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FOREWORD

This book incorporates all abstracts of the Scientific
Proceedings in Summary Form, as have been published in
previous years, and, additionally, information for
continuing medical education purposes.

Readers should note that most summaries are accom-
panied by a statement of educational objectives and a list
of references for each session or individual paper.

We wish to express our appreciation to the authors and
other contributors for their cooperation in preparing the
necessary materials so far in advance of the meeting. Our
special thanks are also extended to Sheena Majette, Kendra

Grant, Robbie Morsette, and Frank Berry in the APA Annual
Meetings Department.

Philip R. Muskin, M.D., Chairperson

David M. McDowell, M.D., Vice-Chairperson

Patricia 1. Ordorica, M.D., Vice-Chairperson
Scientific Program Committee

Full Texts

As an added convenience to users of this book, we have included mailing
addresses of authors. Persons desiring full texts should correspond
directly with the authors, Copies of papers are not available at the meeting,.

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

PAPER NO. 1: PRESIDENTIAL ADDRESS

THE 21% CENTURY PSYCHIATRIST

On behalf of the Board of Trustees of the American Psychiatric
Association, I welcome you to our 155® Annual Meeting of the APA.

Our focus this year is the 21°" Century Psychiatrist. This theme
was chosen to show the dramatic changes that our profession has
dealt with and, will respond to, in this new century as we continue
to deliver the best care possible to those patients we serve. It is trite
to say that things have changed since 2001, but they have. At last
year’s wonderful annual meeting in New Orleans, only a few were
thinking about terrorists, trauma, and posttraumatic stress disorder.

Only a few members were familiar with bioterrorism and contagion.
Things have changed.

Our noble profession is being summoned by history to rise to the
challenge of this new century’s problems. We will do that. We will
incorporate the science of the brain, the efficiency of new information
systems and the psychodynamic principles and potential genetic
therapies that will allow a quantum leap in advancing our treatments
and research. While the doctor-patient relationship will always be
our essential domain, we as psychiatrists will become increasingly
important to the health of our communities. In fact, in the 21%
Century the overall health of our communities will rise and fall on
the treatments we develop and deliver to all those in need of our care.

Welcome to Philadelphia, the cradle of American Psychiatry. En-
joy this meeting prepared by our dedicated Scientific Program Com-
mittee. Let us all take the time to rededicate ourselves to our profes-
sionalism and to quality care our patients deserve.
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MONDAY, MAY 20, 2002

SCIENTIFIC AND CLINICAL REPORT
SESSION 1—ANXIETY DISORDERS

No. 2
SWITCHING FROM IMIPRAMINE TO SERTRALINE
IN PANIC DISORDER WITH AGORAPHOBIA

Matig R. Mavissakalian, M.D., Department of Psychiatry, Case
Western Reserve/University, 11100 Euclid Avenue, Cleveland,
OH, 44106

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to gauge the significant improvement that the advent of SSRIs
had in the outcome of panic disorder patients treated with antidepres-
sants.

SUMMARY:

Objective: To gauge the usefulness of switching from imipramine
to sertraline in 18 panic disorder patients with agoraphobia patients.

Method: Fifteen patients with unsatisfactory response to a proto-
colized, 24-week, open imipramine treatment at the weight-adjusted
fixed dose of approximately 2.25 mg/kg/day and three patients who
responded, but subsequently relapsed following imipramine discon-
tinuation, were systematically switched to sertraline treatment of a
24-week duration at 50 mg to 100 mg per day. Efficacy and side
effects were measured uniformally throughout the study and a net
benefit accrued from the switch was assessed by using an operationa-
lized outcome grade (0 = no adequate trial or nonresponse, 1 = partial
response or full response with side effects necessitating a change in
treatment; 2 = full response, no adverse effects).

Results: Paired t-tests found a significant improvement following
the switch from imipramine to sertraline on phobic and panic symp-
tomatologies, side effects, and overall outcome grade (0.67 = 0.77
to 1.17 = 0.92, p £ .05). Nine (50%) of the patients clearly gained
from the switch, six (33.3%) patients had a similar outcome, and
three (16.7%) patients had a worse outcome following the switch to
sertraline. Looked at differently, five (55.5%) of nine imipramine
failures responded to sertraline, whereas two (22.2%) of nine patients
who had responded well to imipramine failed with sertraline.

Conclusion: Switching to sertraline from imipramine was very
useful in panic disorder patients who were intolerant or unresponsive
to imipramine.

Supported in part by NIMH (MH42730) and unrestricted grant
from Pfizer.

REFERENCES:

1. Mavissakalian MR, Ryan MT: Rational treatment of panic disor-
der with antidepressants. Ann Clin Psychiatry 1998:318-323.

2. Scott EL, Pollack MH, Otto MW, Simon NM: Clinician response
to treatment-refractory panic disorder: a survey of psychiatrists.
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No. 3
ATYPICAL DEPRESSION IN PRIMARY ANXIETY
DISORDERS

Michael A. Van Ameringen, M.D., Department of Psychiatry,
McMaster Medical Center, 1200 Main Street, West, Hamilton, ON
L8N 375, Canada; Catherine L. Mancini, M.D., Jonathan Oakman,
Ph.D., Mira Campbell, B.A., Chris Watson

EDUCATIONAL OBJECTIVE:

At the conclusion of this session, the participant should be able
to understand the relationship between anxiety and mood disorders
with a focus on the relationship between the atypical depression
subtype and primary anxiety disorders.

SUMMARY:

Objective: Studies have linked social phobia (SP) to the atypical
subtype of major depressive disorder (MDD). In one study, two of
three of patients with MDD and SP also met criteria for atypical
depression (ATYPMDD). In another investigation, the atypical sub-
type was more prevalent only when SP was comorbid with avoidant
personality disorder. Monoamine oxidase inhibitors are effective in
both ATYPMDD and SP, adding additional support for this relation-
ship. However, this relationship has only been studied in select
populations of SP or ATYPMDD.

Method: We evaluated rates of depression in 723 anxiety disorders
clinic admissions and compared the rates of ATYPMDD in three
groups of primary anxiety disorders with a group of primary MDD
patients.

Results: Twenty five percent (180/723) met criteria for a current
MDD, with 18.9% (34/180) qualifying for ATYPMDD. Significantly
fewer patients with primary MDD (10.6%) versus a primary anxiety
disorder (panic disorder 31.0%, obsessive compulsive disorder
15.4%, SP 22.9%) qualified for ATYPMDD (X* = 8.087, df = 3, p
<.05). Rates of ATYPMDD were not significantly different between
primary anxiety disorder groups.

Conclusion: This study does not support a specific relationship
between ATYPMDD and SP but suggests a general link between
ATYPMDD and anxiety disorders. We will discuss potential treat-
ment implications of these findings.

REFERENCES:

1. Alpert JE, Uebelacker LA, McLean NE, Nierenberg AA, et al:
Social phobia, avoidant personality disorder, and atypical depres-
sion: co-occurrence and clinical implications. Psychological Med-
icine 1997; 27:627-633.

2. Mannuzza S, Schneier FR, Chapman TM, Liebowitz MR, et al:
Generalized social phobia. Arch Gen Psychiatry 1995; 52:230-
237.

No. 4
RISK FACTORS FOR PTSD IN NORTH KOREAN
DEFECTORS

‘Wootaek Jeon, M.D., Department of Psychiatry, Yonsei University
Medical College, CPO Box 8044, Seoul 120-752, Korea; Sung-Kil
Min, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize that active screening and intervention of the PTSD
high-risk group is important to best allow North Korean defectors
to successfully adapt to South Korean society.

SUMMARY:

Objective: Since 1994, the number of North Korean defectors
who have escaped from North Korea and entered South Korea has
increased rapidly. More recently, it was discovered that defectors
have experienced extreme physical and mental difficulties and trauma
in North Korea and again during the process of defection. Because
of these experiences, PTSD is one of the more prominent mental
problems among defectors and seriously disrupts their efforts to
successfully adapt to a new society. This study into the risk factors
of PTSD was undertaken to allow its early detection and to enable
the optimal treatment of defectors with PTSD.
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Method: Two hundred North Koreans, who had defected between
1998 and 2000, and now live in Seoul, were randomly sampled and
surveyed by field workers. Demographic data, factors related to the
defection (route, companions, duration between escape from North
Korea, and entry into South Korea), trauma experiences, Beck De-
pression Inventory (BDI), and items from the PTSD diagnosis check-
list were documented.

Results: Of 200 defectors, 59 (29.5%) (28 men, 31 women) were
diagnosed with PTSD, and the risk factors of their PTSD were
determined to be the following: female, age greater than 50; a high
BDI score (more than 16); and of 25 listed trauma items, five specific
traumatic experiences in North Korea (e.g., beaten severely, tortured,
politically criticized); and of 19 trauma items, four specific traumatic
experiences during the process of defection (e.g., danger of being
detected while preparing for defection, danger of being shot, separa-
tion from family).

Conclusion: PTSD should be included in the screening of newly
arrived defectors, and the PTSD high-risk group need to be identified
and proactively cared for to assist their successful transition to South
Korean society.

Funding Source: Board of Unification, the Korean government

REFERENCES:

1. Jeon WT: Issues and problems of adaptation of North Korean
defectors to South Korean society: an in-depth interview study
with 32 defectors. Yonsei Medical Journal 2000; 41(3): 362-371.

2. Lee YH, Lee MK, Chun KH, Lee YK, Yoon SJ: Trauma experi-
ence of North Korean refugees in China. Am J Prev Med 2001;
20(3):225-229.

SCIENTIFIC AND CLINICAL REPORT
SESSION 2—EATING DISORDERS

No. 5
PERFECTIONISM, TRAINING, AND EATING
BEHAVIORS IN RUNNERS

Jason M. Andrus, M.D., Department of Child and Adolescent Psychi-
atry, University of Hawaii, 1319 Punahou Street, 6th Floor, Hono-
lulu, HI 96826; Deborah Goebert, Ph.D., Alayne Yates, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the relationship between perfectionism and abnor-
mal eating in community runners.

