult patients with schizophrenia or 
schizoaffective disorder. Safety assessments included adverse 
events (AEs), laboratory evaluations, injection site reactions, 
vital signs, ECG, and Extrapyramidal Symptom Rating Scale 
(ESRS). Results: Iloperidone depot showed sustained release 
over 28 days, with immediate release starting at day 1. Systemic 
exposure was generally dose proportional and compared 
with that of the oral formulation over a 28-day period. The 
safety population comprised 84 patients (iloperidone 64; 
placebo 20). The adverse event profile of 28-day injectable 
was similar to that of the oral formulation. No patient had 
QTc prolongation of clinical significance. Conclusions: These 
data suggest that oral dosing is not needed prior to the first 
injection as this formulation showed immediate release at 
day 1 and a sustained release over 28 days. Iloperidone depot 
appeared to be safe and well tolerated. This formulation may 
provide a future tool aiding treatment compliance among the 
schizophrenia population. Vanda Pharmaceuticals sponsored 
this study.
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poster 137.  Binding of the Novel Insomnia 
Agent Eplivanserin to Cortical 5HT2A 
Receptors, as Assessed by PET Scanning
Supported by Sanofi-Aventis, Inc.
Bernard Sadzot, M.D., Ph.D., Department of Neurology 
(B35), C.H.U. Sart Tilman, Liège,  4000 Belgium

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to understand the binding of the novel sleep agent 
eplivanserin to cortical 5HT2A receptors in healthy human 
subjects, as assessed by positron emission tomography.

SUMMARY:
Introduction/hypothesis: [18F]altanserin is one of the 

most selective 5HT2A antagonist radiotracers, and is used 
in positron emission tomography (PET) to evaluate 5HT2A 
receptor levels, location and ligand binding[1]. Eplivanserin 
is an Antagonist of Serotonin Two A Receptors (ASTAR), 
which increases slow-wave/restorative sleep[2], and is being 
developed for the treatment of chronic insomnia characterized 
by nighttime awakenings (CINA). The binding of eplivanserin 
to central 5HT2A receptors was assessed to determine the 
dose at which maximum inhibition of [18F]altanserin binding 
was achieved. Methods: This was a single-center, open-label 
study of a single dose or daily doses of orally administered 
eplivanserin 1 mg and 10 mg for 6 days in eight healthy male 
subjects. PET scanning was performed ~4–6 h after the single 
or last repeated dose. Safety was assessed by monitoring 
adverse events (AEs), vital signs, physical examination, ECG 
and laboratory tests. Results: Subjects received eplivanserin 1 
mg for 1 day (n=2) or 6 days (n=2), or 10 mg for 1 day (n=1) 
or 6 days (n=3). PET scanning demonstrated that both single 
and repeated doses of eplivanserin 1 or 10 mg were able to 
inhibit completely the binding of [18F]altanserin to cortical 
5HT2A receptors. Only one AE was reported (abnormal 
accommodation), determined as unlikely to be related to 
study drug. No serious AEs occurred.  Conclusion: This study 
demonstrates the in vivo binding of eplivanserin to central 
5HT2A receptors, and shows that oral administration of doses 
as low as 1 mg completely inhibited cortical binding of the 
selective 5HT2A radiotracer, [18F]altanserin. This study was 
supported by Sanofi-Aventis, Inc.

REFERENCES:
1. Price JC, et al. Synapse. 2001; 41(1): 11–21.
2. Sanger DJ, et al. Ann Pharm Fr. 2007; 65(4): 268–74.

poster 138.  Eplivanserin, a Novel Sleep 
Agent, Improves Sleep Continuity 
Without Next-Day Effects in Patients With 
Chronic Primary Insomnia
Supported by Sanofi-Aventis, Inc. 
Pierre Gervais, B.Ph., M.S.C., Q&T Research, 130 – 95 
Camirand, Sherbrooke, QC, J1H 4J6, Canada, Eduard 
Estivill, M.D., Carole Hecquet, Ph.D., Raymond Matte, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to understand the effects of eplivanserin, a novel sleep 
agent, on sleep parameters and next-day effects, as reported by 
patients with insomnia characterized by nighttime awakenings 
(CINA).

SUMMARY:
Introduction/hypothesis: We evaluated the effects of the 

novel Antagonist of Serotonin Two A Receptors (ASTAR) 
[1,2], eplivanserin (EPL) on patients with chronic primary 
insomnia. Methods: Multicenter, double-blind, placebo (PBO)-
controlled, 3-parallel-arm, 4-week study in 351 patients with 
a wake time after sleep onset (WASO) >/=30 min, problems 
with sleep latency (SL) or non-restorative sleep >/=1x/month. 
Patients were randomized to nightly PBO or EPL 1 or 5 mg. 
Patient-reported sleep parameters were recorded with morning 
sleep questionnaires assessing sleep quality (SQ), SL, WASO, 
number of nighttime awakenings (NAW) and total sleep time 
(TST). Impression of treatment was measured on the Patient 
Global Impression scale. Adverse events (AEs) and next-day 
effects were assessed throughout, with rebound insomnia 
evaluated during a 1-week run-out. Results: EPL 5 mg 
significantly reduced WASO vs. PBO (–38:37 vs. –26:08 min:
sec; P=0.009), and both EPL 1 and 5 mg significantly reduced 
NAW vs. PBO (–2.2 and –1.0 vs. –1.0; P=0.025 and 0.008, 
respectively). EPL 5 mg improved refreshing SQ (–0.5 vs. 
–0.4; P=0.049; 4-point Likert scale) and there was a trend of 
increased TST vs. PBO (+42:45 vs. +30:12 min:sec; P=0.072), 
with more EPL 5 mg- than PBO-treated patients reporting that 
the study drug aided sleep (64% vs. 52%; P=0.076). Neither 
EPL 1 nor 5 mg significantly affected SQ (primary endpoint) 
or SOL vs. PBO. Treatment-emergent AEs >/=5% with EPL 1 
and 5 mg vs. PBO were headache (9.4% and 12.3% vs. 9.2%), 
dry mouth (2.6% and 5.3% vs. 1.7%) and dizziness (5.1% 
and 1.8% vs. 2.5%). There were no serious AEs or next-day 
residual effects (morning sleepiness/ability to concentrate), 
and there was no evidence of rebound insomnia after EPL 
discontinuation. Conclusion: EPL 5 mg/day improved sleep 
continuity by decreasing WASO and NAW in insomnia 
patients and was well tolerated, with no effect on next-day 
functioning or rebound insomnia. This study was funded by 
Sanofi-Aventis, Inc.

REFERENCES:
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    among middle-aged adults with and without insomnia 
    complaints. Physiol Behav 2000; 70(1-2):127–134.
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poster 139.  Consequences Associated 
with Potential Drug-Drug Interactions 
Between Antipsychotics and Concomitant 
Medications in Patients with 
Schizophrenia
Supported by Ortho-McNeil Janssen Scientific Affairs, LLC
Jeff J. Guo, Ph.D., 3225 Eden Avenue, Cincinnati, OH 
45267, Christina M.L. Kelton, Ph.D., Nick C. Patel, Ph.D., 
Jasmanda H. Wu, Ph.D., Yonghua Jing, M.S., Huihao Fan, 
M.S., Paul E. Keck Jr., M.D.
EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, participants will be 

able to describe health care utilization and costs associated 
with potential drug-drug interactions (DDIs) between 
antipsychotics and concomitant medications among Medicaid 
adult patients with schizophrenia or schizoaffective disorder.
SUMMARY:
Introduction: Inhibiting or inducing antipsychotic metabolism 

via hepatic cytochrome P450 (CYP450) may have clinical 
and economic consequences. This study examined whether 
drug-drug interactions (DDIs) between oral antipsychotics 
and non-antipsychotics that are inhibitors or inducers of 
CYP450 isoenzymes are associated with increased health 
care utilization and costs in schizophrenics or schizoaffective-
disorder patients. Methods: Ohio State Medicaid data 
contributed patients (18 = age < 65) who had schizophrenia or 
schizoaffective disorder and received an antipsychotic from 
2000 to 2003 (N=31,716). Clinically significant DDI pairings 
(Facts & Comparisons 4.0) were examined, with exposure for 
an antipsychotic prescription overlapping with an interacting 
medication. Three adverse events (AEs) (extrapyramidal 
symptoms, increased seizure risk and QT-prolongation or 
arrhythmias) associated with DDIs were studied. Utilization 
and costs for inpatient and ambulatory care during a 90-day 
follow-up were examined. Regression analyses were used 
to adjust for confounding factors between patient groups. 
Results: Most patients had no DDI (26,546); 7060 had DDI 
(no AE) and 110 experienced a DDI +AE. Length of stay and 
emergency room visits (mean±SD) were highest for the latter 
(25 days±17.8; 3.4±4.1) and lower for DDI (11 days±9.9; 
1.5±1.0) and non-DDI (3.6 days±15.6; 0.5±2.8) groups. 
Healthcare costs were higher with DDI+AE ($9699) or DDI 
($2962) compared to no DDI ($2201). Regression analysis 
indicated that patients with DDI+AE or DDI had significantly 
higher healthcare utilization and costs than patients without 
DDI (P<0.001). Step-wise regression showed that patients with 
a DDI or DDI+AE associated with olanzapine, risperidone and 
quetiapine had higher total costs than patients without DDI. 
Conclusion: These data suggest that antipsychotic DDIs are 
related to higher healthcare utilization and costs. Sponsored 
by Ortho-McNeil Janssen Scientific Affairs, L.L.C.
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poster 140.  Modulation of Cognitive 
Function with Transcranial Direct 
Current Stimulation
Carl Erik Fisher, B.A., 1051 Riverside Drive, Unit 21, New 
York State Psychiatric Institute, New York, NY 10032, Peter 
Bulow, M.D., Bruce Luber, Ph.D.; Sarah Lisanby, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to recognize transcranial direct current stimulation as 
a potential new noninvasive brain stimulation intervention.
SUMMARY:
Background: Transcranial direct current stimulation (tDCS) 

is a safe, non-invasive method of applying a weak, focal direct 
current to the human cortex.  The dorsolateral prefrontal cortex 
(PFC) has been implicated in specific memory and cognitive 
tasks.  However, the left PFC is the predominantly active site 
during verbal fluency tasks, while working memory tasks 
are associated with broader activation networks. Objective: 
We attempted to assess whether short-term direct current 
polarization would alter performance on these tasks. We 
hypothesized that anodal stimulation, which activates local 
neuron firing, might increase performance on a verbal fluency 
task when compared to cathodal or sham conditions, and that 
cathodal stimulation may impair performance on this task.  We 
further hypothesized that performance on the Sternberg task for 
working memory would not be affected as much as the verbal 
fluency task. Methods: 10 healthy male and female volunteers 
between the ages of 18 and 35 were recruited for the study. 2 
milliamp current was applied to the left dorsolateral prefrontal 
cortex for 32 minutes. Three conditions were used: anodal, 
cathodal, and sham stimulation. Stimulation was preceded 
and followed by the verbal fluency task.  The Sternberg task 
was performed immediately prior to stimulation, and during 
the last 17 minutes of stimulation. Results: Preliminary data 
from these ten subjects show a significant improvement on the 
verbal fluency task in the anodal and sham conditions, but not 
during cathodal stimulation.  There were no significant effects 
on the Sternberg working memory task.  Additional data are 
forthcoming. Discussion: Cathodal direct current stimulation 
of the human cortex appears to selectively modulate frontal 
lobe function in a task-specific manner. Direct current brain 
polarization may be a safe, simple, and inexpensive method to 
directly modulate cognitive function.
REFERENCES:
1. Iyer et al. (2004). “Safety and cognitive effect of frontal 
    DC brain polarization in healthy individuals.” Neurology 
    64: 872-875.
2. Wasserman and Grafman. (2005).  “Recharging cognition 
    with DC brain polarization.”  Trends in cognitive science 
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poster 141.  Patient Assessed Quality of 
Life (PQ-LES-Q) versus Clinician Assessment 
(PANSS, CGI) in a Trial of Aripiprazole in 
Adolescent Patients with Schizophrenia
Supported by Otsuka Pharmaceutical
Andrei Pikalov, M.D., Ph.D., 2440 Research Boulevard, 
Rockville, MD 20850, Richard Whitehead, B.S., Na Jin, 
M.S., Mirza Ali, Ph.D., Edward Kim, M.D., M.B.A., 
Margaretta Nyilas, M.D., William Carson, M.D., Taro 
Iwamoto, Ph.D., Stephen A. Wisniewski, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to recognize the association between patient assessed 
subjective measures (i.e. PQ-LES-Q) and clinician assessed 
objective measures (i.e. PANSS and CGI) and recognize 
quality of life improvement as seen with PQ-LES-Q overall.

SUMMARY:
Introduction: The self administered pediatric Quality of Life 

Enjoyment and Satisfaction Questionnaire (PQ-LES-Q) is 
made up of 14 Total (T) items that assess important aspects of 
quality of life (QoL) and a 1 item overall (O) assessment. This 
post hoc analysis was to determine if patient’s assessment 
of improvement in QoL correlates with improvement as 
determined by the clinical assessment (PANSS; CGI-S). 
Methods: 302 children (age 13-17) with schizophrenia 
participated in a 6-week, multicenter, randomized trial. It 
examined 2 fixed doses of aripiprazole (10 & 30 mg/day) or 
placebo. The primary measure was mean change from baseline 
to endpoint on PANSS total (LOCF). Secondary measures 
included: mean changes on CGI-S and PQ-LES-Q(T) and (O). 
Results: Aripiprazole showed significant improvements over 
placebo at week 6 (p<0.05; LOCF). Mean change in CGI-S for 
both aripiprazole arms were significantly better over placebo 
(p<0.01; LOCF). Both aripiprazole groups significantly 
improved on PQ-LES-Q(O) (p<0.005; LOCF), but did not 
show significant change on PQ-LES-Q(T). Strong correlation 
(r=0.37 & p<0.001) was found between all measures. When 
PANSS Total improvement was put into 4 categories (<20%; 
20-30%; 30-50%; or >50% reduction) % change in mean PQ-
LES-Q(T) was 3.1, 13.8, 24.7, & 20.9 per category (trend 
analysis p= .0002; Linear regression = p=.0001; LOCF). 
When CGI-S was put into 4 categories (=0; -1; -2; or =-3 point 
change) % change in mean PQ-LES-Q(O) was 0.06, 0.51, 
0.64, and 0.61 per category (trend analysis p=.0006; LOCF). 
Conclusions: There is significant correlation in improvement 
between patient self assessed quality of life (PQ-LES-Q(T))and 
clinician assessment (PANSS Total) and Global self-assessed 
QoL (PQ-LES-Q(O)) and clinician assessment (CGI-S). 
Degree of subjective improvement in QoL measured by PQ-
LES-Q is associated with degree of clinical improvement 
measured by PANSS and CGI. Supported by funding from 
Otsuka Pharmaceutical.
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poster 142.  Olanzapine Long-Acting 
Injection: An 8-Week, Double-Blind, 
Randomized, Placebo-Controlled 
Study in Acutely-Ill Patients With 
Schizophrenia
Supported by Eli Lilly and Company
Holland Detke, Ph.D., Eli Lilly and Company, Lilly 
Corporate Center, Indianapolis, IN 46285, John Lauriello, 
M.D., Tim Lambert, M.D., Scott Andersen, M.S., Daniel Lin, 
Ph.D, David McDonnell, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to describe the speed of onset of clinical drug effect of 
olanzapine long-acting injection (OLAI) after administration, 
as well as its efficacy and safety for the treatment of 
schizophrenia based on results from an 8-week, placebo-
controlled trial.

SUMMARY:
Objective: This study examined the acute efficacy and 

tolerability of a new long-acting, injectable, atypical 
antipsychotic, OLAI, for the treatment of schizophrenia. 
Method: In this 8-week, double-blind study, 404 acutely 
ill adult patients with schizophrenia and a BPRS score of 
>=30 (0–6 scale) were randomized to receive 210mg/2 wks, 
300mg/2wks, 405mg/4 wks OLAI, or placebo/2 wks. No oral 
antipsychotic supplementation was permitted. The primary 
efficacy measure was mean baseline-to-endpoint change in 
Positive and Negative Syndrome Scale (PANSS) total score 
using last-observation-carried-forward methodology. Results: 
Mean baseline-to-endpoint decreases in PANSS total scores 
were significantly greater for all OLAI regimens relative to 
placebo (-22 to -26 vs. -9 points; all p<0.001). The 300mg/2 
wks and 405mg/4 wks OLAI groups separated from placebo 
on the PANSS Total at 3 days after starting treatment, and all 
OLAI groups separated from placebo by 7 days. Incidences 
of sedation and increased appetite were significantly higher 
for 300mg/2 wks OLAI relative to placebo (p<0.05).  Mean 
weight gain (3.2–4.8 vs. 0.3kg, p<0.001) and incidence 
of weight gain >=7% of baseline (23.6–35.4% vs. 12.4%, 
p=0.002) were significantly greater for OLAI relative to 
placebo. Significant differences between OLAI and placebo 
were observed with mean changes in fasting total cholesterol 
(5.5–10.4 vs. -7.0mg/dL; p<=0.015), and fasting triglycerides 
(17.6–30.3 vs. -9.4mg/dL; p<=0.016). Injection site reactions 
occurred in 3.6% of OLAI patients vs. 0% for placebo (p=.073). 
Conclusions: OLAI administered at 2- or 4-week injection 
intervals was significantly more efficacious than placebo for 
the treatment of acutely ill patients with schizophrenia despite 
the lack of supplementation with oral antipsychotics. Efficacy 
and safety findings were consistent with those seen in similar 
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studies conducted using oral olanzapine. This work was 
funded by Eli Lilly and Company.

REFERENCES:
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poster 143.  Olanzapine Long-Acting 
Injection for the Maintenance 
Treatment of Schizophrenia: A 24-Week, 
Randomized, Double-Blind Trial
Supported by Eli Lilly and Company
Holland Detke, Ph.D., Eli Lilly and Company, Lilly 
Corporate Center, Indianapolis, IN 46285, David 
McDonnell, M.D., John Kane, M.D., Dieter Naber, M.D., 
Gopalan Sethuraman, Ph.D., Daniel Lin, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to describe the efficacy and safety of olanzapine long-
acting injection for the maintenance treatment of schizophrenia 
based on results from a 24-week clinical trial.

SUMMARY:
Objective: This study examined the efficacy and safety of 

olanzapine long-acting injection (OLAI) for maintenance 
treatment of patients with schizophrenia. Method: Adult 
outpatients with schizophrenia who maintained stability 
on open-label oral olanzapine (10, 15, or 20mg/day) for 4-
8 weeks were randomized to OLAI at doses of 150mg/2-
weeks (N=140), 405mg/4-weeks (N=318), or 300mg/2-
weeks (N=141), or to a low reference dose of 45mg/4-weeks 
(N=144), or to oral olanzapine at their previously stabilized 
dose (N=322) for 24 weeks of double-blind treatment. 
Cumulative rates of and time to relapse were estimated using 
Kaplan-Meier methodology. Results: At 24 weeks, 93% 
of oral olanzapine-treated patients, 95% of 300mg/2 wks-, 
90% of 405mg/4 wks-, 84% of 150mg/2 wks-, and 69% of 
45mg/4 wks OLAI-treated patients remained relapse-free, 
with the 405mg/4 wks and pooled 2-week dosing regimens 
demonstrating noninferiority to oral olanzapine as well 
as to each other. All 3 higher OLAI doses were superior to 
45mg/4-weeks based on time to relapse (all p<.01). Incidence 
of weight gain >=7% of baseline was significantly greater 
for oral olanzapine (21.4%), OLAI 300mg/2 wks (20.7%), 
405mg/4 wks (15.2%) and 150mg/2 wks (16.4%), compared 
with OLAI 45mg/4 wks (8.3%, all p<=.05). There were no 
clinically significant differences between OLAI and oral 
olanzapine with respect to laboratory measures, vital signs, 

ECGs, or EPS.  The incidence of injection site reactions was 
low (2.8%) with no significant differences between treatment 
groups. Two patients treated with OLAI experienced sedation 
and delirium following accidental intravascular injection. 
Conclusions: OLAI at doses of 150mg/2 wks, 405mg/4 wks, 
and 300mg/2 wks was efficacious in maintenance treatment of 
schizophrenia for up to 24 weeks. The safety profile for these 
OLAI doses was consistent with that of oral olanzapine except 
for injection-related events.This work was funded by Eli Lilly 
and Company.
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poster 144.  Olanzapine Long-Acting 
Injection in Patients with Schizophrenia 
at Risk of Relapse: 12-Week Switching Data
Supported by Eli Lilly and Company
Holland Detke, Ph.D., Eli Lilly and Company, Lilly 
Corporate Center, Indianapolis, IN 46285, David P. 
McDonnell, M.B.B.Ch., M.R.C.Psych., Scott W. Andersen, 
M.S., Susan B. Watson, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to compare the safety and efficacy of various methods 
of switching to olanzapine long-acting injection (OLAI) from 
other antipsychotic medications.

SUMMARY:
Objective: To compare the safety and efficacy of four 

methods of switching to olanzapine long-acting injection 
(OLAI) from other antipsychotic medications. Analyses 
were based on 12-week data from an ongoing 2-year open-
label randomized study of OLAI in schizophrenia. Methods: 
Patients were aged 18 to 65, with baseline PANSS total score 
<70 and considered at risk for relapse. Patients received OLAI 
every 4 weeks, with a starting dose of 405 mg and flexible 
dosing thereafter. Investigators could switch patients directly 
to OLAI or taper the prior antipsychotic medication in the 
first 2 weeks of treatment. Supplemental oral olanzapine up 
to 5 mg/day was allowed from weeks 2 to 8. Results: Of the 
264 patients, 50.0% were in the direct switch group, 6.8% 
in the supplementation group, 31.1% in the taper group, 
and 12.1% in the supplementation + taper group. Rate of 
all-cause discontinuation was 21.2%. The switch groups did 
not significantly differ in time to all-cause discontinuation 
(p=.582) or discontinuation rate (p=.574). PANSS total score 
mean changes did not significantly differ among the switch 
groups (p=.203). Treatment-emergent adverse events in 
>=5% of patients were increased weight (6.8%), insomnia 
(6.1%), and increased appetite (5.3%). The switch groups 
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did not significantly differ in mean weight change (p=.910, 
overall=+1.6 kg). There were no significant group differences 
in fasting glucose mean change, which ranged from +0.11 to 
+0.24 mmol/L (p=.927). There was a significantly greater total 
cholesterol mean increase for the supplementation + taper 
group (+0.26 mmol/L) versus the supplementation group (-
0.17, p=.027) and versus the taper group (-0.06, p=.016). There 
were no significant group differences in triglycerides mean 
change (p=.914). Conclusion: In this 12-week analysis of 
switching data, there did not appear to be clinically significant 
differences in most efficacy or safety parameters among the 
four switching groups. Research supported by Eli Lilly and 
Company.
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poster 145.  Post-Injection Delirium/
Sedation Syndrome Observed with 
Olanzapine Long-Acting Injection
Supported by Eli Lilly and Company

Angela Gulliver, Pharm.D., Lilly Research Labaoratories, 
Indianapolis, IN 46285, David P. McDonnell, M.B.B.Ch., 
M.R.C.Psych., Sebastian Sorsaburu, M.D., Elizabeth 
Brunner, M.D., Holland C. Detke, Ph.D., Scott W. 
Andersen, M.S., Richard F. Bergstrom, Ph.D., Malcolm 
Mitchell, M.B.B.S., M.F.P.M., Kristen Ogle, Ph.D., Mary P. 
Stickelmeyer, Ph.D., Susan B. Watson, Ph.D., Sara A. Corya, 
M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to describe the incidence of post injection delirium/sedation 
syndrome observed with olanzapine long-acting injection and 
to understand its recommended risk management and medical 
management procedures.

SUMMARY:
Objective: A recognized potential risk of intramuscular 

products is accidental intravascular injection, the signs and 
symptoms of which are dependent on the formulation and 
safety profile of the injected medication. During clinical 
trials of olanzapine long-acting injection (OLAI), cases were 
identified in which a cluster of adverse events characterized 
by post-injection delirium and/or excessive sedation were 
observed. This post-injection syndrome appeared to be 
potentially related to inadvertent intravascular injection of a 
portion of the OLAI dose. Methods: Safety data were pooled 
from all completed and ongoing OLAI clinical trials through 
the last database lock in 2007 (cutoff date: 30-Sep-2007), and 

all 25 cases of post-injection delirium/sedation occurring in 
this timeframe were reviewed. Incidence of post-injection 
delirium/sedation was estimated by dividing number of 
events by number of injections or number of patients. Results:
Incidence of post-injection delirium/sedation syndrome 
following administration of OLAI was 0.07% per injection and 
1.2% per patient. Affected patients presented with symptoms 
consistent with excessive systemic levels of olanzapine (eg, 
sedation, dizziness, confusion, slurred speech, altered gait, 
weakness, muscle spasms, and/or unconsciousness). No 
clinically significant decreases in vital signs were observed. 
All patients recovered completely from signs and symptoms 
of post-injection delirium/sedation syndrome after 3 to 72 
hours. Conclusion: The incidence of post-injection delirium/
sedation syndrome with OLAI was similar to a reported rate 
of a similar syndrome observed with intramuscular procaine 
penicillin G. Special precautions when using OLAI include 
proper injection technique and implementation of a post-
injection observation period. Post-injection delirium/sedation 
signs and symptoms should be managed as medically 
appropriate. Research supported by Eli Lilly and Compnay. 

REFERENCES:
1. Beyea, S.C., Nicoll, L.H. 1995. Administration of medica-
    tions via the intramuscular route: an integrative review of 
    the literature and research-based protocol for the proce-
    dure. Appl Nurs Res, 8:23-33.
2. Downham, T.F. 2nd, Cawley, R.A., Salley, S.O., Dal Santo
    G. 1978. Systemic toxic reactions to procaine penicillin G. 
    Sex Transm Dis, 5:4-9.

poster 146.  Metabolic Parameters 
During Treatment With Long-Acting, 
Intramuscular Olanzapine
Supported by Eli Lilly and Company

Angela Gulliver, Pharm.D., Lilly Research Laboratories, 
Indianapolis, IN 46285, David P. McDonnell, M.D., Ludmila 
A. Kryzhanovskaya, M.D., Ph.D., D.Sc., Fangyi Zhao, 
Ph.D., Holland C. Detke, Ph.D., Peter D. Feldman, Ph.D.
EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to discuss the similarities and differences between the 
intramuscular, long-acting injectable and oral formulations 
of olanzapine in adult patients receiving treatment for 
schizophrenia.

SUMMARY:
Background: To characterize metabolic changes during 

treatment of schizophrenia in patients receiving olanzapine 
long-acting injection (LAI), relative to oral olanzapine, during 
a large, double-blind, randomized study.  Methods: Data were 
collected from male or female adult patients (18–70 years 
of age) with schizophrenia who had been stabilized on oral 
olanzapine (10–20 mg/d) for 4 weeks and then randomly 
assigned to either continued oral olanzapine treatment (n = 322) 
or to olanzapine LAI (n = 599; 150 mg/2 wk, 405 mg/4 wk, 
or 300 mg/2 wk) for up to 24 weeks.  Results: Mean changes 
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in weight, glucose, and most lipids were not significantly 
different between treatment groups. Weight gains over time 
followed similar patterns and were not significantly different 
at endpoint between olanzapine LAI and oral olanzapine. 
However, patients who were obese (BMI =30) at baseline 
experienced a significant mean weight increase only under oral 
treatment. LDL cholesterol decreased significantly less among 
olanzapine LAI-treated patients. Incidence rates of treatment-
emergent significant changes in weight, glucose, and lipids 
were similar between treatment groups regardless of baseline 
metabolic status, and incidence rates of treatment-emergent 
weight-gain–, diabetes- and dyslipidemia-related adverse 
events, which were low in both groups, were not significantly 
different between treatment groups.  Conclusions: In general, 
metabolic changes during olanzapine LAI treatment appear 
to be largely similar to those during oral treatment. Research 
funded by Eli Lilly and Company.

REFERENCES:
1. Kane JM, Naber D, Detke HC, Sethuraman G, Lin DY, 
    McDonnell D. Olanzapine long-acting injection: a 
    24-week, randomized, double-blind trial of maintenance 
    treatment in patients with schizophrenia. Am J Psychiatry 
    (in press).
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Poster 147.  Atypical Antipsychotic 
Medication Utilization in Private Payer 
Administrative Claims
Supported by Eli Lilly and Company
Michael Stensland, Ph.D., Eli Lilly and Company, Lilly 
Corporate Center, Indianapolis, IN 46285, Debra Eisenberg, 
Ph.D., Judith J. Stephenson, S.M.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation the participant should 

be able to describe the characteristics of patients with private 
insurance who are initiating treatment with olanzapine, 
risperidone, quetiapine, ziprasidone and aripiprazole in 
usual clinical practice. More specifically, the participant 
should understand differences between apparent psychiatric 
diagnostic categories and patient demographic characteristics 
for individuals prescribed different atypical antipsychotic 
medications.

SUMMARY:
Introduction:  Now that there are multiple atypical anti-

psychotic (AA) drugs available, managed care organizations 
are differentiating AAs as preferred and non-preferred agents 
with different patient co-pays.  However, the AAs vary 
in receptor binding profiles, which likely leads to unique 
effectiveness and safety profiles. Differences between the 
AAs may also translate into varying medication use patterns.  
This study assessed differences in patient characteristics for 

the different AAs in private payer administrative claims. 
Methods:  This retrospective cohort study utilized claims in 
the HealthCore Integrated Research Database from 10/1/03 
to 10/31/07. Eligibility requirements included 18 months of 
continuous eligibility, >1 pharmacy claim for an AA, and 
a 6 month index-drug naïve period prior to the AA index 
prescription. Psychiatric diagnoses were identified by >1 
medical claim during the 18 month study period based on the 
primary ICD-9 code. Results: A total of 35,469 patients met 
inclusion criteria and were treated with an AA: quetiapine 
(14,224, 40.1%), risperidone (8,185, 23.1%), olanzapine 
(6,157, 17.4%), aripiprazole (5,016, 14.1%), and ziprasidone 
(1,887, 5.3%). Overall, 56.8% were female and 14.2% were 
children, age 12-17. Aripiprazole (23.1%) and risperidone 
(21.4%) users were most likely to be children and olanzapine 
users were least likely to be children (7.4%).  The common 
psychiatric disorders identified in these private payer claims 
were depression (51.1%), bipolar disorder (30.7%), anxiety 
(26.0%), insomnia (15.0%), substance abuse disorders (6.2%) 
and, schizophrenia (4.5%). Conclusions:  In these private payer 
patient populations, which differ from public payer patient 
populations, a surprising amount of AA use appeared to be 
for individuals who did not have a bipolar or schizophrenia 
diagnosis. Meaningful age variations were observed across 
the different AAs. This study was funded by Eli Lilly and 
Company.

REFERENCES:
1. Gibson P, Ogostalick A, Zhu B, Ramsey J: Risperidone 
    versus olanzapine: How population characteristics can 
    confound results. Drug Benefit Trends 2003; 15:38-46.
2. Van Brunt DL, Gibson PJ, Ramsey JL, Obenchain R: Out-
    patient use of major antipsychotic drugs in ambulatory 
    are settings in the United States, 1997-2000. MedGenMed 
    2003; 5(3):16.

poster 148.  Effect on Functioning, 
Cognition, and Productivity of 
Quetiapine or Lithium Monotherapy 
Versus Placebo for Maintenance 
Treatment of Bipolar I Disorder
Supported by AstraZeneca Pharmaceuticals 
Richard Weisler, M.D., University of North Carolina at 
Chapel Hill, Department of Psychiatry and Behavioral 
Science, 700 Spring Forest, Suite 125, Raleigh, NC 27609, 
Liberty Fajutrao, M.D., Björn Paulsson, M.D., Julie 
Locklear, Pharm.D., M.B.A.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to evaluate the clinical evidence for improvement 
in functioning and productivity associated with long-term 
treatment with quetiapine relative to switching to lithium 
or placebo in patients with bipolar I disorder whose acute 
episodes were stabilized on quetiapine. Participants should 
also be able to recognize the efficacy of both active treatments 
versus placebo against measures of cognition.



posters

95

SUMMARY:
Introduction: The aim of this analysis was to examine out-

comes pertaining to functioning, cognition, and productivity, 
from a long-term, placebo-controlled trial that examined the 
effect of maintenance treatment with quetiapine (QTP) or 
lithium (Li) monotherapy in adults with bipolar I disorder 
(D1447C00144). Methods: Patients received open-label QTP 
(range 300-800 mg/d) for 4-24 weeks. Stabilized patients 
(YMRS =12 and MADRS =12 for 4 consecutive weeks) 
were randomized to continue double-blind QTP treatment 
(300-800 mg/d), receive placebo (PBO), or switch to Li (600-
1800 mg/d; target serum 0.6-1.2 mEq/L) for up to 104 weeks 
or until recurrence of a predefined mood event. Secondary 
efficacy measures included the Sheehan Disability Scale 
(SDS), Medical Outcomes Study-Cognitive Scale (MOS-
Cog), Trail Making Test (TMT), and Work Productivity and 
Activity Impairment (WPAI) Questionnaire. Results: Risk 
for recurrence of any mood event was significantly lower in 
patients continuing QTP or switched to Li (HRs 0.29 and 0.46; 
P<0.0001) compared with PBO, and was significantly lower 
with QTP than Li (HR 0.66; P=0.005). QTP was associated 
with significant improvement in SDS total scores, up to but 
excluding the mood event, vs. PBO (P=0.0011). The differences 
between Li and PBO or QTP were not significant. Both QTP 
and Li were associated with significant improvements in 
MOS-Cog scores vs. PBO (1.1 [P=0.007] and 1.5 [P<0.001]) 
and showed placebo-like effects on TMT times, an indicator 
of cognitive function. QTP and Li demonstrated significant 
improvements in selected WPAI subscales vs. PBO. 
Conclusions: Long-term QTP monotherapy was associated 
with significant improvements in functioning and cognition, 
as well as selected aspects of work productivity and activity 
impairment compared with PBO. Li showed improvement in 
elements of cognition and productivity vs. placebo, but not 
SDS functioning. QTP was generally well tolerated. Supported 
by funding from AstraZeneca Pharmaceuticals.

REFERENCES:
1. Keck PE Jr: Long-term management strategies to achieve 
    optimal function in patients with bipolar disorder. J Clin 
    Psychiatry 2006; 67(suppl 9):19-24.
2. Burdick KE, Braga RJ, Goldberg JF, Malhotra AK: Cogni-
    tive dysfunction in bipolar disorder: future place of phar-   
    macotherapy. CNS Drugs 2007; 21:971-981.

poster 149.  Randomized, Double-Blind, 
Placebo- and Active-Controlled Study 
of Paliperidone ER for Acute Manic and 
Mixed Episodes in Bipolar I Disorder
Supported by Johnson & Johnson Pharmaceutical Services
Vivek Kusumakar, Johnson & Johnson Pharmaceutical 
Research and Development, LLC, 1125 Trenton-Harbourton 
Road, Titusville, NJ 08560,  Joris Berwaerts, M.D., Isaac 
Nuamah, Ph.D., Pilar Lim, Ph.D., Eric Yuen, M.D., Joseph 
Palumbo, M.D., David Hough, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should have 

an understanding of the efficacy and safety of the antipsychotic 
paliperidone extended-release tablets (flexibly dosed 3-12mg/
day) for the treatment of patients with acute manic or mixed 
episodes in bipolar I disorder.

SUMMARY:
Introduction: Efficacy and safety of flexibly dosed pali-

peridone extended-release tablets (paliperidone ER) (3-12mg/
day) vs. placebo over a 3-week period in patients with acute 
manic or mixed episodes were assessed. Methods: The study 
randomized 493 patients to paliperidone ER (3-12mg/day; 
initial dose 6mg/day), quetiapine (400-800mg/day; forced 
titration from 100mg/day to 400mg/day at Day 4) or placebo 
(2:2:1 ratio) for 3 weeks. Results: The intent-to-treat analysis 
set included 486 patients (placebo n=104, paliperidone ER 
n=190, quetiapine n=192). Most recent episode was manic 
in 65% of patients. Overall, 76% of patients completed the 
3-week study (62%, 82% and 79% for placebo, paliperidone 
ER and quetiapine, respectively). Median mode doses for 
paliperidone ER and quetiapine were 9mg/day and 600mg/
day, respectively. Mean±SD changes in YMRS score from 
baseline to Week 3 (primary endpoint) were -7.4±10.74, -
13.2±8.68 and -11.7±9.25 for placebo, paliperidone ER 
and quetiapine, respectively. Least-squares mean (LSM) 
difference (paliperidone ER-placebo) for change in YMRS 
score from baseline was -5.5 (95% CI:-7.57; -3.35) (p<0.001). 
From Day 2 to endpoint, paliperidone ER was significantly 
superior to placebo (p<0.05) for change from baseline in 
YMRS score. Mean±SD changes from baseline in GAF score 
were 6.7±13.56, 12.2±11.17 and 11.6±11.96 for placebo, 
paliperidone ER and quetiapine, respectively. LSM difference 
(paliperidone ER-placebo) for change in GAF score from 
baseline was 5.1 (95% CI:2.29; 7.87) (p<0.001). Treatment-
emergent AEs were reported by 63%, 65% and 77% of patients 
with placebo, paliperidone ER and quetiapine, respectively. 
Patients experiencing serious AEs were similar across groups 
(3-5%). Conclusions: Paliperidone ER (3-12mg/day) was 
superior to placebo for change from baseline in YMRS score 
at Week 3 endpoint, from as early as Day 2 of treatment. 
Paliperidone ER was safe and well tolerated. Funded by 
Johnson & Johnson Pharmaceutical Services, LLC.
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poster 150.  Pseudophaeochromocytoma 
Syndrome Induced by Clozapine Therapy: 
A Case Report
Thomas Sobanski, M.D., Rainweg 68, Saalfeld,  07318 
Germany, Gerd Wagner, Ph.D., Ilko Dafov, M.D.
EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to realize that clozapine therapy in some patients may 
cause pseudophaeochromozytoma syndrome. Hazardous 
hypertension, therefore, represents another severe side effect 
of this drug that should be considered in clinical practice.
SUMMARY:
Case report: This 39 year-old male patient had suffered 

from schizophrenia for more than twenty years. At admission 
to our clinic he presented with severe positive symptoms. 
After several antipsychotic drugs had failed to improve the 
symptomatology, we decided to start therapy with clozapine. 
The patient was physically in a healthy condition. Renal 
and hepatic functions were normal and there was no history 
of hypertension. After thirteen days of clozapine therapy 
when a dosage of 150 mg per day was reached the patient 
suddenly developed severe hypertension (max. 200 / 140 
mm Hg) and heart rate acceleration at rest (max. 132 BPM). 
These symptoms did not improve although a treatment with 
ramipril and propanolol was started immediately. To exclude 
phaeochromocytoma as a possible cause of these symptoms we 
measured urinary adrenaline, norepinephrine, and dopamine 
concentrations which were increased. After approximately five 
weeks of therapy clozapine was withdrawn and hypertension 
as well as heart rate acceleration largely improved within 
one week. Urinary adrenaline, norepinephrine and dopamine 
concentrations were normal when reassessed eleven days 
after the end of treatment. Discussion: Clozapine is generally 
known to decrease blood pressure and to cause orthostatic 
dysregulation. Only a few cases of paradoxical hypertension 
and pseudophaeochromocytoma syndrome have been re-
ported, the symptomatology mostly being associated with 
other antipsychotic treatment. The neuropharmacological 
actions of clozapine are complex and include affinity for 5-
HT2 receptors and for adrenergic receptors in vitro. Clozapine 
has been reported to cause increases in plasma norepinephrine 
concentrations, a postulated mechanism being the inhibition of 
presynaptic reuptake mediated by alpha2 adrenergic receptors. 
Recent studies have revealed that D2 and D4 receptors exist 
in the adrenal gland and may play significant roles in the 
modulation of hormone secretion.

REFERENCES:
1. Krentz AJ, Mikhail S, Cantrell P, Hill GM: Drug Points: 
    Pseudophaeochromocytoma syndrome associated with 
    clozapine. BMJ 2001; 322:1213.
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Poster Session 6 

saturday, october 4                3:00 p.m.-4:30 p.m.