SUMMARY:

Objective: The authors examined the relationship between commu-
nity athletes’ psychological profiles and their risk of abnormal eating
behaviors. We hypothesized that abnormal eating behaviors would
correlate with certain dimensions of perfectionism, negative mood
states, self-loathing, and low enjoyment of the sport.

Method: Participants were contacted through three running organi-
zations in Hawaii. They completed a self-report survey instrument
for demographic information, the Multidimensional Perfectionism
Scale, the self-loathing subscale of the Exercise Orientation Ques-
tionnaire, the Abbreviated Profile of Mood States, the Commitment to
Exercise Scale, and three subscales of the Eating Disorders Inventory.

Results: Forty-one runners completed the survey. Scores on the
EDI-2 correlated with overall perfectionism (p < 0.05), self-loathing
(p < 0.01), and commitment to exercise (p < 0.05), but not with
sport enjoyment or time spent running alone. There was a nonsignifi-
cant trend for EDI-2 score and negative mood states (p = 0.082).

Conclusion: This study confirms previous findings that perfec-
tionism and commitment to exercise significantly and independently

correlate with abnormal eating behaviors, in a population of commu-
nity athletes. Self-loathing was another personality factor associated
with eating abnormalities. Identification of such personality factors
opens potential inroads for intervention.

REFERENCES:

1. McLaren L, Gauvin L, White D: The role of perfectionism and
excessive commitment to exercise in explaining dietary restraint:
replication and extension. Int J Eat Disord 2001; 29(3):307-13.

2. Davis C, Kaptein S, Kaplan AS, Olmsted MP, Woodside DB:
Obsessionality in anorexia nervosa: the moderating influence of
exercise. Psychosom Med 1998; 60(2): 192-7.

No. 6
SELF-REPORTED HUNGER AND
PARASYMPATHETIC TONE

Alayne Yates, M.D., Department of Psychiatry, University of Hawaii,
1319 Punahou Street, 6th Floor, Honolulu, HI 96826; George P.
Danko, Ph.D., John H. Draeger, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand how gut sensations (stomach growling, cramping,
gas) are associated with greater experience of hunger and to explore
how these differences may relate to ED risk.

SUMMARY:

Objective: Eating disordered (ED) patients are characterized by
increased parasympathetic tone and diminished sympathetic tone.
The role of the parasympathetic system in the generation of hunger
is complex and controversial. This study, part of a larger study of
heart rate variability in ED patients, tests the hypothesis that the
level of hunger experienced is related to parasympathetic activity in
the enteric division.

Method: Sixty-two college students completed the hunger factor
of the Three-Factor Eating Questionnaire (Stunkard & Messick,
1985) and the ANSRI (Autonomic Nervous System Response Inven-
tory, Water et al., 1984) with items added to reflect enteric parasym-
pathetic functions.

Results: Hunger score correlated significantly with total parasym-
pathetic factor; with the three enteric items (stomach growls, cramps,
gas), and with two other individual items: cold, sleepy. In addition,
the 11 students who reported past or current ED symptoms scored
significantly higher on parasympathetic and enteric than did other
students, including the 13 students who reported past or present
depression but not ED.

Conclusion: Hunger appears related to heightened parasympa-
thetic activity. The increased parasympathetic tone found in ED
patients could enhance hunger and make achievement of thinness
more difficult.

REFERENCES:

1. Hagan MM, Castaneda E, Sumaya IC, Fleming SM, Galloway J,
Moss DE: The effect of hypothalamic peptide YY on hippocampal
acetylcholine release in vivo: implications for limbic function in
binge-eating behavior. Brain Res 1998; 805:20-8.

2. Kay W, Strober M, Stein D, Gendall K: New directions in treat-
mentresearch or anorexia and bulimia nervosa. Biological Psychi-
atry 1999; 15, 1285-1292.

3. Petreita M, Bonaduce D, Scalfi L, de Flilippo E, Marciano F, et
al: Heart rate variability as a measure of autonomic nervous
system function in anorexia nervosa. Clin Cardiol 1997;
20:219-24.



REPORT SESSIONS 5

No. 7
TOPIRAMATE TREATMENT OF BULIMIA NERVOSA

Scott P. Hoopes, M.D., Mountain West Clinical Trials, LLC, 315
North Allumbaugh Street, Boise, ID 83704-9208; Frederick W. Re-
imherr, M.D., Marc Kamin, M.D., Debra Karvois, M.S., Norman E.
Rosenthal, M.D., Rezaul Karim, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize and understand the potential efficacy of topiramate
in the treatment of bulimia nervosa.

SUMMARY:

Bulimia nervosa (BN) is characterized by binge eating and inap-
propriate compensatory behaviors to prevent weight gain. Prelimi-
nary reports suggest topiramate (TPM), an antiepileptic agent, may
be useful in treating eating disorders. This 11-week, randomized,
double-blind, placebo-controlled trial included 68 outpatients (mean
age 29 years) with DSM-IV diagnoses of BN in the intent-to-treat
analysis. Mean baseline weekly binge or purge days was 4.9 = 1.6
(TPM, n = 34) and 5.2 £ 1.4 (placebo, n = 34). Mean binge or
purge days decreased 46% (TPM) from baseline during the last week
of study vs 9.5% (placebo) (p = .002). Mean binge days decreased
49% (TPM) vs 17% (placebo) (p = .01), and binge frequency de-
creased 50% (TPM) vs 29% (placebo) (p = .089). Mean purge days
decreased 44% (TPM) vs 16% (placebo) (p = .014), and purge
frequency decreased 50% (TPM) vs 22% (Placebo) (p = .012). Topi-
ramate was associated with significant reductions in CGI Severity
(p=.02), Bulimic Intensity Scale (p=.019), and a significant increase
in CGI Improvement (p = .009). Median TPM dose was 100mg/
day (range 25-400). Three patients (two placebo, one topiramate)
discontinued due to adverse events. Topiramate represents a potential
treatment for bulimia nervosa.

REFERENCES:

1. Knable M: Topiramate for bulimia nervosa in epilepsy. Am J
Psychiatry 2001; 158:322--323.

2. Shapira NA, Goldsmith TD, McElroy SL: Treatment of binge-
eating disorder with topiramate: a clinical case series. J Clin
Psychiatry 2000; 61:368-372.

No. 8
MIXED ANXIETY DEPRESSIVE DISORDER IN A
SAMPLE OF PRIMARY CARE PATIENTS

Risa B. Weisberg, Ph.D., Department of Psychiatry, Brown Univer-
sity, Box G - BH, Duncan Building, Providence, RI 02912; Larry
Culpepper, M.D., Martin B. Keller, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand the diagnosis of mixed anxiety-depressive disorder
and assess its utility.

SUMMARY:

Objective: Mixed anxiety-depressive disorder (MAD) was in-
cluded in the DSM-IV research appendix, in part, because it was
thought to be prevalent in primary care settings. We seek to examine
the occurrence and one-year course of MAD in a sample of primary
care patients.

Method: Data are part of the larger, naturalistic, Primary Care
Anxiety Project (PCAP). Primary care patients from 15 clinics com-
pleted a questionnaire screening for the presence of anxiety symp-
toms. Of the 3,963 patients screened, 1,560 screened positive and
were then interviewed with the SCID-IV. A total of 504 participants
were diagnosed with an anxiety disorder and assessed at six and 12
months post-intake using the LIFE.

Results: Only four individuals (0.01% of 1,560 completing the
SCID) met full DSM-IV MAD criteria. When we relaxed the histori-
cal exclusion criteria, allowing for past MDD, an additional six
patients were diagnosed with MAD. At one-year follow-up, the
probability of remitting from MAD was 78%. Eight cases remitted,
one was in partial remission, and only one case continued to meet
full criteria for MAD throughout the year. Further, psychosocial
impairment was mild and the overlap with adjustment disorder
was great.

Conclusions: Results indicate a very low occurrence of mixed
anxiety-depressive disorder across 15 primary care settings. Further,
it appears that this syndrome may remit quickly and may often be
subsumed under adjustment disorder. Overall, our findings question
the utility of the current MAD criteria.

Funded by: An unrestricted grant from Pfizer Pharmaceuticals.

REFERENCES:

1. Zinbarg RE, Barlow DH, Liebowitz M, et al: The DSM-IV field
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No. 9
PSYCHOPATHOLOGICAL ASPECTS IN 86
CHRONIC FATIGUE SYNDROME PATIENTS

Massimo di Giannantonio, M.D., Department of Psychiatry, Univer-
sity of Chieti, Via Dei Vestini 5, Chieti, IT 66100, Italy; Anatolia
Salone, M.D., Delia Racciatti, M.D., Daniela Mezzano, M.D., Eligio
Pizzigallo, M.D., Maria F. Ferro

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand the chronic fatigue syndrome for a better diagnosis
and therapy.

SUMMARY:

Objective: To describe a specific psychodiagnostical profile in
CFS patients vs mood disorders and healthy subjects.

Methods: We examined 86 CFS patients (12 pts have a comorbidity
diagnosis of anxiety disorders), 25 patients with major depression,
8§ patients with a bipolar disorder, and 28 healthy subjects. The
psychiatric evaluation consisted: (1) detailed psychiatric interview,
(2) MMPI, (3) Hamilton, (4) Zung tests for anxiety and depression.
The psychiatric diagnosis were realized according to DSM-IV. The
statistical differences were tested by the ANOVA test estimating
differences deriving from all MMPI scores.

Results: The MMPI profiles of 86 CFS patients were similar to
the profile of patients with somatoform disorders. The evaluation of
discriminant functions showed for CFS patients a great similarity to
subjects with hystrionic personality and a difference to the patients
with depressive syndromes.

Conclusion: The psychiatric evaluation of 86 CFS patients docu-
mented anxiety disorders comorbidity and 86 CFS MMPI profiles
with significant difference vs mood disorders (depressive and bipo-
lar) patients. This could reflect an abnormal central pathways stress,
with an excessive fatiguability of central origin, probably related to
noradrenergic and dopaminergic dysregulation. We suggest a better
therapeutic role of SNRI in comparison with the unsatisfactory role
of SSRI.

REFERENCES:

1. Holmes et al: Chronic fatigue syndrome, a working case defini-
tion. Ann Int Med 1988;108:387—439.

2. Goodnick PJ: Treatment of chronic fatigue syndrome with venla-
faxine. Am J Psychiatry 1996 Feb; 153(2): 294.
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No. 10

LOW EXPRESSION OF NEGATIVE AFFECT AND
DENIAL PREDICT BREAST CANCER
RECURRENCE

Karen L. Weihs, M.D., Department of Psychiatry, George Washing-
ton University Medical Center, 2300 Eye Street NW, Ross Hall 612B,
Washington, DC 20037; Timothy Enright, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to identify coping strategies that contribute to risk of breast
cancer recurrence. New empirical evidence of this association will
be shown, along with evidence from publications on the subject.

SUMMARY:

Objective: This study tested venting of negative emotions as a
protective factor, and denial of the disease as a risk factor for breast
cancer progression.

Methods: Seventy-three Stage I breast cancer patients in remission
were enrolled 30 +/- 5 months after diagnosis. Disease severity was
computed using the Nottingham Prognostic Index (NPI) [2 x tumor
size (cm) + lymph node status (1 = node-negative; 2 = 1-3 positive
nodes; 3 = 2 4positive nodes); + histological grade (1 = good; 2 =
moderate; 3 = poor)]. Venting and Denial scores from the Brief
Cope, along with NPI, were used to predict time to recurrence, using
Cox proportional hazards method.

Results: Eleven subjects had recurrent disease at the end of data
collection (4.5 years). Mean scores for Venting and Denial were,
5.6 +/-1.7 and 3.2 +/-1.5 (range: 2-8). Mean NPI was 5.0 (range:
2.5-7.2). A one unit increase on Venting was associated with RR =
0.70[0.50-0.96], p = 0.03, and increased Denial was associated with
RR = 1.37[1.01-1.87], p = 0.05.

Conclusion: Denial was a risk and Venting was a protective factor
for disease recurrence in women who were assessed at 30 months
after the diagnosis of breast cancer.

REFERENCES:

1. Carver CS, Scheier MF, Weintraub JK: Assessing coping strate-
gies: a theoretically based approach. Journal of Personality and
Social Psychology 1989;56(2):267-283.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 4—ISSUES IN CROSS-
CULTURAL PSYCHIATRY

No. 11

IS THE WECHSLER INTELLIGENCE SCALE FOR
CHILDREN, THIRD EDITION (WISC-lIl UK)
APPLICABLE TO GHANA?

Ama K. Edwin, M.B., Department of Clinical Psychology, KBU
Teaching Hospital, P O Box KB591, Korle-Bu, Accra, Ghana

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the need for using appropriate and culture-fair
instruments standardized on the target population and be able to
interpret test results cautiously.

SUMMARY:

Objective: To investigate whether the WISC-IIIV¥ is applicable
to the Ghanaian child; to determine the influence of schooling on
test performance, to determine the differences between the perform-
ance of girls and boys on the WISC-IIIY® and the RCPM, and to
establish the correlation between the WISC-IIYX and the RCPM.

Methodology: This was a 2 (groups) x 12 (age groups) x 2 (mea-
sures) multifactorial study designed to derive local norms for the
WISC-IITX. A total of 200 Ghanaian children from selected schools
between the ages of 6 years, 0 months, and 11 years, 11 months
were tested with the WISC-IIIVX and the RCPM.

Results: Performance on the WISC-IIVX is influenced by an indi-
vidual’s cultural milieu, with children from private schools doing
better than those from public schools. Males and females did not
differ significantly from each other on the tests except on the Mazes
subtest of the WISC-IIIVX. Increasing age did not show a uniform
improvement on scores, but children in the upper classes did better
than children in the lower classes. Performance on the WISC-IIIUK
correlated strongly with performance on the RCPM.

Conclusion: The WISC-TIIV¥ is not applicable to Ghana in its
present state without making specific changes and modifications to it.

REFERENCES:

1. Bisanz J, Morrison FJ, Dunn: Effects of age and schooling on
the acquisition of elementary cognitive skills. Developmental
Psychology 1995;31:221-236.

2. Anum A: A Normative Study of the Raven’s Coloured Progressive
Matrices Among School Children in Ghana. Master of Philosophy
Thesis, Department of Psychology, University of Ghana,
Legon, 1996.

No. 12
DISSOCIATION, CHILDHOOD TRAUMA, AND
ATAQUE DE NERVIOS

Roberto Lewis-Fernandez, M.D., New York State Psychiatric Insti-
tute, 1051 Riverside Drive, Unit 69, New York, NY 10032; Pedro J.
Garrido, Ph.D., Amaro Lakia, Ph.D., Maricarmen Bennasar, Psy.D.,
Guoguang Ma, M.S., Elsie Parrilla, L.C.S.W., Eva Petkova, Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to describe the relationship between ataque de nervios, dissocia-
tion, and childhood trauma. The participant will also learn current
methods for identifying and assessing ‘‘culture-bound syndromes’’
and their overlap with psychiatric nosology as well as for evaluating
dissociative symptomatology and childhood trauma.

SUMMARY:

Objective: This presentation examines the relationships between
dissociation, childhood trauma, and ataque de nervios.

Method: Forty Puerto Rican psychiatric outpatients were evaluated
for ataque frequency, dissociative symptomatology, traumatic expo-
sure, and mood and anxiety psychopathology, with blind conditions
maintained across assessments.

Results: Among female subjects, clinician-rated dissociative
symptoms using the SCID-D screener increased with ataque fre-
quency. DES scores, panic disorder, and dissociative disorders were
also associated with ataque frequency, before correcting for multiple
comparisons. Childhood trauma was uniformly elevated and showed
no relationship with number of ataques or dissociation.

Conclusions: This is the first empirical evidence demonstrating a
specific relationship between ataque de nervios and dissociation.
Frequent ataques may be, in part, a marker for psychiatric disorders
characterized by dissociative symptomatology. However, childhood
trauma per se did not account for ataque status in this sample. This
contradicts previous findings with a different clinical population
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and trauma scale that showed an association between ataque and
childhood trauma, but is consistent with a multifactorial model of
dissociation and ataque. There is no research at present that might
inform treatment of this common Latino syndrome. Our study sug-
gests that techniques that address pathological dissociation might be
useful.

REFERENCES:

1. Guarnaccia PJ, Canino G, Rubio-Stipec M, Bravo M: The preva-
lence of ataque de nervios in the Puerto Rico Disaster Study. J
Nerv Men Dis 1993; 181:157-165.

2. Lewis-Fernandez R: Culture and dissociation, in Dissociation:
Culture, Mind, and Body. Edited by Spiegel D. Washington, D.C.,
American Psychiatric Press, 1994, pp. 123-167.

No. 13
TRAUMA, CREATIVE COGNITION, AND SUCCESS
AMONG TRIBAL SOUTH-AFRICAN STUDENTS

Albert Rothenberg, M.D., Department of Psychiatry, Harvard Uni-
versity, P.O. Box 1001, Canaan, NY 12029

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to recognize emotional and educational trauma and disadvantage
in diverse cultural groups; identify a specific type of creative cogni-
tion; apply a screening procedure to admission evaluation.

SUMMARY:

There is currently a high early dropout rate among tribal and
mixed-race students enrolled in South African medical schools. Many
of these students have sustained both educational and emotional
trauma and disadvantages during the years of apartheid.

The objective of this study was to assess whether identification and
facilitation of creative cognitive capacities among entering students
overcomes disadvantage and trauma effects and leads to early suc-
cessful academic achievement.

Method: A timed word association test standardized and scored
to assess the tendency for creative thinking was individually adminis-
tered at the beginning of the academic year to 23 first-year students
in an academic development program at the University of Capetown
Faculty of Medicine.

Results: Three types of predominant cognitive capacities were
identified: linguistic, conceptual, and creative. Subjects were in-
formed of results and counseled in ways of applying their own
predominant cognitive capacity to medical school education. Follow-
up at the end of the first academic year showed grade score rankings
in the upper half of the development group were significaatly associ-
ated (chi square = 4.91 p < .05) with thc predominantly creative
cognition capacity.

Conclusions: Creative cognition capacity can be identified and
facilitated through counseling to produce academic success and over-
come effects of educational and emotional trauma and disadvantage.

Funded by the Gladys Ficke Estate.

REFERENCES:

1. Rothenberg A: Psychopathology and creative cognition. a com-
parison of hospitalized patients, Nobel laureates, and controls.
Arch Gen Psychiatry 1983;40:937-942.

2. van Niekerk JP: Missions of a medical school: a south african
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SCIENTIFIC AND CLINICAL REPORT
SESSION 5—ISSUES IN MID LIFE AND
BEYOND

No. 14
LONG-TERM EFFECTS OF DEPRESSION ON
SYMPTOMS AND FUNCTION IN MID-LIFE WOMEN

Joyce T. Bromberger, Ph.D., Department of Psychiatry, University
of Pittsburgh, 3811 O’Hara Street, WPIC, Pittsburgh, PA 15213;
Charlotte Brown, Ph.D., Adriana Cordal, M.D., Howard M. Kravitz,
D.O., Karen Matthews, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
aware (1) of the varying long-term effects of different types of
depression histories on women’s mental and physical health and
functioning during midlife, (2) that these effects may exist whether
or not they are currently depressed, and (3) that they have implica-
tions for women’s experience of the menopausal transition.

SUMMARY:

Objective: To examine the relationship between major depression-
recurrent (MDR), single episode (MDS), subsyndromal depression
(SSD), or no depression (ND), and health and functioning in middle-
aged white, African-American, and Hispanic women,

Methods: We used the SCID-IV to diagnose lifetime and current
major and subsyndromal depression in 922 women, aged 42-52,
participating at the Chicago, Newark, and Pittsburgh sites of the
Study of Women’s Health Across the Nation. We used multiple
logistic regression adjusting for current depression to assess differ-
ences among the diagnostic groups in somatic and mood symptoms,
CES-D score, quality of life and functioning, and psychotropic medi-
cation use.