Psychotic Illnesses
Moderator: David A. Pollack, M.d.

poster 151.  Descriptive Epidemiology 
and Comorbidity of Schizophrenia in 
the National Hospital Discharge Survey 
(NHDS), 1979-2003
Natalya Weber, M.D., M.P.H., Department of Epidemiology, 
Division of Preventive Medicine, Walter Reed Army Institute 
of Research, 503 Robert Grant Avenue, Silver Spring, MD 
20901, David N. Cowan, Ph.D., M.P.H., David W. Niebuhr, 
M.D., M.P.H., M.S., Amy M. Millikan, M.D., M.P.H., 
Timothy E. Powers, M.S.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant 

should be able to understand the distribution of demographic 
characteristics, time trends, and the likelihood of certain 
psychiatric and non-psychiatric comorbid conditions among 
hospitalized patients with schizophrenia.

SUMMARY:
Introduction: Medical morbidity and mortality rates in 

schizophrenia patients are elevated compared to the general 
U.S. population. More then 50% of patients with schizophrenia 
have been diagnosed with one or more comorbid psychiatric 
or medical conditions that worsen prognosis and contribute 
to the increased morbidity and mortality. The greater 
risk of concurrent medical illnesses among persons with 
schizophrenia may be attributed to high risk and unhealthy 
behaviors, socioeconomic disadvantages, and side effects 
of psychotropic medications. Methods: Using the National 
Hospital Discharge Survey (NHDS) we evaluated temporal 
trends in the proportional morbidity of schizophrenia, 
demographic characteristics and the most frequent comorbid 
conditions among hospitalizations with schizophrenia, in 
comparison to hospitalizations with other diagnoses. The 
demographic characteristics are presented for the total 
estimated number of discharges (N=835,919,990) based 
on the NHDS sample of 5,733,781 records. Comorbidity is 
analyzed using unweighted NHDS sample. Results: Percent 
of hospitalized with schizophrenia was higher among males 
(1.3) compared with females (0.8), blacks (1.8) compared with 
whites (0.9) or others (1.0), age group 15-44 (1.6) followed by 
45-64 (1.3), and those from Northeast (1.5) compared with the 
other regions (=1).  There was a significant increase over time 
in the proportion of discharges with schizophrenia among both 
males and females (p<0.0001). As expected compared with the 
discharges without schizophrenia, those with schizophrenia 
have a much higher proportion of comorbidity with other 
mental disorders and some non-psychiatric conditions such 
as obesity (proportionate morbidity ratio 2.1), chronic airway 
obstruction not elsewhere classified (1.7), asthma (1.4), 
and diabetes type II (1.2). Discussion: A closer attention 
to prevention, early diagnosis and treatment of comorbid 
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conditions may decrease medical morbidity and mortality and 
improve schizophrenia prognosis.

REFERENCES:
1. Carney CP, Jones L, Woolson RF. Medical comorbidity in 
    women and men with schizophrenia: a population-based 
    controlled study. J Gen Intern Med 2006; 21(11):1133-
    1137.
2. Brown S, Inskip H, Barraclough B. Causes of the excess 
    mortality of schizophrenia. Br J Psychiatry 2000; 177:212-
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poster 152.  Conceptualizing the Multi-
Faceted Determinants of the Duration of 
Untreated Psychosis
Michael Compton, M.D., M.P.H., Emory University School 
of Medicine, Department of Psychiatry and Behavioral 
Sciences, 49 Jesse Hill Jr. Drive, S.E., Room #333, Atlanta, 
GA 30303, Beth Broussard, M.P.H.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Discuss the importance of the duration of untreated 
psychosis construct; 2.) Describe the various categories of 
potential determinants of duration of untreated psychosis; 
and 3.) Assess the importance of research on both modifiable 
and non-modifiable determinants of the duration of untreated 
psychosis.

SUMMARY:
Introduction: A number of research studies, summarized in 

two independent meta-analyses, have indicated that treatment 
delay in first-episode nonaffective psychosis, termed duration 
of untreated psychosis (DUP), has detrimental effects on 
early-course outcomes. Although evidence of negative 
consequences of DUP has accumulated, very little research 
has examined potential causes, or determinants of DUP.  
Methods: A review of the literature on determinants of DUP 
was conducted, potential determinants were summarized, and 
a conceptual diagram was constructed to classify the multi-
faceted determinants of DUP. Results: Potential determinants 
of DUP were categorized as patient-level factors (demographic 
characteristics, premorbid and onset-related variables, and 
illness-related factors), family-related factors, health systems 
factors, and societal factors.  Early research suggests that several 
patient-level factors, such as mode of onset of psychosis; some 
family-related factors, such as family involvement in help-
seeking; and several society-level factors, such as stigma, may 
be predictors of DUP. Discussion: Given increasing evidence 
that DUP is a potentially modifiable predictor of outcomes 
in the early course of schizophrenia, additional research on 
determinants of DUP is required.  One such research project, 
the Atlanta Cohort on the Early Course of Schizophrenia is 
attempting to elucidate predictors of DUP in a sample of 100 
first-episode patients in the United States.  Elucidation of both 
malleable and non-modifiable determinants of DUP could 
inform early intervention strategies.

REFERENCES:
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    episode schizophrenia: Marker or determinant of course? 
    Biological Psychiatry 1999;46:899–907.
2. Norman RMG, Malla AK: Duration of untreated psycho-
    sis: A critical examination of the concept and its impor-
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poster 153.  Mode of Onset and Family 
Involvement in Help-Seeking as 
Determinants of Duration of Untreated 
Psychosis
Michael Compton, M.D., M.P.H., Emory University School 
of Medicine, Department of Psychiatry and Behavioral 
Sciences, 49 Jesse Hill Jr. Drive, S.E., Room #333, Atlanta, 
GA 30303, Sandra M. Goulding, M.P.H., Victoria H. Chien, 
B.A., Amy S. Leiner, Ph.D., Paul S. Weiss, M.S.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to: 1.) Discuss the importance of clinical and social 
variables that lead to delays in seeking treatment for first-
episode psychosis; 2.) Appreciate congruous findings from 
samples from the U.S. and U.K.; 3.) Understand potential 
reasons for discrepant findings from samples of first-episode 
patients in these two countries; and 4.) Present reasons for 
continuing research on determinants of the duration of 
untreated psychosis.

SUMMARY:
Introduction: The duration of untreated psychosis (DUP) is 

a potentially modifiable determinant of the early course of 
nonaffective psychotic disorders, though a paucity of research 
has addressed determinants of DUP.  Recent data from London 
and Nottingham, UK indicated that a shorter DUP was 
predicted by: 1.) An acute mode of onset; 2.) Employment; 
and 3.) Active involvement of at least one family member in 
seeking evaluation [1]. The present analysis was conducted in 
an effort to replicate those findings in a predominantly low-
income, urban, African American sample. Methods:  DUP 
and the three key predictors of interest were assessed using 
standardized procedures. All analytic plans replicated those 
of Morgan and colleagues [1] to the largest extent possible.  
Sufficient information was available to rate DUP for 73 
patients. Results: The median DUP was 23.4 weeks.  Bivariate 
tests, survival analysis, and Cox regression revealed that an 
insidious mode of onset was associated with a substantially 
longer DUP compared with an acute onset, and that family 
involvement in help-seeking was independently associated 
with a longer duration. Discussion: While mode of onset is a 
reliable illness-related determinant of DUP, further research is 
needed on the complex ways in which family-related variables 
influence DUP.
REFERENCES:
1. Morgan C, Abdul-Al R, Lappin JM, et al (2006) Clinical 
    and social determinants of duration of untreated psychosis 
    in the AESOP first-episode psychosis study. Br J Psychia-
    try 189:446–452.
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2. Compton MT, McGlashan TH, McGorry PD (2007) To- 
    ward prevention approaches for schizophrenia: An over-
    view of prodromal states, the duration of untreated psy-
    chosis, and early intervention paradigms. Psychiatr Ann 
    37:340–348.

poster 154.  Impact of a Psychiatric 
Emergency Service on a County Mental 
Health System
Christopher Chee, B.S., Department of Psychiatry, 1830 
Flower Street, Bakersfield, CA 93305, Alfred Sun, M.D., 
Benjamin K.P. Woo, M.D., Conrado Sevilla, M.D., Tai P. 
Yoo, M.D., M.S.B.A., D.F.A.P.A.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to identify the various discharge dispositions of a county 
psychiatric emergency services (PES) and recognize the 
importance of the PES in the overall county mental health 
system.

SUMMARY:
Objective: The aim was to assess the impact of the psychiatric 

emergency service (PES) of a county hospital on the overall 
mental health system. Methods:  We retrospectively reviewed 
the charts of all patients presenting from September 1 to 
November 30, 2007, to the PES of Kern Medical Center, a 
university-affiliated hospital serving a population of over 
780,000. Results:  Over the study period, 768 patients were 
included and consisted of 50.9% female, 57.7% non-Hispanic, 
69.4% single, and 15.2% privately insured individuals. 88.5% 
were on involuntary legal holds. The 3 most common diagnoses 
were bipolar disorder (20.3%), mood disorder (19.5%), and 
schizophrenia (13.5%). The 3 most common dispositions were 
inpatient admission (54.3%), home (32.6%), and observation 
hold (8.1%). Conclusions: In this retrospective study of 768 
patients, we found that the majority were involuntary and 
indigent, which suggests that the PES provides an essential 
service to the county, especially for high-acuity patients. Our 
data is higher than the 53% rate of involuntary admission 
found previously (1). In a nationwide study, substance-related 
disorders were the most common mental health diagnoses in 
the emergency department, comprising 30% of visits (2).  This 
was higher than our finding of 6%, suggesting that there is room 
for improvement in detecting patients with dual diagnoses. 
Certain patients in our population who were discharged 
home received referrals to various outpatient mental health 
services, including alcohol and substance abuse services, 
proactive mobile mental health teams, and emergency shelters 
for children. Future studies are warranted to evaluate patient 
follow-up and referral efficacy. In conclusion, our findings 
show that the county PES provides an important service and 
merits consideration in public policy planning.
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poster 155.  Functional Correlates of 
Antidepressant Effect With Olanzapine 
Treatment in Patients With Schizophrenia
Alicia Austin, M.D., University of Alabama at Birmingham, 
1701 7th Avenue South, Birmingham, AL  35294, Adrienne 
Lahti, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to recognize the changes in regional cerebral blood flow in 
brain regions that have been linked to antidepressant response 
when treating patients with schizophrenia with olanzapine 
versus haloperidol.
SUMMARY:
Introduction: Using PET with H215O, we evaluated the 

regional cerebral blood flow (rCBF) patterns generated by 
haloperidol and olanzapine in patients with schizophrenia at 
different phases of treatment. Given the claim that olanzapine 
has antidepressant effect in the treatment of bipolar 
depression (Tohen, 2003), we were interested to evaluate 
whether there were differential patterns of rCBF activation 
with olanzapine vs. haloperidol in brain regions that have 
been linked to antidepressant response (Mayberg, 2000). 
Methods: Schizophrenic volunteers (SV) were scanned after 
withdrawal of all psychotropic medication (2 weeks off-drug) 
and then blindly randomized to treatment with haloperidol 
or olanzapine. Scans were obtained after an acute dose, after 
one and after 6 weeks of treatment. Subjects were scanned 
on the GE Advanced 3 D PET system. The PET system 
acquires  30 parallel slices with a center-to-center separation 
of 5 mm. The bolus H215O method (Raichle, 1983) was 
used without arterial blood sampling. Approximately 12 
mCi H215O was administered with each scan. PET data are 
acquired for 90 seconds. The quantitative PET blood flow 
images were analyzed with statistical parametric mapping 
(SPM 2) routines. Following realignment all images were 
transformed into a standard anatomical space and smoothed 
using a 12-mm Gaussian kernel. Regions of interest (ROI) 
were sampled in the dorsolateral prefrontal cortex (DLPFC), 
the insula, the anterior cingulate cortex (ACC), the posterior 
cingulate, the thalamus and the hippocampus, both in the off 
and on medication scans (haloperidol and olanzapine). In 
addition, using SPM2, we conducted a whole brain analysis 
by contrasting the olanzapine- with the haloperidol-induced 
rCBF changes over the 6 week treatment period. Results: 
Seventeen-olanzapine treated and twelve-haloperidol treated 
patients completed the study. Differential activations between 
olanzapine vs. haloperidol were found in ROI in the DLPFC. 

REFERENCES:
1. Mayberg, H. S., S. K. Brannan, et al. (2000). “Regional 
    metabolic effects of fluoxetine in major depression: serial 
    changes and relationship to clinical response.” Biol Psy-  
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poster 156.  Economic Burden of 
Schizophrenia in South Korea
Supported by the World Psychiatric Association

Hee Woo Lee, M.D., Department of Psychiatry & Behavioral 
Science, Seoul National University College of Medicine, 28 
Yeongeon-dong, Jongno-gu, Seoul, South Korea, 110-744, 
Sung Man Chang, M.D., M.A., Seong-Jin Cho, M.D., Ph.D., 
Hong Jin Jeon, M.D., Ph.D., Bong-Jin Hahm, M.D., Ph.D., 
Jong-Ik Park, M.D., Ph.D., Maeng Je Choa M.D., Ph.D., 
Maeng Je Cho, M.D., Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to recognize the prevalence of treated schizophrenia in 
Korea in 2005, and the direct and indirect costs associated 
with the disease.

SUMMARY:
Objective: To estimates the treated prevalence of schizo-

phrenia and the annual costs associated with the illness in Korea 
in 2005, from a societal perspective. Background: Annual 
direct healthcare costs associated with schizophrenia were 
estimated from National Health Insurance and Medical Aid 
records. Annual direct non-health care costs were estimated 
for incarceration, transport, community mental health centers, 
and institutions related to schizophrenia. Annual indirect costs 
were estimated for the following components of productivity 
loss due to illness: unemployment, reduced productivity, 
premature mortality, and caregivers’ productivity loss using 
a human capital approach based on market wages. Method: 
In the present study, we used various data sources, including 
published scientific literature and government reports and 
documents to estimate the economic burden of schizophrenia. 
Costs included in this analysis were; direct health care costs, 
direct non-health care costs, and the indirect costs associated 
with productivity losses. Results: All costs were adjusted to 
2005 levels using the health care component of the Consumer 
Price Index. The treated prevalence of schizophrenia in 2005 
was 0.4% of the Korean population. The overall cost of 
schizophrenia was estimated to be $3,174.8 million (3251.0 
billion Won), which included a direct health care cost of 
$418.7 million (428.6 billion Won). Total direct non-health 
care costs were estimated to be $121 million (123.9 billion 
Won), and total indirect costs were estimated at $2,635.1 
million (2,698.3 billion Won). Unemployment was identified 
as the largest component of overall cost. Conclusion: These 
findings demonstrate that schizophrenia is not rare, and that 
represents a substantial economic burden.
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Poster 157.  Treatment History and the 
Impact of Alternative Treatments on 
Post-Treatment Costs for Patients With 
Schizophrenia
Jeffrey McCombs, Ph.D., Department of Clinical Pharmacy 
and Pharmaceutical Economics and Policy, School of 
Pharmacy, University of Southern California, Los Angeles, 
CA 90089-9004, Sara Zolfaghari, M.S., Vaidy Ganapathy, 
M.S., Dana Stafkey-Mailey, Pharm.D., M.S.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to recognize the impact of the patient’s drug treatment 
history on the effectiveness of alternative antipsychotics in 
treating schizophrenia.

SUMMARY:
Objective:  To compare one-year, post-treatment costs across 

alternative antipsychotics in the treatment of schizophrenia.  
Methods:  Data from a commercial health plan from 7/1/03 
to 6/30/06 were used to identify non-institutionalized patients 
with schizophrenia (ICD-9 codes 295.xx) who initiated 
treatment a typical antipsychotic (TAP), atypical antipsychotic 
(AAP: aripiprazole, olanzapine, quetiapine, risperidone or 
ziprasidone), mood stabilizer or antidepressant.  Episodes 
were divided into three categories: restarting treatment after 
a break in drug therapy > 15 days with the drug used in the 
previous episode, switching therapy with or without a break in 
treatment, and augmentation therapy.  First observed episodes 
were excluded from the analysis due to uncertainty concerning 
the patient’s prior treatment history.  A total of 21,570 episodes 
were included in the analyses using ordinary least squares 
(OLS) regression models of post-treatment costs adjusting for 
age, gender, geographic region, drug use history, prior medical 
care use, schizophrenia diagnosis and co-morbid medical 
conditions.  Results:  Average total cost measured across all 
episodes ranged from $24,910 for TAPs to $34,579 for mood 
stabilizers.  Augmentation episodes were estimated to be 
significantly more costly than switching episodes (+$4,425, 
p<0.0001) or restart episodes (+$7,179, p<0.0001).  There 
is considerable variability in total cost across medications.  
However, in this commercially insured population, there is 
no significant difference in post-treatment costs between 
patients receiving individual AAPs and TAP.  Patients with 
schizophrenia treated with quetiapine were significantly more 
costly than TAP patients for restart episodes (+$5,524, p<0.05) 
and augmentation episodes (+$1573, p<0.05).  Conclusion:  In 
a commercially-insured population, there are few significant 
differences in total post-treatment costs for AAPs patients 
relative to TAPs patients.
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Poster 158.  Consequences of Continuity 
of Care in Patients with Schizophrenia 
and Schizoaffective Disorder: Results of 
a Pilot Data Collection Effort
Supported by Ortho-McNeil Janssen Scientific Affairs, LLC
Concetta Crivera, Pharm.D., M.P.H., Ortho-McNeil 
Janssen Scientific Affairs, LLC, 1125 Trenton-Harbourton 
Road, Titusville, NJ 08560, Kelly McCarrier, M.P.H., 
Mona L. Martin, R.N., M.P.A., Carla Ascoytia, M.A., 
Ron Manderscheid, Ph.D., Joe Parks, M.D., Jean-Pierre 
Lindenmeyer, M.D., Riad Dirani, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to better understand the patterns of continuity of care 
(CoC) between inpatient and ambulatory settings, and describe 
the relationship of CoC with 6-month rehospitalization rates 
for patients with schizophrenia and schizoaffective disorder.

SUMMARY:
Introduction: Many patient-specific factors and facility-level 

processes influence CoC during transition, and may influence 
overall treatment efficacy and clinical consequences such 
as rehospitalization. As part of a larger project to describe 
relationships between CoC processes and potential psychiatric 
consequences, this presentation reports early pilot results from 
the state of Missouri. Methods: Medical record data were 
abstracted for retrospective review at 4 inpatient psychiatric 
facilities. CoC status was defined by whether patients had 
confirmed attendance at their first scheduled outpatient visit 
within 30 days of discharge. Rehospitalization within 6 months 
of the index discharge was the primary outcome measure. 
The chi-square statistic was used to compare the proportion 
of rehospitalizations among groups defined by CoC status.
Results: The interim analysis reports results for 120 patients. 
Of those, 21 were transferred to other inpatient facilities 
and 99 were discharged to the community. CoC status was 
known for 60 of these 99 patients (61%). Of the 60 patients 
with known CoC status, 58% attended their first outpatient 
visit within 30 days of discharge. Differences in 6-month 
rehospitalization rates between patients who attended their 
first outpatient visit within 30 days (43% rehospitalized) and 
those who did not (36% rehospitalized) were not statistically 
significant (P=0.59). The rehospitalization rate among patients 
without CoC status data available was 31%. Conclusion: 
Initial findings provide documentation of gaps in both data 
and actual continuity of care for patients with schizophrenia 
or schizoaffective disorder who are discharged from inpatient 

to community settings together with a high rehospitalization 
rate. Preliminary analysis of the interim data suggests that 
outpatient visit attendance within 30 days may not be the only 
determinant of rehospitalizations for these patients. Supported 
by Ortho-McNeil Janssen Scientific Affairs, LLC.
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poster 159.  A Cautionary Tale: Acute 
Renal Failure in Two Patients Recently 
Started on Clozapine
Jacob  Kanofsky, M.D., M.P.H., Bronx Psychiatric Center, 
1500 Waters Place, Bronx, NY 10461, Mary E. Woesner, 
M.D., James Kelleher, M.D., Karen Gittens, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to recognize the signs of clozapine sensitivity and 
acute renal failure, including acute interstitial nephritis.  
Through a literature review, the participant will understand 
the relationship of clozapine to acute renal failure and will 
demonstrate that increased vigilance with psychiatric patients 
leads to early diagnostic testing, early withdrawal of offending 
medications, and prevention of clozapine induced renal 
disease.

SUMMARY:
Introduction: It is not well known that clozapine is implicated 

in causing acute interstitial nephritis (AIN) (1, 2). Thus, 
the diagnosis of this reversible form of renal failure can be 
delayed. We discuss two cases of acute renal failure (ARF) that 
developed shortly after the initiation of clozapine. Methods: 
The medical records of two Bronx Psychiatric Center ACT 
Team patients who developed ARF were reviewed for 
evidence of clozapine-induced AIN. Results: Both patients 
had longstanding schizoaffective disorder treated with lithium 
and divalproex. They were each placed on clozapine and had 
a sensitivity reaction within six days [Case 1: eosinophil count 
of 11.6% (absolute count 900/mm3); Case 2: temperature of 
103o F]. They both developed ARF within sixteen days of 
starting clozapine. In both instances, lithium was discontinued. 
In one case, a renal biopsy showed AIN, consistent with a 
drug sensitivity reaction. Lithium was cited as the suspected 
causative agent. No renal biopsy was obtained in the second 
case, the etiology of ARF remaining unknown.  Conclusions: 
Clozapine was likely a causative factor in ARF because of 
the close temporal relation of drug initiation to the onset of 
renal failure and because the patients developed sensitivity 
reactions that often accompany AIN. Lithium, by contrast, 
had been given for an extended period without problem 
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and classically causes a chronic, insidious nephritis (1). 
Nevertheless, clozapine may not have been the only factor, 
as one patient recovered from ARF while on clozapine and 
the second patient received other agents known to cause AIN. 
We speculate that clozapine interacted with other factors to 
create the conditions for ARF. We review the clozapine, drug 
sensitivity and ARF literature and suggest ways to prevent 
ARF if clozapine sensitivity is detected.

REFERENCES:
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poster 160.  Mediators of Medication Non-
Adherence in Bipolar Disorder: A Cross-
Sectional Survey
Jay Bates, Ph.D., Bristol-Myers Squibb Company, 777 
Scudders Mill Road, Plainsboro, NJ 08536-1615, Richard 
Whitehead, B.S., Edward Kim, M.D., M.B.A.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to understand mediators of non-adherence in bipolar 
disorder.

SUMMARY:
Introduction: Bipolar disorder is a chronic disorder that 

is optimally managed by long-term medication treatment. 
Causes of medication non-adherence may include efficacy, 
tolerability, and socio-demographic variables. This study 
sought to identify factors associated with medication non-
adherence in patients with bipolar disorder. Methods: A cross-
sectional web-based study surveyed a convenience sample 
from an existing cohort (Lightspeed Panel, Consumer Health 
Sciences). The primary outcome – the Morisky Compliance 
Scale – was used to define patients as adherent (total score of 
0–1) or non-adherent (total score of 2–4). Bivariate analysis 
compared differences between adherent and non-adherent 
subjects with respect to collected demographic, socio-
economic, and disease-related variables. Additional variables 
studied included the Liverpool University Neuroleptic 
Side Effect Scale (LUNSERS), and the Satisfaction with 
Antipsychotic Medication (SWAM) scale. Results: Of 1,164 
eligible subjects, 575 (49.4%) were adherent and 589 (50.6%) 
were non-adherent. Non-adherent subjects were older, had 
more children under 18 years of age living in their household 
(p=0.009) and had a higher number of depressive and manic 
episodes (p=0.005 and 0.009, respectively). Non-adherent 
patients had higher total LUNSERS scores and scores on 
all individual items (p<0.001), and lower total scores on 
the SWAM scale (p<0.001). Conclusions: Medication non-
adherence is common in bipolar disorder. Reasons for non-
adherence are related to demographics, disease severity, and 
medication side effects.
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poster 161.  Safety and Tolerability of 
Paliperidone Palmitate Injected in the 
Deltoid or Gluteus Muscle in Patients 
With Schizophrenia
Supported by Johnson & Johnson
Srihari Gopal, 1125 Trenton-Harbourtown Road, Titusville, 
NJ 08560,  Jean-Pierre Lindenmayer, M.D., David Hough, 
M.D.,  Rama Melkote, M.Sc., M.P.H., Pilar Lim, Ph.D., 
Mariëlle Eerdekens, M.D., M.B.A.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to describe the overall safety and tolerability of the long-
acting injectable investigational antipsychotic, paliperidone 
palmitate (50, 75, and 100 mg eq. doses) administered into 
either the deltoid or gluteal muscles of adult patients with 
schizophrenia.

SUMMARY:
Objective: Paliperidone palmitate  (PP) is an investigational 

long-acting injectable formulation of the recently marketed 
oral antipsychotic paliperidone for treatment of schizophrenia 
(1-3). This study assessed the safety and tolerability of 
initiating treatment via deltoid vs. gluteal injection given every 
4 wks and of switching injection sites after 3 injection cycles 
(13 wks) in adults with stable schizophrenia. Methods: In this 
crossover trial, patients (N=252) were equally randomized to 
3 treatment groups (PP 50, 75, or 100 mg eq.) and 2 injection 
sequences: deltoid muscle in period 1 followed by gluteal 
muscle in period 2 or the reverse. The double-blind phase 
(blinded to dose) had 2 study periods: 13 wks (first injection 
site), then 12 wks (second site). Results: The ITT population 
had 249 patients: mean age= 43 (SD:12.8) yrs; men (57%); 
white (81%); baseline mean PANSS total score=56 (SD:11.5). 
The most common (³5% overall) treatment-emergent adverse 
events (TEAE) were: (period 1) insomnia, anxiety, headache, 
and agitation; and (period 2) insomnia, psychotic disorder, 
weight increase, and tachycardia. During treatment initiation 
(period 1), the rates of systemic TEAE were similar between 
the 2 injection sites across all dose levels (proportion of patients 
reporting TEAE for gluteus minus deltoid [90%CI]): -6.7% (-
23.5, 10.7) for 50 mg eq.;-0.7% (-17.6, 16.5) for 75 mg eq.; 
and -3.4% (-20.4, 13.8) for 100 mg eq. The total difference 
between the rates (90% CI) across doses was -3.3% (-13.3, 
6.7). A comparison of systemic TEAE rates during the last 8 
wks of the 2 study periods did not reveal significant differences 
upon switching of injection sites. Injection-site pain was rated 
slightly higher with the deltoid injection by investigators and 
patients. Conclusion: The incidence of systemic TEAE was 
similar when initiating treatment with either deltoid or gluteal 
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injections. Switching between injection sites was also safe 
and well-tolerated. Funded by Johnson & Johnson.

REFERENCES:
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poster 162.  Paliperidone Palmitate in 
Prevention of Symptom Recurrence 
in Patients With Schizophrenia: A 
Randomized, Double-Blind, Placebo-
Controlled Study
Supported by Johnson & Johnson
Srihari Gopal, 1125 Trenton-Harbourtown Road, Titusville, 
NJ 08560, David Hough, M.D., Ujjwala Vijapurkar, Ph.D.,  
Pilar Lim, Ph.D., Margarita Morozova, M.D., Ph.D.,  
Mariëlle Eerdekens, M.D., M.B.A.
EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to describe the effect of the new injectable antipsychotic, 
paliperidone palmitate, compared with placebo on preventing 
symptom recurrence in patients with schizophrenia, as well as 
describe dosing and tolerability.
SUMMARY:
Objective: Schizophrenia is a chronic disease characterized 

by frequent recurrence of psychotic symptoms (1) and a 
subsequent deterioration of functioning (2). We assessed 
efficacy and tolerability of an investigational, injectable 
antipsychotic, paliperidone palmitate (PP), in preventing 
symptom recurrence in adults with schizophrenia. Methods: 
Eligible patients with PANSS total scores <120 were 
transitioned from prior treatment to gluteal injections of 
PP during a 9-week (wk) open-label flexible-dose phase. 
The first 2 injections of 50 mg eq. were given 1 wk apart. 
Subsequent injections, which could be adjusted (25, 50, 
or 100 mg eq.), occurred every 4 weeks. Patients with total 
PANSS <75 at wk 9 continued into the 24-wk maintenance 
phase. Patients clinically stable on a fixed dose for the last 12 
wks were randomized 1:1 to continue on their PP dose or start 
placebo (pbo) in the double-blind phase of variable duration. 
Results: The preplanned interim analysis at 68 recurrence 
events included 312 patients: mean age=40 yrs, 55% men, 
66% white, baseline PANSS (SD): pbo, 69.5 (16.89); PP, 
69.3 (17.39). Time-to-recurrence (primary measure) favored 
PP (p<0.0001, log-rank test): median time-to-first-recurrence 
was 163 days for pbo and not estimable for PP. Based on the 
significant interim efficacy results, the study was stopped 
early. Treatment-emergent AE rates during double-blind 
phase (N=408) were: 38% PP, 44% pbo. Weight increase 
and gastroenteritis (viral) occurred more frequently with PP 

(difference of ³2% vs. pbo).  Local injection-site tolerability 
was good.  For PP treated patients (n=205), the investigators 
reported injection-site pain as usually absent (81%) or mild 
(18%) at double-blind endpoint, similar to pbo treatment. 
Conclusion: Paliperidone palmitate treatment significantly 
delayed time-to-recurrence and was generally well-tolerated, 
both locally and systemically, in patients with schizophrenia. 
Study funded by Johnson & Johnson. 
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poster 163.  Changes in Mental Health 
Resource Use After Initiation of 
Paliperidone ER in Patients With 
Schizophrenia
Supported by Ortho-McNeil Janssen Scientific Affairs, LLC
Riad Dirani, Ph.D., 1125 Trenton-Harbourton Road, 
Titusville, NJ 08560, Phillip G. Janicak, M.D., Jasmanda 
H. Wu, Ph.D., Joan Amatniek, M.D., Lian Mao, Ph.D., 
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Carla M. Canuso, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

learn that paliperidone extended-release (paliperidone ER) 
tablets may be associated with reduction in overall mental 
health resource use in patients with schizophrenia.

SUMMARY:
Introduction: Schizophrenia care produces a substantial 

economic burden. Interventions that reduce resource use 
are of interest to clinicians and payers. Objective: To assess 
changes in mental health resource use following initiation of 
paliperidone extended-release (ER) tablets in 3 double-blind 
(DB) trials and their open-label extensions (OLE). Methods: A 
retrospective chart review generated data on resource use during 
the 12 months before and after the DB trials. Additional IRB 
approval and informed consent were obtained. Average number 
of inpatient and ambulatory care services in the pre- and post-
periods was calculated, including use of bootstrap resampling 
methods to assess statistical significance of differences. Total 
person-years were calculated for the pre- and post-periods 
to account for different lengths of observation. Separate 
analyses were performed by country. Results: Patients (n=79) 
were from the US (38.0%), Canada (19.0%) and Malaysia 
(43.0%). Mean (+/-SD) patient age was 38.0 (+/-10.4) years, 
73.4% were male, and 70.9% received prior treatment with 
antipsychotics. During the OLE, the mean paliperidone ER 
treatment duration (+/-SD) was 226.4 (+/-142.3) days and 
the mean dose was 11.5 (+/-2.2) mg. Overall, paliperidone 
ER patients used fewer resources after drug initiation (mean 
reduction per person-year: days hospitalized=12.1, P=0.002; 
number of ER visits=0.3, P=0.038; number of psychiatric-
related office visits=2.3, P<0.001; number of psychotherapy 
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sessions=0.4, P=0.004). Subgroup analyses revealed that the 
greatest reduction in most resource categories occurred at US 
sites (e.g., mean reduction in days hospitalized per person-
year=19.7 in the US, 6.3 in Canada and 7.1 in Malaysia). 
CONCLUSION: In this post-hoc analysis, paliperidone ER 
was associated with a statistically significant reduction in 
mental health resource use. Prospective studies are needed 
to confirm the findings. Supported by Ortho-McNeil Janssen 
Scientific Affairs, LLC.
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poster 164.  Recovery-Oriented Care on an 
Inpatient Psychiatric Unit
Melissa Buboltz, M.D., 3710 S.W. U.S Veterans Hospital 
Road, Portland, OR 97239,  Annette Matthews, M.D., Bonita 
Davis, C.T.R.S.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to define basic principles of recovery and identify recovery-
oriented interventions used on an inpatient psychiatric unit.

SUMMARY:
Background: The Portland VA Medical Center has been 

implementing recovery-oriented interventions in multiple 
areas of the medical center. Methods: Education from recovery 
coordinators, multidisciplinary collaboration, and consumer 
input have been instrumental to these changes. Results: This 
poster identifies interventions that are being made on the 
inpatient psychiatric unit and other areas of the hospital that 
interface with acute psychiatry including the mental health 
clinic and day treatment program.  Examples include recovery 
groups, use of peer support specialists, and the development 
of discharge plans that incorporate key recovery concepts. 
Conclusion: Recovery-oriented interventions have the 
potential to improve patient care and enhance the educational 
experience of residents and medical students on an acute 
inpatient psychiatric service.  Culture change is a process in 
which interventions in multiple areas of the medical center 
can build upon one another.
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1. Jacobson  N & Greenly D. (2001). What is recovery? A 
    conceptual model and explication. Psychiatric Services, 
    52: 482-485.
2. Anthony WA, Cohen M, Farkas M, & Gagne C. (2002). 
    Psychiatric Rehabilitation, 2nd edition. Boston: Boston 
    University Center for Psychiatric Rehabilitation.

poster 165.  Outcome Among Community 
Dwelling Older Adults with 
Schizophrenia: Results Using Five 
Conceptual Models
Richa Pathak, M.D., SUNY Downstate Medical Center, 450 
Clarkson Avenue, Brooklyn, NY 11203, C.I. Cohen, M.D., 
P. Ramirez, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to recognize the conceptual models and their components 
used to measure outcomes of schizophrenia in the elderly 
population.

SUMMARY:
Objective: There have been few studies examining the 

outcome of schizophrenia in later life. In this study, we 
assess outcome based on 5 conceptual models. Methods: The 
schizophrenia (S) group consisted of 198 community-dwelling 
persons aged 55 years and older who developed schizophrenia 
before age 45 years. A community comparison (CC) group (N = 
113) was recruited using randomly selected block-groups. We 
operationalized 5 outcome measures based on the following 
conceptual models: Remission using a modification of criteria 
proposed by Andreasen et al.; Recovery by adapting the criteria 
suggested by Liberman et al.; Community Integration using 
the conceptual model of Wong and Solomon; Subjective and 
Objective Aging using the model of Rowe and Kahn. Results: 
49% of the S Group met criteria for remission, and 17% 
met criteria for recovery. There were significant differences 
between the S and CC groups in the distribution of community 
integration and successful aging scales: 41% of the CC met at 
least 10 of 12 criteria versus 23% of the S on the Community 
Integration Scale; 19% of the CC met all six criteria versus 2% 
of the S on the Objective Successful Aging Scale; 27% of the 
CC versus 13% of the S met all six criteria on the Subjective 
Successful Aging Scale. Correlations among the five outcome 
measures ranged from .23 to .53; the median shared variance 
was 13%. Conclusion: There is a wide variability in outcome 
in later life depending on which measure is used. Although 
outcome measures contain some similar items, they are 
largely independent of each other. Thus, rather than one 
universal measure, each measure offers a different perspective 
on outcome that can provide useful guidelines for researchers, 
clinicians, and policymakers.
REFERENCES:
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poster 166.  Comfortroom Project 
Enschede, The Netherlands:  An update of 
results.
René De Veen, M.D., Kottenhof 6, Enschede, 7522 RB
Netherlands



posters

104

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to understand the effects of this intervention on rates 
of seclusion and restraint. He or she will have learned that 
comfortrooms offer a alternative for seclusion and restraint, 
but also are an instrument to bring about a change in the way 
to engage the patient but also to change the treatment culture 
in a mental health care facility.

SUMMARY:
Background: In The Netherlands seclusion is a widespread 

intervention. The Comfortroom project aims at reducing 
seclusion rates and achieving a change in treatment culture 
by using this alternative intervention in stead of seclusion. 
The use of Comfortrooms is combined with the Engagement 
Model (Murphy & Bennington-Davis, 2005) to create a safer 
treatment milieu. In this model, an open, trauma-informed 
and hospitable attitude of employees is crucial. The model 
is implemented in three years. A study assesses factors that 
influence the process of this planned culture change and the 
effect of the introduction of this American intervention in a 
Dutch hospital. This study is a presentation of preliminary 
results. Objective: Is this change of treatment culture in The 
Netherlands possible and is the concept of Comfortrooms, 
combined with Engagement model, a good instrument to 
bring this about? Method. Several sources were used to 
capture outcome, such as a day to day registration of seclusion 
room use, a day to day registration of aggressive incidents by 
means of the SOAS-r (Nijman et. al, 1999) and by means of 
qualitative interviews with various key actors in the change 
process. Results: Results of the outcome measurements will 
be presented, showing a significant decline in seclusion room 
use in the project wards, together with a decline in aggressive 
incidents, proving some effect on ward culture and safety. 
Qualitative information shows a change of culture was 
primarily related to client input in ward therapeutical climate. 
Discussion: There is little doubt that the use of Comfortrooms 
is successful. Question is whether the drop in seclusion rates 
is a direct effect of the use of these rooms or of the change 
in treatment culture and staff-attitude. Current data do not 
differentiate sufficiently. Implications for further qualitative 
research will be presented, new focuses of attention and 
research will be indicated.
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poster 167.  Hyponatremia and Falls on an 
Inpatient Psychiatric Unit
David Goldbloom, M.D., 315 Avenue C, #11E, New York, NY 
10009, Ramin Mojtabai, M.D., Ph.D., Michael Serby, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to recognize the correlation of falls on an inpatient 
psychiatric unit to hyponatremia and psychiatric medications 
known to cause low serum sodium.

SUMMARY:
Background: A recent report identified hyponatremi as a risk 

factor for falls in patients presenting to a medical emergency 
department (Renneboog, et al.).  Falls are a major concern 
in psychiatric inpatient facilities, and it is known that serum 
sodium (Na) levels may be lowered by many of the medications 
utilized on such units, most notably selective serotonin 
reuptake inhibitors (SSRIs) (Jacob and Spinler). The present 
study explored a possible relationship between falls and the 
presence of hyponatremia on an inpatient psychiatry service. 
It also examined the role of SSRIs as a contributing factor to 
hyponatremia and falls.  Methods: We reviewed the records of 
all patients with reported falls (n=131) over the year 2006 in 
the inpatient psychiatry service of Beth Israel Medical Center 
in New York City (92 beds). The records of 124 patients, 
matched for age and gender, who did not fall in the same 
calendar year were randomly selected and also reviewed (See 
Table 1). The incidence of hyponatremia and frequency of 
SSRI prescription were noted amongst each patient population. 
The measured Na closest in time prior to the fall was used 
for the cases (falls) while a random number table was used 
to select a Na for comparison in the controls (no falls). Data 
were analyzed using contingency tables and X2 tests. Results: 
Ten falls (7.6%) occurred in patients with abnormal Na levels 
(range 131-134) and 121 falls (92.4%) were associated with 
normal Na values. Similarly, ten (8.1%) of the controls were 
found to have Na levels below normal (range 128-134) while 
114 (91.9%) had normal Na values (chi square = 0.02, df = 
1, p = 0.89, See Figure 1). Of the 10 falls that occurred in 
patients who were noted to be hyponatremic, 2 (20%) were 
also associated with concurrent SSRI administration. Three 
(30%) of the controls noted to be hyponatremic were taking 
SSRI medication (chi square = 0.27, df = 1, p = 0.605, See 
Table1).  Discussion: These data demonstrate that there is no 
significant difference in the incidence of hyponatremia amongst 
the population of patients who fell in 2006 compared to those 
who did not. Similarly, SSRI medications were no more or 
less responsible for hyponatremia amongst the fall and control 
patient populations. In conclusion, neither hyponatremia nor 
SSRI prescription appears to be a significant risk factor for 
inpatient falls.