Results: Lifetime depression rates were: MDR—16.9%, MDS—
14.9%, SSD—14%; 45.8% of the women had no history of depres-
sion. Compared with women with no depression, MDR women were
at significantly higher risk for medication use (Odds Ratio (OR) =
4.19), somatic symptoms (OR = 1.87), mood symptoms (OR = 1.98),
CES-D 2 16 (OR = 1.74), and poorer social functioning (OR = 2.59);
and MDS women were at higher risk for CES-D 2 16 (OR = 1.63),
and poorer social functioning (OR = 1.60). SSD women had ORs
similar to or lower than those of MDS for most outcomes, but none
were significantly different from the ND group.

Conclusions: Results suggest that among mid-life women, those
with a history of recurrent depression have the greatest and those
with no depression history or an SSD history have the lowest risk
of experiencing symptoms and poor functioning.

REFERENCES:

1. Kuh DL, Wadsworth M, Hardy R: Women’s health in midlife:
the influence of the menopause, social factors and health in earlier
life. British Journal of Obstetrics and Gynaecology 1997;
104:923-933.

2. Coryell W, Scheftner W, Keller M, et al: The enduring psychoso-
cial consequences of mania and depression. Am J Psychiatry
1993; 150: 720-727.

No. 15
SOCIOECONOMIC STATUS AND DEPRESSION
AMONG OLDER ADULTS

John Caimey, M.A., Department of Psychiatry, McMaster Univer-
sity, Box 2000, Hamilton, ON L8N 3Z5, Canada; Terrance J.
Wade, Ph.D.
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EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand the relationship between socioeconomic status
and depression among the elderly, how social stress mediates this
process, and how this can inform intervention strategies.

SUMMARY:

Objective: Recently, attention has been directed toward assessing
the degree to which the stress process model (Pearlin, 1989) mediates
the relationship between measures of position in the social structure
and depression. Turner and Lloyd (1999) demonstrate that much of
the observed differences in depression across different social groups
can be accounted for by stress exposure, psychosocial resources, and
social support. One significant limitation in this work, however,
concerns the exclusive focus on working age adults. To our knowl-
edge, no one has examined whether the stress process model mediates
the relationship between socioeconomic status and depression in
older populations. In this study, we examine this question using a
sample of adults aged 55 and older.

Method: The data come from the National Population Health
Survey (NPHS) by Statistics Canada, collected in 1994. The sample
size of adults age 55 and over is 5,093.

Results: We find, consistent with Turner and Lloyd (1999), that
a substantial amount of the variation in depression by socioeconomic
status can be accounted for by social stress, mastery and self-esteem,
and social support.

Conclusions: The identification of social stress, psychosocial re-
sources, and social support as mediating factors in the relationship
between socioeconomic position and depression can inform interven-
tion strategies aimed at reductions in depression among the elderly.

REFERENCES:

1. Pearlin LI: The sociological study of stress. Journal of Health
and Social Behavior 1989;30: 241-56.

2. Turner RJ, Lloyd DA: The stress process and the social distribu-
tion of depression. Journal of Health and Social Behavior 1999;
40: 374-404.

No. 16
PSYCHOTHERAPY WITH THE ELDERLY

Daniel A. Plotkin, M.D., 15300 Ventura Boulevard, Suite 525, Sher-
man Qaks, CA 91403-3159

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to identify the important psychological developmental issues
relevant to the elderly, recognize the barriers as well as the opportuni-
ties for the use of psychotherapy with the elderly, and identify
modifications that may be associated with effective psychotherapy
in the elderly.

SUMMARY:

This report is geared toward psychiatrists involved in the treatment
of the elderly, usually in an outpatient setting. In spite of advances
in the understanding and treatment of mental disorders in the elderly,
the modality of psychotherapy tends to be underutilized, particularly
by psychiatrists. While the ultimate role of psychotherapy has not
been adequately established, it is already clear that the psychiatrist
of the 21 century will be faced with growing numbers of elderly
patients for whom psychotherapy may be beneficial. Previous cohorts
of elderly have not been particularly amenable to psychotherapy,
but the baby boomers will undoubtedly bring an increased interest
in, and demand for, psychotherapy. This report will identify some
current obstacles as well as potential opportunities for the use of
psychotherapy with the elderly. The presentation will include discus-
sion of important relevant issues (e.g., psychological development,

different types of psychotherapy, modifications in technique for the
elderly population), and a review of the relevant literature. Clinical
vignettes will be provided, including a brief description of psycho-
analysis in an elderly woman. Thinking about psychotherapy with
the elderly forces us to confront various assumptions about psycho-
therapy in general and may lead to important insights that apply to
all ages.

REFERENCES:

1. Karel MJ, Hinrichsen G: Treatment of depression in late life:
psychotherapeutic interventions. Clinical Psychology Review
2000; 20(6):707-729.

2. Cohen GD: The course of unfulfilled dreams and unfinished
business with aging. Am J Geriatric Psychiatry 2001; 9:1-5.

SCIENTIFIC AND CLINICAL REPORT
SESSION 6—PSYCHOPHARMACOLOGY
OF MOOD DISORDERS

No. 17
FLUOXETINE-INDUCED WEIGHT CHANGE IN
DEPRESSIVE SUBTYPES

Christina M. Dording, M.D., Department of Psychiatry, Massachu-
setts General Hospital, 15 Parkman Street, WACC 812, Boston, MA
02114; Robert L. Gresham, B.A., Heidi D. Montoya, B.A., John
J. Worthington III, M.D., Jonathan E. Alpert, M.D., Andrew A.
Nierenberg, M.D., Maurizio Fava, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to understand the association between depressive subtypes and
fluoxetine-induced weight change.

SUMMARY:

Background: Fluoxetine has been associated with weight loss
during acute phase treatment. However, in the only two studies
reporting on weight changes during fluoxetine continuation therapy,
rates of significant (i.e., 27%) weight gain for patients taking fluoxe-
tine (10.2%) were no different from patients taking placebo (7.4%)
after 38 weeks and were comparable (6.8%) to sertraline (4.2%) and
significantly less than paroxetine (25.5%) after 26 to 32 weeks.

Objective: The purpose of this study was to examine any changes
in weight during the course of an open trial of fluoxetine for 36
weeks, and to evaluate any possible association between fluoxetine-
induced weight changes and the presence of atypical or melancholic
features.

Method: We studied 60 (mean age: 41.9 = 8.5; 29 men and 31
women) major depressive disorder outpatients (for which weights
were available at both screen and endpoint) who participated in a
study that involved treatment with fluoxetine 20 mg/day for eight
weeks and, for remitters only, with fluoxetine 40 mg/day for an
additional 28 weeks. Patients were diagnosed as having melancholic,
atypical, or neither subtype with the use of the SCID during the
screen visit. Changes in weight were examined with an intent-to-
treat approach for both the acute and the continuation phases of
the trial.

Results: The mean weight change from screen/baseline to end of
the eight-week acute phase was a significant (t:3.5; p <.001) decrease
of 2.2 = 4.7 pounds; the mean weight change from screen/baseline
to end of the 28-week continuation phase was a nonsignificant (t:
- 0.8; p < .5) increase of 0.9 * 8.4 pounds. The percentage of
patients with a >7% increase in body weight was 6.7%. There was
no significant relationship between weight changes during both
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phases of treatment and depressive subtypes (atypical or melancholic)
or age/gender.

Discussion: These findings confirm that acute therapy with fluoxe-
tine is associated with mild but statistically significant weight loss,
and that fluoxetine continuation therapy is associated with a nonsig-
nificant increase in weight.

REFERENCES:

1. Michelson D, et al: Changes in weight during a one year trial of
fluoxetine. American Journal of Psychiatry 1999; 156(8):1170-
1176.

2. Fava, et al: Fluoxetine versus sertraline and paroxetine in major
depressive disorder: changes in weight with long-term treatment.
Journal of Clinical Psychiatry 2000; 61:11:863-867.

No. 18
ADJUNCT MODAFINIL FOR FATIGUE AND
WAKEFULNESS IN MDD

Karl Doghramji, M.D., Department of Psychiatry, Thomas Jefferson
University, 1015 Walnut Street, Suite 319, Philadelphia, PA 19107;
Matthew A. Menza, M.D., Murray H. Rosenthal, D.O., Ronald R.
Fieve, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to treat fatigue and sleepiness associated with major depressive
disorder with an antidepressant and modafinil.

SUMMARY:

Objective: Fatigue and sleepiness are primary symptoms of major
depressive disorder (MDD) that often do not resolve with antidepres-
sant therapy and may require additional therapeutic measures. Mo-
dafinil, a novel wake-promoting agent, improves wakefulness in
patients with excessive sleepiness, and reduces fatigue in patients
with multiple sclerosis. This study evaluated the effects of modafinil
or: fatigue and sleepiness in patients with MDD,

Methods: Patients with partial response to antidepressants given
for at least six weeks prior to study for a current major depressive
episode were enrolled in this six-week, randomized, double-blind,
placebo-controlled, multicenter study. Patients received modafinil
(100400 mg/day) or placebo as adjunct treatment to ongoing antide-
pressant therapy. Changes in fatigue and daytime sleepiness were
evaluated using the Fatigue Severity Scale (FSS) and Epworth Sleepi-
ness Scale (ESS), respectively. Adverse events were recorded.

Results: Of 136 patients randomized, 118 (87%) completed the
study. Most patients were fatigued (82%), and half (51%) were
sleepy. Modafinil rapidly improved fatigue and daytime wakefulness,
with significantly greater mean changes from baseline than placebo
in FSS scores at week 2 (p < 0.05) and ESS scores at week 1 (p <
0.01). Modafinil was generally well tolerated.

Conclusions: Modafinil may be a useful adjunct for the manage-
ment of fatigue and sleepiness in patients who are partial responders
to antidepressant therapy.

REFERENCES:

1. Menza MA, Kaufman KR, Castellanos A: Modafinil augmen-
tation of antidepressant treatment in depression. J Clin Psychiatry
2000;61:378-381.

2. DeBattista C, Solvason HB, Kendrick E, Schatzberg AF: Modafi-
nil as an adjunctive agent in the treatment of fatigue and hyper-
somnia associated with major depression. New Research Program
and Abstracts of the 154 Annual Meeting of the American
Psychiatric Association; May 9, 2001, New Orleans, LA. Abstract
NR532:144.

No. 19

SHORT-TERM USE OF ESTRADIOL AS AN
ANTIDEPRESSANT STRATEGY IN
PERIMENOPAUSAL AND POSTMENOPAUSAL
WOMEN

Lee S. Cohen, M.D., Department of Psychiatry, MGH Center for
Women’s Health, 15 Parkman Street, WACC 812, Boston, MA 02114,
Claudio N. Soares, M.D., Jennifer Poitras, B.A., Jan L. Shifren,
M.D., Allison B. Alexander, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to recognize the differential antidepressant benefit of estrogen
treatment for peri- and postmenopausal women suffering from de-
pressive disorders.

SUMMARY:

Objective: To examine the efficacy of short-term use of transder-
mal 17 B-Estradiol for the treatment of depression in peri- and
postmenopausal women,

Methods: Twenty women (9 perimenopausal, 11 postmenopausal)
who met criteria for depressive disorders (mean MADRS scores
21.38 * 4.66) received four weeks of treatment with 100ug of 17
B-E2 adhesives. Depressive and somatic symptoms were assessed
at baseline and at week 4 using the MADRS and Greene Climacteric
Scale (GCS), respectively.

Results: All women concluded treatment. Perimenopausal and
postmenopausal women were similar in age, marital status, educa-
tion, and severity of depression. Six perimenopausal women (66.7%)
and one postmenopausal woman (9.1%) had full remission of depres-
sion (mean MADRS scores <9; p=0.017, Fisher’s exact test). Except
for menopausal status, remission of depression with E2 was not
associated with any variables studied, including severity of depres-
sion and somatic symptoms at baseline (all p-values 2 0.05). Also,
there was no significant correlation between changes in depressive
and somatic symptoms (MADRS and GCS scores; r = 0.17, p =
0.453).

Conclusions: Depression in perimenopausal women may be rap-
idly and significantly alleviated with short-term use of E2. Postmeno-
pausal women, however, may not benefit from a brief hormone
intervention. This response does not seem to be associated with
distinct improvement on vasomotor symptoms. Putative explanations
for this differential response deserve further investigation.

This study was supported by Forest Laboratories, USA.

REFERENCES:

1. Soares CN, Almeida OP, Joffe H, Cohen LS: Efficacy of estradiol
for the treatment of depressive disorders in perimenopausal
women: a randomized, double-blind, placebo-controlled trial.
Arch Gen Psychiatry 2001; 58:529-534.

2. Stahl SM: Effects of estrogen on the central nervous system. J
Clin Psychiatry 2001; 62:317-318.

SCIENTIFIC AND CLINICAL REPORT
SESSION 7—MANAGEMENT OF BIPOLAR
DISORDER

No. 20

A COMPARISON OF THE PREVALENCE AND
CORRELATES OF ANGER ATTACKS IN BIPOLAR
DISORDER

Roy H. Perlis, M.D., Department of Psychiatry, Massachusseits
General Hospital, 15 Parkman Street, WACC-812, Boston, MA
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02114; Jordan W. Smoller, M.D., Stephanie Racette, B.A., Pamela
A. Roffi, B.S., Grace E. F. Rubenstein, B.A., Gary S. Sachs, M.D.,
Maurizio

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant will be able
to recognize anger attacks during depressive episodes in both bipolar
disorder and major depression, and understand their clinical signifi-
cance.

SUMMARY:

Objective: Previous studies have reported that anger attacks are
prevalent among patients with major depressive disorder (MDD).
The purpose of this investigation is to assess the corresponding
prevalence among patients with bipolar disorder (BPD).

Methods: We analyzed rates of anger attacks among a sample of
outpaticnts with MDD (N = 50) and BPD (N = 29) administered the
SCID-I/P and currently in a depressive (but not mixed, manic or
hypomanic) episode. Anger attacks were identified using the ques-
tionnaire of Fava et al (1993).

Results: We found that patients with BPD were more likely to
have anger attacks during depressive episodes than those with MDD
(62% vs 26%; p = 0.002). Among BPD patients, anger attacks were
associated with a trend toward earlier onset of affective illness (14.8
+ 5.0 vs 20.0 = 9.1; p = 0.06) but not with sex, ethnicity, or
depressive features.

Conclusion: Our data suggest that anger attacks are prevalent
among patients with BPD during depressive episodes, and may be
associated with earlier onset of illness.

Funding: Millennium Pharmaceuticals, Inc.; NARSAD

REFERENCES:

1. Fava M, Rosenbaum JF, Pava JA, McCarthy MK, Steingard RJ,
Bouffides E: Anger attacks in unipolar depression, part 1: clinical
correlates and response to fluoxetine treatment. Am J Psychiatry
1993; 150:1158-63.

2. Tedlow J, Leslie V, Keefe BR, Alpert J, Nierenberg AA, Rosen-
baum JF, Fava M: Axis I and Axis II disorder comorbidity in
unipolar depression with anger attacks. J Affect Disord
1999;52:217-23.

No. 21
TOPIRAMATE TREATMENT OF RAPID-CYCLING
MOOD DISORDER

Fava, M.D. Mohammad Z. Hussain, M.D., Prince Albert Health
District, Mental Health Centre, 2727 2nd Avenue West, Prince Al-
bert, SK S6V SES5, Canada; Zabaida A. Chaudhry, M.D., Seema
Hussain, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to evaluate long-term management of rapid cycling bipolar
mood disorder and the use of topiramate monotherapy and combina-
tion therapy in patients whose illness proved refractory.

SUMMARY:

Bipolar disorder is a serious, debilitating illness affecting over
2% of the population. Up to 20% suffer from rapid cycling. In some,
it is transient and associated with antidepressants, whereas for others
it is a natural course of their illness that is more severe and treatment
resistant. Novel anticonvulsants have increased treatment options.
Long-term studies are essential to assess efficacy and patient accept-
ability.

Sixty patients meeting criteria of rapid cycling disorder received
open-label treatment with topiramate monotherapy or in combina-
tion. All had history of >2 years of rapid cycling and had been treated
with lithium carbonate, valproate, risperidone, and other medications
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with limited response. Twenty-three were bipolar I, 37 bipolar II,
with a mean age of 38.5, range 17-57. They were rated on HAMD,
Young Mania scales, and CGI at baseline, 1/2-1-2-3-6-12-18-24-30
and 36-month intervals. Topiramate was given at a starting dose of
25 mg hs, rising every two nights to 200 mg hs and later up to
600 mg hs. All patients completing the 36-month trial were good
responders. Thirteen patients required alternative strategies and were
intolerant of topiramate. Seven patients have dropped out of follow-
up. Combination therapy includes lithium, gabapentin, valproate,
novel neuroleptics, and thyroid supplementation, and antidepressants
in Bipolar II patients.

Topiramate is clinically effective in rapid cycling mood disorder.

REFERENCES:

1. Kilzieh N, Akiskal HS: Rapid cycling bipolar disorder. An over-
view of research and clinical experience. Psychiatr Clin North
Am 1999;22(3):585-607.

2. Wehr TA, Sack DA, Rosenthal NE, Cowdry RW: Rapid cycling
affective disorder: contributing factors and treatment responses
in 51 patients. Am J Psychiatry 1988;145(2):179-184.

No. 22
COGNITIVE AND PSYCHOSOCIAL DEFICITS IN
BIPOLAR DISORDER AND SCHIZOPHRENIA

Joseph Ventura, Ph.D., Department of Psychiatry, University of Cali-
fornia-LA Adult Outpatient, 300 Medical Plaza, Suite 2243, Los
Angeles, CA 90095-6968; Lori L. Altshuler, M.D., Wilfred G. Van
Gorp, Ph.D., David Theburge, Ph.D., Jim Mintz, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to describe some of the neuropsychological and psychosocial
deficits shared by bipolar disorder and schizophrenia patients.

SUMMARY:

Objective: Executive function and verbal memory impairments in
bipolar disorder appear to show some consistency in overlap with
neuropsychological deficits found in schizophrenia. However, less
is known in bipolar disorder about how these neuropsychological
deficits are associated with psychiatric symptoms and psychosocial
functioning.

Methods: We conducted psychiatric symptom, psychosocial, and
neuropsychological assessments in stable, euthymic bipolar patients
(n = 28), stable schizophrenia patients (n = 20), and normal controls
(n = 22). The only major difference between the groups was that
bipolar patients had more education than did the schizophrenia pa-
tients.

Results: Even after controlling for education, we found that bipolar
and schizophrenia patients overlapped in deficits on executive func-
tion (WCST) and verbal memory (CVLT). The severity of negative
symptoms (SANS) was inversely correlated with executive function-
ing in both bipolar patients (r = —.41, p < .05) and schizophrenia
patients (r = —.43, p <.08). In bipolar patients, psychosocial function-
ing was positively associated with executive functions (r = .59, p <
.01) and verbal memory (r = .39, p < .05).

Conclusion: The overlap in the neuropsychological impairment
in bipolar disorder and schizophrenia may include negative symp-
toms as clinical correlates. Neuropsychological domains associated
with poor psychosocial functioning in schizophrenia may also be
involved in bipolar disorder. This pattern of findings suggests some
overlap in underlying pathophysiology of bipolar disorder and
schizophrenia.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 8—SUICIDE

No. 23
SUICIDES IN YOUTHS INVOLVED WITH JUVENILE
JUSTICE AND CHILD WELFARE SERVICES

Johanne Renaud, M.D., Department of Psychiatry, Ste-Justine, 3100
Ellendale Street, Montreal, QC H3S 1W3, Canada; Francois Chag-
non, Ph.D., Lambert Farand, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to identify the population at high risk of committing suicide in
order to improve treatment and promote effective prevention pro-
grams.

SUMMARY:

In 1996, suicide accounted for 38.3% of deaths within the 15 to
19 year old population in Quebec, a rate of 20.7/100,000 versus
11.5 for Canada. Effective suicide prevention programs depend on
identification of high risk populations. In Quebec, a single type
of government agency, called ‘“Youth Centers”’ (YCs), owns the
mandate to provide social services, rehabilitation, and juvenile deten-
tion to troubled youths. Recently, suicides in the YC population has
brought up media attention. While the prevalence of attempted sui-
cide among YC subjects suggested a high risk of suicide, the extent
of the problem had never been quantified.