REFERENCES:
1. Jacob S, Spinler SA. Hyponatremia associated with selec-
    tive serotonin-reuptake inhibitors in older adults. Ann 
    Pharmacother. 2006 Sep;40(9):1618-22.
2. Renneboog B, Musch W, Vandermergel X, Manto MU, 
    Decaux G. Mild chronic hyponatremia is associated with 
    falls, unsteadiness, and attention deficits. Am J Med. 2006;
    119(1):71.e1-8.



posters

105

poster 168.  Factors Influencing the 
Extremes of Treatment Outcomes in 
Assertive Community Treatment (ACT) 
Team Patients
Kay Dantzler, M.D., Community Psychiatry Program, 
University of Alabama at Birmingham, 908 20th Street 
South, Birmingham, AL 35294, John A. Dantzler, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to list several factors that influence the outcome of 
a patient receiving ACT (Assertive Community Treatment) 
services. The participant should gain a better understanding 
of the complexity and range of services provided by ACT 
teams, and how these services can be affected by patient 
characteristics.

SUMMARY:
This poster presents a qualitative analysis of outcome data 

from four patients treated by the University of Alabama at 
Birmingham’s ACT team. The patients were selected by team 
members as representing the two most outstanding successes 
and the two most outstanding failures that the team had 
experienced. Team members were interviewed about all of 
the factors that they felt had contributed to the outcomes with 
these particular patients. The commonalities and contrasts 
within these data were analyzed. The factors which seemed 
most important in determining the outcomes with these 
patients were the presence or absence of predictable behaviors 
in the patients at the time of engagement, team members’ 
perceptions of the likeableness of the patients, the severity 
of the patients’ substance abuse disorders, and the patients’ 
perceptions of the inherent value of services offered by the 
team. It is hoped that this and further research concerning 
the factors most strongly influencing ACT team success will 
improve selection of patients most appropriate for ACT team 
treatment as well as improving the quality of that treatment.
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poster 169.  A Genetic Signature of 
Iloperidone Efficacy in the Treatment of 
Schizophrenia
Supported by Vanda Pharmaceuticals
Simona Volpi, Ph.D., Vanda Pharmaceuticals Inc., 9605 

Medical Center Drive, Rockville, MD 20850, Louis 
Licamele, M.S., Christian Lavedan, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Demonstrate understanding of SNPs predictive 
of an enhanced response to iloperidone in patients with 
schizophrenia; 2.) Recognize that combined presence of 
favorable genotypes can increase the power of predictions 
of the response to iloperidone; and 3.) Recognize that SNPs 
predictive of a response to iloperidone do not necessarily 
predict response to other antipsychotics.

SUMMARY:
Introduction:  In a clinical study of the efficacy of iloperidone, a 

new antipsychotic developed for the treatment of schizophrenia 
with an improved profile for extrapyramidal symptoms and 
metabolic side effects, 6 single nucleotide polymorphisms 
(SNPs) were shown to be associated with efficacy. This 
study quantified the diagnostic value of these SNPs for 
iloperidone treatment and their effect on response to an active 
comparator and placebo. Methods: A pharmacogenomic study 
was conducted in a randomized, double-blind, multicenter, 
phase III clinical trial evaluating iloperidone (24 mg/day), 
ziprasidone (160 mg/day), and placebo for 28 days in patients 
with schizophrenia. The primary efficacy variable was change 
from baseline in the Positive and Negative Syndrome Scale 
Total (PANSS-T) score. DNA samples (iloperidone 218; 
ziprasidone 103; placebo 105) were genotyped for >500,000 
SNPs. Odds and likelihood ratios, specificity, sensitivity, 
and predictive values were calculated. Results: The 6 SNPs 
associated with iloperidone response showed odds ratios 
ranging from 2.43 to 3.57 for ?20% improvement in PANSS-
T score. The highest specificity and positive predictive value 
were observed with rs11851892 (NPAS3), while the highest 
sensitivity and negative predictive value were seen with 
rs9643483 (XKR4). None of the 6 SNPs were significantly 
associated with response to ziprasidone. The combination of 
6 markers defined several groups of patients with different 
probability of response to iloperidone. Almost 80% of the 
patients with the optimal genotype combination (27% of all 
patients) showed ?20% improvement in PANSS-T score. 
Conclusions: This study shows that genetic markers could 
predict an enhanced response to iloperidone. These findings 
support the application of pharmacogenomics to differentiate 
medication options and improve individualized treatments for 
schizophrenia. Vanda Pharmaceuticals sponsored this study.

REFERENCES:
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poster 170.  Extrapyramidal Symptom and 
Akathisia Profile of Iloperidone in Phase 
III Schizophrenia Clinical Trials
Supported by Vanda Pharmaceuticals
Paolo Baroldi, M.D., Ph.D., 9605 Medical Center Drive, 
Suite 300, Rockville, MD 20850, John Lauriello, M.D., 
Rosarelis Torres, Ph.D., Curt D. Wolfgang, Ph.D., John 
Feeney, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be able 

to demonstrate an understanding of the risk of extrapyramidal 
symptoms and akathisia with iloperidone.

SUMMARY:
Background: Antipsychotic-induced extrapyramidal symp-

toms (EPS) and akathisia can influence functioning, quality of 
life, and treatment adherence. Iloperidone, a mixed D2/5-HT2 
antagonist being developed for the treatment of schizophrenia, 
is under review by the FDA. Currently available atypical 
antipsychotics still show a range of liability to cause EPS or 
akathisia, so investigation of the potential for causing these 
adverse events is an important aspect of any antipsychotic 
agent development program. Methods: EPS and akathisia were 
assessed in a pooled analysis of iloperidone data from 4 short-
term, phase III, double-blind, placebo-controlled clinical trials 
of adult patients with acute schizophrenia. Outcomes include 
rates of treatment-emergent adverse events (TEAEs), change 
from baseline on the Extrapyramidal Symptoms Rating Scale 
(ESRS) and on the Barnes Akathisia Scale (BAS), and rates 
of concurrent anticholinergic use. Results: A total of 2505 
patients (iloperidone 4–24 mg/day, n=1344; haloperidol 5–20 
mg/day, n=118; risperidone 4–8 mg/day, n=306; ziprasidone 
160 mg/day, n=150; placebo, n=587) were included. EPS 
was reported as a TEAE in 15.6% of iloperidone, 53.4% of 
haloperidol, 28.1% of risperidone, 24.0% of ziprasidone, and 
11.6% of placebo patients. Mean changes in Overall EPS on 
the ESRS scores from baseline to endpoint were  0.3 with 
iloperidone, 1.8 with haloperidol, -0.3 with risperidone, 0.2 
with ziprasidone, and -0.3 with placebo. Akathisia was reported 
as a TEAE in 2.5% of iloperidone, 13.6% of haloperidol, 6.9% 
of risperidone, 7.3% of ziprasidone, and 2.7% of placebo 
patients, and worsening of akathisia (BAS scores) was 
reported in 7.8% of iloperidone, 15.5% of risperidone, 15.6% 
of ziprasidone, and 11.4% of placebo patients. Conclusions: 
Iloperidone may have a lower propensity to cause EPS 
or akathisia compared with haloperidol, risperidone, or 
ziprasidone. Vanda Pharmaceuticals sponsored this study.

REFERENCES:
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poster 171.  Ethnic Differences in 
Metabolic Effects of Aripiprazole and 
Olanzapine in Episode Schizophrenia 
(CN138-002)
Richard Whitehead, B.S., Otsuka America Pharmaceutical, 
Inc., Medical Affairs, 2440 Research Boulevard, Rockville, 
MD 20850, Jonathan Meyer, M.D., Edward Kim, M.D., 
M.B.A., Lisa Rosenblatt, M.D., M.P.H., Andrei Pikalov, 
M.D., Ph.D.
EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant should 

be able to understand the relationship between ethnicity and 
metabolic complications of antipsychotic therapy.
SUMMARY:
Objective: To assess ethnic differences in metabolic effects 

of aripiprazole and olanzapine in patients with schizophrenia. 
Methods: Data from a 26-week double-blind randomized 
controlled trial comparing aripiprazole with olanzapine 
(CN138-002) was stratified by ethnicity. Patients in the 
safety sample were classified as “White/Other”, “Black”, 
or “Hispanic” patient groups. Within each subgroup, we 
conducted an ANOVA on body mass index (BMI), weight, 
waist circumference, systolic and diastolic blood pressure 
(SBP and DBP), serum lipids and glucose and glycosylated 
hemoglobin (HgbA1c). The last observation carried forward 
(LOCF) was applied in data analysis. Results: The safety 
sample of 304 yielded 167 White/Other, 86 Black and 51 
Hispanic cases. Baseline differences between treatment 
arms were limited to the Hispanic patient sample in which 
aripiprazole patients were older than olanzapine patients 
(p=0.03). In the White/Other patient group, olanzapine was 
associated with significantly greater increases in BMI, weight 
and waist circumference (p<0.01), as well as increased SBP 
compared with aripiprazole (p=0.03). Serum triglycerides and 
low-density lipoprotein also favored aripiprazole (p=0.02). 
In the Black patient group, olanzapine was associated with 
greater increases in weight (p=0.03). Serum high-density 
lipoprotein changes favored aripiprazole (p<0.01). There were 
no treatment differences in Hispanic patients on any metabolic 
parameters studied. Conclusions: The different metabolic 
profiles demonstrated by aripiprazole and olanzapine vary in 
different ethnic groups. Further studies are warranted to assess 
the interaction between treatment and ethnicity.
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poster 172.  Coping Strategies in Older 
Adults With Schizophrenia
Nurun N. Begum, M.D., Ph.D., Resident, SUNY Downstate 
Medical Center, 450 Clarkson Avenue, Brooklyn, NY 11203, 
Carl I. Cohen, M.D., Paul M. Ramirez, Ph.D.
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EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to conceptualize various coping strategies used by older 
adults with schizophrenia in the process of recovery.

SUMMARY:
Background: Although coping strategies play a critical role in 

the recovery process, there are little data on how older adults 
with schizophrenia employ various coping styles. This study 
examines the moderating and mediating role of various coping 
styles in affecting the impact of positive symptoms and other 
stressors on community integration among persons age 55+ 
with schizophrenia. Methods: The schizophrenia(S) group 
consisted of 198 persons aged 55+ living in the community 
who developed schizophrenia before age 45.  We excluded 
persons with substantial cognitive impairment. A community 
comparison(C) group (n=113) was recruited using randomly 
selected block-groups. This study uses the theoretical 
framework of Pearlin and Schooler that  elicits both active 
and passive (i.e., avoidant) coping strategies. A modified 
version of Yanos and Moos’ 5-dimension integrative model of 
community adaptation was used to assess the role of coping in 
tandem with other factors that affect community integration. 
Using Pearlin’s coping items, a principal component analysis 
using Varimax rotation was conducted. Five factors were 
identified: cognitive, behavioral, social network, chemical, 
and isolation. The scores of the coping factors were  
compared for the community and schizophrenia groups. For 
the schizophrenia group, logistic regression analyses were 
conducted to examine the impact of each of these coping 
styles on PANSS positive scores and stressors (financial  and 
acute).  Results: There were no difference between C and S 
with respect to Cognitive coping style, whereas the C group 
was more apt to use behavioral coping styles and the S group 
to use the other styles. In the S group, we found that the 
cognitive, behavioral, network coping styles reduced the beta 
values of between positive symptoms and social integration 
by 19%, 4%, and 7.5%, respectively(mediating effect). There 
was an interactive (moderating) effects between the cognitive 
coping and positive symp
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poster 173.  Program Innovation on an 
Acute Inpatient Psychiatric Unit: An 
Opportunity to Address tThe Metabolic 
Syndrome
Lorann Murphy, M.S.N., 1730 W. 25th Street, Behavioral 
Health 2A, Cleveland, OH 44236, David J. Muzina, M.D., 
Roman M. Dale, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to understand: 1.) Three consequences of the metabolic 
syndrome in the psychiatric patient; 2.) How to screen for the 
metabolic syndrome according to ATP-III guidelines; and 3.) 
Program elements that can initiate awareness and behavioral 
change.

SUMMARY:
“Metabolic syndrome” (MetS) is of increasing concern in 

the psychiatric community, with recent studies reporting 
prevalence rates of 32.3% among patients with schizophrenia 
(1) and 16.7% among those with bipolar disorder (2). MetS has 
been associated with an increased prevalence of depression 
(3) and it has further been demonstrated that depressive 
symptoms along a continuum of severity are independently 
associated with multiple unhealthy lifestyles (4). The inpatient 
psychiatry unit provides a valuable setting for clinicians 
to partner with patients in an effort to better recognize and 
manage the important cardiometabolic risk presented by MetS. 
Here we present the innovative multidisciplinary response of 
the Cleveland Clinic inpatient psychiatric unit at Lutheran 
Hospital to address this clinical issue. Methods/Results: The 
unit began a quality assurance project to screen each patient 
for MetS according to Adult Treatment Panel-III guidelines 
and added measurement of high sensitivity C-reactive protein 
as a potential marker of heart disease risk. Nutrition is serving 
healthier snacks including fruit, baked chips, sugar-free gelatin 
and pudding. Occupational Therapy sessions teach patients 
how to use artificial sweeteners and applesauce through baking 
classes as well as how to prepare “Heart Healthy” snacks and 
appetizers. Nursing began a Healthy Lifestyles Group focused 
on exercise and healthy nutrition. Upon discharge, the patient’s 
community psychiatrist receives a letter with the patient’s 
fasting laboratory results, vital signs, waist circumference and 
identified risk factors. Social Work makes appointments with 
primary care physicians for patients who screened positive for 
MetS. Conclusions: Although results from our MetS screening 
project are pending, all inpatient psychiatry units should 
consider how best to partner with their patients in efforts to 
recognize and reduce MetS risk.
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poster 174.  Recurrent Readmission to 
Inpatient Psychiatric Care: A Pilot Study 
of a Treatment Planning Intervention
Christine Dunn, M.A., Yale School of Medicine, Department 
of Psychiatry, Program for Recovery and Community Health, 
319 Peck Street, Building 1, 1st Floor, New Haven, CT 
06513, Timothy Schmutte, Ph.D., William H. Sledge, M.D.
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EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 

be able to promote the recovery, self-determination, and 
inclusion of people facing psychiatric disability, addiction, 
and discrimination through focusing on their strengths and the 
valuable contributions they have to make to the lives of their 
communities. Through collaborative research and evaluation, 
education and training, policy development and analysis, and 
consultation.
SUMMARY:
Objective: To explore the impact of discharge planning on 

readmission rate at six months for patients who are recurrently 
readmitted to psychiatric hospitalization. Methods: The data 
is derived from a prospective study of recurrently readmitted 
inpatients (three admissions within eighteen months) who 
were followed prospectively after having been administered 
a treatment planning innovation. Conditions at discharge 
were examined by chi square and stepwise regression in an 
effort to determine conditions at discharge that predicted 
readmission from the index hospitalization. Results: Patients 
who demonstrated a good concept of their case management 
services enjoyed significantly less readmission. Conclusions: 
Patient understanding of discharge planning may be essential for 
preventing readmission. However, more research investigating 
this proposition is necessary. Body Recurrent readmission to 
inpatient psychiatric services is a vexatious problem for all 
involved in mental health services. Klinkenberg and Calsyn 
(1) proposed system responsiveness as the most important 
element associated with high readmission rates. One approach 
to system responsiveness has been discharge planning. 
Caton and colleagues (2) found adequate discharge planning 
significantly influenced compliance and re-hospitalization 
in the first three months after index hospitalization. This 
report describes an unexpected finding in conduct of a pilot 
discharge planning intervention evaluation among patients 
with histories of recurrent psychiatric hospitalization. Patients 
who were hospitalized twice or more in the 18 months prior 
to the index hospitalization, 18 years of age or older, fluent 
in English, and able to give informed consent were invited 
to participate. Thirty-one subjects were enrolled and followed 
monthly for six months after discharge in order to determine 
their adherence to the treatment plans and to assess clinical 
outcome. 
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poster 175.  Choice of Medication Could 
Have an Impact on Quality of Life In 
Schizophrenic Patients:  A Comparison of 
First and Second Generation 
Antipsychotics with Regard to  Smoking 
Rates

Mahboob Aslam, M.D., M.S., 322 Augur Street, #3, Hamden 
CT 06517, Judie Kwolek, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participants should be 

able to recognize the possible correlation between reduced 
rates of smoking among patients with schizophrenia and 
treatment with atypical antipsychotics as compared to those 
patients treated with typical agents, to understand the proposed 
biochemical explanation for this difference, and to appreciate 
the profound impact that switching to a second generation 
drug can have on  patients quality of life.

SUMMARY:
Background: Nicotine is known to improve cognitive func-

tion in patients with schizophrenia, particularly in the domains 
of sustained and focused attention as well as working memory. 
It also aids in improving auditory gating deficits and deficits 
in pre-attention information processing. Self-medicating with 
nicotine to improve cognition could explain why individuals 
with schizophrenia have extremely high rate of cigarette 
smoking, ranging from 58% to 90 %( 1). In some studies, the 
amount of nicotine consumed correlated with occupancy of D2 
receptors by different antipsychotics (2). In one study patients 
on typical antipsychotics were considered to be more prone to 
nicotine consumption, possibly due to stronger binding with 
D2 receptors. Atypical antipsychotic drugs have the advantage 
of improving negative symptoms and therefore enhancing 
cognition, and this too, may contribute to lower smoking rates. 
Methods:  To test this hypothesis, we reviewed 131 charts for 
patients with schizophrenia. Twenty patients were receiving 
treatment with first generation antipsychotics and 111 patients 
were prescribed second-generation antipsychotics.  Results:  
It was found that out of 20 patients on typical anti psychotics, 
12 were smokers (60 %) and 8 were non-smokers (40%). Out 
of 111 patients on atypicals, 39 were smokers (35.13%) and 
72 (54.87 %) were non-smokers. Therefore, it was determined 
that the smoking rate was significantly higher for those patients 
receiving first generation drugs. These findings confirm results 
of earlier studies suggesting that higher rates of smoking may 
be related to treatment with typical agents. Conclusion:  The 
findings of this study provide one reason to consider switching 
patients from typical agents to atypical agents, as this could 
develop into a step towards smoking cessation in patients with 
schizophrenia, who are already prone to cardiovascular and 
metabolic diseases.
REFERENCES:
1. Micheal T. Compton, MD, MPH. Cigarette smoking in in-
    dividuals with schizophrenia. Medscape Psychiatry and 
    Mental Health. 2005;10(2) 2005 Medscape. Posted 11/16/
    2005.
2. de Haan L; Booji J; Lavalaye J; van Amelsvoort T; linszen 
    D. Department of Psychiatry , Academic Medical center, 
    University of Amsterdam, Amsterdam, The Netherlands. 
    Psychopharmacology (Berl). 2006; 183;(4):500-5 (1ssn: 
    0033-3158).
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poster 176.  Retrospective Study on the 
Effects of Decreased Visit Frequency 
on Stabilization and Appointment 
Compliance of Clozapine Patients 
Mirlande Jordan, M.D., 45 Ashley Avenue, Building 57, 
Middletown, NY 10940, Ashokkumar Patel, M.D., Hameeda 
Jangda, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion, the participant should be able to recognize 

that clozapine patients who have transitioned from biweekly to 
monthly blood work monitoring can be adherent to treatment, 
if they are involved in groups, and continue to attend regular 
appointments to see a physician or therapist. 

SUMMARY:
To study the effects of visit frequency on stabilization and 

appointment compliance of clozapine patients following 
change of clozapine monitoring standards in 2005 of white 
blood cell counts from two weeks to four weeks, after 
these patients have been on clozapine for at least one year. 
In a study, where the effects of visit frequency on drug 
adherence was studied when blood work monitoring (white 
blood cell/absolute neutrophil count) went from weekly to 
biweekly after six months of clozapine therapy, significant 
effects of visit frequency on adherence to clozapine therapy 
were noted. (1). In this study, two groups of subjects were 
studied; subjects who were treated before, and after the FDA 
labeling change in monitoring frequency, on April 1, 1998.  
For the patients inadequately adherent to therapy an increase 
in visit frequency of weekly monitoring, prior to the change 
to biweekly monitoring helped them to be more adherent to 
treatment.  They were not as adherent, to treatment when they 
were seen biweekly. Adherence, and concordance are often 
used as synonyms for compliance (2). Not much has been 
written about this topic. According to the literature, other 
than the study mentioned above, there have been no other 
studies concerning this topic. We propose that change in visit 
frequency did not affect patient stabilization and appointment 
compliance following change of clozapine monitoring 
standards in 2005. It could be that these patients went to 
groups, and were being monitored in other ways, so change in 
visit frequency had no effect on patient stabilization as well as 
appointment compliance.

REFERENCES:
1. Patel NC, Crismon ML, Miller Al, Johnsrud MT Drug ad-
    herence: effects of decreased visit frequency on adherence 
    to clozapine therapy. Pharmacotherapy. 2005 Sep; 25 (9): 
    1242-7.
2. Keith SJ, Kane JM.  Partial compliance and patient conse-
    quences in Schizophrenia: our patients can do better. J 
    Clin Psychiatry 2003; 64: 1308-15.

poster 177.  The Effect of Smoking 
Cessation on Patient Outcomes in the 
State Hospital Setting Among the High 
End User Population
Habibah Mosley, D.O., 1901 N. DuPont Highway, New 

Castle, DE 19720, Arshad U. Siddiqui, M.D., Gerard 
Gallucci, M.D., Steven Dettwyler, Faith Morris, Carol 
Kuprevich, Ed.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this presentation, the participant will be 

able to recognize the impact of smoking cessation on patient 
outcomes in the inpatient population. In addition, participants 
will develop a better understanding of the various issues 
involved with the implementation of a smoking cessation 
initiative.

SUMMARY:
Introduction/Hypothesis: Mental health patients are noted 

to smoke as much as three times the rate of the general 
population with higher relative risk of death. Cessation rates 
among smokers with any current mental health diagnosis are 
significantly lower than smokers with no history of mental 
illness. Smoking has become a part of the milieu of public 
mental health facilities. Patients can become more anxious 
waiting for, or having missed a smoke break, which may lead 
to more Pre Ren Nata (PRN) medication use, and/or more 
incidences of adverse patient outcomes. Approximately 59 
percent of public mental health facilities still allow smoking.  
The Delaware Division of Substance Abuse and Mental health 
has initiated a campus-wide no smoking policy that started 
January 15, 2008.  The purpose of this study is to compare 
the difference in patient outcomes among a group of patients 
who are high end users of psychiatric services before and 
after smoking cessation efforts were initiated.  The goal of 
this study is to examine a fixed identifiable population of 
individuals with persistent and serious mental illness who 
comprise the “High End User” population to see how patient 
outcomes on the inpatient unit differ before and after smoking 
cessation.  It is anticipated that our study will demonstrate 
that patient outcomes will improve, with an overall decrease 
in unfavorable patient outcomes over the course of 6 months 
following smoking cessation as opposed to 6 months prior.  
Methods:  A chart review of the high end user population 
in the six-month periods pre and post initiation of smoking 
cessation. Various patient outcomes will be considered.  
Results: Preliminary results (25% of total population to 
be studied) suggest significant decrease in adverse patient 
outcomes. Conclusion/Discussion: Adverse patient outcomes 
were significantly decreased after initiation of smoking 
cessation program in a state hospital. 

REFERENCES:
1. Ward MM, Vaughn TE, Doebbeling BN, Jones MF, Wool-
    son RF, Bross DS, Branch LG. Effect of smoking cessa-
    tion guidelines on provider practice patterns and patient 
    outcomes. Abstr Book Assoc Health Serv Res Meet. 16: 
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2. M. Hamilton, R. Weyant. Smoking cessation training im-
    proves provider performance but has limited effect on pa-
    tient smoking behavior. Journal of Evidence Based Dental 
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                                      Symposium 1		

Thursday, October 2                 8:30 a.m.-11:30 a.m.

Life Skills Interventions for Adults With 
Psychiatric Disabilities Who Are at Risk 
for Homelessness
Thomas W. Allen, M.D., 446 E. Ontario Avenue, 6-200, 
Chicago, IL 60611, Christine A. Helfrich, Ph.D., OTR/L

Educational Objectives: 
At the conclusion of this session, the participant should be 

able to demonstrate the benefits of using an occcupationally-
based, manualized life skills training program to aide in the 
overall recovery of adults who are homeless and mentally ill.

OVERALL SUMMARY: 
Nearly 90% of the homeless population in the U.S. expe-

riences a psychiatric disability every year. These individuals 
lose housing due to difficulty managing on a low budget, not 
paying rent, isolation, and lack of meaningful occupation. The 
absence of personal choice by consumers of mental health 
services has been linked to a decreased ability to maintain 
housing and meet their basic needs; therefore, consumer in-
volvement is paramount to providing successful and relevant 
services. A positive association exists between the ability 
of consumers to choose and control their receipt of, and ac-
cess to, services and their ability to function independently. 
Despite these known facts, there is an absence of evidenced-
based data supporting the outcomes of self-determined life 
skill interventions with adults with psychiatric disabilities. In 
a three-year federally funded study, the workshop presenters 
have demonstrated that a manualized life skills intervention 
applying empowerment theory and situated learning to occu-
pational therapy improved skills in food, money, room and 
self care management and safe community participation for 
adults with mental illness who are at risk for homelessness. 
The intervention was conducted with 100 module completers, 
who completed an initial evaluation, enrolled in at least one 
of four life skills intervention modules which included six 
didactic group and six practical individual sessions to apply 
the material, and then completed module posttests and practi-
cal skills tests. All assessments were repeated three and six 
months later to measure change and retention of skills and 
knowledge. An empowerment evaluation of the process and 
outcomes of intervention content and format was conducted 
using participatory approaches. The data suggest that through 
an intervention that emphasizes empowerment and self de-
termination, this population may develop and retain the life 
skills needed to maintain residential stability.

1.  A case study examining the application 
of the transtheoretical model of 
change and social learning theory in a 
life skills intervention for homeless 
adults with mental illness
Emily K. Simpson, M.S., Assistant Professor, Midwestern 
University, Occupational Therapy Program, 555 31st Street, 
Downers Grove, IL  60622

SUMMARY: 
This case study highlights the experience of one person who 

completed an intervention designed to improve the life skills 
of adults with mental illnesses who are at risk of becoming 
homeless.  The purpose of this case study is to emphasize the 
relationship between readiness to change - according to the 
transtheoretical model of change – and the outcomes of an 
intervention, improving an individual’s ability to maintain 
housing.  The participant in the study received education and 
an opportunity to practice skills in the areas of money man-
agement, food and nutrition management, safe community 
participation, and room and self care.  He was assessed pre- 
and post-intervention, as well as 3 and 6 months later, using 
the University of Rhode Island Change Assessment -Psycho-
therapy Version, Occupational Self Assessment, Allen Cogni-
tive Level Screen, and the Assessment of Motor and Process 
Skills.  Over the course of the four-month intervention, the 
participant’s stage of change went from contemplation to ac-
tion.  His goals, as well as his priorities on the Occupational 
Self Assessment, shifted from more externally focused items 
to those related to self-improvement and personal change. The 
empowerment approach and social learning method of this 
intervention allowed participants to become involved in the 
intervention regardless of their stage of change, even though 
their individual goals and skill attainment varied. This case 
illustrates that even though one may have debilitating symp-
toms of anxiety, paranoia and social dysfunction, with time 
and gradual exposure to new skills and learning opportunities, 
one can develop relationships, identify personal achievements, 
and become more successful at interacting and performing 
within one’s environment. Similar to the larger study, the re-
sults of this case provide an example of how it is important 
to exercise caution in using the action stage of readiness as a 
requirement for one to participate in a particular intervention.

2.  Assessing Cognitive Functioning in 
Adults with Mental Illness at Risk for 
Homelessness Using Social Learning-
Based Life Skill Interventions
Peggy S. Sabol, M.A., Northwestern Memorial Hospital, 446 
E. Ontario, 7/246, Chicago, IL  60611

SUMMARY: 
Many people who are homeless and live with a severe men-

tal illness encounter numerous challenges that make daily 
functioning particularly difficult. Some of the most significant 
challenges in this population can be cognitive limitations.  
This paper presents the results of a four-year outcomes study 
that evaluates the effects of teaching life skills to people with 
mental illness at risk for homelessness. Participants were eval-
uated using a comprehensive assessment battery, including 
the Allen Cognitive Level Screen (ACLS), pre-intervention, 
post-intervention and at three and six months post-interven-
tion.  The manualized intervention included modules address-
ing financial management, nutrition management, room and 
self-care, and safe community participation.  The concepts of 
social learning theory allowed participants to take responsibil-
ity for their own treatment.  This theoretical framework also 
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allowed people of different cognitive levels to participate in 
the same intervention group.  Individuals who functioned at 
higher levels were seen as role models for other participants, 
and as a result of the group structure and empowerment ap-
proach, individuals with more functional challenges were per-
ceived as contributing members of the group. The content of 
individual sessions was adapted to the particular level of each 
participant.  Scores on the ACLS increased significantly for 
the whole group from pre-intervention to six months post-in-
tervention, with greater changes seen in scores among persons 
in emergency housing compared to those in single room oc-
cupancy housing.  The relationship of ACLS scores to partici-
pant demographics and scores on other assessment tools will 
be discussed.  The impact of cognitive functioning on group 
participation using a social-learning model will be explored 
with case vignettes as illustrations.
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                                    Symposium 2		

Thursday, October 2                 8:30 a.m.-11:30 a.m. 

Davanloo’s Intensive Short-Term Dynamic 
Psychotherapy: Introduction, Part I
James Q. Schubmehl, M.D., 2541 Monroe Avenue, Suite B-7, 
Rochester, NY  14618

Educational Objectives: 
At the conclusion of this session, the participant should be 

able to: 1.) Acquire a vivid sense of the forces underlying hu-
man psychopathology, and a view of crucial elements of the 
healing process; and 2.) Describe main elements of Davan-
loo’s technique as they are applied in the initial psychotherapy 
session.

Summary: 
Highly resistant, poorly motivated patients are a major chal-

lenge to every clinician, especially when the clinical picture 
includes a complex mixture of character pathology and symp-
tom disturbances.  Davanloo’s Intensive Short-Term Dynamic 
Psychotherapy (DISTDP) has shown rapid effectiveness with 
difficult to treat conditions, including functional disorders, de-
pression, panic and other anxiety disorders. This 3 hour sym-
posium will begin with a history of the evolution of psycho-

therapeutic technique to place DISTDP in perspective. This 
will be followed by an overview of the techniques and the 
metapsychology.  This didactic material will then be demon-
strated with extensive video recordings of actual patient inter-
views. The activation of a powerful unconscious therapeutic 
alliance will be shown in a case of a typical hard-to-engage 
patient. As well, the catalytic role of the “unlocking of the 
unconscious” in freeing the patient from the destructive forces 
of the punitive super-ego will be shown.  The format antici-
pates a lively discussion between presenter and participants 
with scheduled blocks of discussion time. This symposium 
will also provide an excellent background for the paired  after-
noon symposium entitled, “Davanloo’s Intensive Short-Term 
Dynamic Psychotherapy: Working-Through, Termination and 
Outcome.” Psychiatrists in clinical practice, early career psy-
chiatrists, psychotherapy researchers and other mental health 
professionals in clinical practice are likely to find this presen-
tation to be both highly engaging and of significant value in 
practice.

References:
1. Davanloo, H. (1990) Unlocking the Unconscious. Chic-
    hester, England. John Wiley and Sons.
2. Davanloo, H. (2000) Intensive Short-Term Dynamic Psy-
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                                  Symposium 3		

Thursday, October 2                  2:00 p.m.-5:00 p.m.

The Impact of Internalized Stigma and 
Identity Transformation on Recovery 
From Severe Mental Illness: Evidence and 
Treatment Directions
Philip T. Yanos, Ph.D., John Jay College of Criminal Justice, 
CUNY, Psychology Department., 445 W. 59th Street, New 
York, NY  10019
Discussant: David Roe, Ph.D.
Educational Objectives:
At the conclusion of this session, the participant should be 

able to: 1.) Describe the relevance of internalized stigma and 
identity transformation to recovery from severe mental illness; 
2.) Recognize and assess the presence of internalized stigma 
in clinical contexts; and 3.) Identify emerging and promising 
strategies for clinically addressing internalized stigma among 
clients with severe mental illness.
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OVERALL SUMMARY: 
Despite growing optimism and interest regarding the possi-

bility of recovery for people with severe mental illness (SMI), 
an essential question for the mental health field continues to 
be how and why progress in moving towards recovery varies 
between individuals, and how service systems can facilitate 
the potential for recovery.  There is evidence that a major, but 
often neglected, way in which SMI impacts subjective and 
objective aspects of recovery is by transforming a person’s 
identity.  A major aspect of this process is the loss of previ-
ously held identities (e.g., as student, worker, parent, etc.) and 
internalization of negative views held by others about people 
with SMI (e.g., that people with SMI are unable to live func-
tional lives); this process is usually referred to as “internalized 
stigma” or “self stigma.”  Accumulating evidence indicates 
that roughly one-third of persons with SMI show evidence of 
high internalized stigma.  There is substantial evidence that 
internalized stigma and related processes have profound nega-
tive effects upon both the objective (e.g., social functioning) 
and subjective (e.g., self-esteem and well-being) components 
of recovery for persons with SMI that persist independent of 
the severity of symptoms.  Despite such research findings, 
there has been little acknowledgment of the potentially central 
role that internalized stigma and identity transformation can 
play in influencing recovery and response to treatment inter-
ventions such as illness management and supported employ-
ment, and even less attention has been devoted to developing 
treatments that can diminish internalized stigma.  The purpose 
of this symposium is to create a forum for discussion of cur-
rent findings on this topic and spur discussion of ways to ad-
vance research and develop treatments to address internalized 
stigma and related processes.

1.  Proposing and Testing a Model of 
the Effects of Self-Illness Identity on 
Recovery-Related Outcomes in Severe 
Mental Illness
Paul H. Lysaker, Ph.D., Roudbeush VA Medical Center, 1481 
West 10th Street, (116h), Indianapolis, IN  46202

SUMMARY: 
Little is known about the impact of self-illness identity on 

recovery from severe mental illness (SMI). The purpose of 
this presentation is to propose a theoretically driven model of 
the impact of self-illness identity on the course and recovery 
from SMI and report evidence from an empirical test of the 
model. We propose that accepting a definition of oneself as 
mentally ill and assuming that mental illness means incom-
petence and inadequacy reduces hope and self-esteem, which 
further increases suicide risk, avoidant coping, poorer social 
interaction, poorer vocational functioning, and symptom se-
verity.  We then present findings of a test of the model us-
ing path analysis from a study with 102 persons with schizo-
phrenia-spectrum disorders.  Path analyses tested a predicted 
model and an alternative model for the relationships between 
the variables. Results from the first model support the view 
that internalized stigma increases avoidant coping, active so-
cial avoidance and depressive symptoms, and that these rela-

tionships are mediated by the impact of internalized stigma 
on hope and self-esteem.  Results from model 2 replicated 
significant relationships from model 1, but also supported 
that possibility that positive symptoms may reduce hope and 
self-esteem. Findings from two models support the possiblity 
that internalized stigma leads persons to have less hope and 
poorer self-esteem, leading to negative outcomes related to 
recovery.

2.  Addressing Engulfment in First Episode 
Schizophrenia: The Role of Self-concept
Elizabeth A. McCay, R.N., Ryerson University, School of 
Nursing, 4th Floor Reception, 350 Victoria Street, Toronto, 
Ontario, Canada M5B 2K3

SUMMARY: 
Young people coping with first episode schizophrenia are 

predisposed to illness engulfment, whereby personal identity 
is lost and replaced with a sense of self defined entirely by the 
illness. Our group has evaluated a 12-week novel group inter-
vention designed to promote healthy self-concepts by reduc-
ing self-stigmatization and engulfment among young adults 
recovering from first episode schizophrenia in a randomized 
controlled trial. We have demonstrated a significant improve-
ment, immediately post-intervention, in engulfment, hope and 
quality of life in those participants who received the interven-
tion compared to those participants who received treatment as 
usual, alone. Improvements were not observed in stigma and 
self-concept, post-intervention. In order to further understand 
the mechanism of action for the group intervention, we under-
took a cross-sectional analysis of the data for all participants 
at time 1, prior to the intervention. The engulfing effects of the 
illness appear to have a differential impact on quality of life, 
according to the individuals’ level of self-concept; specifically 
self-concept moderates the relationship between engulfment 
and quality of life. Those individuals with a more robust sense 
of self appear to maintain high levels of quality of life, in spite 
of high levels of engulfment, whereas those with low self-
concept and high engulfment experience low quality of life. 
These findings underline the complex interaction between the 
young person’s sense of self, the engulfing effects of the ill-
ness and their capacity to remain engaged in their lives, as 
they recover from the illness. Interventions need to take into 
consideration the fit between the proposed intervention and 
individuals’ sense of self as they work through the early stages 
of the illness.

3.  Strategies for Diminshing Self-Stigma
P. Corrigan, Psy.D., Illinois Institute of Technology, 3424 S. 
State Street, Chicago, IL  60616

SUMMARY: 
The focus of this presentation is to review practical exercises 

that help advocates and others to diminish self-stigma.  Our 
ongoing research program has focused on the fundamental 
paradox of self-stigma;  i.e., how some people internalize pub-
lic stigma and suffer diminished self-esteem while others are 
righteously angry about stigma and a third group is indifferent 
altogether. Our work has argued that self-stigma is moderated 
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by group identity and stigma salience.  The majority of the 
presentaiton will focuses on three strategies for dealing with 
self-stigma. Cognitive Reframing:  Some people suffer dimin-
ished self esteem because they apply the stigmatizing attitudes 
of mental illness against themselves.  Aaron Beck’s cognitive 
therapy has been used to teach people how to reframe nega-
tive self-statements into manageable cognitions that do not 
lead to diminished self-esteem and self-efficacy.  Kingdon 
and Turkington have adopted this method to teach people who 
self-stigmatize how to “normalize” the experiences of mental 
illness so self-esteem is not injured.  In this section, we will 
discuss how to identify stigmatizing self-statements, how to 
gather evidence that challenges these statements, and how to 
develop counters and reframes that help the person challenge 
the statements in the future. Disclosure:  Because mental ill-
ness stigma is largely hidden -- i.e., the public cannot tell a 
person falls into the “mentally ill” labeled group unless he or 
she self-reports -- people with mental illness must consider 
whether to disclose their mental illness status to the public.  
This involves:  (1) discussion of the legal protections that 
should prevent unwanted disclosure; (2) consideration of the 
costs and benefits of coming out; and (3) review of the vari-
ous ways a person might disclose.  Fostering Empowerment:  
Strategies that foster personal empowerment will counter self-
stigma.
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                                    Symposium 4		

Thursday, October 2                  2:00 p.m.-5:00 p.m.

Divine Intervention: Transforming the 
Mental Health System Through Faith/
Mental Health Collaboration
Michael A. Torres, M.D., Center for the Integration of 
Spirituality & Mental Health, Inc., 309 N. Charles Street, 
Second Floor, Baltimore, MD 21201, Annelle B. Primm, 
M.D., M.P.H.

Educational Objectives:
At the conclusion of this session, the participant should be 

able to:1.) Recognize the biopsychosociospiritual model as 
well as models of life and wellness that foster a recovery ori-

ented approach to mental health services; 2.) Identify mutual 
interests and goals in the faith community and mental health 
system; 3.) Describe the potential impact of faith/mental 
health partnerships on eliminating mental health disparities; 
and 4.) Identify challenges associated with faith/mental health 
partnerships.

OVERALL SUMMARY: 
Stigma associated with mental health help-seeking remains 

a significant barrier to care.  People of faith commonly rely 
exclusively on religious leaders and pastoral care for support 
in the face of unmet mental health needs. Furthermore, the 
recovery-oriented approach to mental health care, promoted 
as an element of transformation of the mental health system, 
emphasizes hope, a concept embedded in belief systems.  
These are some of the realities that underlie recent develop-
ments across the nation involving partnerships and collabora-
tions between the mental health community and faith com-
munity. There are numerous benefits to be derived from the 
integration of mental health and spirituality to make mental 
health services more appealing to people of faith.  The pre-
senters in this symposium will build a case for integration 
and collaboration between the religious community and the 
mental health community to better meet the needs of people 
of various faiths in a culturally competent fashion.  The bio-
psychosociospiritual model will be discussed, as well as the 
importance of service delivery that values life and wellness 
in a recovery-oriented approach to mental health services.  
The role of pastoral counseling in mental health recovery and 
the importance of increasing acceptability of mental health 
services in a physical health oriented service system will be 
presented.  The challenges associated with faith/mental health 
partnerships will be considered in the context of their poten-
tial positive impact on eliminating mental health disparities 
and transforming the mental health system. Dr. Primm will 
discuss the ways in which religious and spiritual beliefs can 
influence help-seeking behaviors for depression and other 
mental disorders, which can in turn have an impact on chronic 
disease, progression, and outcomes. She will also discuss the 
implications for mental health education and engagement of 
the faith community as a partner in improving overall health 
for underserved populations.

1.  Faith, Spirituality and Cultural 
Considerations in the Context of 
Depression and Chronic Disease Care
Annelle B. Primm, M.D., M.P.H., American Psychiatric 
Association, 1000 Wilson Boulevard, Arlington, Virginia 
22209

SUMMARY: 
Dr. Primm will discuss the ways in which religious and spiri-

tual beliefs can influence help-seeking behaviors for depres-
sion and other mental disorders, which can in turn have an im-
pact on chronic disease, progression, and outcomes. She will 
also discuss the implications for mental health education and 
engagement of the faith community as a partner in improving 
overall health for underserved populations.
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2.  The Relationship Between Pastoral 
Care and the Mental Health System:  How 
Best Can We Partner?
Douglas M. Ronsheim, D.Min, Executive Director, American 
Association of Pastoral Counselors, 9504A Lee Highway, 
Fairfax, VA  22031-2303

SUMMARY: 
Dr. Ronsheim will describe the role of pastoral counselors 

in providing mental health services to people of faith. He will 
also discuss the potential for more interaction and collabora-
tion between pastoral counselors, faith leaders, psychiatrists 
and other mental health professionals.

3.  Wellness, Quality of Life, and 
Spirituality in the Context of Mental 
Health Needs:  What Research Tells Us
Jacqueline Mattis, Ph.D., New York University, Department. 
of Applied Psychology, 239 Greene Street, 4th Floor, New 
York, NY  10003

SUMMARY: 
Dr. Mattis will present findings from her research on the im-

pact of spirituality and mental health on the achievement of 
wellness. Based on this work, she will provide guidelines for 
clinicians on how they can foster wellness in consumers of 
mental health services through an integration of spiritual con-
cepts and mental health care.

4.  Biopsychosociospiritual Model: 
Challenges and Opportunities to 
Transform the Mental Health System
Michael A. Torres, M.D., Center for the Integration of 
Spirituality & Mental Health, Inc., 309 N. Charles St., 
Second Floor, Baltimore, MD  21201

SUMMARY: 
Dr. Torres will discuss the integration of biological, psy-

chosocial and spiritual perspectives making the utilization of 
mental health services more palatable to diverse and under-
served populations. He will also describe his work in educat-
ing faith community leaders about mental illnesses and inte-
grating spiritual concepts in mental health care.

5.  Leading Causes of Life, Deeply Woven 
Roots, Boundary Leadership and Beyond:  
Implications for Faith and Mental Health 
Partnership in Transforming the Mental 
Health System: Part I
Gary R. Gunderson, D.M., Senior Vice President, Methodist 
Le Bonheur Healthcare, Memphis, TN  01330

SUMMARY: 
Dr. Gunderson will discuss the concept of leading causes of 

life and the importance of safe faith community and mental 
health collaborations to achieve optimal wellness in under-
served populations. He will explore how religious and cultural 
implications impact how faith communities and mental health 
systems interact.

References:
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2. Fallot RD.: Spirituality and religion in recovery: some 
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Thursday, October 2                  2:00 p.m.-5:00 p.m.

Davanloo’s Intensive Short-Term Dynamic 
Psychotherapy: Working-Through, 
Termination and Outcome, part II
James Q. Schubmehl, M.D., 2541 Monroe Avenue, Suite B-7, 
Rochester, NY  14618

Educational Objectives:
At the conclusion of this symposium, the participant should 

be able to: 1.) Acquire a vivid sense of the forces underlying 
human psychopathology, and a view of crucial elements of the 
healing process; 2.) Describe main elements of Davanloo’s 
technique of working-through and termination; and 3.) Dis-
cuss the role of actual experience of unconscious feelings in 
producing deep psychic change in symptoms and character.

SUMMARY: 
Highly resistant, poorly motivated patients are a major chal-

lenge to every clinician, especially when the clinical picture 
includes a complex mixture of character pathology and symp-
tom disturbances.  Davanloo’s Intensive Short-Term Dynamic 
Psychotherapy (DISTDP) has shown rapid effectiveness with 
difficult to treat conditions, including functional disorders, 
depression, panic and other anxiety disorders. This sympo-
sium will begin with a brief overview of the major technical 
and metapsychological concepts of DISTDP to prepare those 
who have not had earlier exposure, such as to the half-day 
morning symposium entitled, “Davanloo’s Intensive Short-
Term Dynamic Psychotherapy: Introduction and First Ses-
sion”.   This will be followed by an in-depth discussion of the 
nature and process of symptom removal and character in the 
working-through portion of DISTDP. The subject will then go 
to termination.  Video recordings of a person suffering with 
complex symptom and character disturbances will be used to 
illustrate the concepts introduced.  The nature and activity of 
the Unconscious Therapeutic Alliance as a new psychic force 
that operates in the service of healing by helping the patient 
experience even the most intense and disturbing unconscious 
impulses and feelings will be directly demonstrated in these 
recordings.  The role that these experiences play in producing 
a new level of psychic integration will be evident, especially 
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in the termination video recording. Using the same person’s 
recordings, the outcome assessment will be shown include vi-
gnettes of the “patient as supervisor” watching and comment-
ing on the initial evaluation session. The format anticipates 
a lively discussion between presenter and participants with 
scheduled blocks of discussion time. 

References:
1. Davanloo, H. “Intensive Short-Term Dynamic Psycho-
    therapy”, in: Kaplan H., and Sadock B. (eds), Comprehen-    
    sive Textbook of Psychiatry, 8th ed, Vol 2, Chapter 30.9, 
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    chotherapy Extended Major Direct Access to the Uncon-
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    of the Early Working Through Phase of Davanloo’s 
    Intensive Short-Term Dynamic Psychotherapy. Interna-
    tional Journal of Short-Term Psychotherapy, vol. 11, 225-
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4. Schubmehl, J. Q. (1991) Countertransference in 
    Davanloo’s Intensive Short-Term Dynamic Psychotherapy.  
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Friday, October 3                         8:30 a.m.-11:30a.m.

Perspectives on Cultural Competence 
in Disaster Mental Heath Services and 
Recovery: All Healers Mental Health 
Alliance
Elliott R. Hill, L.C.S.W., 2625 Piedmont Road, N.E., Suite 
56-502, Atlanta, GA 30324, Atlanta, GA30324-5905, Annelle 
B Primm, M.D., M.P.H.

Educational Objectives:
At the conclusion of this session, the particpant should be 

able to: 1.) Recognize  how antecedents, social and economic 
status, language, as well as race and ethnic backgrounds in-
fluence groups’ reactions to disaster services; 2.) Discuss the 
importance of advocating for, investing in, and developing an 
action plan for cultural competences in mental health; and 3.) 
Discuss the attitudes, knowledge and skill sets that are essen-
tial to possess to be culturally competent during disaster.

OVERALL SUMMARY:      
All Healers Mental Health Alliance (AHMHA) was formed 

after Hurricane Katrina to facilitate meeting the mental health 
needs of diverse populations affected by disasters. This sym-
posium will be an extension of AHMHA’s mission. Survivors 
who need behavioral health services tend to come from many 
groups, but many times they come from ethnically and racially 
diverse and other marginalized groups. Programs and provid-
ers of services to disaster survivors must take into account the 
group’s cultural diversity. All Healer Mental Health Alliance 
has been establishing a network of cultural competent men-

tal health professionals across the nation to link survivors to 
these professionals. Additionally, the AHMHA has been pro-
viding culturally competent support and technical assistance 
to organizations on cultural competence and promoting the 
use of telepsychiatry and medical records systems to enhance 
patient care after disasters. AHMHA is a part of the move-
ment to make cultural proficiency a behavioral health care. 
This symposium will address cultural competence in disaster 
mental heath from the: sociological, psychological, psychiat-
ric, spiritual, and systemic perspectives.

1.  How Does Culture Influence a 
Group’s Reaction to Disaster Services: A 
Sociological Perspective
Sandy Ortega, Ph.D., 44 Merion Road, Marlton, NJ  08053

SUMMARY: 
Dr. Ortega, a sociologist and therapist, will examine how 

historical antecedents, social and economic status, language, 
as well as race and ethnic backgrounds influence groups’ 
reactions to disaster services.  It is logical to appreciate the 
groups and cultural backgrounds that individuals come before 
attempting to do disaster mental health work.  Once these fac-
tors have been considered, a mental health provider is in a 
better position to bring cultural understanding to working with 
individual survivors of disasters.

2.  Cultural Competency in Disaster 
Mental Health: Do We Really Want 
It, Fund It, or Even Practice What We 
“Preach”?
Phyllis Harrison-Ross, M.D., Psychiatrist and President, All 
Healers Mental Health Alliance, 41 Central Park West, Suite 
10 C, New York, NY  10023

SUMMARY: 
Dr. Phyllis Harrison- Ross, a community psychiatrist and the 

president of AHMHA, will discuss the contemporary ques-
tions of implementing culturally competent programs includ-
ing whether there are mandates for organizations to achieve 
cultural competence; funding to support these efforts and 
groups who can provide cultural competency technical assis-
tance. In the face of disaster, faith-based groups and spiritual 
interventions have been effective for survivors of disasters.  
Culturally appropriate, faith-based interventions, partnerships 
and collaborations need to be included in our thinking about 
culturally appropriate disaster mental health services to these 
underserved populations. This presentation will bring home 
the need to advocate for, invest in, and to develop an action 
plan for cultural competences in mental health.

3.  Don’t Leave Your Manners at Home: 
Cultural Competence in Disaster Mental 
Health Interventions
Elliott R. Hill, L.C.S.W., 2625 Piedmont Road, N.E., Suite 
56-502, Atlanta, GA  30324-5905

SUMMARY: 
Mr. Hill, a clinical social worker and consultant on disaster 

mental health projects, will describe the elements of “cultural 
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orientation” for disaster mental health workers and define the 
concept of “cultural broker” through experiences coordinating 
crisis counseling teams after Katrina.  This presentation will 
discuss attitudes, knowledge and skill sets that are essential to 
possess to be cultural competent, while providing crisis coun-
seling and give examples for the field.

4.  And You Want Me to Trust You? 
The Challenges Faced by Non-Whites 
Receiving Help From Mental Health 
Provides After a Disaster
Carl C. Bell, M.D., Community Mental Health Council, Inc., 
8704 S. Constance, Chicago, IL 60617

SUMMARY: 
Dr. Bell, a Chicago-based community psychiatrist and re-

searcher, will discuss the cultural challenges faced by Hur-
ricane Katrina survivors he worked with in Chicago. He will 
present historical evidence that non-white populations within 
the U.S. have experienced a myriad of pre-disaster traumas, 
ranging from overt racism (e.g. microinsults and microaggres-
sions), biologic warfare, unprovoked shootings and internment. 
In addition, because of poverty, ghetto life and discrimination, 
some non-whites live in traumatic, toxic environments.  As a 
result, when visited by a natural or manmade disaster, many 
non-whites have had previous traumatic experiences. A sense 
of safety, calming, sense of self and community efficacy, con-
nectedness and hope are generic basic principles necessary to 
prepare non-white persons for disaster and are generic basic 
principles to apply to non-white populations immediately post 
disaster. In addition to these generic principles, in order to be 
culturally sensitive, the process of intervention must intimate-
ly involve representatives from non-white populations.

5.  Practicing Psychiatry Before, During, 
and After a Disaster: What’s Culture Have 
to Do With It?
Hendry Ton, M.D., 2230 Stockton Boulevard, Sacramento, 
CA  95817

SUMMARY: 
Dr. Ton, an academic medical center-based cultural psychia-

trist, will discuss the role of cultural competency along the 
continuum of care and illustrate how to create a culturally pro-
ficient system of care.  This psychiatrist will also discuss how 
cultural bias leads to misdiagnosis and inappropriate treatment 
interventions, including psychopharmacology in ethnically 
and racially diverse patients and other marginalized groups.
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Friday, October 3                        8:30 a.m.-11:30 a.m.

Promoting Partnerships Through 
Psychoeducation: Practical Programs
Supported by the Therapeutic Education Association
Karen A. Landwehr, M.C., 514 South 13th Street, Tacoma, 
WA  98402, 
Discussant: Larry S. Baker, M.A.

Educational Objectives:
At the conclusion of this session, the participant should be 

able to: 1.) Recognize psychoeducation as an identified best 
practice and the historical development of psychoeducation as 
a treatment modality; and 2.) Identify current psychoeduca-
tion programs that offer practical approaches to meeting the 
psychoeducation needs of target groups within a variety of 
settings.

OVERALL SUMMARY: 
Psychoeducation has been recognized as a best practice for 

at least ten years, and yet many treatment providers fail to 
employ staff with the specialized training and abilities to fa-
cilitate psychoeducation programs. This symposium will offer 
participants an overview of 30 years of psychoeducation pro-
gramming and an opportunity to learn about psychoeducation 
programs that are practical in their approach to psychoeduca-
tion and replicable in a variety of treatment settings. In addi-
tion, participants will learn about design and staffing qualities 
necessary for developing and/or implementing a psychoedu-
cation program within their treatment setting.

1.  Psychoeducation:  Historical 
Persectives
Cynthia C. Bisbee, Ph.D., 484 Farmington Lane, Pike Road, 
AL  36064

SUMMARY: 
Psychoeducation had its roots nearly three decades ago, and 

has evolved into an evidence-based intervention recognized 
as an important part of the overall treatment plan for serious 
mental illness.  This presentation will describe some of the 
early psychoeducation efforts such as nurse-led medication 
groups and show how the field has progressed to include com-
prehensive psychoeducational programming for both consum-
ers and families.  The presentation will provide an overview of 
various psychoeducational models and methods, and will use 
the Patient Learning Center—a comprehensive psychoeduca-
tion program in operation for 30 years in Alabama’s largest 
state psychiatric hospital—as a platform to trace the historical 
evolution of this intervention.
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2.  Recovery Education and Treatment 
Center: Creative, Challenging, and 
Collaborative
Patricia L. Scheifler, M.S.W., Partnership for Recovery, 249 
Lakewood Circle, Sylacauga, AL  35150

SUMMARY: 
This presentation will share a wide range of practical pro-

gram components that can be replicated in many different 
settings.  Brain Boosters: Cognitive enhancement; Team So-
lutions:  Illness education and management; Solutions for 
Wellness:  Healthy eating and physical activity; Recovery Art 
Works Gallery: Creative expressions of recovery principles, 
concepts, and experiences; Structured Group Therapy:  Tai-
lored for individuals with severe persistent mental illness; 
Skill Building: Cognitive behavioral and structured steps ap-
proach to symptom management, handling anger, assertive-
ness, problem solving, criticism management, relaxation train-
ing, and social skills; Click and Pick: Efficient computerized 
documentation; Wall of Pride: Individual accomplishments on 
display; Aerobic Exercise:  Knowledge and skill building ses-
sions, Goal Setting and Review:  Practicing knowledge and 
skills in daily life; Recovery Support Groups: Weekly outpa-
tient group therapy; Effective Facilitation Skills:  Staff train-
ing and competency determination; and more.

3.  Translating Knowledge to Practice:  
The University of Medicine and Dentistry 
of New Jersey Center for Excellence in 
Psychiatry Dissemination Model
Anna Marie Toto, Ed.M., University of Medicine & Dentistry 
of New Jersey (UMDNJ), University Behavioral HealthCare 
(UBHC), Center for Excellence in Psychiatry, 151 
Centennial Avenue, Suite 1500, Piscataway, NJ  08854

SUMMARY: 
Since 2003, the University of Medicine and Dentistry of 

New Jersey, University Behavioral HealthCare (UMDNJ-
UBHC) Center for Excellence in Psychiatry, has developed 
collaborative partnerships to upgrade the dissemination of 
psychoeducation and psychosocial approaches for individuals 
living with mental illness.  Through the Center’s unique col-
laboration with Eli Lilly and Company, nearly 700 behavioral 
health care organizations have been trained from 47 states on 
recovery-based, illness management and wellness approach-
es.  The mission of this partnership has been to improve the 
standard of care and infuse a holistic treatment approach for 
individuals living with mental illness.  This presentation will 
share details of the training curriculum, and how its dissemi-
nation method of the Neuroscience Treatment Team Partner 
(NTTP) Program, a structured, modular, psychoeducational 
program tailored for people with mental illness, continues to 
reap successful implementation outcomes.  Special focus will 
be made on the implementation planning component of this 
program, the theories behind it and its replication value for 
other psychoeducational programs.  Additionally, best prac-
tice approaches achieved by behavioral health organizations 
as a result of this program will be shared.

4.   A Program that Works:  Why, and How, 
and Who Else Can Do It?
Garry M. Vickar, M.D., 11125 Dunn Road, Suite 213, St. 
Louis, MO  63136

SUMMARY: 
What makes a psychoeducational program work?  And how 

do we know?  And if it is working, why are other similar facil-
ities not doing it?   This presentation will address those issues, 
and offer suggestions for others wishing to institute a specific 
program for treating patients diagnosed with schizophrenia, 
and how this also helps their families/loved ones.

5.  Implementing Illness Management and 
Recovery
Michelle P. Salyers, Ph.D., Roudebush VA Medical Center, 
1481 W. 10th Street, (11H), Indianapolis, IN  46202

SUMMARY: 
Illness self-management involves core knowledge and skills 

to support the recovery of individuals with severe mental ill-
ness.  The Illness Management and Recovery program is a 
comprehensive, structured approach to support self-manage-
ment and personal recovery.  Developed as one of the resource 
kits for the National Implementing Evidence-Based Practices 
Project, IMR is a structured curriculum that includes moti-
vational, educational, and cognitive-behavioral techniques 
shown to be effective in helping people with mental illness 
learn more about their illness, develop skills to manage their 
illness more independently, avoid relapse and rehospitaliza-
tion, and to identify and pursue personally meaningful goals 
that help them live productive lives beyond their illness. This 
session will provide an overview of the program, with specific 
attention to implementation issues.  This session will also pro-
vide updated research information as the program has been 
implemented in several places now.

6.  Promoting Consumer, Family, Provider 
Partnerships: The Pebbles in the Pond 
Program
Karen A. Landwehr, M.C., 514 South 13th Street, Tacoma, 
WA  98402

SUMMARY: 
Pebbles in the Pond is a multidisciplinary 12-week psycho-

education program for individuals who have a mental illness, 
their family members and service providers.  Drawing on con-
cepts from the fields of nursing, sociology and counseling, 
as well as pharmacotherapy, this program uses shared praxis 
methodology to expand the medical model and help partici-
pants incorporate recovery-oriented practices into their daily 
life.  Currently offered throughout Pierce County, Washington, 
this unique program has been associated with a 30% increase 
in knowledge about mental illness, as well as an 83% decrease 
in two-year re-hospitalization rates.  During this presentation, 
participants will receive information about the program, its 
impact on participants, and its replicability in other settings.
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Friday, October 3                        8:30 a.m.-11:30 a.m.

Substance Use Disorders and Psychiatric 
Co-Morbidity: Opportunities for Services 
Research
Wilson M. Compton III, M.D., Director, Division of 
Epidemiology, Services and Prevention Research, National 
Institute on Drug Abuse, 6001 Executive Boulevard, Room 
5159, Bethesda, MD  20892-9589
Discussants: Stanley Sacks, Ph.D., Philip Wang, M.D., 
Ph.D.

Educational Objectives:
At the conclusion of this session, the participant should be 

able to: 1.) Define health services research; 2.) Identify at least 
two national epidemiologic surveys that estimate the preva-
lence of co-occurring disorders; 3.) Discuss at least two treat-
ment models that serve dual disorder populations; and 4.) Ar-
ticulate the challenges of treating patients with co-occurring 
mood and substance use disorders.

OVERALL SUMMARY: 
This symposium provides an overview of the programmatic 

and clinical challenges facing providers who serve adults and 
adolescents with co-occurring disorders. Clients said to have 
co-occurring disorders have one or more disorders relating to 
the use of alcohol and/or other drugs, as well as one or more 
mental disorders. This session surveys recent epidemiologic 
studies to illustrate the prevalence of co-occurring disorders 
in the general population, as well as in treatment samples. The 
challenges of assessment, diagnosis, and placement with indi-
viduals with co-occurring disorders will be presented and the 
various forms of single-disorder and dual disorder treatment 
models will be discussed. In addition to quantitative survey 
studies, qualitative research will also be presented to illustrate 
the clinical and social complexity of treating dual diagnosis 
patients. For clinicians, the symposium will highlight cur-
rent findings from recent clinical trails on the treatment of 

the co-occurrence of substance use disorders with depression, 
anxiety and bipolar disorders. As an illustration of recent ser-
vices research, the symposium will also examine the rates and 
correlates of self-reported receipt for mental health services 
among adolescents who were admitted to community-based 
substance abuse outpatient clinics and had a co-occurring 
mental health problem. The session concludes with a discus-
sion of main services research themes in several areas: service 
utilization, treatment models and strategies, treatment systems 
and settings, treatment process and organizational factors. Ser-
vices research has increased our understanding of co-occur-
ring disorders (its prevalence, the many associated problems, 
and the ways in which treatment and treatment outcomes can 
be affected) and has expanded treatment options for practitio-
ners and clients. Research has increased our understanding of 
co-occurring disorders— its prevalence, the many associated 
problems that accompany the disorder, and the ways in which 
treatment and treatment outcomes can be affected — and has 
expanded treatment options for practitioners and clients. The 
session concludes with a discussion of the presentations and 
the main services research themes of epidemiology and ser-
vice utilization, treatment models and strategies, treatment 
systems and settings, treatment process, and continuity of 
care. Discussion will focus on the contributions of the presen-
tations to the advancement of research. An agenda for future 
research has identified three areas that have the most potential 
to advance the field; namely, significant contributions would 
be made to the co-occurring disorders population through re-
search that (1) helps treatment programs to optimize their use 
of restricted resources (including specialized personnel), (2) 
encourages addiction to be considered as a chronic, not acute, 
condition, at the same time that various models of continu-
ing care are being developed and tested, and (3) supports the 
transfer of science to service by exploring topics that relate to 
the successful implementation of new practices, such as the 
staffing, resources, and organizational characteristics neces-
sary to adopt, realize and sustain a research-based treatment 
innovation. Bringing this agenda to fruition would continue 
to improve care for individuals with co-occurring disorders. 
Research has increased our understanding of co-occurring 
disorders its prevalence, the many associated problems that 
accompany the disorder, and the ways in which treatment and 
treatment outcomes can be affected and has expanded treat-
ment options for practitioners and clients. The session con-
cludes with a discussion of the presentations and the main 
services research themes of epidemiology and service utili-
zation, treatment models and strategies, treatment systems 
and settings, treatment process, and continuity of care. Dis-
cussion will focus on the contributions of the presentations to 
the advancement of research. An agenda for future research 
has identified three areas that have the most potential to ad-
vance the field; namely, significant contributions would be 
made to the co-occurring disorders population through re-
search that (1) helps treatment programs to optimize their use 
of restricted resources (including specialized personnel), (2) 
encourages addiction to be considered as a chronic, not acute, 
condition, at the same time that various models of continu-
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ing care are being developed and tested, and (3) supports the 
transfer of science to service by exploring topics that relate to 
the successful implementation of new practices, such as the 
staffing, resources, and organizational characteristics neces-
sary to adopt, realize and sustain a research-based treatment 
innovation. Bringing this agenda to fruition would continue to 
improve care for individuals with co-occurring disorders.

1.  Co-Occurring Disorders in Substance 
Abuse Treatment: Issues and Prospects
Patrick M. Flynn, Ph.D., Institute of Behavioral Research, 
Texas Christian University, TCU Box 298740, Fort Worth, 
TX  76129

SUMMARY: 
This presentation will explore the epidemiology of co-oc-

curring disorders among substance abuse treatment patients 
with an emphasis on the implications of study findings for the 
functioning and potential of substance abuse treatment. Rates 
of antisocial personality, depression, and anxiety disorders 
will be considered in regards to substance dependency pat-
terns among treatment patients. Severity of co-occurring dis-
orders and their significance for specialized treatment within 
two distinct treatment systems (i.e., mental health and sub-
stance abuse) will be discussed. Emphasis will be assigned 
to the availability and use of existing resources and the real 
capabilities of the mental health and substance abuse treat-
ment systems.  Implications of conceptualizations of care and 
personal and programmatic selectivity will be considered in 
regards to service utilization as a function of patient under-
standing of: (a) primary presenting problem, (b) treatment, (c) 
availability of services, and (d) access to care. Issues raised 
for consideration by the clinical research and treatment pro-
vider communities will be discussed such as assessment and 
diagnosis, manpower and training, and service delivery based 
on patient needs.

2.  The Dual Diagnosis Capability in 
Addiction Treatment (DDCAT) Index: 
Methodology and Findings Across Nine 
State Systems
Mark P. McGovern, Ph.D., Associate Professor of Psychiatry, 
and of Community and Family Medicine, Dartmouth Medical 
School, 2 Whipple Place, Suite 202, Lebanon, NH  03766

SUMMARY: 
Community addiction and mental health service providers 

accept the fact that co-occurring disorders are common and 
a risk factor for negative outcomes. The Integrated Dual Dis-
order Treatment (IDDT) model has advanced the evidence 
for persons with severe mental illnesses (SMI) and substance 
abuse disorders in mental health settings. For persons with 
substance dependence and non-SMI disorders, addiction 
treatment providers and consumers have yearned for prag-
matic guidance in assessing the capability of services, par-
ticularly regarding the role of policy, the implementation of 
evidence-based practices and in workforce requirements. This 
presentation describes the development and methodology of 
the DDCAT index. The DDCAT systematically gathers data 

on the dual diagnosis capability of addiction treatment servic-
es via observational techniques, and rates these observations 
on 35 benchmark items which are aligned and profiled on 7 
dimensions. Based on total scores, programs are categorized 
as Addiction Only Services (AOS), Dual Diagnosis Capable 
(DDC), or Dual Diagnosis Enhanced (DDE). 151 treatment 
programs from across nine state systems used the DDCAT 
to assess services at baseline, and to guide practice improve-
ments. Programs were re-assessed at one year follow-up. At 
baseline, the distribution of AOS to DDC to DDE programs 
across the nine states ranged from AOS level (62 to 100%), 
DDC (0 to 38%) to DDE (0 to 11%). Data collection is un-
derway assessing programs at follow-up and in determining 
specific implementation factors associated with improve-
ments in program capability. The DDCAT provides an objec-
tive measure of program capacity to guide program and sys-
tem change, and is being widely adopted over 20 states are in 
various stages of implementation. Research is now focused 
on examining implementations associated with improvements 
in program capability and the relationship to outcomes for pa-
tients with co-occurring disorders.

3.  Services for Dual Diagnosed Homeless: 
Implications for Dual Recovery
Deborah K. Padgett, Ph.D., Professor, Silver School of Social 
Work, Room 416, New York University, 1 Washington Square, 
North, New York, NY  10003

SUMMARY: 
The new paradigm of mental health recovery holds promise 

for dual diagnosed persons, but it also highlights the obsta-
cles presented by substance abuse and a greater likelihood of 
homelessness. This NIMH-funded study addresses the socio-
environmental contexts of being ‘dually diagnosed’ among 
homeless individuals entering two differing types of programs 
in New York City: housing first (HF) (non-abstinence-requir-
ing) and treatment first (TF) (abstinence-requiring). Contrasts 
between HF and TF enrollees are examined for group differ-
ences in achieving markers of mental health recovery. Using 
a longitudinal qualitative design, 27 HF and 48 TF clients 
were interviewed over 12 months to assess housing stability, 
service use, substance abuse, mental functioning and social 
relationships. Study retention was 75 out of 83 (90%). Cross-
case analyses were conducted using independent coding and 
team consensus. The sample was 70% male and 75% black/
Latino; program dropout rates were 11% (HF) and 54% (TF). 
Typologies of abstinence cross-tabulated with program type 
showed significant differences (p<.001) favoring HF; group 
differences were less pronounced in mental functioning, social 
relationships and service use.  Progress in recovery for both 
groups was undermined by personal adversity—poor health, 
trauma, depleted social networks—as well as environmental 
constraints, e.g., lack of jobs and affordable housing and re-
siding in risky neighborhoods. Housing first clients manifest-
ed greater housing stability, program retention and abstinence 
despite few or no restrictions on substance use. These note-
worthy findings have direct implications for services research. 
Yet they highlight the need to also address structural barriers 
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to ‘dual recovery’ for those who are severely disadvantaged.
4.  Treating Common Mood and Anxiety 
Disorders Among Substance Dependent 
Patients
Edward V. Nunes, M.D., New York State Psychiatric 
Institute, 1051 Riverside Drive, Unit 51, New York, NY  
10032
SUMMARY: 
Depression and anxiety disorders are prevalent among pa-

tients presenting for treatment for alcohol or drug dependence, 
and have been associated with greater illness severity and 
worse treatment outcome.  The literature on the treatment of 
mood and anxiety disorders among substance dependent pa-
tients will be reviewed.  The largest body of evidence comes 
from placebo-controlled trials of antidepressant medications 
among patients with depression and substance dependence.  
Here, a meta-analysis shows a significant effect of medica-
tion treatment in improving mood; antidepressant medication 
also reduces substance use in studies where robust medication 
effects were obtained on mood outcome.  There is also signifi-
cant heterogeneity among the studies with a cluster of positive 
studies, and a cluster of studies that show no effect of medi-
cation; differences between these clusters are analyzed in an 
effort to better guide patient selection and design of treatment 
services.  Emerging evidence from studies of treatment of pa-
tients with bipolar illness or anxiety disorders and substance 
abuse will also be reviewed.

5.  Utilization of Mental Health Services 
Among Adolescents in Community-Based 
Substance Abuse Outpatient Clinics
Michael L. Dennis, Ph.D., Senior Research Psychologist 
and GAIN Coordinating Center Director, Chestnut Health 
Systems, 720 West Chestnut, Bloomington, IL  61701
SUMMARY: 
Substance use disorders are highly intertwined with a wide 

variety of psychological and behavioral difficulties. Yet, a 
substantial proportion of individuals with substance use and 
co-occurring mental disorders do not receive mental health 
services during the course of treatment for their substance use 
disorder. This study examined the rates and correlates of self-
reported receipt for mental health services among adolescents, 
aged 12 -19, who were admitted to community-based sub-
stance abuse outpatient clinics and had a co-occurring mental 
health problem. Data were pooled from adolescent treatment 
studies funded by the Substance Abuse and Mental Health 
Service Administration’s (SAMHSA’s) Center for Substance 
Abuse Treatment (CSAT) involving adolescents entering 
substance abuse treatment between 2002 and 2006. The data 
were collected as part of general clinical practice or specific 
research studies under their respective voluntary consent pro-
cedures. Utilization of mental health service was ascertained 
3 months post-intake. Receipt of mental health service was 
defined as a participant reporting: (a) receipt of psychotropic 
medication for mental health problems; or (b) a visit to a hos-
pital, doctor’s office, outpatient clinic or emergency room for 
their mental, emotional, behavioral or psychological problems 

during the preceding 90 days after treatment entry. Of the 
1,190 adolescents with mental health service needs at treat-
ment admission, the mean age was 15.5, with 61.3% male, 
58.6% Caucasian, 13.6% African American, 10.4% Hispanic, 
and 17.5% Mixed. About four in ten came from a single parent 
household (43.6%). Being suspended or expelled from school 
or training was prevalent (60.8%), as was criminal justice sys-
tem involvement at 3-month post intake (45.9%). About one 
third (35%) of adolescents with a co-occurring mental health 
problem identified at intake received mental health service in 
the 3 months after intake.
6.  Responding to the Challenge of Co-
Occurring Disorders: Suggestions for 
Future Research
Stanley Sacks, Ph.D., Director, Center for the Integration 
of Research & Practice (CIRP), National Development & 
Research Institutes, Inc. (NDRI), 71 W. 23rd Street, 8th 
Floor, New York, NY  10010

SUMMARY: 
Research has increased our understanding of co-occurring 

disorders— its prevalence, the many associated problems that 
accompany the disorder, and the ways in which treatment 
and treatment outcomes can be affected — and has expanded 
treatment options for practitioners and clients. The session 
concludes with a discussion of the presentations and the main 
services research themes of epidemiology and service utiliza-
tion, treatment models and strategies, treatment systems and 
settings, treatment process, and continuity of care. Discus-
sion will focus on the contributions of the presentations to 
the advancement of research. An agenda for future research 
has identified three areas that have the most potential to ad-
vance the field; namely, significant contributions would be 
made to the co-occurring disorders population through re-
search that (1) helps treatment programs to optimize their use 
of restricted resources (including specialized personnel), (2) 
encourages addiction to be considered as a chronic, not acute, 
condition, at the same time that various models of continu-
ing care are being developed and tested, and (3) supports the 
transfer of science to service by exploring topics that relate to 
the successful implementation of new practices, such as the 
staffing, resources, and organizational characteristics neces-
sary to adopt, realize and sustain a research-based treatment 
innovation. Bringing this agenda to fruition would continue to 
improve care for individuals with co-occurring disorders.
References:
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    Prevalence, Correlates, Disability, and Comorbidity of 
    DSM-IV  Drug Abuse and Dependence in the United 
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HIV Care for the Mental Health Clinician: 
Part 1
Supported by the APA Committee on AIDS
Francisco Fernandez, M.D., Department of Psychiatry, 
University of South Florida, 3515 E. Fletcher Avenue, #14, 
Tampa, FL 33613
Discussant: Marshall Forstein, M.D. 
Educational Objectives:
At the conclusion of this session, the participant should be 

able to: 1.) Identify the spectrum of HIV-related neuropsychi-
atric, psychiatric, and somatic disorders; 2.) Recognize com-
mon complaints, assess mental status, and provide follow-up 
care; and 3.) Outline their role on the treatment team.

OVERALL SUMMARY: 
The devastating toll of HIV disease is evident in almost ev-

ery country in the world. Populations most affected by this 
pandemic include newborns, sexually active youth, men who 
have sex with men (MSM), injecting drug users, and women 
of color. As the life expectancy of people living with HIV 
infection has increased, mental health providers are more 
likely to encounter neuropsychiatric manifestations of the dis-
ease.  Studies estimate that 75 percent of all AIDS patients 
will show symptomatic CNS consequences. Subsequently, as 
quality of life becomes a more central consideration in the 
management of this disease, better awareness of these neuro-
psychiatric manifestations is paramount. The purpose of this 
three-part, multidisciplinary symposium is to create a dialog 
for understanding, diagnosing, and treating the psychiatric di-
mensions of HIV and AIDS. Attendees will discuss the role 
of the mental health treatment team in ensuring the best pos-
sible care for persons living with HIV and AIDS, and gain 
knowledge about associated neuropsychiatric and psychiatric 
complications, assessment and patient care. Question and an-
swer periods staggered throughout the program will provide 
the audience with an opportunity to discuss individual clinical 
cases and explore questions and concerns.
1.  Neuropsychiatric Aspects of HIV
Francisco Fernandez, M.D., Department of Psychiatry, 
University of South Florida, 3515 E. Fletcher Avenue, #14, 
Tampa, FL 33613
SUMMARY: 
There are significant direct consequences to the invasion of 

HIV into the nervous system that may present as neurologi-
cal, neuropsychiatric, and/or psychiatric syndromes and disor-
ders. These may arise acutely and require rapid evaluation and 
intervention or they may be chronic, subtle, and present ac-
companied by physical complaints. Dramatic changes in cog-
nition, motor capacity, mood or behavior have obvious conse-

quences for the individual.  However, subtle neurocognitive 
impairments may affect coping mechanisms and the ability to 
work, adherence to HAART and medical care, and adherence 
to protective sexual practices. Appropriate training is needed 
to assess, diagnose, and treat the neuropsychiatric sequelae 
of HIV disease. This presentation will focus on the treatment 
of psychiatric disorders in people with HIV and AIDS, with 
a focus on neuropsychiatric manifestations, psychiatric syn-
dromes, and somatic complaints.  Presenters will share their 
clinical experiences, focusing on the prevalence, clinical fea-
tures, patient complaints, clinical course, differential diagno-
sis and treatment of these disorders.
2.  Clinical Assessment and Intervention
Milton L. Wainberg, M.D., 1051 Riverside Drive, Unit 112, 
New York, NY  10032
SUMMARY: 
Early involvement of mental health clinicians, in the assess-

ment and treatment of neuropsychiatric complaints are essen-
tial to both the overall well-being of the patient and to the 
efficacy of other treatments. In addition to the enormous psy-
chological burden of progressive illness and loss of physical 
function, even subtle and subclinical changes in brain func-
tion may significantly affect both quality of life and the ability 
for a person to participate in his or her own medical care. This 
presentation will teach participants to recognize changes in 
affect, behavior, or cognition that may indicate CNS involve-
ment, psychiatric impairment, or medication side effects or 
toxicities; understand how to assess mental health status; and 
provide appropriate interventions.  This presentation will fol-
low a lecture format and include a question and answer period 
to provide participants with an opportunity to discuss clinical 
problems.
References:
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Illinois
Supported by the American Association of Community 
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Kenneth Minkoff, M.D., 100 Powdermill Road, Acton, MA  
01720

Educational Objectives:
At the conclusion of this session, the participant should be 

able to: 1.) Identify the eight principles of a comprehensive 
continuous integrated system of care and their application to 
system design within an integrated recovery philosophy; 2.) 
Recognize the 12 steps of implementation for integrated syst-
mes and their utilization in real world systems; and 3.) Define 
real world applications and use of top down bottom up CQI 
strategies for building dual diagnosis capability at a system 
and program.

OVERALL SUMMARY: 
Individuals with co-occurring mental health and substance 

use disorders represent a population with poorer outcomes 
and higher costs in multiple domains, presenting with suffi-
cient frequency in all systems and services that it is recog-
nized that “dual diagnosis is an expectation, not an excep-
tion.” As a result, there has been increasing recognition of 
the need for developing a systemic approach to serving these 
individuals.  Minkoff and Cline have developed an implemen-
tation process for a model termed Comprehensive Continuous 
Integrated System of Care, in which within existing resources 
in any system, all programs can be designed as “dual diagno-
sis programs” meeting minimal standards of dual diagnosis 
capability, but each program has a different job, to provide 
matched services to its existing cohort of cod clients based on 
a set of consensus best practice principles within an integrated 
disease and recovery philosophy.  In this symposium they de-
scribe the model, and the 12 step implementation process and 
implementation toolkit, based on strategic planning and con-
tinuous quality improvement principles. The remainder of the 
symposium is dedicated to describing the ongoing  process of 
for implementation of system wide changes in the capacity to 
provide integrated services  within Fayette Companies, a com-
prehensive community mental health, addiction, and primary 
health center in Peoria, IL, and its relationship to statewide 
efforts by the Illinois Departments of Mental Health (DMH) 
and Alcoholism and Substance Abuse (DASA).

1.  Comprehensive Continuous Integrated 
System of Care: Description of the 
Framework
Kenneth Minkoff, M.D., 100 Powdermill Road, Acton, MA  
01720
SUMMARY: 
Individuals with co-occurring disorders are an expectation, 

not an exception throughout the service system, associated 
with poor outcomes and high costs in multiple domains.  To 
provide more welcoming, accessible, integrated, continu-
ous, and comprehensive services in a system of care with 
scarce resources, the CCISC model organizes a framework 
for system design in which every program is a dual diagno-
sis program meeting minimum standards of Dual Diagnosis 
Capability (DDC) (along with some specialized program ele-
ments that are Dual Diagnosis Enhanced) within the context 

of its existing resources, but each program has a different job, 
based first on what it is already designed to be doing, and the 
people with co-occurring disorders already there, but provid-
ing matched services based on a set of research derived inte-
grated consensus best practice principles within the context 
of its existing resources.  Similarly, each clinician is a dual 
diagnosis clinician meeting minimal standards of dual com-
petency regardless of licensure or job description, to provide 
properly matched services to the clients in his or her caseload. 
This presentation summarizes the model, the eight principles, 
and the twelve step program of CCISC implementation in-
volving a strategically planned CQI process that incorporates 
a “top-down, bottom-up and back again” interactive design, 
in which the system, programs, clinical practices, and clini-
cian competencies all progress together building on existing 
system strengths and resources.