Suicide records of adolescents under 19 that had occurred from
1995 to 1996 were retrieved from the coroner’s office. YC records
were retrieved and classified as active or closed at the time of suicide.
From a total of 177 suicides, a YC record was retrieved in 32%.
For 40% of these, YC record was still active at the time of suicide,
for 39% it had been closed one year or less before suicide, and for
21% the record had been closed between one and 3.5 years before
suicide. At least one third of adolescents who committed suicide
had been involved with the YCs, 80% the year preceding suicide.

REFERENCES:

1. Renaud J, Brent DA, Birmaher B, Chiappetta L, Bridge J: Suicide
in adolescents with disruptive disorders. Journal of the American
Academy of Child and Adolescent Psychiatry 1999; 38, 846-851.

2. Kempton T, Forehand R: Suicide attempts among juvenile delin-
quents: The contribution of mental health factors. Behavior Re-
search and Therapy 1992; 30(5), 537-541.

No. 24
PREDICTORS OF SUICIDE ATTEMPTS IN A
PERSONALITY DISORDER SAMPLE

Shirley Yen, Ph.D., Department of Psychiatry, Brown University,
700 Butler Drive, Duncan Building, Providence, RI 02906; M. Tracie
Shea, Ph.D., Carlos M. Grilo, Ph.D., Charles A. Sanislow, Ph.D.,
Mary C. Zanarini, Ed.D., Robert L. Stout, Ph.D., John G. Gunder-
son, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to identify empirically derived risk factors for suicide attempts
in a PD sample.

SUMMARY:

Objective: To describe characteristics of prospectively observed
suicide attempts in patients with PDs, and identify precipitants in
the month preceding the attempt.

Methods: Subjects from the Collaborative Longitudinal Study of
Personality Disorders were reliably assessed for Axis I and II disor-
ders (SCID-I and DIPD-IV), and suicide attempts were ascertained
with the LIFE. During the two years of prospective follow-up of
631 subjects, 62 (10%) reported at least one definitive suicide attempt
(suicide gestures were excluded from analyses). Predictors that are
examined include diagnoses and diagnostic course, significant life
events, impulsivity, and childhood abuse/neglect.

Results: Multivariate logistic regression analyses indicate that
BPD and PTSD are unique significant predictors of suicide attempt
status. While co-occurrent PD/MDD was not a significant predictor
of attempter status, survival analyses indicate that course of MDD
in the two months preceding the attempt was a significant predictor.

Conclusion: Severe PD disturbance in combination with exacerba-
tion of Axis I conditions, particularly MDD, heightens risk for a
suicide attempt.

Funding Source: National Institute of Mental Health.

REFERENCES:

1. Mann JJ, Watermaux C, Haas GL, Malone KM: Toward a clinical
model of suicide behavior in psychiatric patients. Am J Psychiatry
1999;156:181~189.

2. Soloff PH, Lynch KG, Kelly TM, Malone KM, Mann JJ: Charac-
teristics of suicide attempts of patients with major depressive
episode and borderline personality disorder: a comparative study.
Am J Psychiatry 2000;157:601-608.

No. 25
HOSTILITY AND IMPULSIVITY AMONG SUICIDAL
BIPOLAR PATIENTS

Benjamin H. Michaelis, M.A., Department of Psychiatry, New York
Presbyterian Hospital -Payne Whitney, 525 East 68th Street, New
York, NY 10021; Glen P. Davis, B.A., Joseph F. Goldberg, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should famil-
iar with the clinical and diagnostic relationship between impulsivity
and hostility among suicidal bipolar patients.

SUMMARY:

Objective: The personality trait of impulsivity has been linked to
suicidality in general and with suicidality in patients with bipolar
disorder specifically. In addition, aggression has been shown to
be associated with suicidal behavior in suicidal bipolar patients.
However, the relationship between impulsivity and aggression in
suicidal bipolar patients remains unclear. The current study was
designed to explore the relationship between impulsivity and hostility
in suicidal bipolar patients.

Method: A total of 75 bipolar patients, 40 with a history of suicide
attempts and 35 with no history of suicide attempts, were recruited.
Patients were diagnosed using DSM-IV criteria, and self-report ques-
tionnaires assessing the traits of hostility and impulsivity were admin-
istered.

Results: Hostility, but not impulsivity, was significantly higher
among patients with a history of suicide attempts. Suicide attempters
scored significantly higher on the Non-planning impulsiveness scale
than non-attempters. A significant association was found between
impulsivity and aggression among suicide attempters, but not among
non-attempters.

Conclusion: Suicidality among bipolar patients may not emerge
from impulsivity or hostility per se, but rather as a part of the complex
interaction of these two personality traits.

REFERENCES:

1. Oquendo MA, Waternaux C, Brodsky B, Parsons B, et al: Suicidal
behavior in bipolar mood disorder: clinical characteristics of at-
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tempters and nonattempters. Journal of Affective Disorders 2000;
59, 107-117.

2. Baca-Garcia E, Diaz-Sastre C, Basurte E, Prieto R, et al: A
prospective study of the paradoxical relationship between impul-
sivity and lethality of suicide attempts. Journal of Clinical Psychi-
atry 2001; 62, 560-564.

SCIENTIFIC AND CLINICAL REPORT
SESSION 9—BPD

No. 26
BPD, MEDICAL ILLNESS, LIFESTYLE CHOICES,
AND HEALTH CARE UTILIZATION

Frances R. Frankenburg, M.D., Department of Psychiatry, McLean
Hospital, 115 Mill Street, Belmont, MA 02478; Mary C. Zanarini,
Ed.D., John Hennen, Ph.D., Kenneth R. Silk, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the negative health consequences of a failure to
remit from borderline personality disorder.

SUMMARY:

Objective: The purpose of this study was to assess the relationship
between remission status of borderline personality disorder (BPD)
and rates of physical illness, life style choices affecting physical
health, and health care utilization.

Method: A total of 200 patients who no longer met DIB-R and
DSM-III-R criteria for BPD and 64 patients who still met our study
criteria for BPD were interviewed concerning their physical health,
lifestyle choices, and use of nonpsychiatric medical care six years
after their initial participation in the McLean Study of Adult Develop-
ment (MSAD).

Results: Nonremitted borderline patients were found to be signifi-
cantly more likely than remitted borderline patients to have a history
of noninsulin-dependent diabetes, osteoarthritis, hypertension, back
pain, and obesity. They were also found to be significantly more
likely to drink alcohol, smoke cigarettes, and have household acci-
dents as well as significantly less likely to exercise regularly. In
addition, nonremitted borderlines were significantly more likely than
remitted borderlines to have had at least one medically related ER
visit or medical hospitalization.

Conclusions: The failure to remit from BPD seems to be associated
with a heightened risk of suffering from chronic physical conditions,
making poor health-related lifestyle choices, and using costly forms
of medical services.

Supported by NIMH grants MH47588 and MH62169.

REFERENCES:

1. Hueston WJ, Werth J, Mainous AG: Personality disorder traits:
prevalencc and effects on health status in primary care patients.
Int’l J Psychiatry in Medicine 1999; 29:63-74.

2. Sansone RA, Wiederman MW, Sansone LA: Borderline personal-
ity symptomatology, experience of multiple types of trauma, and
health care utilization among women in a primary care setting.
J Clin Psychiatry 1998; 59:108-111.

No. 27
IMPULSIVITY, GENDER, AND 5HT IN BPD

Paul H. Soloff, M.D., Department of Psychiatry, University of Pitts-
burgh/WPIC, 3811 O’Hara Street, Pittsburgh, PA 15213-2593;

Thomas M. Kelly, Ph.D., Stephen J. Strotmeyer, M.P.H., Kevin M.
Malone, M.D., J. John Mann, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to appreciate the relationship between gender, impulsivity, and
central serotonergic function in patients with borderline personality
disorder.

SUMMARY:

Objective: An inverse relationship between impulsivity and the
prolactin response to serotonin agonists has been reported in BPD,
independent of suicidal behavior, depression, or alcohol use disor-
ders. Many of these studies have been conducted among males in
specialized settings. Studies of female BPD subjects, recruited in
community settings, report inconsistent findings.

Method: We examined the prolactin responses to d,1 fenfluramine
(FEN) in 64 subjects with BPD (20 male, 44 female), and 57 controls
(36 male, 21 female), recruited from community sources. Axis I
and II disorders and suicidal histories were assessed by structured
interviews. BPD was diagnosed by DSM III-R criteria, with exclusion
for psychotic disorders, organic mood disorders, bipolar disorders,
or substance withdrawal. Controls were free of Axis I and Il disorders.
Impulsivity and impulsivc-aggression were assessed by the BDHI,
BIS, MMPI-Pd, and the Brown-Goodwin ILHA. The FEN challenge
followed a standard protocol, was non-blind, and without placebo
control.

Results: Male, but not female, BPD subjects had significantly
diminished prolactin responses compared with controls. Impulsivity
and impulsive-aggression each predicted prolactin responses. A sig-
nificant effect of BPD diagnosis on prolactin response was eliminated
when impulsivity was covaried. Impulsivity and impulsive-aggres-
sion were inversely related to delta-prolactin and peak-prolactin re-
sponses among male but not female subjects.

Conclusions: Gender differences in impulsivity contribute to varia-
tion in the prolactin responses to FEN in BPD.

Supported by NIMH Grant RO1 MH48463.

REFERENCES:

1. Coccaro EF, Siever L], Klar HM, Maurer G, et al: Serotonergic
studies in patients with affective and personality disorders: corre-
lates with suicidal and impulsive aggressive behavior. Arch Gen
Psychiatry 1989; 46:587-599.
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No. 28

DIAGNOSTIC EFFICIENCY OF BPD AND
ANTISOCIAL PERSONALITY DISORDER (APD)
CRITERIA IN MONOLINGUAL HISPANIC MEN

Daniel F. Becker, M.D., Mills-Peninsula Medical Center, 1783 El
Camino Real, Burlingame, CA 94010; Carlos M. Grilo, Ph.D., Luis
M. Anez, Psy.D., Thomas H. McGlashan, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand the diagnostic efficiency of the DSM-IV criteria
for BPD and APD, and the extent to which these criteria sets may
discriminate these disorders.