2.  CCISC: Real World Application and 
Implementation Strategies
Christie A. Cline, M.D., ZiaPartners, 369B Third Street, 
#223, San Rafael, CA  94901

SUMMARY: 
Based on the author’s experience with implementation proj-

ects in 30 states and three Canadian provinces during the past 
5 years, this presentation will discuss the specific strategies 
by which the CCISC framework can be adapted to the needs 
of real world systems with complex structures and limited re-
sources. Topics will include the design of the quality improve-
ment partnership that incorporates the top down, bottom up 
feedback loop, common traps regarding data collection, fund-
ing and training and how to avoid them, methods for imple-
menting programmatic improvement and clinician competen-
cy development through the creation of an empowered cadre 
of practice improvement specialists or “change agents”, and 
other concrete techniques.  The presentation will also discuss 
the CCISC toolkit, including system fidelity tool (CO-FIT), 
program self-assessment for dual diagnosis capability (COM-
PASS), and clinician self-assessment of attitudes and skills 
(CODECAT). There will be an emphasis on the fundamenal 
clinical processes of welcoming engagement, integrated re-
lationships, universal integrated screening, integrated longi-
tudinal strength-based assessment, and stage specific assess-
ment and treatment planning, as grounding features of clinical 
practice development. Finally, examples of application of the 
model will be discussed in a range of state and county systems 
across the U.S. and Canada.

3.  Here’s How It Plays in Peoria: 
Integrated System development 
and Behavioral Health Recovery 
Management in a Community Behavioral 
Health Organization
Michael G. Boyle, M.S.W., President and CEO Fayette 
Companies, 600 Fayette Street, Peoria, IL  61603
SUMMARY: 
An organization’s ten year journey to implement fully inte-

grated treatment for co-occurring disorders will be detailed, 
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including how this effort evolved into embracing evidence- 
based clinical practices and developing the Behavioral Health 
Recovery Management project. Difficulties experienced in 
implementing the CCISC model will be discussed and lessons 
learned in overcoming barriers will be highlighted, including 
changing merit pay and developing incentive systems tied to 
increasing supervision and improving clinical skills. The use 
of the COMPASS assessment tool for identifying and focus-
ing on areas requiring improvement for integration of care 
will be described. Development of partnerships between psy-
chiatry and primary care physicians to expand access to both 
psychotropic and addiction treatment medicines in an efficient 
manner will be detailed, as well as strategies to obtain these 
medications for indigent persons. Development and imple-
mentation of new service methodologies such as Recovery 
Coaching and outcomes obtained from these approaches will 
be reviewed. The process improvement approach developed 
by the Network for the Improvement for Addiction Treat-
ment (NIATx) will be presented as a model for organizational 
change. Current and planned activities to further enhance the 
systems of care will be discussed, including movement to per-
son-centered treatment planning and the development and use 
of technology devices to provide ongoing recovery supports 
with low labor costs.
References:
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How to Be an Agent of Change in Public 
and Community Psychiatry
Carl C. Bell, M.D., Community Mental Health Council, Inc., 
8704 S. Constance, Chicago, IL  60617

Educational Objectives:
At the conclusion of this session, the participant should be 

able to: 1.) Describe the soft skill set needed to be a change 
agent in public and community psychiatry; 2.) List at least 
three cases in which psychiatrists became change agents and 
moved “science into service;” and 3) Identify at least one evi-
dence intervention they can move into service in the commu-
nity they serve and the tools needed to deliver that evidence-
based service.

OVERALL SUMMARY: 
Because of its high internal validity, the randomized con-

trol trial (RCT) line of inquiry has enormous scientific value. 
However, because RCTs often lack external validity (i.e., no 
one in clinical practice sees the pristine research subjects in 
RCTs in the day to day world), these studies often lack rel-
evance.  Thus, despite a plethora of randomized control trial 
(RCT) research that shows efficacious biomedical and psy-
chosocial interventions -- if they ever move into service -- it 
would take 17 years to move this “science into service.” The 
presenters will offer examples of another approach, specifi-
cally a public mental health approach that is based on the 
theoretical principles driving the RCTs, but which has the 
added value of being done in the real world in large systems of 
care.  So, rather than present “demonstration projects” so fre-
quently found in NIMH review anels, the presenters will pres-
ent “population-based demonstration projects” that influence 
thousands of individuals receiving services from the public 
sector.  Using themselves as examples,  Drs. Carl Bell, Dale 
Walker, Ken Thompson, Altha Stewart, and Phyllis Harrison-
Ross will provide case models for how they have been able 
to accomplish this task.  Specifically, Dr. Bell will discuss his 
work helping to transform the Chicago Department of Public 
Health, the New Orleans Recovery School District, Chicago 
Public Schools, and the Illinois Department of Children and 
Family Services. Dr. Walker will discuss his work with the 
One Sky Center and the American Indian Life Skills Devel-
opment Curriculum. Dr. Thompson will discuss his role with 
SAMHSA and his efforts in facilitating this aspect of the Fed-
eral Government’s efforts to move “science into service.” Dr. 
Phyllis Harrison-Ross will discuss how to change the culture 
of community mental health centers to reflect the community.  
Dr. Altha Stewart will discuss the changing role of the psy-
chiatrist administrator in a public mental health system.

1.  Psychiatric Change Agent in Chicago’s 
Department of Public Health, New 
Orleans Recovery School District, and 
Illinois Department of Children and 
Family Services
Carl C. Bell, M.D., Community Mental Health Council, Inc., 
8704 S. Constance, Chicago, IL  60617

SUMMARY: 
In 1998, Dr. Bell, et. al. introduced an evidence-based vio-

lence prevention intervention throughout the entire Chicago 
Public School system. From 2000 to 2002, Dr. Bell and team 
reduced the number of children being removed from their 
homes in McLean County, IL from 39/1,000 to 11/1,000.  In 
2006, Dr. Bell helped convince the Illinois Department of 
Children and Family Services to focus on children in foster 
care in a proactive manner to help them avoid potential mal-
adaptive outcomes from their trauma.  Illinois is one of the 
first states to set into motion an initiative aimed at provid-
ing a structured assessment of foster children’s strengths and 
weaknesses and writing manualized interventions to foster 
resiliency in foster care children. In 2007, the Chicago De-
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partment of Public Health (CDPH) held a day-long forum. 
At Toward a Healthy Future: A Public Health Paradigm for 
Physical and Mental Health, renowned speakers presented in-
novative research findings on a public health approach to the 
prevention of mental and physical illness. Attendees included 
a group of over 60 high-level leaders and opinion makers. 
The ultimate goal of the Toward a Healthy Future initiative is 
to develop policies and programs that prevent disease in the 
Chicago population. CDPH plans to carry this initiative for-
ward in a collaborative manner, working together with other 
City departments, health workers, and human service workers 
for the greatest impact. Drs. Bell and Mason will report on 
the concrete progress to date. In 2007, Paul Vallas – Super-
intendent, New Orleans Recovery School District requested 
Dr. Bell to come to help the New Orleans Recovery School 
District (RSD) assist Central Office staff, Principals, RSD 
Mental Health Support leadership and staff, private agency 
mental health support leadership (Children’s Bureau of New 
Orleans, Metropolitan Human Services District, Daughters of 
Charity, Tulane Department of Psychiatry, etc.), teachers, par-
ents, youth and communities cultivate resiliency.

2.  Taking Care of Home: Transforming 
Care in American Indian Communities
R. Dale Walker, M.D., Department of Psychiatry, Oregon 
Health Sciences University, 3181 S.W. Sam Jackson Park 
Road, Portland, OR  97239

SUMMARY: 
Dr. Walker will discuss his work with the One Sky Center 

and the American Life Skills Development Curriculum. A par-
ticularly important aspect of this work is suicide intervention 
and prevention, as well as improving prevention and treatment 
of substance abuse and mental health disorders in American 
Indian communities.

3.  Getting It Done: Moving Science Into 
Service at the Federal Government Level
Kenneth S. Thompson, M.D., 6108 Kentucky Avenue, 
Pittsburgh, PA  19203

SUMMARY: 
Dr. Thompson will discuss his role with SAMHSA and his 

efforts in facilitating this aspect of the Federal Government’s 
efforts to move “science into service.” Dr. Thompson will also 
share his thoughts about the essential feature of psychiatrist 
leaders who are committed to being change agents in public 
psychiatry.

4.  Challenges at the Top: The Psychiatrist 
Administrator as an Agent of Change
Altha J. Stewart, M.D., 111 S. Highland Street, #180, 
Memphis, TN  38111-4640

SUMMARY: 
Dr. Altha Stewart will discuss the changing role of the psy-

chiatrist administrator in a public mental health system. Dr. 
Stewart’s experiences underscore the fact that in many mental 
health systems, changes may not be welcomed and change 

agents may encounter insurmountable barriers.

5.  Culture Clash: Making Community 
Health Centers Reflect the Communities 
They Serve
Phyllis Harrison-Ross, M.D., Psychiatrist and President, All 
Healers Mental Health Alliance, 41 Central Park West, Suite 
10 C, New York, NY  10023

SUMMARY: 
Dr. Phyllis Harrison-Ross will discuss how to change the cul-

ture of community mental health centers to reflect the commu-
nity. Dr. Harrison-Ross will speak to her experiences as presi-
dent of the All Healers Mental Health Alliance (AHMHA), 
a group of psychiatrists and other health professionals who 
aim to facilitate the provision of mental health services in the 
wake of disasters, like Hurricane Katrina.
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HIV Care for the Mental Health Clinician: 
Part 2
Supported by the APA Committee on AIDS
Marshall Forstein, M.D., 24 Olmsted St., Jamaica Plain, MA  
02130

Educational Objectives:
At the conclusion of this session, the participant should be 

able to: 1.) Describe the prevalence of HIV infection and other 
clinical issues relevant to patients with HIV and mental health; 
2.) Identify emerging issues regarding risk patterns and chal-
lenges to prevention and risk reduction concerning patients 
with mental illness; and 3.) Demonstrate practical counseling 
exercises to encourage persons living with HIV/AIDS to re-
duce participation in high-risk behaviors.
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OVERALL SUMMARY: 
People with depression and other mental illness comprise 

a growing proportion of individuals living with HIV in the 
United States; at the same time, the prevalence of HIV among 
mentally ill individuals is at least seven times higher than in 
the general population. Such individuals, who report high 
rates of sex and/or drug risk behaviors, include HIV infected 
drug users, patients presenting at HIV primary care clinics for 
medical treatment, and HIV infected men who have sex with 
men (MSM). Apparently, knowledge of HIV and its transmis-
sion is insufficient to deter these individuals from engaging in 
HIV risk behaviors, suggesting that certain personality char-
acteristics may increase the likelihood of engaging in high 
risk behavior. In the last symposium segment, HIV Care for 
the Mental Health Clinician: Part 2, attendees will be intro-
duced to effective prevention and treatment programs for HIV 
infected persons that consider specific personality factors for 
reducing the practice of high risk sexual behaviors. Question 
and answer periods staggered throughout the program will 
provide the audience with an opportunity to discuss individual 
clinical cases and explore questions and concerns.

1.  Treatment of depression and 
adherence illness
Lisa Rizzano, Ph.D. 140 S. Michigan Avenue, Suite 900, 
Chicago, IL 60612

SUMMARY: 
Depression complicates the management of HIV infection. 

Depression is a common disorder.  It can be disabling and im-
pair adherence to ART. We will review and discuss the man-
agement of HIV/AIDS in patients with co-occurring depres-
sion and in patients with clinical evidence of central nervous 
system impairment.  Recognizing the impact of psychiatric 
disorders and HIV/AIDS on the lives of patients is critical.  
The treatment of depression in a patient with HIV/AIDS can 
significantly enhance quality of life.

2.  Triple diagnosis: Treating hiv, mental 
illness, and substance abuse
Jeffrey D. Watts, M.D., 2020 W. Harrison Street, Chicago, IL 
60612

SUMMARY: 
Comorbid substance use is common among HIV positive 

individuals with psychiatric disorders resulting in serious ad-
verse effects. Substance use in patients with HIV creates a host 
of complications. In this session, participants will leave with a 
better understanding of complications to successful treatment.  
The presenter will review intervention and treatment options 
for patients with HIV and co-occurring disorders.

3.  Risk Reduction for People With Mental 
Illness
Milton L. Wainberg, M.D., 1051 Riverside Drive, Unit 112, 
New York, NY 10032

SUMMARY: 
Psychiatrists and other mental health professionals must play 

an active role in educating their patients about HIV risk be-

haviors and strategies for adopting and maintaining behaviors 
that prevent and reduce risk.  This session will help clinicians 
increase their own comfort level in discussing sensitive issues 
specific to high risk behaviors regarding HIV acquisition and 
transmission.
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Saturday, October 4                 8:30 a.m.-11:30 a.m.

Innovations in Level of Care Assessment 
for Individuals With Co-Occurring 
Psychiatric and Substance Disorders
Supported by the American Association of Community 
Psychiatrists
Kenneth Minkoff, M.D., 100 Powdermill Road, Acton, MA  
01720

Educational Objectives:
At the conclusion of this session, the participant should be 

able to: 1.) Identify the clinical principles of utilization man-
agement that permit accurate matching of seriousness of ill-
ness in multiple dimensions to intensity of service or level of 
care required in multiple dimensions; 2.) Describe the flexible 
array of services that can be provided for individuals with co-
occurring disorders in an integrated continuum of care; and 3.) 
Demonstrate the ability to use the ASAM PPC 2R cr.

OVERALL SUMMARY: 
Individuals with co-occurring mental health and substance 

use disorders represent a population with poorer outcomes and 
higher costs in multiple domains, and often present in com-
plex crisis situations requiring accurate assessment of level 
of care in systems that neither have developed organized uti-
lization management strategies, nor an appropriate continuum 
of services, for these individuals. This symposium explores 
the issue of level of care assessment for individuals with psy-
chiatric and substance use disorders first of all as a clinical 
issue, as opposed to a “managed care company” financial is-
sue, and identifies the clinical principles of multidimensional 
assessment and their application to flexible service match-
ing, utilization management, and level of care determination 
throughout an integrated continuum of care.  These principles 
are then illustrated through a description of the most com-
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mon and widely available tools for level of care determination 
available for general system use – the American Society of 
Addiction Medicine Patient Placement Criteria – Second Edi-
tion Revised  (ASAM PPC2R) (presented by Dr. David Mee-
Lee, the lead developer of that document), and the American 
Association of Community Psychiatrists Level of Care Utili-
zation System (LOCUS) (presented by Dr. Wes Sowers, the 
lead developer of that document).  In order to demonstrate the 
application of these tools, participants will be provided with 
a complex case example, assisted to use the tools, as well as 
their own clinical judgment, to determine appropriate level of 
care for that case, and then participate in a discussion to ex-
plore the current state of the art and science of level of care 
determination for individuals with co-occurring disorders and 
the clinical challenges that emerge in addressing their needs.

1.  Principles of Utilization Management 
for Individuals with Co-Occurring 
Disorders.
Kenneth Minkoff, M.D., 100 Powdermill Road, Acton, MA  
01720
SUMMARY: 
Utilization management (UM) is a clinical science that is 

rarely taught, and as a result most clinicians experience UM 
through its external application by managed care organiza-
tions. This presentation explores the key clinical principles of 
utilization management as the organized process to determine 
how to accurately match intensity of service to seriousness 
of need. This process begins with the recognition that both 
service need of the patient, and intensity of service provided 
encompass multiple independent dimensions: level of residen-
tial support and security, level of staffing, level of medical or 
psychiatric management, level of nursing care required, inten-
sity and content of programming, intensity of case manage-
ment.  Each of these dimensions can be connected to elements 
of the patient’s clinical presentation, and may be predictive 
of various configuration of programming to respond to those 
elements. These dimensions relate to acuity and risk, level of 
medical complexity or need for medical/nursing management, 
cognitive capacity, willingness to engage in treatment, level of 
the patient’s skill or capacity to address the issue or participate 
in treatment outside of a controlled setting, patient’s learning 
or rehabilitative needs, and level of external support available 
(whether through clinicians, family or peers).  In addition, for 
individuals with co-occurring disorders, each disorder can be 
considered primary, and the response to each disorder has to 
be integrated appropriately into any setting, and may be influ-
enced by the dimensional assessment of each disorder listed 
above. Further, individual clients may shift (up or down) rela-
tively quickly, so level of care determinations may be best 
applied flexibly within a vertically integrated continuum of 
care for both disorders. Within this framework, relatively 
small shifts in the patient’s or client’s capacity to engage with 
services may lead to significant differences in need for service 
intensity or level of care at any point in time. For this reason, 
systematic approaches to evaluating service intensity need or 
level of care can be very helpful.

2.  Understanding and Using the Patient 
Placement Criteria of the American 
Society of Addiction Medicine
David Mee-Lee, M.D., 4228 Boxelder Place, Davis, CA  
95618
SUMMARY: 
Clinicians involved in planning and managing care often lack 

a common language and systematic assessment and treatment 
approach that allows for effective, individualized treatment 
plans and level of care placement. The Patient Placement Cri-
teria for the Treatment of Substance-Related Disorders of the 
American Society of Addiction Medicine (ASAM) first pub-
lished in 1991, provided common language to help the field 
develop a broader continuum of care.  The Revised Second 
Edition (ASAM PPC-2R) published in April 2001, added cri-
teria for co-occurring mental and substance-related disorders, 
which made the ASAM PPC-2R even more applicable to be-
havioral health systems.

3.  Level of Care Utilization System 
for Psychiatric and Addiction Services 
(LOCUS)
Wesley E. Sowers, M.D., 304 Wood Street, Room 505, 
Pittsburgh, PA  15222

SUMMARY: 
LOCUS is an instrument that is designed to be a simple and 

intuitive approach to making recommendations for intensity 
of behavioral health services based on quantitative ratings in 
six dimensions of function.  In this presentation the basic pro-
cess for the development of LOCUS will be reviewed and the 
principles that guided it will be discussed.  The assessment 
dimensions and levels of service intensity definitions will be 
described and some examples of the rating process will be 
completed with participants.  Extended applications of the 
LOCUS rating system will also be briefly described.  Partici-
pants will have an opportunity to rate some sample cases inde-
pendently and compare their ratings with others in the group 
and with recommendations suggested by the ASAM criteria.
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                                      Symposium 14		

Saturday, October 4                 8:30 a.m.-11:30 a.m.

Abusive Residential Care of Youth: 
Professional and Advocacy Response
Supported by the American Association of Community 
Psychiatrists

Charles W. Huffine, Jr., M.D., 3123 Fairview Avenue, East, 
Seattle, WA 98102
Discussant: Maia Szalavitz

Educational Objectives:
At the conclusion of this session, the participant should be 

able to: 1.) List the problems of abusive residential treatment 
including data to support that it is widespread and produces 
severe harm; and 2.) Design  a model on how to partner with 
advocates and professionals from other fields to effect change 
for both individuals and systems.

OVERALL SUMMARY: 
This group of professionals and advocates will introduce the 

audience to the phenomenon of abuse and maltreatment of 
youth in programs within the United States. These programs 
are either not regulated at all by states, or are “below the ra-
dar” of existing regulations. The audience will be treated to 
an example of collaboration between professionals and advo-
cates that has begun to produce results. The chair, Dr. Huffine, 
will open with a brief overview of the problems in the “teen-
help industry.” A representative of the Government Account-
ability Office will outline their investigation of this industry 
to date (or an alternate from Rep Miller’s EdLabCommittee). 
We will then have two parents whose sons were killed while 
in care. Both testified before the House Education and Labor 
Committee. They will speak about a growing advocacy initia-
tive for parents whose children have been harmed or killed by 
this industry. Two youth survivors will share their experiences 
in residential programs. They will talk about the their work 
in providing support and advocacy for other youth involved 
in such programs. A third youth will add balance by present-
ing her positive residential treatment story. Allison Pinto will 
share the results of her on-line survey of several hundred 
youth who have been in residential programs; some who re-
ported positive experiences, but a majority shared examples 
of abuse practices. Wanda Mohr will share her research into 
the risks of unskilled restraint of youth and the mechanisms 
of death from such activity. She will describe her advocacy 
regarding programs that falsely purport to help troubled youth 
and their families. Christina Kloker Young will share her ad-
vocacy work regarding abusive residential treatment. Maia 
Szalavitz, an award winning author and journalist, will com-
ment on the presentation.

1.  The Investigation of the Residential 
Care Industry
Greg Kutz, Government Accountability Office, 441 G Street, 
N.W., Washington, DC  22130

SUMMARY: 
Mr. Kutz will offer an update of the ongoing investigation of 

the GAO into the residential care industry. He will attempt to 
provide some data as to the numbers and types of programs 
catering to distraught parents and practices that are of concern 
they have documented in certain programs. The contents of 
this program element will be “hot off the press” and as yet not 
available data and qualitative analysis.

2.  Perspective of an Advocate and 
Parent’s Who Have Lost Sons
Bob Bacon, 726 W. Dunlap Avenue, Phoenix, AZ  85021

SUMMARY: 
The pain of loosing a child is incomprehensible to most, but 

to have that child die due to the neglect and abusive treatment 
of those to whom you have entrusted their care has many im-
plications for families so victimized. Being powerless to with-
draw your child from what you have assessed to be an abusive 
program due to custody issues is terrifying. This paper will 
be presented by advocates involved in such tragedies and will 
address the emotional, psychological and legal issues for par-
ents and the role of advocacy in helping parents resolve and 
get beyond the pain and frustration of the acute trauma and 
find meaning in participating in reforms that will save other 
families the harm and losses. Parent professional partnerships 
will be emphasized in this paper.

3.  Perspective of Youth Who Have Been 
Residents of Abusive Facilities
Katherine Whitehead, 9964 Dean Oaks Court, Orlando, FL  
32825

SUMMARY: 
Being forced into a residential treatment program with no 

recourse for appeal of the decision for placement violates the 
human rights of youth. No situation illustrates this more then 
when the treatment is clearly abusive and incompetent. Youth 
who are involved in such care are clearly aware of this, yet 
helpless to correct the situation. This paper will present two 
stories that reflect this horrific situation and one that offers an 
example of how residential care may be an intervention that 
can meet critical needs if grounded in ethical principles and 
appropriate care. This paper will present some ideas for ap-
propriate care and how all youth who have been involved in 
being placed in a residential program can partner with profes-
sionals as advocates against abusive treatment and seek for 
reform in the residential care industry.

4.  Data Suggesting a Widespread Problem
Allison Pinto, Ph.D., 3123 Fairview Avenue, East, Seattle, 
WA 98102

SUMMARY: 
The number and types of “teen help” facilities in the united 

states is unknown as are the numbers of youth they serve. 
This makes any accurate accounting for the types and impact 
of therapy programs impossible to measure. Given the large 
number of anecdotal reports of abusive treatment and meth-
ods of dealing with youth problems that have no standing in 
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clinical practice, A START initiated a web based survey that 
might at least give some indication of what former residents 
of such facilities might report. In collaboration with a youth 
survivor web site, we solicited information from youth who 
had been in residential care. The results of that survey were 
that over 600 youth responded. A minority had positive things 
to report about their experiences in a residential program. The 
majority gave details of abusive care with details that clearly 
documented abuse. They reported being subjected to extreme 
weather without safe and appropriate clothing, being denied 
adequate nutrition and health care and were limited from con-
tacts outside their program, including untended contacts with 
parents. They reported educational programs were inadequate 
and found after discharge that they were not appropriately 
accredited. Youth reports of the same programs were consis-
tent even accounting for non-overlapping tenure in the same 
program and many programs were cited by youth for having 
abusive and inadequate programs. These preliminary results 
of this survey were reported to a Congressional hearing on 
October 10, 2007 as evidence that abuse and maltreatment in 
residental programs for youth is widespread and of serious 
concern given the consistency of the reports.

5.  The Mode of Death From Misapplied 
Restraint
Wanda Mohr, Ph.D., 6131 Greenhill Road, New Hope, PA  
18938

SUMMARY: 
The history of residential treatment of troubled children has 

not always been a pretty one, for all the scientific progress that 
we have made. Patients have been unnecessarily incarcerated 
simply because they have lucrative insurance policies, they 
have been subjected to capricious punishment by staff mem-
bers, they have been treated shabbily and in inhuman condi-
tions, they have been secluded for hours, and they have been 
killed proximal to restraint use that may or may not have been 
a necessary act. This history continues to this day in many set-
tings to which children are sent by desperate and uninformed 
families. This discussion focuses on the dangers that such 
treatment poses and the number of deaths that have been re-
corded specific to physical restraint in such facilities.
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Saturday, October 4                   2:00 p.m.-5:00 p.m.

Aspects of Violence in Minority Groups
Supported by the APA Assembly Committee of 
Representatives of Minority/Underrepresented Groups

Gail E. Robinson, M.D., D.P.H., Toronto General Hospital, 
8-231 E.N., 200 Elizabeth Street, Toronto, ON, Canada, 
M4W 3M4, Ruth E. Frydman, M.D.

Educational Objectives:
At the conclusion of this session, the participant should be 

able to recognize the factors that contribute to violence in 
various minority groups, and to identify approaches to pre-
vention.

OVERALL SUMMARY: 
Minority groups are frequently victims of violence both from 

external sources and within their own groups. Black Ameri-
cans accounted for 13 percent of the U.S. population in 2005, 
but were the victims of about 15 percent of all of the nonfatal 
violent crime and about 49 percent of all homicides. Black ho-
micide victims tended to be younger than white victims with 
about half being between the ages of 17 and 29, compared to 
about 37 percent of white victims. Females were more likely 
to be victimized by persons whom they knew, while males 
were more likely to be victimized by strangers. For homicides 
in which the victim-offender relationship was known, an in-
timate killed 31% of female victims age 12 or older and 4% 
of male victims 12 or older. In the USA the FGI reported that 
15.6% of hate crimes reported to police in 2004 were founded 
on perceived sexual orientation. 61% of these attacks were 
against gay men, 14% against lesbians, 2% against heterosex-
uals and 1% against bisexuals, while attacks against GLBT 
people at large made up 20%. The experience of violence in 
these minority groups can lead to low self-esteem, self-loath-
ing and a variety of mental health problems. This symposium 
will look at violence in a number of minority groups in order 
to understand why it occurs and suggest means of preven-
tion.

1.  Domestic Violence in South Asians: An 
Example of Response from a Community
Jagannathan Srinivasaraghavan, M.D., Southern Illinois 
University School of Medicine, Choate Mental Health 
Center, 1000 N. Main Street, Anna, IL  62906

SUMMARY: 
This paper will define domestic violence and United Nations 
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declaration of Violence Against Women (VAW). Domestic vi-
olence is prevalent in all cultures all around the world. Among 
South Asians violence against women is committed in abor-
tions of female fetus, infanticide, physical, sexual and psycho-
logical abuse, honor killing, disfigurement and bride-burning. 
Single, separated, divorced, pregnant women and adolescent 
girls are at highest risk of being victims of violence. Psychi-
atric and psychological sequalae resulting from violence can 
be enormous. Immigrants who are subjected to violence face 
additional problems due to language difficulties, lack of ap-
propriate support system, unfamiliarity with laws and fear 
of deportation. Throughout the United States, Asian commu-
nities have responded to domestic abuse among their com-
munities in establishing various programs and organizations 
for survivors of domestic violence. One such agency is Apna 
Ghar (Our Home), established in Chicago in 1990 to serve 
South Asian victims of violence. This shelter has served more 
than 5,000 women and children since its inception. The ser-
vices provided include crisis line, legal advocacy, individual 
and group counseling, job assistance and training and therapy 
for children. Apna Ghar has also raised community awareness 
by community education and is actively involved in collab-
orative work with the state, city and local coalitions, councils, 
advisory boards, community organizations and forums.

2.  The Epidemiology and Mental Health 
Consequences of Violence Against 
Lesbian, Gay, Bisexual, and Transgendered 
(LGBT) People
Mark Townsend, M.D., 1464 Nashville Avenue, New 
Orleans, LA  70115

SUMMARY: 
According to statistics compiled by the FBI, attacks against 

LGBT people comprise 15-20% of all reported hate crimes in 
a given year. However, epidemiological studies indicate a life-
time prevalence of violence or harassment in this population 
of up to 50%. Studies have demonstrated that such violence 
can lead to serious mental health problems among LGBT 
people including depression, anxiety disorders, substance 
use disorders, lowered self-esteem and increased suicidality. 
Some have suggested that violence against LGBT people has 
increased as a backlash to certain civil rights victories such 
as the Supreme Court’s decision to strike down anti-sodomy 
laws in 2003. Others cite intolerance of homosexuality by cer-
tain religious and political groups as the basis for increased 
violence against this population. This paper will summarize 
what is known about the epidemiology of violence against 
LGBT people and the psychiatric sequelae. It will also explore 
the roots of such violence and how this is being addressed by 
mental health professionals and society.

3.  Violence Against Women: What Helps?
Gail E. Robinson, M.D., Toronto General Hospital, 8-231 
E.N., 200 Elizabeth Street, Toronto, ON, Canada, M4W 3M4 
SUMMARY: 
Compared to many areas of the world, North America is seen 

as a place where women have equal rights and equal status.  

However, despite the lack of formal prohibitions against such 
things as women’s autonomous functioning and access to jobs 
and education, violence against women is epidemic in North 
America.  Such violence includes homicide, assault, domestic 
violence, incest and child abuse, rape and elder abuse.  These 
crimes are still rampant, often go undetected, are generally 
poorly dealt with by physicians, police and the courts and can 
result in low self-esteem and many mental health problems 
including depression, anxiety, PTSD and substance abuse. 
Prevention is not an easy matter. There is insufficient evi-
dence about the efficacy of screening for abuse, treatment of 
victims or interventions for batterers. Despite this, individual 
clinicians must make decisions as to how to intervene. As 
well, education in the schools, public awareness campaigns, 
changes in the approaches by police and the courts and closer 
integration of various agencies are essential.
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Saturday, October 4                   2:00 p.m.-5:00 p.m.

Addressing Barriers to Effective Drug 
Treatment in Public Mental Health
Harold Carmel, M.D., One Copley Parkway, #534, 
Morrisville, NC  27560

Educational Objectives:
At the conclusion of this session, the participant should be 

able to: 1.) Demonstrate an understanding of barriers to ef-
fective treatment in the public mental health sector, includ-
ing psychosocial and financial barriers, lack of information 
from the patient, and suboptimal prescribing practices; and 2.) 
Recognize effective public sector programs that can improve 
effective drug treatment.

OVERALL SUMMARY: 
This symposium presents several perspectives on barriers 

to effective drug treatment in public mental health systems, 
from veterans’ care and from the experience of a state mental 
health system.  Understanding the perspective of the patient is 
important, and the report from the CIVIC-MD Project Team 
presents data on barriers to effective care, as the complex in-
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terplay of risk factors cumulatively impacts the effective treat-
ment of patients with bipolar disorder.  Another perspective is 
provided by a report of an audio computer-assisted self inter-
viewing (ACASI) system, which provides the consumer with 
the opportunity to provide information that helps the clinician 
identify and address potential barriers. The experience of Mis-
souri in addressing a crisis in the Medicaid pharmacy budget 
identifies methods that engages physicians in improving the 
quality of psychotropic medication prescribing, resulting in 
better quality care that is reflected in reductions in hospitaliza-
tions, urgent care/emergency room visits, and hospitalizations. 
These reports identify barriers to effective drug treatment in 
public mental health systems and point to effective methods 
to improve treatment.

1.  Improving Clinical Decisions and 
Adherence Through Patient Self 
Assessment
Chris Reist, M.D., 5901 East 7th Street, Long Beach, CA  
90822

SUMMARY: 
As mental health systems embrace the recovery model of 

treatment, much attention is given to important elements 
such as supported employment, peer support, and social skills 
training.  As important to successful recovery are optimal ben-
efit from medications and clinician access to important clini-
cal information. Audio computer-assisted self-interviewing 
(ACASI) supports data collection by asking patients waiting 
for appointments clinical questions visually and aurally. It has 
improved outcomes for many disorders and has proved to be 
feasible in the treatment of severe mental illness in the clinic.  
This method can provide important information to the clini-
cian, which can be used to help in addressing poor adherence 
to medications, an important barrier to improved outcomes.  
This talk will describe experiences with this technology and 
how it can inform provider decision making and improve pa-
tient care.

2.  Medication Adherence, Ethnicity, and 
the Influence of Multiple Psychosocial 
and Financial Barriers in Veterans with 
Bipolar Disorder
John E. Zeber, Ph.D., South Texas Veterans Health Care 
System, 7400 Merton Minter Road, (11c6), San Antonio, TX  
78229

SUMMARY: 
Patients with bipolar disorder are often poorly medication 

adherent, resulting in deteriorating symptomatology, higher 
admission rates, and diminished quality of life. Many factors 
are strongly associated with adherence, including financial 
burdens and a variety of psychosocial factors. However, anal-
yses typically consider potential barriers independently rather 
than conjointly from the patient’s perspective, neglecting the 
complex interplay of risk factors. This study uses self-report-
ed data to evaluate the differential and cumulative impact of 
nine barriers upon medication adherence.  We recruited 435 
patients from the Continuous Improvement for Veterans in 

Care - Mood Disorders (CIVIC-MD, FY04-06) study, which 
examined quality of care provided to veterans with bipolar 
disorder. Surveys collected information on multiple financial 
and psychosocial adherence barriers: medication copayments, 
foregoing treatment due to cost, binge drinking, access dif-
ficulty, social support problems, poor therapeutic alliance, 
and low medication insight. Multivariable logistic regression 
modeled adherence as a function of perceived barriers upon 
adherence, controlling for demographics, homelessness, and 
affective symptomatology. Nearly half of the respondents 
reported adherence difficulty. Patients experienced an aver-
age of 2.8 barriers, with 41% perceiving at least three. Mi-
nority veterans reported poorer adherence than white patients 
(56 percent versus 40 percent, p=.01), while claiming more 
overall barriers. Multivariable models revealed that the total 
number of barriers was significantly associated with poor ad-
herence (OR=1.24 per barrier). The most significant were low 
medication insight, binge drinking, and difficulty accessing 
psychiatric care (ORs of 2.41, 1.95 and 1.73, respectively). 
Veterans with bipolar disorder experience multiple barriers to 
medication adherence.

3.  Implementing Evidence-Based Medicine 
in Public Mental Health Settings
Joseph J. Parks, M.D., 1706 East Elm Street, P. O. Box 687, 
Jefferson City, MO  65102

SUMMARY: 
Implementing evidence-based medicine has been a desired 

goal for the last decade, enacouraged by The Institute of Med-
icine, The Presidents New Freedom Comission, and numerous 
articles by researchers and policy makers. However, acheiv-
ing the vision has proven difficult and several approacfhes 
including Practice Guidelines, algorithmns. and toolkits have 
failed to be broadly adopted due to being cumbersome, expen-
sive, or distasteful to physicians. This session will review les-
sons learned from prior approaches and discuss implementing 
evidence-based medicine on an individual patient decision ap-
proach with regards to prescribing psychotopic medications.

4.  Demonstrating the Effectiveness 
of a Program to Improve Physician 
Prescribing in the Missouri Mental 
Health System
Harold Carmel, M.D., One Copley Parkway, #534, 
Morrisville, NC  27560

SUMMARY: 
Given limited resources, it is important to find ways to pro-

mote best practices in psychotropic prescribing, reduce costs 
and improve outcomes.  We studied the effect of the first 
mailed educational message to a physician about psychotropic 
medication prescribing practices (“intervention”) on the rate 
of change of pharmacy, hospital and outpatient costs in the 
Missouri Medicaid system. Patients were adults on psycho-
tropic medications, continuously Medicaid-eligible through-
out 2002-2005. A first intervention was mailed from 6/03 to 
11/04.  3 groups were studied: 1.) Patients for whom a first 
intervention was mailed (“Direct Effect”, N=16,962); 2.) Pa-
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tients whose physician got a mailing on another patient, but 
who themselves needed no intervention (“Collateral Effect”, 
N=42,960); and 3.) A subset of the “Direct Effect” group 
with schizophrenia (“Subgroup,” N=6310). Pharmacy claims 
data were available for all three groups; inpatient and outpa-
tient claims data for the “Subgroup.”  For each patient, the 
rate of change in the outcome measure for the year after first 
intervention was compared to the rate of change for the en-
tire 2002-2005 period before intervention. The analysis was 
based on a repeated measures analysis of covariance, using 
mixed model methodology to estimate mean cost/pt/m for 
each patient. A significant difference (p<0.0001) was found 
between the rate of change before and after intervention for 
psychotropic pharmacy costs in all three groups.  “Subset” 
patients showed significant savings in inpatient costs ($799/
pt/yr, 24.1%) and outpatient costs ($277/pt/yr, 3.8%), and a 
significant drop in admissions (0.132/pt/yr, 22.8%) and bed 
days (1.2/pt/yr, 26.9%).  Estimated cost reductions for all 
three groups for the year after each patient’s first interven-
tion totaled $36.5 million. Mailed educational interventions 
to physicians on psychotropic drug prescribing practices can 
reinforce best practice and substantially reduce pharmacy, 
hospital and outpatient costs.
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                                Symposium 17		

Sunday, October 5                       8:30 a.m.-11:30 a.m.

From the Everyday to the Exotic: 
Experiences From the Bellevue Hospital 
Comprehensive Psychiatric Emergency 
Program
Patricia M. Schwartz, M.D., Bellevue Hospital Center, 462 
First Avenue, CPEP, New York, NY 10016, Kishor Malavade, 
M.D.
Discussant: Megan Poe, M.D.

Educational Objectives:
At the conclusion of this session, the participant should be 

able to: 1.) Recognize the variety of psychiatric pathology that 
leads patients to present to a psychiatric emergency depart-
ment; 2.) Differentiate when psychiatric presentations may be 
secondary to primary medical issues or substances; 3.) De-
fine how cultural issues may influence the manner in which 
patients present with psychiatric symptoms; and 4.) Identify 

some of the forensic issues relevant to emergency psychiatry.
OVERALL SUMMARY: 
The Bellevue Hospital Center Comprehensive Psychiatric 

Emergency Program (CPEP) is among the largest psychiat-
ric emergency settings in the country, seeing patients with a 
wide variety of psychiatric, medical and social issues. Given 
the unique cross-section of New York City’s population that 
it treats, the Bellevue CPEP’s cases range from the everyday, 
“bread and butter” substance induced psychosis to psychiatric 
presentations of exotic medical illnesses. In this symposium, 
residents will present cases that they have encountered in the 
Bellevue CPEP, each with a discussant from the CPEP faculty 
who will expand upon the issues brought up by the case and 
how its lessons might be applied in other psychiatric emer-
gency settings.

1.  Case 1: Understanding a Mother and 
Son Who Both Present to the Emergency 
Room with Psychotic Symptoms
Nomi Levy-Carrick, M.D., NYU Psychiatry Residency 
Training Program, 550 First Avenue, NB 20N11, New York, 
NY  10016

SUMMARY: 
This presentation will examine the complex interplay be-

tween psychiatric pathology and cultural issues.  It will ad-
dress how families seek to explain the psychotic symptoms 
of their loved ones within the cultural framework that makes 
sense to them, and how their interpretation of their loved ones’ 
symptoms may itself seem psychotic.  The discussion will fo-
cus on how to best evaluate the primary patient in such situa-
tions, and how to engage the family through psychoeducation 
in the treatment process.
2.  Case 2: Evaluating the Prisoner in the 
Psychiatric Emergency Room Setting
Susan Gray, M.D., NYU Psychiatry Residency Training 
Program, 550 First Avenue, NB 20N11, New York, NY  10016

SUMMARY: 
This presentation will address the complexity of evaluating 

patients under arrest, when privacy rights and the standards 
for psychiatric admission are often not as clear as they would 
be for civilians.  The discussion will focus on the factors that 
should be considered when deciding whether a patient is psy-
chiatrically stable enough to proceed to arraignment.  The 
conflict between protecting the patient’s due process rights 
and ensuring appropriate mental health treatment will be em-
phasized.

3.  Case 3: Uncal Herniation Presenting 
with Psychosis
Mary Weathers, M.D., NYU Psychiatry Residency Training 
Program, 550 First Avenue, NB 20N11, New York, NY  10016

SUMMARY: 
This dramatic and unusual case will be used to illustrate when 

a medical cause for psychiatric illness should be suspected.  
The presentation will address what clues from the evaluation 
and mental status exam point to a possible medical cause of 
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psychosis, and what type of medical workup is indicated for 
new onset psychosis.

4.  Case 4: Cocaine Induced Psychosis
Katherine Maloy, M.D., NYU Psychiatry Residency Training 
Program, 550 First Avenue, NB 20N11, New York, NY  10016

SUMMARY: 
This all-too-common case will be used as a launching pad 

for a discussion of substance induced psychosis.  The pre-
sentation will address how cocaine induced psychosis can be 
distinguished from primary psychotic illness on the initial ex-
amination.  It will also address the appropriate management 
of patients with cocaine induced psychosis, both during the 
psychotic episode and after its resolution.
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Sunday, October 5                       8:30 a.m.-11:30 a.m.

Principles of Antipsychotic Prescribing 
for Policy Makers
Alan Q. Radke, M.D., M.P.H., 444 Lafayette Road, North St. 
Paul, MN 55164-0979, Joseph J. Parks, M.D.
Discussant: Brian M. Hepburn, M.D.

Educational Objectives:
At the conclusion of this session, the participant should be 

able to: 1.) Recognize the impact two major government stud-
ies (CATIE, CUTLASS) has had on the prescribing of anti-
psychotic medications; 2.) List the principles of antipsychotic 
access, efficient utilization, and prescribing; 3.) Identify poli-
cy recommendations based on the current state of knowledge; 
and 4.) Ariculate the current state of knowledge about anti-
psychotic efficacy and prescribing from all available studies 
to date.

OVERALL SUMMARY: 
The National Association of State Mental Health Program 

Directors (NASMHPD) Board asked that the NASMHPD 
Medical Directors’ Council advise the commissioners on anti-
psychotic prescribing in light of two recent government stud-
ies (CATIE and CUTLASS).  To do this the Council: 1) Sum-
marized the current state of knowledge about antipsychotic 

efficacy and prescribing from all available studies to date; 2.) 
Developed a set of principles of antipsychotic access, efficient 
utilization and prescribing; and 3.) Made policy recommenda-
tions based on the current state of knowledge.  The policy rec-
ommendations are: 1.) Ensure appropriate access; 2.) Ensure 
efficient utiization; 3.) Promote best-practice use of antipsy-
chotic medications; and 4.) Ensure timely availability of dis-
semination of necessary clinical trial information.  The bottom 
line is that the NASMHPD medical directors have critically 
reviewed the findings of current studies in the context of other 
data, summarized the findings, and made recommendations to 
help policy-makers understand the implications of said data 
on antipsychotic access and utilization.  These findings and 
recommendations are solely those of the Medical Directors’ 
Council and not of NASMHPD or its Board of Directors. Over 
the past decade, there has been a significant change in patterns 
of antipsychotic practice, with the newer, more costly and be-
lieved-to-be-more effective “atypical” agents replacing the 
older “typical” antipsychotic medications. While all of these 
medications are FDA-approved for the treatment of schizo-
phrenia in adults, where their use has been best-studied, they 
are often utilized “off-label” for treatment of a wide variety 
of other conditions. The recent publication of the findings of 
two major government-funded studies (CATIE, CUTLASS) 
of comparative antipsychotic effectiveness in schizophrenia 
has caused uncertainty among patients, clinicians and policy 
makers about the relative utility of atypical and typical anti-
psychotic agents. To address the issue, NASMHPD medical 
directors critically reviewed the findings of these studies in 
the context of other data.  Based on our review, we present a 
summary of findings and propose a set of recommendations 
for prescribing, access and pharmacy utilization management 
with regard to antipsychotic medications.

1.  Principles of Antipschotic Access: 
Efficient Utilization and Prescribing
Alan Q. Radke, M.D., 444 Lafayette Road, North St. Paul, 
MN 55164-0979

SUMMARY:
NASMHPD Medical Directors’ Council is recommending 

that six principles be considered when prescribing of anti-
psychotics. They are: 1.) Treatment with antipsychotic me-
dications, like any other treatment, should be individualized 
in order to optimally promote recovery;  2.) Treatment with 
antipsychotic medications shoud be as effective, safe and 
well-tolerated as possible; 3.) Treatment with antipsychotic 
medications should consider personal preference and vulner-
abilities; 4.) Treatment with antipsychotic medications should 
provide value in terms of improved quality of life to the con-
sumer; 5.) Treatment choices with antipsychotic medications 
should be informed by the best current evidence and must 
evolve in response to new information; and 6.)  Cost consider-
ations should guide antipsychotic medication selections if the 
preceding principles are met.
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2.  Principles of Antipsychotic 
Prescribing for Policymakers
Joseph J. Parks, M.D., 1706 East Elm Street, P. O. Box 687, 
Jefferson City, MO  65102

SUMMARY:
Over the past decade, there has been a significant change in 

patterns of antipsychotic practice, with the newer, more costly 
and believed to be more effective “atypical” agents replac-
ing the older “typical” antipsychotic medications. While all 
of these medications are FDA-approved for the treatment of 
schizophrenia in adults, where their use has been best-stud-
ied, they are often utilized “off-label” for treatment of a wide 
variety of other conditions. The recent publication of the find-
ings of two major government-funded studies (CATIE, CUT-
LASS) of comparative antipsychotic effectiveness in schizo-
phrenia has caused uncertainty among patients, clinicians and 
policy makers about the relative utility of atypical and typical 
antipsychotic agents. To address the issue, NASMHPD medi-
cal directors critically reviewed the findings of these studies 
in the context of other data.  Based on our review, we present 
a summary of findings and propose a set of recommendations 
for prescribing, access and pharmacy utilization management 
with regard to antipsychotic medications.

3.  Comparative Efficacy of Antipsychotic 
Medications: Putting CATIE In Context
Rajiv Tandon, M.D., Room 235, Building 6, 1317 Winewood 
Boulevard, Tallahassee, FL  32399-0700

SUMMARY:
  Over the past decade, there has been a significant change in 
patterns of antipsychotic practice, with the newer, more costly 
and believed to be more effective “atypical” agents replacing 
the older “typical” antipsychotic medications. The recent 
publication of the findings of two major government-funded 
studies (CATIE, CUTLASS) of comparative antipsychotic 
effectiveness in schizophrenia has caused uncertainty among 

patients, clinicians and policy makers about the relative utility 
of atypical and typical antipsychotic agents. To address the 
issue, NASMHPD medical directors critically reviewed the 
findings of these studies in the context of other data. Over 
the past two years, the Medical Directors’ Council repeatedly 
reviewed the evolving evidence, sought to understand the 
studies’ findings, and discussed policy implications. The 
principal investigatore of CATIE (Jeffrey Lieberman, M.D.) 
participated in a full-day discussion of CATIE in July 2006. 
Subsequently, findings and implications were discussed 
at monthly Medical Directors’ conference calls and three 
additional NASMHPD Medical Directors’ Council meetings 
(October 2006; May 2007; and December 2007). Review 
drafts were provided to psychiatrists active in researching 
antipsychotic medications and their input was considered 
and incorporated.  Observations were also presented to the 
NASMHPD Commissioners in July 2006 and December 2007. 
This session will present a synthesis of the available research 
on the comparitive efficacy of antipsychotic medications.
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                                    Workshop 1		

Thursday, October 2                   8:00 a.m.-9:30 a.m.

The Wrath of God: A Faith-Based Survival 
Paradigm (A Presentation and Film About 
the Survivors of the 2005 Earthquake in 
Pakistan)
Samoon Ahmad, M.D., 800 Fifth Avenue, New York, NY  
10065

EDUCATIONAL OBJECTIVES:
 At the conclusion of this session, the participant should be 

able to: 1.) Understand how faith, religion, society and family 
can play a large role in coping mechanisms and apply to their 
clinical practices; and 2.) Recognize that lack of basic necessi-
ties and resources cultivates passivity, dependency, hopeless-
ness, resentment and ultimately the potential exploitation by 
extremist viewpoints.

SUMMARY:
 On October 8, 2005 at 8:52 a.m., an earthquake measuring 

7.6 on the Richter scale struck Pakistan and Kashmir. More 
than 250,000 people perished, though the official toll remains 
around 80,000. The majority of the dead were children. Mil-
lions (3.5) are homeless, with no relief in sight. This oral pre-
sentation and the 20 minute movie illustrates the role of faith 
as a coping mechanism in the earthquake victims. The project 
began after my visit to the earthquake region of Pakistan and 
Kashmir in May 2006, six months after the earthquake.  An in-
dividual’s ability to cope with disaster is a function of culture, 
religion, faith, and belief. Common patterns of trauma have 
emerged among those affected by disaster, and have been the 
subject of numerous studies. A literature search showed that 
no scientific papers have been written nor any protocol devel-
oped to study this population. Psychiatry is non-existent due 
to detachment from the modern world by virtue of its geo-
graphical inaccessibility. Individuals in this population may 
cope with disaster differently since they exist as nuclear ex-
tended families with strong religious and spiritual belief sys-
tems. Survivors were interviewed and videotaped utilizing the 
Traumatic Stress Symptom Checklist (TSSC). Despite a high 
prevalence of PTSD and Depressive Disorder, there was less 
incidence of suicide and more optimism due to faith and reli-
gious belief systems. The role of God was quite prevalent, as 
was a shift from a collective society to an individualistic one 
and disintegration of familial bonds. Faith, religion, society 
and family play a large role in coping mechanisms, but do not 
prevent the induction of PTSD or depressive symptoms. Lack 
of basic necessities and resources cultivates passivity, depen-
dency, hopelessness, resentment and ultimately the potential 
exploitation by extremist viewpoints.

REFERENCES:
1.  Terry J Lewin. Recovery from post-earthquake psycholo-    
     gical morbidity: who suffers and who recovers? Austra-
     lian and New Zealand Journal of Psychiatry 1998; 32:15-
     20.

2.   Chie Watanabe. Social support and Depressive 
      Symptoms  Among Displaced Older Adults Following 
      the 1999 Taiwan Earthquake. Journal of Traumatic     
      Stress, Vol. 17,  No. 1. February 2004, pp. 63-67.

                                   Workshop  2		

Thursday, October 2                   8:00 a.m.-9:30 a.m.

The Design and Renovation of 
Therapeutic Space in an Over-Regulated 
and Underfunded World.
Virginia L. Susman, M.D., New York Presbyterian Hospital, 
Westchester Division, 21 Bloomingdale Road,, White Plains, 
NY  10605, Philip Wilner, M.D., Jaques Black

EDUCATIONAL OBJECTIVES:
 At the conclusion of this session, the participant should be 

able to recognize the challenges of meeting increasing regu-
latory standards for safety, while upgrading or re-creating 
aesthetically pleasing and restorative treatment environments 
and gain a deeper understanding of the therapeutic value of 
design.

SUMMARY:
 To avoid restraint, to ensure individual dignity, to provide 

comfortable and pleasant surroundings, to promote well-be-
ing and health – these remain essential features of psychiatric 
inpatient treatment today.  The original goal of William Tuke 
and early proponents of Moral Treatment was to promote 
mental and physical healing in an environment that empha-
sized aesthetics, exposure to natural surroundings, light, air 
and the individual needs of the patients.  As asylums grew in 
size and patient volumes, the need for oversight and regula-
tion within the asylums grew proportionately.  Reformers like 
Dorothea Dix campaigned passionately to ensure clean and 
safe conditions within these enlarged institutions. Some have 
said that the legacy of such reforms has been intense regula-
tory oversight that interferes not only with design of therapeu-
tic space but also with patient treatment.  Anyone involved in 
maintaining and renovating facilities or designing new inpa-
tient environments must deal with the conflicting demands of 
regulation, program needs, cost and the desire to create an en-
vironment conducive to healing.  Reconciling patient comfort 
and privacy with code mandates for security and safety, and 
with long-term maintenance poses considerable challenges.  
Meeting increasing demands for patient safety can even mean 
having to modify real world items such as hardware, toilet 
fixtures, curtains, windows, and lighting. CMS, JCAHO, state 
health department regulations, AIA Guidelines for Design and 
Construction of Health Care Facilities all establish regulations 
which emphasize minimizing risk for violence and self-harm. 
Planners and designers are hard pressed to strike a balance be-
tween codified standards, patient comfort, clinical needs and 
creative expression.  This workshop will highlight the history 
of psychiatric architecture, current regulatory standards, con-
temporary design features and the difficult choices between 
building a new and renovation of existing facilities.
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                                   Workshop 3		

Thursday, October 2                   8:00 a.m.-9:30 a.m.

Developing Collaborative Care Models 
for Bipolar Disorder: Patient-Centered 
Changes to Improve Outcome for Serious 
Mental Illness
Mark S.  Bauer, M.D., Psychiatry Education-116A7, Building 
5, Room C-110, Brockton Division, VA Boston Healthcare 
System, Brockton, MA  02301, Martha Sajatovic, M.D., Amy 
Kilbourne, Ph.D., M.P.H.

EDUCATIONAL OBJECTIVES:
 At the conclusion of this session, the participant should be 

able to: 1.) Assess the principles of collaborative care mod-
els for serious mental illness; 2.) Identify the results of recent 
long-term multi-site studies of collaborative care models for 
bipolar disorder; and 3.) Implement issues and think through 
potential issues in their own systems.

SUMMARY:
 Collaborative chronic care models (CCMs) improve out-

come in chronic medical illnesses and in depression treated 
in primary care. These models emphasize patient-centered, 
recovery-oriented care that entails reorganization of services, 
provider behavior change, and augmentation of patient self-
management skills (Bauer et al, 2006). We have developed 
and tested the first CCM to be used for chronic mental ill-
nesses; two long-term, multi-site randomized controlled tri-
als have demonstrated that such CCMs can improve clinical 
and functional (1,2) outcome in real-world (effectiveness) 
samples of individuals with bipolar disorder at little (2) to no 
(1) net cost. Such CCMs consist of (a) patient self-manage-
ment skills enhancement via psychoeducation, (b) provider 
support through simplified practice, and (c) enhanced access 
and continuity of care implemented by a nurse care manager. 
These trials indicate that these principles are robust and can be 
operationalized in a variety of ways. Thus the evidence sup-
ports the use of CCMs and their readiness for dissemination 
to routine care in real-world practices. This workshop will 
first review the above evidence in some detail, with particu-
lar attention to adherence and medical risk (e.g., metabolic 
syndrome).  We will then focus on strategies for implementa-
tion in the participants’ healthcare systems. Rather than de-
livering a how-to lecture about an off-the-shelf intervention, 
we will take an implementation science approach and focus 
the workshop on how the intervention might be implemented 
in participants’ specific healthcare systems. This process can 
also support implementation of other modalities for other se-
rious mental illnesses. The workshop will be guided by the 

following questions. In my specific healthcare system: 1.) 
What aspects of the intervention are of most value? 2.) What 
are the potential barriers to implementation, both internal and 
external, and what are potential solutions? 3.) What factors 
might enhance uptake, and how can I maximize them? and 
4.) How would I develop and analyze a “business case” for 
implementation?

REFERENCES:
1. Bauer MS, McBride L, Williford WO, Glick HA, Kinosian 
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    B. Long-term effectiveness and cost of a systematic care 
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Thursday, October 2                    8:00 a.m-9:30 a.m.  
Cognitive and Behavioral Techniques to 
Improve Brief Pharmacotherapy Sessions
Supported by the APA Committee on Psychotherapy by 
Psychiatrists

Donna M. Sudak, M.D., Drexel University College of Medi-
cine, c/o Friends Hospital, P.O. Box 45358, Philadelphia, PA  
19124, Jesse Wright, M.D., Ph.D.

EDUCATIONAL OBJECTIVES:
 At the conclusion of this session, the participant should be 

able to: 1.) Use key techniques for depressed patients; 2.) Use 
key techniques for patients with anxiety; and 3.) Use key tech-
niques to promote medication adherence.

SUMMARY:
 Cognitive Behavioral Therapy has been demonstrated to 

be effective, both with and without medication, for a wide 
range of psychiatric disorders. Although, many practitioners 
do not have the time or expertise to conduct CBT sessions, 
they nevertheless can learn key techniques to use when doing 
medication consults, to help reduce depressive and anxiety 
symptoms, enhance medication adherence, and improve out-
comes. This workshop will focus on demonstrating the use of 
activity scheduling, responding to distressing cognitions, and 
other “high yield” interventions that can be implemented in 
briefer sessions. Participants will see role-play and videotape 
demonstrations of the intervention and learn the rationale for 
each strategy. We anticipate considerable discussion about the 
practical application of these techniques in clinical practice. 
The audience will receive information about other resources 
available to learn about this approach to patients.
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                                   Workshop 5		

Thursday, October 2               10:00 a.m.-11:30 a.m.

Mental Health Systems and Delivery of 
Care in Developing Countries of Asia
Supported by the South Asian Forum
Jagannathan Srinivasaraghavan, M.D., Southern Illinois 
University School of Medicine, Choate Mental Health 
Center, 1000 N. Main Street, Anna, IL  62906, Maniam 
Thambu, M.D., Gita Sadighi, M.D., Psy.D., Jitendra Trivedi, 
M.D., M.R.C., Dinara Amanbekova, M.D.

EDUCATIONAL OBJECTIVES:
 At the conclusion of this session, the participant should be 

able to: 1.) Recognize how some of the developing countries 
in Asia are handling mental health issues often with minimal 
funding and trained health care personnel; and 2.) Identify in-
novations that may have relevance to service delivery in rural 
and underserved areas of the U.S. that we may adopt.

SUMMARY:
 Neuropsychiatric disorders including self-inflicted inju-

ries account for 13% of the burden of diseases and 28% of 
the disabilities are due to mental health problems. By 2020, 
mental disorders are projected to contribute more than 15% 
of the total burden of diseases. Asia is home to more than 
half the population of the world. However, the majority of the 
population live in developing countries. There are 4.15 psy-
chiatrists for 100,000 persons worldwide, however the ratio 
is much smaller in most Asian countries. Besides, there is a 
wide variation in policies, programs, financing, services, pro-
fessionals and resources. There are common social problems 
such as rapid urbanization, unemployment, illiteracy, malnu-
trition, violence, substance abuse and increase in commercial 
sex workers. The health care budget remains small and only 
a tiny fraction is allotted for mental health. There are limited 
institutional and organizational support networks and lack of 
trained personnel and infrastructure. Stigma, communication 
problems, diagnostic and treatment bias are additional barri-
ers. In this workshop, four scholars with knowledge about four 
different areas provide an overview of insight about Iran and 
the Middle East, India and South Asia, Malaysia and South-
east Asia and Kyrgystan and Central Asia. There is emphasis 
on reliance on non-specialized health workers, mental health 
training for primary care professionals, community-based 
rural mental health programs and integrating a multidisci-
plinary approach in the care of mentally ill. Some innovative 
programs may be suitable for our adoption in the delivery of 
care in rural areas. There will be ample time for interactive 

exchanges and audience participation.

REFERENCES:
1. Mental Health Atlas 2005. World Health Organization, 
    Geneva, Switzerland.
2. Sadighi G, Srinivasaraghavan J.  Culture and Mental
    Health in the Islamic Republic of Iran.  Chapter in 
    “Culture, Personality and Mental Illness in Third World 
    Perspective” edited by Vijoy K. Varma & Anirudh Kala (in 
    press).
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Thursday, October 2               10:00 a.m.-11:30 a.m.

Partnering With Your Patient to Improve 
Medical Care
Jeffrey T.  Rado, M.D., M.P.H., 1700 W. Van Buren, 5th 
Floor, Chicago, IL  60612, John C. Onate, M.D., Sarah 
Rivelli, M.D., Robert McCarron, D.O., Russell Lim, M.D., 
Glen L Xiong, M.D.

EDUCATIONAL OBJECTIVES:
 At the conclusion of this session, the participant should be 

able to: 1.) Recognize the obstacles to medical care and pre-
ventive health services for chronic mentally ill patients; and 
2.) Implement different approaches that can enhance medical 
care for patients in various clinical settings.

SUMMARY:
Severe mental illness has been associated with 2-4 times 

increased mortality compared with the general population.  
Much of this can be attributed to diabetes, cardiovascular and 
respiratory diseases which are often associated with prevent-
able risks factors such as smoking, obesity and dyslipidemia.  
Patients with chronic mental illness are also more likely to 
have medical illness go undiagnosed and are less likely to re-
ceive preventive medical services.  Provision of medical care 
is hindered by poor communication between members of the 
health care team and lack of mutual accountability. Chronic 
paranoia, impaired reality testing and mood instability make 
providing medical care to this population challenging. These 
factors, in addition to a fragmented health care system, all cre-
ate obstacles to adequate care. Further, antipsychotic medica-
tions themselves have been associated with obesity, diabetes 
and dyslipidemia.  This has led to the recent publication of 
APA/ADA guidelines for medical monitoring of patients be-
ing treated with antipsychotics. This workshop will present 
practical approaches to improving medical outcomes in psy-
chiatric patients.  The focus will include outpatient, inpatient 
and emergency room settings.  Preventive health care, includ-
ing appropriate screening guidelines, will be reviewed.  Inte-
grative approaches with an emphasis on coordination of care 
will be discussed. Participants will have the opportunity to 
apply concepts in a case-based, interactive discussion led by 
program presenters.

REFERENCES:
1. Folson DP,  McCahill M, Bartels SJ et al: Medical comor-
    bidity and receipt of medical care by older homeless 
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Thursday, October 2               10:00 a.m.-11:30 a.m.

Transforming the Care of the Mentally 
Ill in Jails and Prisons: The New Mental 
Health Standards of the National 
Commission on Correctional Health Care
Supported by the APA Caucus of Psychiatrists Working in 
Correctional Settings

Henry C. Weinstein, M.D., 1111 Park Avenue, New York, NY  
10128, Carl Bell, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Describe and discuss the history of the National 
Commission on Correctional Health Care; 2.) Describe and 
discuss the original decision to combine the medical and the 
mental health accreditation standards; and 3) Describe and 
discuss the need for separate mental health accreditation stan-
dards and the details of their development.

SUMMARY:
Dramatic reform of the correctional health and mental health 

systems began in 1974 when an American Medical Associa-
tion (AMA) survey of sheriffs administering local jails dis-
covered that nearly two-thirds of the jails’ correctional health 
care consisted of first aid and 16.7 percent reported that not 
even first aid was available. Fewer had facilities for treating 
alcoholics and drug addicts, and only 14 percent had facili-
ties for the mentally ill. Prison correctional mental health was 
no better and jails and prisons as a rule, lacked mental health 
screening mechanisms and testing services, thus, inmates’ 
mental health problems went undetected and untreated. The 
National Commission on Correctional Health Care (NCCHC), 
which is the dominant organization in establishing correction-
al health care standards and accreditation was a spin off of 
the AMA program. The NCCHC was incorporated in 1983 
and consists of 37 professional organizations, including the 
American Psychiatric Association. A group of distinguished 
psychiatrists developed a unique set of standards for mental 
health care in jails and prisons. It was decided however, for 
more efficient and effective accreditation, to combine these 
with the standards for health care in jails and prisons. This 
workshop will describe the perceived need for separate men-
tal health standards, their development, and specific details of 
these new standards in order to elicite comments and discus-
sion from the audience. The Chair of this interactive workshop 
is the President of the APA Caucus of Psychiatrists Working 
in Correctional Settings and is also the APA representative to 
the National Commission’s Board of Directors. Other faculty 
include the Chair of the APA Council on Social Issues and 

Public Policy who is also the Chair of the Accreditation Com-
mittee of the National Commission. They will be joined by 
the President of the National  Commission on Correctional 
Health Care.

REFERENCES:
1. National Commission on Correctional Health Care. Cor- 
    rectional Mental Health Care: Standards and Guidelines 
    for Delivering Services. Chicago: National Commission 
    on Correctional Health Care; 2003.
2. American Psychiatric Association. Psychiatric Services in
    Jails and Prisons, 2nd ed. Washington, DC: American 
    Psychiatric Association; 2000.

                                   Workshop 8		

Thursday, October 2                  1:30 p.m.-3:00 p.m.

High Tech/Low Tech: Shelter Rotations 
for Outpatient Training
Ellen Berkowitz, M.D., 450 Clarkson Avenue, Brooklyn, NY  
11203, Van Yu, M.D., Stephen M. Goldfinger, M.D., Carolina 
Klein, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to recognize the value of including an outpatient shelter 
rotation into residency training to develop online curricula for 
this and other educational courses.

SUMMARY:
The residency training program at the State University 

of New York, Downstate Medical Center (DMC) is, to our 
knowledge, one of only two training programs in the US with 
a required rotation in homeless shelters as part of the outpa-
tient training experience. In collaboration with the Project for 
Psychiatric Outreach to the Homeless, Downstate has, for 
the past six years, had residents spending a half-day a week 
working in various shelter settings throughout New York 
City. Most sites have a pair of residents assigned; experiences 
range from more traditional psychiatric evaluations to cook-
ing groups, “how to get more sex” (start with ADLs!) groups 
to community outreach to street-dwellers on a mobile van. 
Sites range from relatively stable SROs serving the elderly or 
single women with children to short-term emergency shelters 
where woman are assigned chairs in which to sleep. Direct 
supervision is provided by PPOH physician staff on-site, with 
biweekly group supervision shared by PPOH and Downstate 
clinicians. In addition to DMC trainees, volunteer residents 
and those doing electives from other New York training pro-
grams also work in city shelters. One of the challenges was 
providing essential didactics to these widely scattered train-
ees, exposing them to the extensive clinical and sociological 
literature on mental illness and homelessness. Each week, an 
article is sent out in an email to all residents, with one of them 
responsible for providing a summary of the reading. This sum-
mary, as well as Dr. Yu’s own analysis of the implications of 
the piece, are distributed to the entire mailing list. This combi-
nation of “low tech” shelter rotations and electronic didactics 
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provides, we think, a unique and highly successful model for 
reaching not only the many sheltered individuals in our city, 
but the trainees who treat them. Samples from the online syl-
labus will be provided, and the generalizability of the model 
to other situations will be explored.  Attendees may, at the end 
of the meeting, join the online training network.

REFERENCES:
1. Cohen NL, McQuiston H, Albert G, Edgar J, Falk K,   
    Serby M. Training in community psychiatrist: new oppor-   
    tunities. Psychiatric Quarterly. 69(2): 107-116, 1998.
2. McQuiston H, Finnerty M, Hirschowitz J, Susser E.   
    Challenges for psychiatry in serving homeless people with 
    psychiatric disorders. Psychiatric Services, 54(5): 669-
    676, 2003.
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Thursday, October 2                  1:30 p.m.-3:00 p.m.

Hate Violence: How Can We Prevent It?
Supported by the APA Assembly Committee of 
Representatives of Minority/Underrepresented Groups

Ruth E. Frydman, M.D., Portland VA Clinic, 73 Washington 
Ave., Portland, ME  04101, Rahn K. Bailey, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.)  Recognize risk factors and precursors of violence, 
especially hate violence; and 2.) Identify strategies for pre-
venting it.

SUMMARY:
Given the prevalence of violence and hate violence in our 

society and the terrible physical and psychological damage 
that they cause, it is imperative to work on strategies for pre-
venting violence. In this workshop, we will discuss violence 
prevention in general, but will focus on strategies for reduc-
ing hate violence, intimidation, and bias.  Strategies can range 
from individual work to school-based, community-based, and 
more global approaches.  Intervening early, increasing com-
munity dialogue, and exposure to others’ experience can be 
effective ways to prevent aggression/bias or reduce its escala-
tion.  We are also interested in workshop participants sharing 
their own experiences in what does and doesn’t work.

REFERENCES:
1. Wessler, Stephen: The Respectful School: How Educators 
    and Students Can Conquer Hate and Harassment. Virginia: 
    Association for Supervision and Curriculum Development, 
    2003.
2. “Speak Up!”, Teaching Tolerance Program of the Southern 
    Poverty Law Center, 2005.
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Thursday, October 2                  1:30 p.m.-3:00 p.m.

Core Elements of New Public Psychiatry 
Fellowships in Pennsylvania
Jules Ranz, M.D., 257 Judson Avenue, Dobbs Ferry, NY  
10522, Wesley E. Sowers, M.D., Cordula Holzer, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Identify the Core Elements of a Public Psychiatry 
Fellowship; 2.)Recognize the extent to which the Core Ele-
ments inform the various programs being developed in Penn-
sylvania; and 3.) Recognize the extent to which the various 
programs have circumstances that are unique to their pro-
grams.

SUMMARY:
As the oldest, largest and best known program training psy-

chiatrists to become public sector leaders, the Columbia Uni-
versity Public Psychiatry Fellowship (PPF) has frequently 
been consulted by other departments of psychiatry planning to 
create public/community fellowship programs.  In response, 
the PPF faculty have developed seven Core Elements it views 
as essential for such a training program. The State of Pennsyl-
vania has recently awarded contracts to University of Pitts-
burgh, Lake Erie Osteopathic Medical College, and Univer-
sity of Pennsylvania to create public psychiatry fellowships. 
These programs will describe the extent to which they plan to 
adopt the Core Elements, and to what extent their programs 
will be different.

REFERENCES:
1. Ranz JM, Rosenheck S, Deakins S: Columbia University’s 
    Fellowship in Public Psychiatry. Psychiatric Services 
    47:512-516, 1996.
2. Ranz JM, Vergare MJ, Wilk JE, et al: The tipping point 
    from private practice to publicly funded settings for early- 
    and mid-career psychiatrists, Psychiatric Services 
    57:1640-1643, 2006.
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Thursday, October 2                  3:30 p.m.-5:00 p.m.

Assertive Community Treatment Teams 
(ACT): The Opening Night and the Extended 
Engagement
Supported by the American Association of Community 
Psychiatrists

Curtis N. Adams, Jr., M.D., 630 West Fayette Street, 4 East, 
Baltimore, MD  21201, Ann Hackman, M.D., Walter Rush, 
M.D., Theodora Balis, M.D., Dan Siskind

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to list the challenges and opportunities of newly formed, 
fully established, and older Assertive Community Treatment 
Teams.
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SUMMARY:
Assertive Community Treatment is evidence-based practice, 

which provides care for those with severe mental illness who 
are unable to get care in standard mental health clinics. Es-
tablishing a team requires finding suitable personnel, training 
them in the model, and monitoring fidelity to the model. Es-
tablished teams can experience key staff turnover, drift from 
the model, and burnout among team members. We will dis-
cuss the challenges that a new team in St. Paul, MN and a 
middle-aged team in Boston, MA faces. We will also review 
the successes and struggles faced by an older ACT team in 
Baltimore, MD.

REFERENCES:
1. SM Essock, N Kontos: Implementing assertive community 
    treatment teams. Psychiatr Serv July 1995; 46:679-683.
2. Phillips SD, Burns BJ, Edgar ER, Mueser KT, Linkins 
    KW, Rosenheck RA, Drake RE, McDonel Herr EC:  
    Moving assertive community treatment into standard 
    practice. Psychiatr Serv. 2001 Jun; 52(6):771-9.
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Thursday, October 2                  3:30 p.m.-5:00 p.m.

CATCH-18 Syndrome
Charlotte N. Hutton, M.D., 240 Bayou Gentilly Lane, 
Kenner, LA  70065

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Recognize gaps in criteria for psychiatric services 
between adolescents and adults; 2.) Identify risks to adoles-
cent patients in psychiatric service and continuity of care; and 
3.) Demonstrate an understanding of the role of transitional 
services and where such transitional services can be strength-
ened.

SUMMARY:
Early recognition of psychiatric and behavioral disorders in 

children and adolescents has created a growing population of 
young people who are ageing out of emotional support servic-
es for children and adolescents.  The world of adult psychiat-
ric services does not recognize severe emotional disturbances 
and does not provide the same type of intense services that are 
more common to child and adolescent mental health systems.  
This is a challenging opportunity for those with disabling psy-
chiatric disorders and their families.  The transitions can be 
uneven and with limited communication about system support 
needs and effectiveness, as well as medication trials and sec-
ondary effects.  Such challenges are magnified for specialty 
populations such as adolescents with co-morbid psychiatric 
and developmental disorders, those ageing out of foster care, 
and those with HIV disease.  This workshop aims to identify 
the gaps, the epidemiology of those affected, the risks and 
outcomes in transition from adolescent and adult psychiatric 
services, and how these services can be strengthened.

REFERENCES:
1. Vander Stoep A, Beresford A, Weiss N, McKnight B, 
    Cauce A, Cohen P: Community-based Study of the 
    Transition to Adulthood for Adolescents with Psychiatric 
    Disorders. Am J of Epidemiology 2000; 152, 4: 352-362.
2. Dixon L, McFarlane W, Lefley H, Lucksted A, Cohen M, 
    Falloon I, et al: Evidence-based practices for services to 
    families of people with psychiatric disabilities. Psychiatric 
    Services 2001; 52:903-910.
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Thursday, October 2                  3:30 p.m.-5:00 p.m.

Unresolved Women’s Health Issues
Leah J. Dickstein, M.D., 35 Walden Street, Cambridge, MA  
02140, Nada L. Stotland, M.D., M.P.H., Miriam Rosenthal, 
Ph.D., Tana Grady-Weliky, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to resolve these women’s health issues both scientifically 
and ethically, educating all health and legal professionals and 
the public to greatly improve care for large female popula-
tions.

SUMMARY:
Major scientific and technological advances have improved 

the scope and efficacy of women’s reproductive health care.  
However, there is a disproportionate impact of politics on 
women’s reproductive health in the United States. Infertil-
ity treatment is virtually unregulated, but most stem cell re-
search has been banned by the federal government.  In several 
states, substance abuse problems in pregnant women have 
been criminalized, with adverse consequences:  women who 
are prosecuted and jailed, and many other women who avoid 
care for fear of prosecution.  Claims of negative psychiatric 
outcomes, though not supported by the literature, are now the 
central, and highly successful, strategy of anti-abortion activ-
ists.  Domestic violence has received considerable attention 
from health professional organizations, but the lack of both 
understanding and resources leave most of the affected wom-
en without care or support.  Informed mental health profes-
sionals can be the leaders in improving knowledge, policy, 
and care for affected women.

REFERENCES:
1. Dickstein L  Spouse Aabuse and Other Domestic Violence  
    in “The Violent Patient”  The Violent Patient, The Psy-
    chiatric Clinics of North America  11(4) December 1988:  
    611-627.
2. Stotland, N.L., and Stewart, D.E.[Eds.]:Psychological 
    Aspects of Women’s Health Care: The Interface Between 
    Psychiatry and Obstetrics and Gynecology, Second Edi-
    tion.  Washington, D.C., American Psychiatric Press, Inc.
    2001.
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                                   Workshop 14		

Thursday, October 2                  3:30 p.m.-5:00 p.m.

From Caligari to Hannibal the Cannibal: 
Sinister Psychiatrists in Cinema
Sharon Packer, M.D., 105 E. 15th Street, New York, NY  
10003

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) List three early, mid-century, andcontemporary 
cinema psychiatrists who show the continuum in depictions 
of sinister screen psychiatrists; 2.) Show how “sinister cin-
ematic psychiatrists” reflect current ethical concerns (such 
as involuntary hospitalization, financial/sexual exploitation, 
alienation of affection); and 3.) Role play a dialogue about 
“sinister psychiatrists”with a potential patient without resort-
ing to polemic

SUMMARY:
Most contemporary commentators on movies and mental 

illness focus on the ways that movies stigmatize psychiatric 
patients. Yet cinematic psychiatrists are exploited just as of-
ten, and are often portrayed as sinister or sadistic. Such char-
acterizations were present since the earliest days of film.  Dr. 
Caligari and Dr. Mabuse were two of the most memorable 
“mad doctors” of movies. Dr. Mabuse lived many lives be-
fore meeting his demise in Fritz Lang’s 1962 version. Caligari 
achieved greater fame, inspiring film critic Kraucauer to com-
pare Caligari to Hitler. The trend continues. For Hannibal the 
Cannibal already appeared in as many movies as Dr. Mabuse, 
and the end is nowhere near in sight. Interestingly, diaboli-
cal doctors transcend gender, race, ethnicity, nationality, even 
economics, but therapists are portrayed better than MDs or 
RNs. If we understand why cinema depicts so many sinister 
psychiatrists, and why these portrayals appeal to the public, 
we can deal with these unkind characterizations directly, and 
use this data to engage resistant patients. Since most patients 
are familiar with films, we can speak to patients on their terms 
if we familiarize ourselves with these films. This workshop 
is not a political polemic. Rather, it examines examples of 
sinister cinematic psychiatrists, tells why such portrayals are 
popular, and shows how they help some patients address fears 
of relinquishing control to a “mind doctor” by rehearsing their 
fears and seeing that their worst fantasies do not come to pass. 
We help providers open dialogues with patients, by asking 
them to describe their most memorable movie scene about 
psychiatrists. We then address inappropriate or inaccurate ex-
pectations, derail negative transference before it begins, and 
build trust by showing that we value patients’ opinions.

REFERENCES:
1. Gabbard G & K Gabbard. Psychiatry and the Cinema. 
    APA Press, 1999.
2. Packer S. Movies and the Modern Psyche. Praeger, 2007.
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Friday, October 3                          8:00 a.m.-9:30 a.m.

The Role of Counties in Serving the 
Psychiatrically Ill
Roger  Peele, M.D., 413 King Farm Boulevard, Apt. 401, 
Rockville, MD  20850, Margery Sved, M.D., Jagannathan 
Srinivasaraghavan, M.D., Daryl Plevy, J.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to explicate the roles of the counties in serving the psy-
chiatrically ill.

SUMMARY:
There are over 3,000 counties in the United States.  They 

range in county programs for people with psychiatric illnesses 
from no program to very comprehensive programs.  After de-
scribing the roles of counties in Illinois, North Carolina, Vir-
ginia, and Maryland, members of the audience will be encour-
aged to explicate their expereinces with county programs in 
their states and to discuss what they regard as the proper role 
for the counties.

REFERENCES:
1. Achieving the Promise: Transforming Mental Health Care
    in America. Pub no SMA-03-3832. Rockville, Md. US 
    Department of Health and Human Services. New Freedom 
    Commission on Mental Health, 2003.
2. Kleinman A, Das V, Lock M: Social Suffering. Berkeley, 
    Calif. University of California Press, 1997.
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Friday, October 3                          8:00 a.m.-9:30 a.m.

Adapting ACT to Treat Clients With 
Borderline Personality Disorder
David C. Lindy, M.D., VNS Community Mental Health 
Services, 1250 Broadway, 22nd Floor, New York, NY  10001, 
Neil Pessin, Ph.D., Macdara O’Sullivan, B.A., L.C.S.W.

EDUCATIONAL OBJECTIVES:
 At the conclusion of this session, the participant should be 

able to understand models for adapting ACT to the treatment 
of clients with borderline personality disorder.

SUMMARY:
Assertive Community Treatment, (ACT) is an evidence-

based practice widely employed for the psychiatric manage-
ment of people with serious and persistent mental illness who 
require more than routine care. ACT’s evidence base is pri-
marily related to studies of ACT treatment of schizophrenic, 
bipolar, and schizoaffective clients. However, as ACT has 
been utilized throughout the United States and United King-
dom, clients with borderline personality disorder are increas-
ingly referred to ACT teams. While these clients meet usual 
ACT admission criteria in their need for higher levels of care, 
they require a treatment approach that can be the very oppo-
site of standard ACT protocols (e.g., demanding care versus 
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avoiding care, limit setting versus assertive outreach, affect 
storms versus flat affect). Indeed, it is not known how well 
ACT fidelity criteria even apply to ACT borderline clients. 
The Visiting Nurse Service of New York’s Community Men-
tal Health Services has operated two ACT teams in New York 
City for over ten years. We have designed a treatment protocol 
for borderline clients in our ACT teams that utilizes aspects of 
dialectical behavior therapy, motivational interviewing, and 
specialized training and supervision. This workshop will pres-
ent our model of the management of borderline ACT clients, 
and preliminary results. We hope to have a lively discussion 
with workshop participants, hear their feedback on our pre-
sentation, and learn from them about their experiences with 
ACT and borderline clients.

REFERENCES:
1. Linehan, M. M. (1993). Cognitive-behavioral treatment of 
    borderline personality disorder. New York: Guilford Press. 
    Basevitz, P., & Aubry, T. (2002). 
2. Providing services to individuals with borderline persona- 
    lity disorder in the context of ACT: Research base and 
    recommendations. Ottawa: Centre for Research on Com-  
    munity Services Faculty of Social Sciences, University of 
    Ottawa; available at:  http://www.sciencessociales.uotta
    wa.ca/crcs/pdf/pinecrest.pdf.
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Friday, October 3                          8:00 a.m.-9:30 a.m.