SUMMARY:

Objective: To examine the predictive and discriminant efficiency
of the DSM-IV criteria for borderline personality disorder (BPD)
and antisocial personality disorder (APD).

Method: Subjects were 74 men admitted to an outpatient substance
abuse clinic for monolingual Hispanic adults. All were reliably as-
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sessed with the Spanish-Language Version of the Diagnostic Inter-
view for DSM-IV Personality Disorders. Four conditional probabili-
ties, along with total predictive value (a measure of percent
agreement), were calculated in order to determine which of the BPD
and APD symptoms were most efficient in diagnosing their respective
disorders. In addition, these two criteria sets were examined to deter-
mine their discriminant efficiency with respect to the two disorders.

Results: Twenty-five (34%) subjects met diagnostic criteria for
BPD, and 16 (22%) met criteria for APD. The diagnostic co-occur-
rence of these disorders was statistically significant (p <.001). While
the diagnostic efficiency of the BPD criteria set was comparable to
that reported in other studies of outpatients, these criteria were not
significantly more efficient than the APD criteria in diagnosing BPD.
By contrast, the APD criteria were more efficient than the BPD
criteria in diagnosing APD (p < .001); this was equally true for the
adult and the adolescent APD criteria subsets.

Conclusions: In male Hispanic outpatients with substance use
disorders, BPD and APD show significant diagnostic overlap. The
APD criteria are useful in discriminating these two disorders, while
the BPD criteria are not. These findings also provide support for the
value of the conduct disorder criteria in predicting APD in adulthood.

REFERENCES:

1. Widiger TA, Hurt SW, Frances A, Clarkin JF, Gilmore M: Diag-
nostic efficiency and DSM-III. Arch Gen Psychiatry 1984;
41:1005-1012,

2. Milich R, Widiger TA, Landau S: Differential diagnosis of atten-
tion deficit and conduct disorders using conditional probabilities.
J Consult Clin Psychol 1987; 55:762-767.

SCIENTIFIC AND CLINICAL REPORT
SESSION 10—TOPICS IN
SCHIZOPHRENIA

No. 29
THE RELATIONSHIP BETWEEN NEGATIVE AND
POSITIVE SYMPTOMS: A 15-YEAR FOLLOW-UP

Martin Harrow, Ph.D., Department of Psychiatry, University of Illi-
nois, 1601 West Taylor Street, M/C 912, Chicago, IL 60612; Ellen
S. Herbener, Ph.D., Thomas H. Jobe, M.D., Joseph F. Goldberg,
M.D., Eileen M. Martin, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation participants will have gained
a better understanding of the link between major biological theories
and the observed clinical symptoms (e.g. psychosis and negative
symptoms) which the theories are designed to explain.

SUMMARY:

Objective: Major biological theories of schizophrenia by D.
Weinberger, K. Davis, and A. Grace have proposed inverse levels
of cortical-subcortical dopaminergic (DA) function. In this outlook,
viewing DA as an excitatory neuromodulator, mesocortical DA un-
deractivity can lead to DA overactivity in the limbic system. The
current longitudinal research studied one symptomatic consequence
of this view: a possible positive relationship between negative symp-
toms (low frontal DA activation) and psychosis (potential mesolimbic
DA overactivity).

Method: We assessed, longitudinally, 106 patients from the Chi-
cago Followup Study. The sample included 69 schizophrenic and
schizoaffective patients and 37 other types of psychotic patients. We
evaluated the patients for negative symptoms, positive symptoms,
other types of symptoms, and for psychosocial functioning six times
over 15 years. The SADS and other structured interviews were

used to assess the patients at each follow-up. Satisfactory inter-rater
reliability was obtained for the major measures used (+ = .86, p
< .001).

Results: 1. The data at the 15-year follow-up for schizophrenics
indicate a positive relationship between negative and positive symp-
toms (r = .38, p = .001). 2. At the 15-year follow-up, 65% of the
schizophrenics with negative symptoms also showed clear psychosis.
3. In contrast, only 24% of the schizophrenics without negative
symptoms showed clear psychosis (p < .01). 4. The correlations for
the initially psychotic, but nonschizophrenic, patients were not as
consistent.

Conclusions: The consistent and significant positive relationship
over time between negative and positive symptoms in schizophrenia
fits with a major biological theory, with DA underactivity in the
frontal cortex linked to DA hyperactivity in the temporal-limbic
system, with disinhibition of limbic activity. This relationship be-
tween negative and positive symptoms was not as strong for non-
schizophrenic psychotic patients.

REFERENCES:

1. Weinberger DR, Lipska BK: Cortical maldevelopment, anti-psy-
chotic drugs, and schizophrenia: a search for common ground.
Schizophrenia Research 1995; 16:87-110.

2. Davis KL, Kahn RS, Ko G, Davidson M: Dopamine in schizophre-
nia: a review and reconceptualization. American Journal of Psy-
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No. 30
NEUROLOGICAL SOFT SIGNS AND
PSYCHOPATHOLOGY IN SCHIZOPHRENIA

Giuseppe Bersani, Lasapienza University, 3rd Psychiatric Clinic,
Via di Torre Argentina 21, Rome, IT 00186, Italy; Simona Gherarde-
1li, M.D., Professor Paolo Pancheri

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the clinical features of the association of neurologi-
cal and psychopathological signs.

SUMMARY:

Objective: The aim of this study was to evaluate a possible correla-
tion between neurological soft signs (NSS) and the clinical traits
(positive and negative symptoms) in a male schizophrenic sample.
So far, several studies seem to be suggestive of correlations between
negative symptoms and various neurological deficits.

Method: The study was carried out on 94 male inpatients (mean
age 32.7 = 9.01) with DSM-1V diagnosis of schizophrenia, on neuro-
leptic stabilized treatment. The NSS evaluation was performed by
the Neurological Evaluation Scale (NES by Buchanan et al., 1989)
and its subscales (Motor Coordination, Sensory Integration, Sequenc-
ing of Complex Motor Acts). The Scale for the Assessment of
Negative Symptoms (SANS) and the Scale for the Assessment of
Positive Symptoms (SAPS) by Andreasen (1983) have been used
for the assessment of psychopathology.

Results: Significant correlations emerged between NES Motor
Coordination area and SANS total score (p = .021), Alogia (p =
.026), Anhedonia (p =.019), Flat affect (p = .046), as well as between
NES Sensory Integration area and SANS total score (p = .017),
Alogia (p = .007), Apathy (p = .037). No significant correlation was
found between SAPS total score and the NES scores. Only one
significant correlation emerged between NES Sequencing of Com-
plex Motor Acts and SAPS Thought disorder subscale (p = .048).

Conclusion: The results suggest that the correlations between NSS
and some negative features in schizophrenia could be considered as
a brain functional impairment mostly associated with clinical deficit
syndrome.
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No. 31

HETEROGENEITY IN SCHIZOPHRENIA:
COGNITIVE DEFICITS AND BRAIN
ABNORMALITIES

Bruce E. Wexler, M.D., Department of Psychiatry, Yale University
School of Medicine, 34 Park Street, New Haven, CT 06519-1109;
Patricia S. Goldman-Rakic, Ph.D., Robert K. Fulbright, M.D., John
C. Gore, Ph.D., Bradley S. Peterson, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to realize that the nature of cognitive deficits may indicate the
nature of the brain pathology in schizophrenia, and that the diagnosis
may include subgroups with different underlying diseases.

SUMMARY:

Objective: We identified three subgroups of schizophrenia patients
based on marked differences in memory deficits, and determined
whether the groups had different brain structure abnormalities.

Method: Forty stable outpatients (mean age 41.4 +/- 9.4 yrs) who
met DSM-IV criteria for schizophrenia were divided into groups
with good memory, a selective verbal memory deficit, or generally
poor memory. Volumes of the lateral ventricles, temporal lobes, and
dorsal prefrontal cortex were measured on MRI scans of the 40
patients and 22 healthy subjects in a manner blind to group as-
signment.

Results: The patient subgroups differed significantly in brain vol-
ume abnormalities. Good memory patients had left-lateralized tem-
poral and frontal volume reductions without significant ventricular
enlargement. Verbal deficit patients had bilateral cortical volume
reductions and moderate ventricular enlargement. Poor memory pa-
tients had marked ventricular enlargement and the least remarkable
temporal and frontal volume reductions.

Conclusions: Patients who share the diagnosis of schizophrenia
but have different cognitive deficits also have different brain structure
abnormalities. These findings provide evidence of differences in
pathophysiology among the three subgroups, and support suggestions
that the diagnosis of schizophrenia may comprise more than one
disease process.

REFERENCES:

1. Wexler BE, Stevens AA, Bowers AA, Sernyak MJ, Goldman-
Rakic PS: Word and tone working memory deficits in schizophre-
nia. Arch Gen Psychiatry 1998, 55:1093-1096.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 11—OLANZAPINE: BIPOLAR
DISORDERS AND AGITATION

No. 32

EFFECTIVENESS OF RAPID INITIAL DOSE
ESCALATION OF ORAL OLANZAPINE FOR ACUTE
AGITATION

Robert W. Baker, M.D., Eli Lilly and Company, Lilly Corporate
Center, Drop Code 4133, Indianapolis, IN 46285; Bruce J. Kinon,
M.D., Hong Liu, Ph.D., Angela Richey, B.S., Angela L. Hill,
Pharm.D., Richard F. Bergstrom, Ph.D., Leslie M. Schuh, Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to discuss the relative findings of rapid initial dose escalation
versus standard dosing of olanzapine for acute agitation.

SUMMARY:

Objective: Clinical reports suggest dose loading approaches with
olanzapine may achieve faster therapeutic effect in acutely agitated
patients.