Helping Clinicians to Problem Solve:  The 
Use of Imagination
Andrew J. McLean, M.D., 2624 9th Avenue, S.W., Fargo, ND  
58103, Robert Factor, M.D., Ph.D., Ronald Diamond, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Describe how the concept of imagination can as-
sist in problem solving; and 2.) Educate clinicians in problem 
solving.

SUMMARY:
Einstein once said imagination is more important than 

knowledge. Problem solving requires both of these and much 
more. The use of the term “imagination” in this workshop 
refers not necessarily to “creative thinking”, but the concept 
of resourcefulness and the ability to project oneself ahead to 
consider the potential outcomes and consequences of a deci-
sion. Much has been written about clinical problem solving 
and decision making.  From Game theory to Problem-Based 
Learning. Analogues and prototypes.  Lumpers and Splitters.  
In medical and graduate schools, courses are taught to move 
students through the learning vector from novice to expert.  
Some come to clinical work with a well developed ability to 
“see the forest and the trees.”  However, most would not be 
able to articulate how they come to this or be able to pass this 
skill on to others. Some educators have used mnemonics to 
instruct.  The mnemonic IMAGINE not only provides a tool 
to assist clinicians in core elements of problem solving, but 

it reminds the user of a critical feature involved.  The goal of 
this workshop is to provide a tool to enhance not only progres-
sive learning, but also situational decision making.  Come to 
the workshop to find out how!

REFERENCES:
1. Elstein AS,  Schwarz A:  Clinical Problem Solving and 
     Diagnostic Decision Making:  Selective Review of the 
     Cognitive Literature.  BMJ 2002 March 23; 324(7339)
     729-732.
2. Solomon C, Saint S, Drazen J:  New England Journal of  
    Medicine Clinical Problem Solving.  McGraw-Hill. 2006.
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Friday, October 3                      10:00 a.m.-11:30 a.m.

Telepsychiatry and Public Policy
Supported by the APA Illinois Psychiatric Society

Jagannathan  Srinivasaraghavan, M.D., Southern Illinois 
University School of Medicine, Choate Mental Health 
Center, 1000 N. Main Street, Anna, IL  62906, Kenneth G. 
Busch, M.D., Mary Dobbins, M.D., Daniel Yohanna, M.D., 
Meryl Sosa, J.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to understand the concept of telepsychiatry, its benefits, 
the needs and barriers in initiating and maintaining services, 
the process of achieving bills by legislators and an example of 
how the bill became law in the State of Illinois.

SUMMARY:
The American Telemedicine Association defines Telemedi-

cine as ‘the use of medical information exchanged from one 
site to another via electronic communication to improve 
patient’s health status’. Telepsychiatry is the delivery of 
psychiatric services over distances, especially via interac-
tive videoconferences, videophones and in-home messaging 
services. Currently there is extensive use of telepsychiatry in 
clinical consultations, professional and administrative com-
munications, court testimony, distant learning and research. 
The service points can be endless from mental health clin-
ics, emergency rooms, group homes, nursing homes, halfway 
houses, shelters, civil courts to schools and classrooms. The 
benefits by improving access, saving travel time and reducing 
costs can be enormous. There are definite barriers such as cost 
of equipment, familiarity with the technology, defining reim-
bursements, handling emergencies and containment as needed, 
addressing out of state consultations and adhering to privacy 
and by HIPAA regulations. Further, there are legal issues such 
as licensing, civil commitment and liability. Some states have 
taken a lead in passing telepsychiatry bills and many have not 
yet ventured into this arena. Even after a bill has been passed, 
often amendments become necessary as our knowledge and 
the technology keep improving. In this workshop, we will 
outline the scope, benefits and barriers of telepsychiatry, how 
to initiate and maintain the equipment needed and the nuts 
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and bolts of achieving legislation. In Illinois, Senate Bill 6 
was signed on July 20, 2007, and the process of targeting and 
working with the House and Senate members to get the tele-
psychiatry bill passed will be discussed. There will be ample 
time for questions and answers and audience participation.

REFERENCES:
1. Psychiatric Needs in Underserved Areas.  The report of 
    the American Psychiatric Association’s Presidential Task 
    Force to develop a strategic plan to address psychiatric 
    needs in underserved areas 2006.
2. McGinty KL, Saeed SA, Simmons SC, Yildirim Y,: Tele-
    psychiatry and Mental Health Services: Potential for 
    Improving Access to Mental Health Care. Psychiatr Q 
    (2006) 77:335 342.

                                  Workshop 19	

Friday, October 3                      10:00 a.m.-11:30 a.m.

Transforming Training: Psychiatric 
Residency and the Recovery Model in a 
Community Mental Health Center
Edward A. Volkman, M.D., 302 Powell Road, Wynnewood, 
PA  19096, Jeffrey D. Bedrick, M.D., Nataliya Koliasko, 
M.D., Donald Thompson, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to construct both didactic and clinical curricula which 
move the resident toward a Recovery Model of treatment of 
serious mental illness. 

SUMMARY:
The Recovery Model is the transforming paradigm which 

governs modern Community Psychiatry.  The role of the psy-
chiatric resident in this process is obscure as evidenced by the 
virtual absence of literature on the subject. This workshop at-
tempts to present the efforts to accomplish this task in one par-
ticular large urban CMHC.  This CMHC is one of two major 
outpatient training sites for a university residency.  The clinic 
includes a full-time faculty member who is charged with the 
overall supervision of the residents’ training.  The CMHC is 
in the midst of transforming itself to the Recovery Model in 
all of its service lines. The Medical Director will present an 
overview of this effort including a brief history of the evolu-
tion of the Recovery Model.  The Director of Research, who 
also chairs the Recovery Steering Committee, will outline the 
changes already achieved, and the plan for the completion of 
the transformation including the role of physicians, and how 
the training of residents fits into this plan. The Clinical Su-
pervisor, a full-time faculty member who is sited at the clinic, 
will describe the didactic and clinical approaches to teaching 
the new model to the residents (PG-3’s and PG-4’s).  The chal-
lenge is to refocus the residents from the Medical Model that 
has dominated residency training for decades to the new Re-
covery Model.  In addition to didactic instruction this involves 
the use of individual and group supervision to constantly intro-
duce and focus the residents on the extra-medical dimension 

of treatment involving the inclusion of families, and contact 
with local community groups. Finally, a PG-3 resident will 
describe her experience of employing the new model.  She 
will highlight the challenges of maintaining her medical ex-
pertise while exploring with her patients their increased role 
as partners in their treatment, and the surprising gratifications 
this approach has provided.

REFERENCES:
1. McQuistion HL, Ranz JM, Gillig PM: A survey of 
    american psychiatric residency programs concerning 
    education in homelessness, Academic Psychiatry 2004: 
    28(2): 116-21.
2. Diamond RJ, Stein LI, Susser E: Essential and Nonessen-   
    tial Roles for Psychiatrists in Community Mental Health 
    Centers, Hospital and Community Psychiatry 1991: 42(2): 
    187-89.
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Friday, October 3                      10:00 a.m.-11:30 a.m.

Obesity Reduction and Prevention 
Strategies for Individuals With Serious 
Mental Illness
Alan Q. Radke, M.D., M.P.H., 444 Lafayette Road, North 
St. Paul, MN  55164-0979, Joseph J. Parks, M.D., Mary 
Diamond, D.O., M.A., Gerard Gallucci, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Recognize the epidemic within an epidemic of 
obesity within the population of persons with serious men-
tal illness (SMI); 2.) Identify quality of care issues, includ-
ing health neglect that have contributed to the epidemic; 3.) 
Articulate the need for behavioral health and physical health 
integration; and 4.) Treat using motivation, wellness, life style 
change integrated with recovery and the whole person ap-
proach.

SUMMARY:
The National Association of State Mental Health Program 

Directors (NASMHPD) requested that its Medical Director 
Council develop a technical report of the obesity epidemic of 
people with serious mental illness (SMI). The report team in-
cluded experts in mental health and obesity prevention from 
across the nation, as well as state commissioners, state medi-
cal directors, consumers and advocates. This workshop will 
address the findings, conclusions and recommendations of 
the report to include: 1.) Epidemiology of obesity in people 
with SMI and the epidemic within an epidemic; 2.) Ethnic and 
cultural factors influencing obesity risk; 3.) Quality of care is-
sues including health neglect that contribute to the epidemic; 
4.) Behavioral health and physical health integration need to 
address obesity; 5.) Involvement of consumers in partnership 
with providers to advocate and promote obesity prevention 
initiatives; 6.) Direct and indirect costs of obesity and return 
on investment in obesity prevention and treatment; 7.) Moti-



workshops

143

vation, wellness and life style change integrated with recov-
ery; 8.)  Antipsychotic choice in light of the obesity risk and 
concerns of switching; 9.)  Practical monitoring of obesity and 
treatment for weight loss in mental health clinics by psychia-
trists and psychiatric nurses; 10.) Interventions matched with 
state of change and weight loss treatment including medica-
tions and surgery; and 11.) Prevention and treatment of obe-
sity in populations of people with SMI including children and 
adolescents and the elderly.

REFERENCES:
1. Strassnig M, Ganguli R:  Weight Loss Interventions for 
    Patients with Schizophrenia. Clinical Schizophrenia and 
    Related Psychoses 51-61, 2007.
2. Hoffmann VP, Ahl J, et al:  Wellness Intervention for 
    Patients With Serious and Persistent Mental Illness.  Jour-
    nal of Clinical Psychiatry 66: 1576-1579, 2005.

                                    Workshop 21		

Friday, October 3                      10:00 a.m.-11:30 a.m.

Lost to Lock Up: Psychiatric Care for 
Persons with Chronic Mental Illness in 
the Criminal Justice System
Supported by the APA/Bristol-Myers Squibb Fellows

Jamae C. Campbell, M.D., 1424 Frankln Street, Columbia, 
SC  29201, Brian Palmer, M.D., M.P.H., Chantelle Simmons, 
M.D., Lindsay Dykema, M.D., M.P.H.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to 1.) Recognize the current need for treatment of chronic 
mental illness in correctional facilities; 2.) Identify the current 
policy and structural issues that have lead to transinstitutional-
ization; 3.) Recognize the challenges of treating chronic men-
tal illness in correctional settings; 4.) State the guidelines that 
should govern the treatment of inmates with chronic mental 
illness; and 5.)  Define  FACT and FICM.
SUMMARY:
In recent decades, we have seen a steady flow of persons 

with mental illness out of psychiatric care and into prisons and 
jails.  Today, according to the Department of Justice, a major-
ity of our nation’s prison and jail inmates have a mental ill-
ness.  Furthermore, for patients with severe mental illness, the 
odds of being jailed are now 1.5 times greater than the odds 
of being hospitalized.  In this workshop, we will examine the 
policy and structural issues that have led to transinstitionaliza-
tion and look at the place of correctional facilities within the 
broader context of the mental health care system.  Building 
on this contextual foundation, we will explore the delivery of 
mental health care services.  Many challenges interfere with 
the treatment of mentally ill patients in the correctional set-
ting.  We will explore some of these barriers to care including 
formulary restrictions, compliance, behavior management, 
and isolation.  We will also discuss landmark cases and guide-
lines governing the treatment of inmates with chronic mental 
illness.  Finally, with regard to the most appropriate treatment 

interventions for persons with severe mental illness after they 
are released from jail, we will discuss the models of FACT 
(assertive community treatment for forensic populations) and 
FICM (intensive case management for forensic patients), re-
viewing the existing evidence base for these interventions and 
discussing their limitations in preventing jail recidivism.

REFERENCES:
1. Morrissey J, Meyer P, Cuddeback G: Extending Assertive 
    Community Treatment to Criminal Justice Settings:  Ori-
    gins, Current Evidence, and Future Directions.  Commu-
    nity Mental Health Journal; October 2007, 43:5.
2. Lewis C: Treating Incarcerated Women: Gender Matters.  
    Psychiatric Clinics of North America; September 2006, 
    Volume 29, Issue 3.
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Friday, October 3                         1:30 p.m.-3:00 p.m.

In Living Color: Depression Treatment in 
Primary Care - A Curriculum for Primary 
Care Practitioners
Alison L. Bondurant, M.A., Office of Minority and National 
Affairs, American Psychiatric Association, 1000 Wilson 
Boulevard, Suite 1825, Arlington, VA  22209, Annelle B. 
Primm, M.D., M.P.H., Majose Carrasco, M.P.A., Marin 
Swesey

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Interpret how depression can manifest itself in ra-
cial and ethnic minorities; 2.) Demonstrate how a physician’s 
culture and their patients’ cultures can affect diagnosis and 
treatment; 3.) Develop strategies for effective physician-pa-
tient communication about depression; 4.) Recognize ways to 
involve family and others in the patient’s support system in 
therapy; and 5.) Identify depression screening and treatment 
options.

SUMMARY:
In Living Color:  Treating Depression in Diverse Popula-

tions is a groundbreaking training program jointly developed 
by the American Psychiatric Association (APA) and the Na-
tional Alliance on Mental Illness (NAMI), designed to help 
primary care doctors better recognize and treat depression in 
patients of color and to improve physician-patient communi-
cation about depression.  The curriculum uses an innovative 
approach to delivery of a comprehensive curriculum in which 
teams of psychiatrists, primary care physicians, mental health 
consumers, and family members serve as course instructors.  
APA and NAMI’s goal is to move forward the agenda of elim-
inating mental health disparities by focusing on primary care 
clinicians who are often the only health professionals to which 
diverse and underserved populations turn when they have 
mental health needs. This workshop will explore depression 
in communities of color and key concepts of the curriculum 
that make it innovative and unique.
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REFERENCES:
1. Collins, KS, et al: Diverse Communities, Common Con-
    cerns: Assessing Health Care Quality for Minority Ameri-
    cans.  Findings from the Commonwealth Fund 2001 
    Health Care Quality Survey.
2. Clever SL, et al: Primary care patients’ involvement in 
    decision-making is associated with improvement in 
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Friday, October 3                         1:30 p.m.-3:00 p.m.

No More Shame or Blame: Academic and 
Family Insights Into Combating Stigma 
and Building Resiliency, Part I
Supported by the American Association of Community 
Psychiatrists

Steven W. Jewell, M.D., Child Guidance & Family 
Solutions, 312 Locust Street, Akron, OH  44302, Richard  
Shepler, Ph.D., Terrie Casenhiser, Marjorie Cook, Lisa 
Oswald, M.S.W., Christine Confere, CMT

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) State the current literature on the pervasiveness 
and impact of stigma, especially on children struggling with 
mental illness and their families; and 2.) Recognize the per-
sonal impact of stigma on families and communities, as shared 
by both family members and family advocates.

SUMMARY:
Extensive research on the negative impact that stigma has on 

adults with mental illness has documented the sense of shame, 
feelings of blame, the need to keep the diagnosis secret, and 
the isolation, social exclusion, and hopelessness that are the 
common deleterious effects of stigma.  The vast majority of 
the research on stigma relates to adults with mental illness, and 
thus its relevance to children and families is unclear.  None-
theless, children and families have been facing the impact of 
stigma for as long as we have been diagnosing children with 
psychiatric disorders.  They have no doubt about the damag-
ing effects stigma can have on them, and their ability or even 
willingness to pursue effective treatment.  On the other hand, 
there is an increasing amount written in the literature about the 
concept of resiliency in children and families.  In recent years, 
this has included more and more about strategies for building 
resiliency in the families of children with mental illness.  In 
fact, resiliency can be seen as a protective factor against, or 
even an antidote for the negative effects of stigma. This two-
part workshop will explore the complementary issues of cop-
ing with stigma and building resiliency in families of children 
with mental illness from the perspective of both the existing 
research base and the families themselves.  In Part I, the pre-
sentation will review the results of the first large-scale, nation-
ally representative survey of public knowledge, attitudes and 
beliefs on children’s mental health.  In Part II, the presenta-
tion will summarize recent writings on resiliency and efforts 

in Ohio to operationalize those for the purpose of creating a 
road map for building resiliency in families of children with 
mental illness. More importantly, each academic presentation 
will be followed by the responses of family members and ad-
vocates, sharing their own personal stories of struggling with 
stigma and trying to build resiliency within their own families 
and communities.  Their responses, and the opportunity for 
discussion with the audience at the end of each presentation, 
will bring home the reality of both the damaging effects of 
stigma and the protective effects of resiliency in a manner that 
a simple academic discussion could not.

REFERENCES:
1. Pescosolido, BA, Perry, BL, Martin, JK, McLeod, JD, 
    Jensen, PS: Stigmatizing Attitudes and Beliefs About 
    Treatment and Psychiatric Medications for Children With 
    Mental Illness, Psychiat Serv 2007; 58: 613-618.
2. Pescosolido, BA, Fettes, DL, Martin, JK, Monahan, J, 
    McLeod, JD: Perceived Dangerousness of Children With 
    Mental Health Problems and Support for Coerced Treat-
    ment, Psychiat Serv 2007; 58: 619-625.
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Friday, October 3                         1:30 p.m.-3:00 p.m.

Cultural Competence and Clinical 
Boundaries: Providing Comfort, Setting 
Examples or Breaking Rules?
Stephen M. Goldfinger, M.D., Professor and Chair, 
Department of Psychiatry and Behavioral Sciences, SUNY 
Downstate Medical Center, Box 1203, 450 Clarkson Avenue, 
Brooklyn, NY  11203, Ramotse  Saunders, M.D., Nikhil 
Palekar, M.D., Azziza Bankole, M.D., Shilpa Diwan, M.D., 
M.P.H.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should 
be able to describe several domains of treatment where 
clinicians must integrate the demands of cultural competence 
and the traditional framework for psychotherapeutic 
interactions

SUMMARY:
Cultural competence and sensitivity are considered essential 

features of our work- their integral role in treatment seem-
ingly self-evident.  Although widely accepted, little attention 
is paid to times when implications and expectations of such 
values come into conflict with traditional Western psychiat-
ric practice and principles. At SUNY Downstate we are fre-
quently able to ‘match’ consumers with providers of similar 
backgrounds with implications and dilemmas not usually ad-
dressed in the professional literature.  MK is from a traditional 
Pakistani background. Her husband accompanies her to her 
first session; he is adamant that he be part of the treatment ses-
sions. To insist on speaking to Ms. Khan alone risks offending 
him and possibly having Mr. Khan refuse to support her ongo-
ing treatment.  BA, a Nigerian woman, is scheduled to see Dr. 
B, a PGY3, also from the Yoruba. Her therapist delivers a baby 
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early in the treatment; BA’s mother brings an elaborate baby 
gift.  “Mother said she knew the ‘rules’ but as we were both 
Nigerian she had to give me something for the baby.” Know-
ing that this was a ‘boundary violation” for this traditional 
psychotherapy, the resident also knew that refusal would be 
viewed as a grave insult by the mother. His traditional Indian 
family always accompanies RZ a schizophrenic. Alone with 
the treating resident, his mother explains that, as a child, a 
marriage was arranged for him. The families exchanged rings 
and promises. Mother insists that the doctor tell her what to 
do and what to disclose to the potential bride’s family. These 
cases challenge boundaries defined by western psychiatry: Is 
it acceptable that the patient always be seen with family? Can 
the treating physician give advice about personal (marriage) 
issues? How do we apply principles of cultural psychiatry in 
such situations to optimize treatment and therapeutic alliance? 
Can, and should, we sacrifice frame to maintain the relation-
ship, and how do we know when we’ve gone too far?

REFERENCES:
1. Saunders R, Hindi A, Vahia I; A new psychiatry for a new 
    world: post-colonialism, post-modernism, and the 
    integration of premodern thought into psychiatry, in Cohen 
    CI and Timimi, S; Liberatory Psychiatry Philosophy, 
    Politics and Mental Health, Cambridge University Press 
    (in press, 2008).
2. Falicov CJ: Training to Think Culturally: A Multidimen-   
    sional Comparative Framework. Family Process 34 (4), 
    373–388, 1995.
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Friday, October 3                         1:30 p.m.-3:00 p.m.

Developing, Implementing and Evaluating 
Crisis Intervention Teams in Chicago
Amy C. Watson, Ph.D., Jane Addams College of Social 
Work, University of Illinois at Chicago, Chicago, IL  60607, 
Suzanne Andriukaitis, M.A., L.C.S.W., Jeffry Murphy, Sue 
Pickett-Schenk, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Describe the history and collaboration leading to 
implementation of Crisis Intervention Teams (CIT) in Chi-
cago; 2.) Identify the components of Chicago’s CIT Model; 
3.)  Recognize the limited but growing evidence on CIT; 4.) 
State the difficulties in studying interventions such as CIT and 
limitations of existing evidence; and 5.) Evaluate preliminary 
findings relating to CIT effectiveness and factors that impact 
CIT.

SUMMARY:
Crisis Intervention Teams (CIT) are being implemented by 

police departments across the country as an intervention to 
improve law enforcement’s response to persons with mental 
illness.  After piloting CIT in two of its 25 districts, the Chi-
cago Police Department is in the process of implementing CIT 
citywide.  In this workshop, Lt. Jeffrey Murphy, Chicago’s 

CIT Coordinator and Suzanne Andriukaitis, Executive Direc-
tor of NAMI-GC, will describe the components of Chicago’s 
CIT program and how it grew out of the collaboration of the 
members of the police department, NAMI of Greater Chicago 
and representatives from the mental health and criminal jus-
tice systems.  The roles of consumers, family members, and 
professionals in the development and delivery of CIT training 
will be highlighted, along with a discussion of implementa-
tion issues and experiences. Existing literature on CIT effec-
tiveness will be summarized and the difficulties in conducting 
methodologically rigorous evaluations of real world inter-
ventions such as CIT will be discussed.  Drs. Susan Pickett-
Schenk and Amy Watson, from the University of Illinois at 
Chicago, will then present data from Chicago on the impact of 
CIT training on officer knowledge and attitudes and describe 
an in progress, NIMH funded study of CIT implementation in 
Chicago. The study is examining officer, organizational and 
community factors that influence CIT implementation and 
outcomes. Preliminary findings from the study and implica-
tions for the CIT model will be presented.

REFERENCES:
1. Cordner, G. (2006). Office of Community Oriented Poli- 
    cing Services, U.S. Department of Justice. People with 
    Mental Illness. In Problems-Specific Guides Series, 40. 
    2006 http://www.popcenter.org/problems/PDFs/Mental
    Illness.pdf.
2. Teller, J.L.S., Munetz, M.R., Gil, K.M., & Ritter, C. 
    (2006). Crisis intervention team training for police officers 
    responding to mental disturbance calls. Psychiatric Ser-  
    vices, 57(2), 232-237.
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Friday, October 3                         1:30 p.m.-3:00 p.m.

An Ounce of Prevention, a Lifetime of 
Cure: Can We Stop Mental Illness Before 
It Starts?
Supported by the APA/Bristol-Myers Squibb Fellows

Peter L. Chien, M.D., M.A., Department of Psychiatry 
(MC913), University of Illinois-Chicago, 912 S. Wood Street, 
Chicago, IL 60612, Claudia F. Califano, M.D., Katherine 
Rye, D.O., Michael Ciranni, M.D., Ph.D. 

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able; 1.) Recognize the concept of prevention as it applies to 
psychiatry; 2.) Identify points along the lifespan where pre-
ventive measures can be applied; 3.) Describe evidence-based 
examples of prevention in psychiatry; and 4.) State the role 
of the psychiatrist within the treatment team when instituting 
preventive programs.

SUMMARY:
Preventive medicine, a cornerstone of medical care in other 

fields, has been relatively neglected in psychiatry despite
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the clear advantage of preventing the development of mental 
illness over treatment after it has occurred. Similar to other 
fields of medicine, empirically validated preventive strategies 
can be effective in preventing illness even when its complex 
pathophysiology is not perfectly understood. This workshop 
explores the role of prevention in psychiatry and re-evaluates 
the role of the psychiatrist in making prevention a component 
of providing mental health care. We introduce general 
concepts of prevention in mental health, as well as a model of 
envisioning prevention throughout the life span. We present 
at each stage of development, risk and protective factors, at-
risk groups, and intervention strategies for reducing mental 
illness at that stage. We highlight the synergistic effects 
of preventive strategies across generations. Finally, we re-
examine the role of the psychiatrist within the larger network 
of agencies involved in prevention according to this model.  
This workshop will discuss the opportunities and benefits of 
shifting from a reactive to a proactive model of care within 
psychiatry.

REFERENCES:
1. Beardslee WR, Gladstone TR, Wright EJ, Cooper AB. 
    A family-based approach to the prevention of depressive 
    symptoms in children at risk: evidence of parental and 
    child change. Pediatrics. 2003 Aug;112(2):e119-31.
2. World Health Organization: Prevention of Mental Disor-   
    ders. Effective Interventions and Policy Options:Summary
    Report. Geneva: World Health Organization; 2004. 
    http://www.who.int/menatal_health/evidence/en/
    prevention_of_mental_disorders_sr.pdf.

                              Workshop 27		

Friday, October 3                         3:30 p.m.-5:00 p.m.

Implementing the Practices of Wellness 
Self-Management and Supported 
Employment in Supportive Housing 
Programs
Marilyn  Seide, Ph.D., Los Angeles County Department of 
Mental Health, 550 South Vermont, Los Angeles, CA  90020, 
Suzanne Wagner, M.S., M.S.W., Van Yu, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to understand the elements of wellness self management 
and how they can be applied in supportive housing settings.

SUMMARY:
The development of appropriate programs and services to 

assist persons with serious mental illness in maintaining them-
selves in the community has become a priority for those of us 
who are committed to assuring the viability, success and im-
proved quality of life for these individuals.  Creating service 
partnerships with consumers has been proven to improve the 
outcomes of mental health services, as well as client satisfac-
tion. Representative from the Center for Urban Community 
Services will discuss two new evidence-based practices they 
are implementing that address the specific needs of supportive 

housing residents to assist them in such areas as developing 
skills and utilizing resources in order to achieve and main-
tain recovery, and planning specific strategies for coping with 
persistent symptoms that lead to relapse. The approach to and 
outcomes of implementing Wellness Self-Management and 
Supported Employment in CUCS’ supportive housing pro-
grams will be discussed.

REFERENCES:
1. Herz, MI, Lamberti, JS, Mitz, J et al:  A program for re-
    lapse prevention in schizophrenia:  A controlled study.  
    Archives of General Psychiatry 57: 277-283, 2000.
2. Leclerc, C, Lesage, D et al:  Assessment of a new reha-
    bilitative coping skills module for persons with schizo-  
    phrenia.  American Journal of Orthopsychiatry 
    70 (3): 380-388, 2000.
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Friday, October 3                         3:30 p.m.-5:00 p.m.

From Patient to Partner: Reversing 
the Criminalization of the Seriously 
Mentally Ill
Supported by the APA Corresponding Committee on Jails 
and Prisons
Henry C. Weinstein, M.D., 1111 Park Avenue, New York, NY  
10128, Erik J. Roskes, M.D., LaVerne D. Miller, J.D., 
Arthur J. Lurigio

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1) Discuss the prevalence of mental illness within the 
criminal justice system; 2) Describe the roles of consumers 
in programs whose target population is justice-involved in-
dividuals with mental illness; and 3) Explore ways in which 
they can incorporate consumers into their treatment.

SUMMARY:
In September of 2006 the U.S. Bureau of Justice Statistics 

reported that more than half of all prison and jail inmates had 
a mental health problem, including 705,600 inmates in State 
prisons, 78,800 in Federal prisons, and 479,900 in local jails. 
In addition, it is estimated that 720,000 of the people on parole 
and probation had mental health problems. While many inter-
ventions and diversion attempts have been developed to ad-
dress this large and growing problem, only recently has work 
focused specifically on the role of the consumer as a partner 
in care for such patients. In keeping with the theme of this 
year’s meeting, the APA Committee on the Mentally Ill in the 
Criminal Justice System is presenting a workshop on the Role 
of the Consumer in the De-Criminalization of Mental Illness. 
In this workshop, the audience will hear about the ways in 
which peers and peer-counselors can assist individuals with 
mental illness who find themselves mired in the criminal jus-
tice system. In addition, providers from both the mental health 
and criminal justice systems will present their points of view 
about this approach to care for such people. Active audience 
participation is expected. 
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REFERENCES:
1. Solomon, P. (2004). Peer support/peer provided services: 
    Underlying process, benefits and critical ingredients. 
    Psychiatric Rehabilitation Journal. 27(4): 392-401.
2. Gates, LB and Akabas, SH (2007), Developing Strategies 
    to Integrate Peer Providers into the Staff of Mental Health 
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Friday, October 3                         3:30 p.m.-5:00 p.m.

No More Shame or Blame: Academic and 
Family Insights Into Combating Stigma 
and Building Resiliency, Part II
Supported by the American Association of Community 
Psychiatrists

Steven W. Jewell, M.D., Child Guidance & Family 
Solutions, 312 Locust Street, Akron, OH  44302, Richard  
Shepler, Ph.D., Terrie Casenhiser, Marjorie Cook, Lisa 
Oswald, M.S.W., Christine Confere, CMT

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Recall the current literature on the concept of build-
ing resiliency in families, and its potential to be a protective 
factor in coping with the impact of stigma; and 2.) Describe 
the personal impact of building resiliency within families, as 
shared by both family members and family advocates.

SUMMARY:
Extensive research on the negative impact that stigma has on 

adults with mental illness has documented the sense of shame, 
feelings of blame, the need to keep the diagnosis secret, and 
the isolation, social exclusion, and hopelessness that are the 
common deleterious effects of stigma. The vast majority of 
the research on stigma relates to adults with mental illness, and 
thus its relevance to children and families is unclear.  None-
theless, children and families have been facing the impact of 
stigma for as long as we have been diagnosing children with 
psychiatric disorders.  They have no doubt about the damag-
ing effects stigma can have on them, and their ability or even 
willingness to pursue effective treatment.  On the other hand, 
there is an increasing amount written in the literature about the 
concept of resiliency in children and families.  In recent years, 
this has included more and more about strategies for building 
resiliency in the families of children with mental illness.  In 
fact, resiliency can be seen as a protective factor against, or 
even an antidote for the negative effects of stigma. This two-
part workshop will explore the complementary issues of cop-
ing with stigma and building resiliency in families of children 
with mental illness from the perspective of both the existing 
research base and the families themselves.  In Part I, the pre-
sentation will review the results of the first large-scale, nation-
ally representative survey of public knowledge, attitudes and 
beliefs on children’s mental health.  In Part II, the presenta-
tion will summarize recent writings on resiliency and efforts 

in Ohio to operationalize those for the purpose of creating a 
road map for building resiliency in families of children with 
mental illness. More importantly, each academic presentation 
will be followed by the responses of family members and ad-
vocates, sharing their own personal stories of struggling with 
stigma and trying to build resiliency within their own families 
and communities. Their responses, and the opportunity for 
discussion with the audience at the end of each presentation, 
will bring home the reality of both the damaging effects of 
stigma and the protective effects of resiliency in a manner that 
a simple academic discussion could not.

REFERENCES:
1. Masten, A: Ordinary magic: Resilience processes in deve-
    lopment, American Psychologist 2001; 56: 227-238.
2. Werner, E, & Smith, R:  Overcoming the odds: High-
    risk children from birth to adulthood.  New York, Cornell 
    University Press, 1992.
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Friday, October 3                         3:30 p.m.-5:00 p.m.

Adding Trauma-Focused, Evidence-Based 
Practice to Strong Community Care: Does 
It Fit?  How Do We Know?
Paula G. Panzer, M.D., 142 West End Avenue, #1S, New 
York, NY  10023

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Describe obstacles to incorporating evidence-ba-
sed practice in community settings; 2.) Identify strategies 
to address the obstacles; and 3.) Generate a clinician-driven 
monitoring tool for their work setting that is relevant to an 
evidence-based practice program enhancement.

SUMMARY:
The Jewish Board of Family and Children’s Services Center 

for Trauma Program Innovation (CTPI) has brought several 
trauma-focused, evidence-based practices (EBP) to residen-
tial, day treatment and outpatient community settings.  The 
treatments are of high quality.  The staff is committed to client 
care and eager to best serve their community.  Some are recep-
tive to new practice, others are skeptical, and most are in the 
middle.  The clients served are complex – their traumatic ex-
posures are vast, their psychosocial development is disrupted 
by these experiences, their support systems are variable, their 
co-morbidity is high, and their resources are low.  The treat-
ments, settings and clients are, at best, an imperfect fit.  Yet the 
need for enhanced, evidence informed community practice is 
paramount.  The CTPI has introduced a method for bringing 
EBP to community practice settings which engages leaders, 
direct service providers and consumers in monitoring the 
practice change and evaluating the fit, while simultaneously 
tracking fidelity to the evidence-based model. This workshop 
will describe this method and its use with four, evidence-based 
or evidence informed practices:  Trauma-Focused Cognitive 
Behavioral Therapy, Life Skills/Life Stories, Sanctuary®, and 
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Trauma Systems Therapy.  Issues of buy-in, implementation 
monitoring, consensus building, client parameters and out-
comes, staff satisfaction, and fidelity will be discussed.  The 
primary focus of this workshop will be on taking standardized 
treatments and evaluation tools and making them clinician 
driven – to foster buy-in and effective dissemination.  Exam-
ples of EBP monitoring tools, made to fit daily service or su-
pervisory practice (to limit paperwork burden) will be shared.  
Strategies for further program enhancement (adaptations of 
EBP so as to be relevant for the community served) within the 
constraints of daily practice will be discussed.

REFERENCES:
1. Glisson, Charles and Schoenwald Sonja K. The ARC 
    Organizational and Community Intervention Strategy for 
    Implementing Evidence-Based Children’s Mental Health 
    Treatments. Mental Health Services Research, Vol. 7, No. 
    4, December 2005.
2. Hoagwood K, Burns BJ, Weisz J: A profitable conjunc-
    tion: from science to service in children’s mental health, 
    In Community-Based Interventions for Youth With Severe 
    Emotional Disturbances. Edited by Burns BJ, Hoagwood 
    K. New York, Oxford University Press, in press.
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Friday, October 3                         3:30 p.m.-5:00 p.m.

Integrating Psychiatric and Primary 
Care: Challenges and Solutions
Supported by the APA/Bristol-Myers Squibb Fellows
Sharon J. Kohnen, M.D., 829 East End Avenue, Pittsburgh, 
PA  15221, Cyndi Murrer, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this workshop, the participant should 

be able to: 1.) Recognize the importance of collaboration be-
tween psychiatric and primary care providers; 2.) Define the 
challenges to effective integrated medical and psychiatric 
care; and 3.) Identify two successful models for collaborative, 
integrated care.

SUMMARY:
Primary care providers are responsible for the majority of 

care for patients with common mental illnesses. There are 
numerous system, provider, and patient barriers to quality 
care that result in suboptimal psychiatric and medical care for 
patients with mental illness. Although the need is apparent, 
limited opportunities for collaboration between mental health 
and primary care providers exist. There is growing evidence 
for successful and effective models for collaborative care. 
The evidence supporting the need for integrated, collabora-
tive care and the obstacles surrounding this complex issue will 
be presented. In addition, two successful models for psychi-
atric-primary care collaboration affiliated with University of 
California at Davis will be presented. The first is a collab-
orative care model for an outpatient psychiatric consultation 
service within a Sacramento County primary care clinic. The 
second is a consultation care model for an outpatient consul-

tation service through the University of California at Davis’ 
Telehealth Program, which provides consultations for about 
50 rural sites. Each program offers unique perspectives and 
potential solutions to overcoming the barriers to integrated 
psychiatric and primary care. This presentation will serve as a 
springboard into a interactive discussion about ways to over-
come challenges to integrated care.

REFERENCES:
1. Unutzer, J, Schoenbaum M, Druss B, Katon W: Trans-
    forming Mental Health Care at the Interface With 
    General Medicine: Report for the President’s Commission. 
    Psychiatric Services 2006; 57: 37-47.
2. Hilty DM, Yellowlees PM, Cobb H, Bourgeois JA,   
    Neufeld, JD, Nesbitt TS: Models of Telepsychiatric 
    Consultation-Liaison Service to Rural Primary Care. 
    Psychosomatics 2006; 47:152-157.
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Saturday, October 4                   8:00 a.m.-9:30 a.m.

At the Intersection of Sexual 
Orientation and Severe Mental Illness: 
Issues in Intervention and Rehabilitation
James A. Marley, Ph.D., L.C.S.W., Loyola University, 
Chicago School of Social Work, Chicago, IL  60611

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Identify how gay, lesbian, bisexual, and transgen-
dered (GLBT) individuals who have a severe mental illness 
(SMI) experience stigma, social support, and self-esteem 
differently from heterosexuals who have a SMI; 2.) Identify 
key elements of specific intervention services for GLBT indi-
viduals who have a SMI; and 3.) Describe possible changes 
to existing services that would improve outcomes for GLBT 
individuals with a SMI.

SUMMARY:
Almost no research exists on how individuals who have both 

a severe mental illness and who self-identify themselves as 
gay, lesbian, bisexual, or transgendered function on a day-to-
day basis, while struggling with two often-stigmatized labels. 
In particular, there is little research that explores the experi-
ence of stigma management, social support, and self-esteem 
and how these phenomena impact this group’s overall func-
tioning and ability to benefit from psychiatric services. This 
workshop will provide an in-depth analysis of this important 
topic from three different perspectives. First, the workshop 
will explore the general topic of sexual orientation and severe 
mental illness and review the results of a research project con-
ducted by the workshop leader. The research is based on sur-
veys completed by 319 individuals (GLBT with and without 
a psychiatric diagnosis, heterosexuals with and without a psy-
chiatric diagnosis) who provided information about stigma, 
social support, life satisfaction, family and friend support, and 
self-esteem. Second, the workshop will use these findings as a 
starting off point to examine and discuss clinical services that 
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address the needs of this vulnerable population. In particular, 
the development of family and friend support, increasing sex-
ual orientation awareness among practitioners, and decreasing 
stigma will be explored through case examples. And third, the 
workshop will actively engage the audience in a discussion of 
their work with this population and the identification of other 
useful clinical services. Audience members will be encouraged 
to discuss case examples and help identify agency practices or 
innovative strategies that address the needs of this very vul-
nerable group. Through these three processes, the workshop 
will provide the audience with a thorough understanding of 
the issues that face this population.

REFERENCES:
1. Hughes T, Haas A, Razzano L, Cassidy R, Matthews A: 
    Comparing lesbian’s and heterosexual women’s mental 
    health: A multi-site survey. Journal of Gay and Lesbian 
    Social Services 2000: 11: 57-76.
2. Hellman R: Issues in the treatment of lesbian women and 
    gay men with chronic mental illness. Psychiatric Services 
    1996: 47: 1093-1098.
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Saturday, October 4                   8:00 a.m.-9:30 a.m.

Supporting People With Severe and 
Chronic Mental Illness in an ACT Team 
who Have Been Diagnosed With Terminal 
Illness
Theodora G. Balis, M.D., 630 West Fayette Street, 4th Floor, 
Baltimore, MD  21201, Ann Hackman, M.D., Curtis N. 
Adams, Jr., M.D., Patrick Aquino, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Recognize the unique challenges that people with 
severe and chronic mental illness face when diagnosed with a 
terminal illness; 2.) Arrange support for people with SMI and 
their families through decision-making of end of life care; and 
3.) Identify ways to provide professional advice/treatment yet 
still allow the person with SMI to maintain as much control as 
possible during a time of decreasing control.

SUMMARY:
People with severe and chronic mental illness have extra 

challenges to deal with when diagnosed with a terminal ill-
ness. These challenges include cognitive difficulties, distor-
tions of reality, paranoia, fear of the medical profession, de-
bilitating mood symptoms, and multiple other barriers to care. 
They often need help to navigate the medical system. Non-
psychiatric providers may not undersand how to communi-
cate with people with SMI and how to convey the severity of 
illness, yet instill some hope, and help them make appropriate 
treatment decisions. These providers may fear taking anything 
but the most conservative measures in treatment due to worry 
that the person with SMI would not adhear to treatment or be 
able to understand it. It is the role of the psychiatrist and the 
mental health team to help other providers and people with 

SMI fully consider treatment possibilities, how to conceptual-
ize their life and quality of life, how to consider families, and 
how to consider the liklihood of death.

REFERENCES:
1. Aupperle PM, MacPhee ER, Strozeski JE, Finn M, Heath 
    JM. Hospice use for the patient with advanced Alzhei-
    mer’s disease: the role of the geriatric psychiatrist.Am J 
    Hosp Palliat Care. 2004 Nov-Dec;21(6):427-37.
2. Candilis PJ, Foti ME, Holzer JC. End-of-life care and 
     mental illness: a model for community psychiatry and 
     beyond. Community Ment Health J. 2004 Feb;40(1):3-16.
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Saturday, October 4                   8:00 a.m.-9:30 a.m.

Mentoring to Unlock Health Care 
Disparities: How to Establish, Plan and 
Use a Minority Mentoring Network
Supported by the APA/SAMHSA Minority Fellows

Tracee M. Burroughs, M.D., 701 W. Pratt Street, Baltimore, 
MD  21201, Aeva N. Gaymon-Doomes, M.D., Anne 
Ruminjo, M.D., M.P.H., Liwei Hua, M.D., Ph.D., Otis 
Anderson III, M.D., Toi Harris, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Recognize ways to aid minority trainees in career 
development; 2.) Identify steps that can be taken to establish a 
mentoring network; and 3.) Identify issues unique to minority 
medicals student, residents, and fellows in training.

SUMMARY:
Mental health care disparities form a critical issue affecting 

underserved patient populations.  The reasons for these dispar-
ities are multifaceted, including limited access to physicians 
and appropriate care, leading to negative outcomes.  In order 
to decrease the divide of healthcare disparities, there must be 
adequate numbers of physicians to serve these populations.  
Studies show that underrepresented minority physicians are 
more likely to work with underserved populations.  In addi-
tion, these populations perceive a better treatment experience 
when working with physicians of similar backgrounds and are 
therefore, more likely to seek and comply with treatment.  Ac-
cording to the 2003 report from the Sullivan Commission, un-
derrepresented minorities, consisting of African Americans, 
Hispanic Americans, and American Indians, make up nearly 
25 percent of the U.S. population, but account for less than 
6 percent of physicians.  To increase numbers of underrepre-
sented minorities in the field of medicine, strong mentorship 
is necessary.   Mentors have been proven to help cultivate and 
encourage trainees, reduce the sense of isolation that trainees 
feel, and guide them through career development.  The pur-
pose of this workshop is to examine ways to establish a suc-
cessful mentoring program and to use mentoring to increase 
the number of underrepresented minorities in psychiatry.
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REFERENCES:
1. Cooper-Patrick L., Gallo J.J., Gonzales J.J, et al. Race, 
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    tionship, JAMA 1999; 282 (6): 583-589.
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Saturday, October 4                   8:00 a.m.-9:30 a.m.

Violence Against Women Among South 
Asians: Domestic Violence, Acid Attacks, 
and Honor Killing
Supported by the APA Caucus of Asian American 
Psychiatrists

Jagannathan  Srinivasaraghavan, M.D., Southern Illinois 
University School of Medicine, Choate Mental Health 
Center, 1000 N. Main Street, Anna, IL  62906, Batool Kazim, 
M.D., Nurun Begum, M.D., Ph.D., Sadaf  Hashmi, M.D., 
M.P.H.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to identify the violence against women among South 
Asians including severe domestic violence, acid attacks (most 
prevalent in Bangladesh), and Honor killing among many dif-
ferent groups.

SUMMARY:
United Nations Population Fund (UNFPA) reported that 

one in three women has been physically assaulted or abused 
in some way, typically by someone she knew, such as her 
husband or other member of her family. Many governments 
publicly condemn violence against women, but their commit-
ment to stopping violence against women has been a failure 
in most countries. Violence against women happens in all 
races, cultures and socioeconomic groups. Asian Americans 
are one of the fastest growing population groups in the United 
States. Learning of some of the major problem areas among 
Asians sensitizes the therapists’ need for cultural awareness 
and consideration of possible treatment options and preven-
tive methods. In this workshop, we will focus on mainly three 
areas: domestic violence, acid attacks and honor killing. In 
the United States approximately four million women are bat-
tered by their husbands or partners every year and more than 
a million women seek medical attention for injuries caused by 
domestic abuse. Anxiety, depression and post-traumatic stress 
disorder often follow such abuse. A South Asian psychia-
trist shares experience of domestic violence and successful 
recovery using her personal journey as an example. Throw-
ing acid on others’ face and body to cause grievous injuries 
is a barbaric act of vengeance, often perpetrated by men on 
young girls and women. The reason for attacks is often re-
fusal of sexual advances or marriage proposal and the intent 
is to make the woman undesirable. Honor killing is a crime 

committed against a woman by her male family members be-
cause the woman had violated the honor of the family. Though 
rare, acid attacks and honor killing are occasionally reported 
among Asian immigrants. There will be a presentation on the 
dynamics of these phenomena, along with possible clues to 
prediction and prevention. There will be ample time for audi-
ence participation and discussion.

REFERENCES:
1. Begum AA: Acid violence: a burning issue of Bangladesh-
     its medicolegal aspects.Am J Forensic Med Pathol. 2004 
     Dec;25(4):321-3. Review.
2. Hussein M: Take my riches, give me justice: A contextual 
    analysis of Pakistan’s honor crimes legislation.   Harvard 
    Journal of Law,and Gender , 2006 Volume 29 p223-246

		     Workshop 36		

Saturday, October 4                 8:30 a.m.-11:30 a.m.

Shame and Silence: Understanding 
the Stigma of Mental Illness in Asian 
Americans
Francis G. Lu, M.D., Department of Psychiatry, 7M8, San 
Francisco General Hospital, 1001 Potrero Avenue, San 
Francsico, CA  94110, Elizabeth J. Kramer, ScM.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able: 1.) Recognize how Asian-American patients present 
their stigma of mental illness that is related to cultural and 
family issues; 2.) Explain the use of the DSM-IV TR Outline 
for Cultural Formulation; and 3.) Define how skilled thera-
pists manage stigma.

SUMMARY:
This three-hour media workshop will show portions of a 

2007 DVD entitled, “Shame and Silence: Understanding the 
Stigma of Mental Illness in Asian Americans,” followed by 
discussion using the DSM-IV TR Outline For Cultural For-
mulation. The DVD consists of five simulated interviews be-
tween clinicians and actors who play the roles of simulated 
patients. The cases include: 1.) A South Asian-American 
woman with bipolar disorder; 2.) A Vietnamese-American 
man with somatic presentation of depression and PTSD; 3.) A 
Chinese-American man with the Culture-Bound Syndrome of 
Neurasthenia; 4.) The parents of a Philipino-American child 
with ADHD; and 5.) A Korean-American woman with Ma-
jor Depression and substance abuse. The clinicians are three 
psychiatrists (South Asian-American, Vietnamese-American, 
and Philipino-American) a Chinese-American psychiatric so-
cial worker, and a Korean-American psychologist. Discussion 
will follow each case. The interviews show how the stigma of 
mental illness manifests in Asian American ethnic subgroups 
in the individual, family, and community. The interviews dem-
onstrate how clinicians can empathize with patients’ and their 
families’ perspectives: 1.) The idioms of distress that patients 
and families use to describe their distress; 2.) The impact of 
symptoms on the patients’ lives; 3.) The explanatory models 
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and treatment pathways that patients and families may use 
that may be different from those known to the clinician; and 
4.) The profound stigma and shame of mental illness.  Finally, 
the interviews show how the clinician can work in partnership 
with patient, family and traditional providers to negotiate and 
implement a treatment plan that is acceptable to the patient. 
The two-hour DVD was co-directed by Elizabeth Kramer, 
ScM., and Francis Lu, M.D., and sponsored by the New York 
Coalition for Asian American Mental Health.

REFERENCES:
1. Lim R (ed.) The Clinical Manual of Cultural Psychiatry. 
    Washington, DC: APPI, 2006.
2. Koskoff H. The Culture of Emotions DVD. Boston: 
    Fanlight Productions, 2002.
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Saturday, October 4               10:00 a.m.-11:30 a.m.

Managing the Loss of Power in Chronic 
Illness: Fostering Resilience
Madeleine Abrams, L.C.S.W., Bronx Psychiatric Center, 
Albert Einstein College of Medicine, 3331 Bainbridge 
Avenue, Bronx, NY  10467, Joseph Battaglia, M.D., Hillarie 
Budoff, M.D., Adi Loebl, M.D., Jeffrey Lucey, M.D., 
Kristina Muenzenmaier, M.D., Adriana Shuster, M.D., B.A., 
Daniel Smuckler, M.D., David Stern, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Recognize and consider the impact of loss of pow-
er on individuals and families coping with chronic illness; and 
2.) Incorporate strategies for addressing resilience and em-
powerment in treatment and training.

SUMMARY:
Fundamental to an individual’s sense of self is the ability 

to have control over his or her own life. Any person dealing 
with chronic physical or mental illness faces an inevitable loss 
of power and control over decision-making, role in family, 
work, and community. In some conditions, one loses control 
over basic physical or mental functions. In essence, one’s total 
identity is challenged.  For many of those facing such losses, 
the very meaning of one’s life is profoundly and adversely 
affected.  In the rush to alleviate symptoms and plan for care, 
this loss of what makes life meaningful may not be addressed 
or acknowledged. Ignoring or disregarding this loss of power 
and agency in one’s personal life, family life, and work life 
only serves to compound the experience of alienation and 
disenfranchisement. Moreover, the impact of these losses and 
the failure to acknowledge them are experienced by family 
and friends as well. Feeling marginalized and worthless may 
be pervasive, especially in cases associated with a substantial 
reduction in social and occupational functioning. As the onset 
of major physical or mental illness is a widely occurring phe-
nomenon, professionals may also experience this ambiguous 
loss in their personal and professional lives. In this workshop, 
we will present the results of an attitude and experience sur-

vey, the Ambiguous Attitude and Experience Survey (AAES). 
Further, we will propose a training model for addressing this 
important treatment issue. Training must address self-aware-
ness and empathic listening, as well as ways to foster resil-
ience and empowerment in patients and their families. Using 
experiential exercises, videotape, and clinical vignettes, we 
hope to engage the audience in discussion, and work  together 
on understanding and addressing the loss of power in  chronic 
illness.

REFERENCES:
1. Boss, Pauline: Ambiguous Loss. Harvard University Press, 
    Cambridge, MA, 1999.
2. Rolland, John S., MD:Families, Illness, and Disabiity.      
    Basic Books, NY, 1994.
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Saturday, October 4               10:00 a.m.-11:30 a.m.

Depression, Mania and Leadership: 
Psychiatric Lessions From Grant, 
Sherman and the Civil War
Supported by the National Alliance on Mental Illness
Suzanne E. Vogel-Scibilia, M.D., 219 Third Street, Beaver, 
PA  15009-2301, S. Nassir  Ghaemi, M.D., M.P.H., Michael 
O’Neil, Ph.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Discuss how the relationship between U.S. Grant 
and W.T. Sherman which is often acknowledged to change the 
course of the Civil War may have been forged by a mutual un-
derstanding of recovery; and 2.) Learn from history how this 
can impact on the day to day practice of fostering recovery in 
2008, and apply these priniciples to their current practice.

SUMMARY:
Dr. Michael O’Neil, a Pittsburgh historian, will discuss the 

historical background of U.S. Grant and William T. Sherman 
both from the standpoint of their pivotal friendship and mili-
tary collaboration. Dr. Ghaemi will discuss the impact of Wil-
liam T. Sherman’s psychiatric symptoms that resulted in him 
being assigned to U.S. Grant’s forces in the West, and how 
his baseline hypomanic mood disorder facilitated his military 
successes. Dr. Vogel-Scibilia will discuss how U.S. Grant’s de-
pression and alcohol addiction contributed to his management 
style and allowed him to develop coping skills that served him 
well during the Civil War. The concept of recovery as mani-
fested in both the 1860’s Civil War arena and the current times 
will be discussed in a way that participants can appreciate the 
lessons learned from the pre-medication era. Ample time will 
be alotted for audience participation and discussion.

REFERENCES:
1. Grant US: Memoirs and Selected Letters. Library of 
    America Series, 1885.
2. Sherman WT: Memoirs of William T. Sherman. Library of 
    America Series, Revised Edition, 1886.
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Saturday, October 4               10:00 a.m.-11:30 a.m.
Sus Casos Son Mis Casos (Your Cases 
Are My Cases): The Challenge of Being 
the Language Competent Resident on 
Overburdened Clinical Services
Stephen M. Goldfinger, M.D., Professor and Chair, 
Department of Psychiatry and Behavioral Sciences, SUNY 
Downstate Medical Center, Box 1203, 450 Clarkson Avenue, 
Brooklyn, NY  11203, Ellen Berkowitz, M.D., Juan Gallego, 
M.D., Lina Villegas, M.D., Carolina Klein, M.D.
EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to identity three conflicts that occur in the use, and abuse, 
of language competent residents to provide translating servic-
es in clinical settings.
SUMMARY:
The spanish-speaking population in the U.S. is growing at 

an unparalled rate, with a growing gap between the number of 
monolingual patients and those who can treat them.  The pit-
falls of treatment through translators  and the potential conse-
quences to patient care are well known.  What, however, is the 
potential impact of being the only clinician who can talk with 
these patients...especially if the treater is also a trainee?  In-
patient and outpatient services are flooded with Latin patients, 
often forcing residents into personal, clinical and sometimes 
ethical dilemmas. “A 14 year old spanophone immigrant was 
assigned to me. It was difficult for her to adapt to the inpatient  
unit rules and to communicate with the nurses and patients.  
She often got into trouble because of misunderstandings. Her 
way of avoiding trouble was coming to me whenever she 
didn’t understand staff....I was her translator, but also ended 
up her ‘protector”. My countertransference grew as I defended 
her against unfair accusations of misbehaving, rather than not 
understanding what was asked of her. Had I lost my objectiv-
ity and became too involved? I was investing a lot of time on 
this patient despite three other patients also assigned to me. 
What else could I do?  They needed me to translate even for 
the simplest daily routine situations.” “As one of two Span-
ish speakers in the clinic I felt special, and privileged, a key 
member in the clinic…they were always looking for help and 
I provided it. However, I soon became overwhelmed. Phone 
calls kept coming asking for help: “Can you see at least one?”  
My English-speaking patients started being neglected.  One 
Dominican woman who “just needed a five minute medicine 
renewal” ended up being lithium toxic” taking my whole af-
ternoon. Is giving Spanophone patients to Spanish-speaking 
residents prevent others  from learning about important cul-
tural issues in this population?  Do Spanophone trainees end 
up having a case load that prevents them from learning to treat 
other cultures’ patients?
REFERENCES:
1. Bernard AC, Summers A, Thomas J, Ray M, Rockich A, 
    Barnes S, Boulanger B, Kearney P. Related Articles, 
    LinkOut Novel spanish translators for acute care nurses 

    and physicians: usefulness and effect on practitioners’    
    stress. Am J Crit Care. 2005 Nov;14(6):545-50.
2. Jacobs EA, Sadowski LS, Rathouz PJ. The impact of an 
    enhanced interpreter service intervention on hospital costs 
    and patient satisfaction. J Gen Intern Med. 2007 Nov;22 
    Suppl 2:306-11.
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Saturday, October 4               10:00 a.m.-11:30 a.m.

Why Psychiatry Is a Branch of Medicine: 
An Update on Screening and Monitoring 
Cardiometabolic Risk During Mental 
Health Treatment
John W.  Newcomer, M.D., 660 S. Euclid Ave, St. Louis, 
MO  63110, Joseph J. Parks, M.D., Dan Haupt, M.D., Elaine 
Morrato, D.P.H., M.P.H.
EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to list laboratory measures that are most predictive of 
cardiometabolic risk, and barriers to appropriate laboratory 
monitoring in mental health settings.
SUMMARY:
Persons with major mental illness are at increased risk for 

premature mortality from a variety of health conditions, in-
cluding cardiovascular disease (CVD) and diabetes mellitus, 
with 25-30 years of potential life lost compared to the general 
population and an average age at death in the early 50s. The 
leading cause of death in this population is coronary heart dis-
ease, a form of CVD, with key modifiable risk factors that 
include overweight and obesity, dyslipidemia, hyperglycemia, 
hypertension and smoking. These risk factors are also asso-
ciated with diabetes mellitus, a risk-equivalent condition for 
CHD. Compelling evidence indicates an increased prevalence 
and under-treatment of cardiometabolic risk factors, as well as 
under-treatment of diagnosed CHD and diabetes, among the 
mentally ill. These observations indicate substantial missed 
opportunities for primary and secondary prevention in the 
mentally ill population. One of the potential contributors to 
insufficient prevention efforts is a lack of understanding of the 
utility of different measurable risk indicators, ranging from 
body mass index (BMI) or waist circumference, to random or 
fasting or post-load plasma glucose, to various plasma lipid 
fractions that include total cholesterol, triglyceride, low den-
sity lipoprotein (LDL) cholesterol, high density lipoprotein 
(HDL) cholesterol, and composite measures like non-HDL 
cholesterol. Physician behavior and hospital or clinic policies 
regarding screening, monitoring and intervention efforts can 
also vary substantially across practice settings and different 
states. Existing public health guidelines offer a standardized 
approach to screening and monitoring in the general popula-
tion, as well as guidance for increased efforts in higher risk 
populations such as patients with major mental illness. Modi-
fiable risk factors are also subject to influence, both favorable 
and unfavorable, from psychotropic medication effects on 
adiposity, insulin sensitivity and secretion.
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REFERENCES:
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Saturday, October 4                   1:30 p.m.-3:00 p.m.

Collaborating for Quality Care in the 
Community
Mary E. Johnson, R.N., Ph.D., 600 S. Paulina Street, 1030D, 
Chicago, IL  60612, Jeanne Clement, APRN, BC, FAAN, 
Ed.D., Julie Carbray, APRN, BC, Ph.D., Mary Meiselman, 
APRN, CNS, CADC

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Discuss collaborative opportunities between ad-
vanced practice psychiatric nurses and other psychiatric pro-
fessionals; 2.) Identify four factors that contribute to effective 
collaboration; and 3.) Describe lessons learned from collab-
orative relationships.

SUMMARY:
Traditionally, mental health providers have practiced either 

independently or in collaboration with providers in similar 
disciplines. The complex needs of people with mental health 
disorders, the increase pressure from both CMHS and con-
sumer advocacy groups to integrate the mind and the body 
and increasing shortages of mental health providers call for 
a professional workforce that can collaborate effectively.  Ef-
fective collaboration requires more than co-location of pro-
viders. It requires a level of understanding and appreciation of 
differing roles and perspectives. In this workshop, we will de-
scribe exemplars of collaborative relationships between psy-
chiatrists and advanced practice psychiatric nurses. Presenters 
will describe their collaborative experiences, including les-
sons learned, practice outcomes, and will explore the factors 
and their ideas about factors that contributed to, or were barri-
ers to effective collaboration. Interactive discussions between 
presenters and the audience will be focused on potential col-
laborations that can contribute to positive outcomes for con-
sumers, families and communities.

REFERENCES:
1. Herman, H, Trauer, T., Warnock, J: The roles and 
    relationships of psychiatrists and other service providers in 
    mental health services. Aust NZ J Psychiatry; 36: 75-80.
2. Jones A: Supplementary prescribing: relationships bet-
    ween nurses and psychiatrists on hospital psychiatric 
    wards. J Psychiatr Ment Health Nurs 2006; 13:3-11.
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Saturday, October 4                   1:30 p.m.-3:00 p.m.

Psychiatric Advanced Directives: Where 
Are We Now and How Are They Done?
Supported by the American Association of Community 
Psychiatrists

Hunter L. McQuistion, M.D., Department of Psychiatry, 
The St. Luke’s & Roosevelt Hospitals, 1090 Amsterdam 
Avenue, Suite 16C, New York, NY  10025, Claire Henderson, 
M.B.B.S., Ph.D., Gloria Pope, Suzanne E. Vogel-Scibilia, 
M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should rec-

ognize the current status of psychiatric advanced directives 
and their alternatives and identify practical issues and tech-
niques in applying them.

SUMMARY:
The recovery paradigm continues to gain traction in main-

stream mental health services.  A centerpiece of the paradigm 
is person-centered treatment planning, of which psychiatric 
advanced directives (PADs) are an important component.  
Twenty-five states have PAD statutes, but implementation var-
ies among localities, among provider organizations, and from 
one clinician to the next.  In the context of the likelihood of 
a recovery-driven increased demand for clinical competence 
in employing PADs, this workshop will focus on their practi-
cal application.  After framing PADs as part of recovery, the 
panel comprised of a researcher, a clinician, and a consumer 
will first describe advanced directives and their alternatives 
and summarize recent research.  They will subsequently pres-
ent their experiences with PADs, concentrating on real-world 
implementation issues, leading to a discussion with session 
participants concerning the benefits and challenges of PADs 
and their implementation. This session will therefore present 
current academic and practice-based information on PADs 
and PAD alternatives and assist clinicians and program plan-
ners in facilitating their use.

REFERENCES:
1. National Resource Center on Psychiatric Advanced Direc-
    tives (http://www.nrc-pad.org/content/view/57/54/).
2. Strauss JL, Henderson RC, Stechuchak KM et al. Results 
    from a randomized controlled trial to facilitate the use of 
    psychiatric advance directives:  lessons learned.  
    Psychiatric Services (in press).
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Saturday, October 4                   1:30 p.m.-3:00 p.m.

Career Options in Addiction Psychiatry: A 
Workshop for APA Members-in-Training
Supported by the American Academy of Addiction Psychiatry 
and APA Council on Addiction Psychiatry
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John A. Renner, M.D., VA Outpatient Clinic, 251 Causeway 
Street, Boston, MA  02114-2148, Elizabeth Howell, M.D., 
M.S., Petros Levounis, M.D., M.A., Shelly Greenfield, M.D., 
M.P.H.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should have 

a better understanding of the range of career opportunities in 
addiction psychiatry and the professional gratifications asso-
ciated with this type of work; and recognize more clearly how 
the treatment of substance use disorders fits within the general 
practice of psychiatry.

SUMMARY:
The APA Council on Addiction Psychiatry recently conduct-

ed a survey of APS Members-in-Training (MIT) to determine 
their interest in fellowship training in addiction psychiatry 
and to identify issues effecting the decision to pursue fellow-
ship training.  MITs mentioned their lack of information about 
career opportunities in this subspecialty, and they identified 
specific concerns about the availability of stable employment, 
interesting positions, and competitive salaries.  It was noted 
that many general psychiatry residencies lacked addiction 
psychiatry mentors and that some residents did not appreciate 
how the treatment of patients with substance use disorders fit 
into the practice of psychiatry.  This workshop is organized 
to address these concerns and to provide specific information 
about career opportunities in addiction psychiatry.  Faculty 
will describe a variety of career options including private 
practice and public sector psychiatry, and careers that primar-
ily focus on resident training and mentoring, research and/or 
administration.  Faculty will review their own careers and 
the factors that affected their choices among various profes-
sional options. Ample opportunity will be provided for MITs 
to question faculty and to explore the relative advantages and 
limitations of careers in this subspecialty.

REFERENCES:
1. Renner JA, Hennessy G, Levin FR, Waldbaum M, Eld 
    B: APA Addiction Psychiatry Career Survey: Residents’ 
    narrative responses.  Poster abstracts from the AAAP 17th 
    annual meeting and symposium. Am J Addict 2007; 16:
    316-24.
2. Tinsley JA: Workforce information on addiction psy- 
    chiatry graduates. Acad Psychiatry 2004; 28(1):56-9.
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Saturday, October 4                   1:30 p.m.-3:00 p.m.

How to Partner With Youth
Supported by the American Association of Community 
Psychiatrists
Charles W. Huffine Jr., M.D., 3123 Fairview Avenue East, 
Seattle, WA 98102, Lisa Cullins, M.D., Lorrin Gehring, 
Tricialouise Gurley, Karl Dennis

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Recognize the power of youth/professional part-
nerships in facilitating a relevant treatment with youth; 2.) 
Identify the power of youth professional partnerships in en-
hancing the power of advocacy with administrators and policy 
makers who run and fund the programs serving youth; and 3.)  
List the barriers to youth partnership inherent to ones identity 
as a professional.

SUMMARY:
This workshop will discuss forms of youth/professional part-

nerships from both a professional and youth perspective. It 
will touch on the challenges for professionals to be relevant 
to the youth they work with in various settings; as members 
of a treatment team with youth and family leadership and as 
co-advocates. It will discuss the struggles for youth to become 
collaborators and equal partners in their own care and forge 
a partnership with adults who are serving them. It will dis-
cuss how alone both professionals and youth are seen as self 
serving in their search for youth rights, quality services, and a 
strength-based approach to care, but as a team each can sup-
port the others legitimate claim to expertise. This workshop 
will start with opening statements by participants that will il-
lustrate examples of youth professional partnership in treat-
ment and advocacy settings.  It will feature engaging the audi-
ence in an interactional discussion and will use techniques to 
foster interaction such as roll play.

REFERENCES:
1. Huffine, C.W., Anderson, D. Family advocacy develop-  
    ment in systems of care. In The Handbook of Child 
    and Adolescent Systems of Care: The New Community 
    Psychiatry. edited by A.J. Pumariega, N.C.Winters, San 
    Fransisco, CA: Jossey-Bass, 2003, pp 35 - 65.
2. Youth Group Development: a Website of the Technical 
    Assistance Partnership  http://www.tapartnership.org/
    youth/default.asp.
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Saturday, October 4                  3:30 p.m.-5:00 p.m.

Treatment of PTSD: Updating the 2004 APA 
Practice Guideline
Supported by the APA Steering Committee on Practice 
Guidelines
John S. McIntyre, M.D., 2000 Winton Road South, Rochester, 
NY  14618, David Benedek, M.D., Laura Fochtmann, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

1.) Informed about significant developments in the scientific 
literature regarding treatment of PTSD that could modify rec-
ommendations in APA’s 2004 practice guideline and be able 
to apply this knowledge to the clinical care of patients with 
PTSD; 2.) Compare recommendations available from other 
sources (e.g., 2007 Institute of Medicine report); and 3.) Rec-
ognize how evidence rating systems can influence recommen-
dations.
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SUMMARY:
APA practice guidelines provide evidence-based recommen-

dations for the treatment of patients with psychiatric disor-
ders. Currently, 14 APA practice guidelines are available. Im-
portant knowledge regarding the treatment of post-traumatic 
stress disorder (PTSD) has accrued since publication of APA’s 
guideline on this topic in 2004. Treatment recommendations 
have also been promulgated by other organizations including 
the Veterans Administration/Department of Defense and the 
Institute of Medicine. Workshop panelists will review APA’s 
guideline development process, summarize significant devel-
opments in the scientific literature regarding PTSD treatment, 
and discuss how evidence rating systems can influence treat-
ment recommendations. Attendees are invited to discuss how 
current evidence and the evidence-based recommendations of 
different organizations may influence their clinical practice.

REFERENCES:
1.  American Psychiatric Association. Practice guideline for 
     the treatment of patients with ASD and PTSD. Arlington, 
     VA: APA, 2004. Available online at www.psychiatryon-
     line.com.
2.  Ursano RJ et al. 2008 guideline watch. Arlington, VA: 
     APA, in press.
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Saturday, October 4                   3:30 p.m.-5:00 p.m.

Hide or Seek: Treating Impaired 
Colleagues
Supported by the APA Committee of Residents and Fellows
Molly K. McVoy, M.D., 11100 Euclid Avenue, Cleveland, 
OH  44106, Vincent J. Blanch, M.D., Ph.D., Stan Sateren, 
M.D., Burns Brady, M.D., Ethan Swift, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Discuss addiction and how it affects physicians; 
and 2.) Interpret treatment options available for the impaired 
physician.

SUMMARY:
Addiction is a disease that affects people in all walks of life, 

from all professions and all cultures.  It is real and it is treatable.  
But, what happens when the person suffering from addiction 
is a doctor?  Then what?  Do we sweep it under the rug?  Do 
we fire them?  Do we ignore it?  The challenge is to work to 
treat the disease, to help the patient. The challenge is allowing 
impaired physicians to self-identify before their illness results 
in serious sanctions by our medical board.  The choice to seek 
treatment can be difficult for the physician involved to make 
because of lack of knowledge of the process, fear of board 
involvement, and the stigma associated with such issues.  Join 
a panel of practicing psychiatrists and residents both treating 
and affected by the disease of addiction to better understand 
how it affects all of us and how we can help.

REFERENCES:
1. Baldisseri MR; Impaired Healthcare Professional; Crit 

    Care Med; 01-FEB-2007; 35(2 Suppl): S106-16.
2. Milling TJ; Drug and alcohol use in emergency medicine 
    residency: an impaired resident’s perspective; Ann Emerg 
    Med; 01-AUG-2005; 46(2): 148-51.
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Saturday, October 4                   3:30 p.m.-5:00 p.m. 
The IMPACT/IMPACTO Project: A Public 
Mental Health Leadership and 
Curriculum Development for Post-
Graduate Trainees in Canada, USA, and 
Mexico
Kenneth S.Thompson, M.D., 6108 Kentucky Avenue, 
Pittsburgh, PA  15206, Richard P. Swinson, M.D., Sonia 
Chehil, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Recognize an innovative public mental health 
education program – IMPACT/IMPACTO; 2.) Explain a new 
global mental health curriculum that will be made available to 
post-graduate training programs free of charge in late 2008; 
and 3.) Demonstrate awareness of and knowledge about pub-
lic mental health in North America.

SUMMARY:
This workshop describes the development and operation of 

a unique and innovative educational program that seeks to 
build knowledge of and leadership in public mental health 
in post-graduate psychiatry trainees in Canada, USA and 
Mexico.  Funded under the Academic Mobility Program of 
NAFTA, this project involves six academic institutions (two 
in each of the NAFTA countries).  Senior post-graduate train-
ees from these countries apply to participate in the program.  
They are teamed together in groups of 6 – 8 participants with 
each country represented in each team.  The program consists 
of a three-month experience of which one month is spent in 
each country exploring public mental health issues specific 
to the program location.  In addition, a global mental health 
curriculum has been created and all participants work their 
way through this material as a seminar group with specific 
topics lead by experts in each of the three countries.  Partici-
pants must co-author a publication ready paper on an aspect of 
public mental health.  This curriculum will be made available 
to all post-graduate training programs in each country with 
an expected release date of December 2008.  Early outcomes 
show strong satisfaction and support for the program.  Inde-
pendent external review have been conducted with similar re-
sults.  Program experience has directed some participants into 
a career in public mental health.

REFERENCES:
1. Prince M., et al.  No health without mental health. Lancet. 
    2007; 370: 859-77.
2. Horton R.,  Launching a new movement for mental health.  
    Lancet. 2007; 370: 806.
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Sunday, October 5                        8:00 a.m.-9:30 a.m.

CBT for Psychosis in the USA: Can We Use It 
in the Real World?
Page Burkholder, M.D., 56 Midwood Street, Brooklyn, NY  
11225, Michael Garrett, M.D., Peter Weiden, M.D., Ylia 
Landa, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to describe the overview of a CBT approach to psycho-
sis, and discuss several approaches to implementing CBT for 
psychosis in a public psychiatry setting (ACT teams, MICA 
programs, and clinic-based groups).

SUMMARY:
The use of CBT in the treatment of psychotic disorders has 

gained increasing acceptance in the USA, building on the 
more than 10 year history of it’s practice in the UK. While 
there is still controversy over the efficacy of the approach, 
there is a growing interest in the training in and implementa-
tion of CBT for Psychosis in many parts of the psychiatric 
community. In particular, the adaptation of the UK techniques 
for use in the very different health care system in the USA 
has prompted both questions and therapeutic trials. After a 
brief introduction to the more “standard” approach of CBT 
for psychosis, the presenters of this symposium will discuss 
their experience with various implementation strategies in the 
USA, including ACT teams, groups, residency training pro-
grams, MICA clinics and in the treatment of “first episode” 
psychosis. The discussant will present some of the ways that 
private and public institutions have begun the introduction of 
the CBT techniques into their programs, and there will be 45 
minutes for audience questions and comments.

REFERENCES:
1. Turkington D, Kingdon D, Weiden PJ; Cognitive behavior  
    therapy for schizophrenia, Am J Psychiatry, 2006 Mar;
    163(3):365-73.
2. Gumley A, Schwannauer M; Staying Well After Psychosis; 
    A Cognitive Interpersonal Approach to Recovery and 
    Relapse Prevention.  John Wiley & Sons, Ltd, 2006.
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Sunday, October 5                       8:30 a.m.-11:30 a.m.

Intolerance, Social Justice, and 
Reconciliation in Films
Francis G. Lu, M.D., Department of Psychiatry, 7M8, San 
Francisco General Hospital, 1001 Potrero Avenue, San 
Francsico, CA  94110

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Discuss the relationship of intolerance, social jus-
tice and reconcilation; and 2.) Recognize the value of film in 
the teaching about these issues that affect our patients.

SUMMARY:
The current state of world affairs, marked by racial/ethnic, 

political, and religious irrational hatred, cries out for social 
justice and reconciliation.  Yet how can this be achieved?  Nel-
son Mandela has said, “True reconciliation does not consist 
of merely forgetting the past.” This workshop will address 
compassion human darkness worldwide, from past eras to 
the present moment.  What emerges from the 12 film clips 
shown is a message of timely hope.  Again and again, tiny 
miracles of humanity are revealed in these films, in accord 
with the words of the Talmud: “Whoever saves one life, saves 
the entire world.”  This three-hour media workshop is based 
on a seven-day residential seminar given at Esalen Institute, 
Big Sur, CA, July 25-August 1, 2008 by the workshop leader 
and Brother David Steindl-Rast.  Films   include Intolerance, 
Crash, Sansho the Baliff, The Great Dictator, Schindler’s List, 
Hotel Rwanda, and Gandhi.

REFERENCES:
1. Kaplan E and Wang B (eds.) Trauma and Cinema. Hong 
    Kong: Hong Kong University Press, 2004.
2. Mollica RF.  Healing Invisible Wounds. New York: 
    Harcourt, 2006.
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Sunday, October 5                   10:00 a.m.-11:30 a.m.

Transforming the System: Introducing 
Pharmacological Innovations in 
Addiction Treatment
Supported by the American Academy of Addiction Psychiatry

John A. Renner, M.D., VA Outpatient Clinic, 251 Causeway 
Street, Boston, MA  02114-2148, Petros Levounis, M.D., 
M.A., Ricardo Restrepo, M.D., M.P.H.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Discuss the efficacy of new pharmacotherapies for 
substance use disorders and identify how to use these medica-
tions; 2.) Recognize attitudes that have impeded the imple-
mentation of new addiction treatments; and 3.) Identify strate-
gies for overcoming these problems.

SUMMARY:
The last decade has seen the development of many excit-

ing clinical innovations for the treatment of patients with sub-
stance use disorders.  Of particular importance have been new 
FDA-approved medications including: A.) Acamprosate and 
injectable naltrexone for the treatment of alcoholism; B.) Var-
enicline for smoking cessation; and C.) Buprenorphine for the 
treatment of opioid addiction.  In addition, current research is 
exploring a variety of agents like topiramate, disulfiram, and 
modafinil for the treatment of cocaine and crystal metham-
phetamine dependence.  While the pharmacotherapy of sub-
stance use disorders is advancing at an astonishing rate, the 
implementation of these treatment innovations has been slow.  
Several lines of evidence suggest that the majority of mental 
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health systems and practitioners resist adoption of these new 
practices.  This workshop will review recently approved, as 
well as experimental pharmacological therapies for the sub-
stance use disorders and we will also discuss models for in-
tegrating psychosocial interventions with pharmacotherapy 
and brief interventions to facilitate engagement in treatment. 
Participants will be invited to explore resistance to change en-
countered among mental health providers and to work with 
the faculty on formulating creative options for introducing 
these new treatments into clinical practice.

REFERENCES:
1. Miller WR, Baca C, Compton WM, et al: Addressing 
    substance abuse in health care settings. Alcohol Clin Exp 
    Res 2006; 30(2):292-302. 
2. Weiss RD, Kuppenbender KD: Combining psychosocial 
     treatment with pharmacotherapy for alcohol dependence.  
    J Clin Psychopharmacol 2006; 26 Suppl 1:S37-42.
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Sunday, October 5                     10:00 a.m.-11:30 a.m.

Domestic Abuse Among South Asian 
American Populations: Challenges and 
Solutions
Supported by the Indo-American Psychiatric Association

Surinder S. Nand, M.D., Department of Psychiatry, 
University Of Illinois at Chicago, 912 South Wood, Chicago, 
IL 60612, Renu Gupta, M.D., Kiran Siddiqui, M.Ed., B.A.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Identify unique cultural issues impacting domes-
tic abuse among the South-Asian American population; and 
2.) Develop an understanding of how one Domestic Violence 
[DV] Organization in a metropolitan city has found some so-
lutions to help victims of domestic abuse from this minority 
group.

SUMMARY:
Domestic abuse is a pervasive problem throughout the 

world and it is estimated that every seven seconds a woman is 
abused. Approximately 3-4 million women are battered every 
year while 8-12 million are at risk for abuse. It is estimated 
that 95% of abuse is perpetrated by family members and that 
one woman in four experiences domestic abuse at some stage 
in their lives. Women are abused in all races, religions, so-
cio-economic classes and cultures. Domestic abuse is an even 
serious problem among minority populations with enormous 
effects on physical and mental health of victims, as well as 
huge economic costs to the society. Although SouthAsian 
Americans are considered a ‘Model Community’ they have 
their share of domestic abuse. In this workshop, the presenters 
will highlight the unique cultural, religious and social issues 
impacting domestic abuse in this group. We will then present 
the work of one organization called  Apna Ghar [Our Home] 
in Chicago, which has been helping survivors of domestic 

abuse through prevention, intervention and advocacy against 
domestic abuse among South Asian and South Asian Ameri-
can population.

REFERENCES:
1. Nankani S. Breaking the Silence: Domestic Violence in 
    South Asian-American Community, Xlibris Corp, 2001.
2. Gupta J, Upadhyay U.D., Gupta N; Domestic Violence in 
    South Asian American Community-Chapter 7 in Domestic 
    Violence in Asian American Communities: A Cultural 
    Overview, Ed Tuyen D Nguyen, Lexington Books.
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Sunday, October 5                     10:00 a.m.-11:30 a.m.

The Role of the Family in Suicide 
Prevention: An Attachment and Family 
Systems Perspective
Sheila M. Loboprabhu, M.D., Michael E. Debakey VA 
Medical Center, 116 MHCL, 2002 Holcombe Boulevard, 
Houston, TX  77030, Marki McMillan, L.C.S.W., Victor 
Molinari, Ph.D., Theron Bowers, M.D.

EDUCATIONAL OBJECTIVES:
At the conclusion of this session, the participant should be 

able to: 1.) Describe suicide risk factors in older adults; 2.) 
Identify family dynamics with respect to attachment and fam-
ily systems; 3.) Discuss how involving the family may benefit 
care of the suicidal patient; and 4.) Outline the role of the fam-
ily in suicide prevention for geriatric patients.

SUMMARY:
Suicide has long been conceptualized as an act of despair, an-

ger, or escape from intolerable pain. Shneidman described the 
pre-suicidal state as perceptual constriction with narrowing of 
the available range of options to just two: total solution to the 
pain or cessation of the pain altogether. Therapy should use 
every available resource to de-constrict such tunnel vision and 
expand the patient’s perception of available options.  In this 
workshop, two geriatric psychiatrists, one geropsychologist, 
and one adult psychiatrist with a background in religion and 
spirituality discuss the role of family in preventing suicide in 
older adults. Suicide demographics suggest that elderly white 
males living alone and lacking religious affiliation are at high-
est risk for suicide. Over 50% see a primary care clinician 
within a month before completing suicide. Many have experi-
enced interpersonal losses. Failure of the family physician to 
connect to these individuals may play some role in unsuccess-
ful suicide prevention.  We will review the role of the family 
in maintaining a stable emotional state for the patient. We will 
examine the family from an attachment theory and family sys-
tems point of view and make specific recommendations about 
involving families in suicide prevention for older adults. We 
outline three new family concepts in suicide prevention: fam-
ily cohesion, family adhesion, and formation of a new family, 
and we will explain their utility in psychotherapy. We suggest 
practice implications for psychotherapists to successfully in-
volve families in suicide prevention for older adults.
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REFERENCES:
1. Shneidman E: What do suicides have in common? In Sui-
    cide: Guidelines for assessment, management, and treat-
    ment. Edited by Bruce Bongar. New York, Oxford Univer-
    sity Press, 1992, pp 9.
2. Chioqueta AP, Styles TC: The relationship between psy-
    chological buffers, hopelessness, and suicidal ideation: 
    identification of protective factors. Crisis 2007; 28: 67-73.
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