Method: A total of 142 acutely agitated inpatients (Positive and
Negative Syndrome Scale [PANSS] Excited > 20) with schizophrenia
spectrum or bipolar I disorder were randomized to four days of
double-blind oral olanzapine by ‘‘Rapid Initial Dose Escalation’’
(RIDE): 20 mg followed by 2 or 1 10 mg doses as needed on days
1-2 and 3-4, respectively; or ‘‘Usual Clinical Practice”” (UCP): 10
mg followed by 2 or 1 lorazepam 2 mg dose(s) as needed, days 1-
2 and 3-4, respectively. After four days of double-blind treatment,
all patients received standard, open-label olanzapine doses (5-20
mg on days 5-7). Primary efficacy measure was PANSS Excited
subscale.

Results: PANSS excited ratings improved significantly in both
groups (p < .001 within group at 24 hours). Over the double-blind
phase, RIDE dosing was significantly more effective than UCP (p =
0.019) and this difference was first significant at 24 hours (p =
0.04). No significant group differences existed in treatment-emergent
adverse events or laboratory abnormalities. Final mean olanzapine
dose was similar in both groups.

Conclusions: Subjects experienced greater agitation improvement
with a RIDE approach than standard dosing. L.oading dose strategies
merit further evaluation.

REFERENCES:

1. Callahan JT, Bergstrom RF, Ptak LR, Beasley CM: Olanzapine:
Pharmacokinetic and pharmacodynamic profile. Drug Disposition
1999; 37:177-193.
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No. 33

OLANZAPINE COMBINED WITH LITHIUM OR
VALPROATE FOR RELAPSE PREVENTION OF
BIPOLAR DISORDER: AN 18-MONTH STUDY

Mauricio F. Tohen, M.D., Department of Research, Eli Lilly and
Company, One Lilly Corporate Center, Indianapolis, IN 46285; K.N.
Roy Chengappa, M.D., Patricia Suppes, M.D., Robert W. Baker,
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M.D., Richard C. Risser, M.S.C., Angela R. Evans, Ph.D., Joseph
R. Calabrese, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the attendee should be able
to determine the benefit of the use of olanzapine in augmentation
therapy for mood stabilization in bipolar I disorder.

SUMMARY:

Objective: To determine whether olanzapine cotherapy reduces
symptomatic relapse among bipolar patients treated with lithium or
valproate.

Methods: Following six weeks of acute therapy, patients remitting
on olanzapine combined with lithium or valproate were randomized
to olanzapine (5-20 mg/day, n = 30) or placebo (n = 38), concomitant
with ongoing valproate (50-125 pg/mL) or lithium (0.6-1.2 mEq/L).

Results: Among patients who achieved symptomatic remission of
bipolar disorder at the end of the acute therapy, 55.3% and 36.7%
of placebo- and olanzapine-treated patients, respectively, relapsed
into either mania or depression (bipolar relapse) during this 18-month
trial (P =.149). Time to bipolar relapse, however, was significantly
different (P = .023) between groups: 25% of placebo- and olanzapine-
treated patients had relapsed into either mania or depression by days
15 and 124, respectively. Relapse to mania was observed in 28.9%
and 20.0% of placebo-treated and olanzapine-treated patients, respec-
tively (P =. 574), whereas rates of relapse to depression were 39.5%
and 23.3% (P = .197).

Conclusion: In bipolar patients stabilized on olanzapine plus lith-
ium or valproate, continued treatment with olanzapine significantly
delayed symptomatic relapse compared with treatment with lithium
or valproate alone.

Funding provided by Eli Lilly and Company.
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No. 34
OLANZAPINE VERSUS DIVALPROEX SODIUM FOR
MANIA: A 47-WEEK STUDY

Robert W. Baker, M.D., Eli Lilly and Company, Lilly Corporate
Center, Drop Code 4133, Indianapolis, IN 46285; Mauricio F. To-
hen, M.D., Lori L. Altshuler, M.D., Carlos M. Zarate, Jr., M.D.,
Patricia Suppes, M.D., Terence A. Ketter, M.D., Richard C. Risser,
M.S.C.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to discuss relative findings for olanzapine and divalproex sodium
in longer-term use in patients with bipolar disorder.

SUMMARY:

Objective: To compare olanzapine and divalproex for longer-term
efficacy and safety in mania.

Method: This 47-week, randomized, double-blind study compared
olanzapine (5-20 mg/day) with divalproex sodium (500-2500 mg/
day) for bipolar manic or mixed episodes (N = 251). Young-Mania
Rating Scale (Y-MRS) = 20 was required for inclusion, with scores
< 12 for remission.

Results: Over the 47-week trial, olanzapine-treated patients had
better mean Y-MRS improvement (p < .01) and shorter time to
mania remission (p = .047). After three weeks, mania remission rate
was significantly higher for olanzapine (47.2%) than divalproex
(34.1%) (p = .039); among remitters, mania relapse rates did not differ

statistically between treatments during the 44-week continuation:
olanzapine (40.7%), divalproex (50.0%) (p = .418). Median time to
relapse was 270 and 74 days for olanzapine- and divalproex-treated
patients, respectively (p = .392). Treatment-emergent adverse events
and laboratory abnormalities more frequent with olanzapine (p <
.05) were somnolence, dry mouth, increased appetite, weight gain,
akathisia, and liver function test (increased ALT), and for divalproex
(p < .05) were nausea, nervousness, manic reaction, rectal disorder,
and decreased platelets. Mean weight increase (LOCF) was olanzap-
ine 3.4 kg vs. divalproex 1.7 kg (p = .045).

Conclusion: Compared with divalproex-treated patients, olanzap-
ine-treated patients had significantly greater mania improvement and
faster time to remission.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 12—HEALTH SERVICES
RESEARCH

No. 35
CONSENSUS DEVELOPMENT ON CORE QUALITY
MEASURES FOR MENTAL HEALTH CARE

Richard C. Hermann, M.D., Cambridge Hospital, Department of
Psychiatry, 1493 Cambridge Street, Cambridge, MA 02139; Scott
E. Provost, M.S.W., Jeffrey Chan, B.S., Greta Lagodmos, B.A.,
Michael Shwartz, Ph.D., R. Heather Palmer, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to describe the role of process measurement in internal and
external quality improvement initiatives for health care; measure
attributes that characterize their meaningfulness and feasibility in
quality improvement activities; describe dimensions of the health
care system that should be represented in a core set of mental health
quality measures used.

SUMMARY:

Objective: Standardized core measures are needed to compare
quality of care across sites and facilitate quality improvement. This
research sought to develop a core measure set based on (1) a frame-
work of dimensions of health care delivery, (2) a formal consensus
development process among stakeholders, (3) quantitative ratings of
measure meaningfulness and feasibility.

Method: Drawing from a national inventory of 308 quality mea-
sures, 116 were selected based on their operationalization, data avail-
ability, and face validity. A 12-member stakeholder panel, including
individuals from major accreditors, clinician and consumer groups,
government agencies, and plans, rated measure meaningfulness and
feasibility using a two-stage modified Delphi consensus development
process. High-ranking measures were mapped to a dimensional
framework.

Results: A total of 29 measures were identified as meaningful,
feasible, and representative of varied domains of health care process,
including treatment (13 measures), access (2), assessment (2), conti-
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nuity (4), coordination (2), prevention (1), and safety (5). Measures
were balanced among treatment modalities, clinical settings, diagnos-
tic categories, vulnerable populations, and other dimensions. Fifty-
nine percent of measures were based on research evidence and 41%
on clinical consensus.

Conclusion: A systematic approach to measure assessment and
consensus development can be used to select measures for quality
improvement activities. Core measures may reduce reporting burden,
facilitate comparisons across sites, and focus further measure devel-
opment in priority areas.

REFERENCES:
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No. 36
IMPROVING THE COMPETENCY OF CLINICIANS
TREATING PEOPLE WITH MENTAL ILLNESS

Alexander S. Young, M.D., VISN22 MIRECC, West Los Angeles
Veterans Administration, 11301 Wilshire Boulevard, Building 2104,
Los Angeles, CA 90073; Sandra L. Forquer, Ph.D., Matthew J. Chin-
man, Ph.D., Melissa Rowe, Ph.D., Anita Miller, Ph.D., Edward
Knight, Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to identify clinical competencies that are needed to provide
high-quality care to people with severe, persistent mental illness; and
understand approaches that can be used to improve the competency of
clinicians in publicly financed mental health organizations.

SUMMARY:

Objective: Test the effectiveness of an intervention designed to
improve rehabilitation and empowerment competencies in clinicians
providing services to clients with severe, persistent mental illness;
and increase client use of self-help. The intervention focuses on 15
of 37 competencies previously identified as necessary to provide
high quality care to this population.

Method: Twelve-month controlled trial in two western states of
intensive education, structured dialogues, and consultation to im-
prove clinical competencies; and support and technical assistance to
facilitate the formation of self-help services. Two provider organiza-
tions were assigned to the intervention and three to usual care.
Clinicians’ competencies were evaluated using a new, valid instru-
ment. Organizational changes were characterized. Service provision
was measured by record review.

Results: The intervention has been successfully implemented. Cli-
nician participation rates have been high (79%). There was compe-
tency improvement at two weeks in rehabilitation (p < .001), holistic
approach (p = .045), optimism (p = 0.022), and recovery orientation
(p = .001); and trends toward improvement in most other competen-
cies and overall competency (p = .065). Eleven self-help groups
have formed.

Conclusion: Clients often do not have access to effective medical
and rehabilitative services. This intervention shows promise for im-
proving clinical competencies that enhance client outcomes.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 13—GENDER ISSUES

No. 37

MEAT CONSUMPTION AND RISK OF
DEPRESSION: A PROSPECTIVE, POPULATION-
BASED STUDY

Antti Tanskanen, M.D., Department of Psychiatry, University of
Kuopio, PO Box 1777, Kuopio 70211, Finland; Heimo Viinamaki,
M.D., Kaisa Haatainen, M.H.S.C., Kristiina Nyyssonen, Ph.D., Tiina
H. Rissanen, R.N., Sari Voutilainen, Ph.D., Jukka T. Salonen, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the importance of nutritive factors in depression.

SUMMARY:

Objective: Fish oil-derived omega-3 fatty acids appear to be bene-
ficial both to physical and mental health. A meat-rich diet may
contain considerable amounts of saturated fats, which may counteract
the favorable effects of omega-3 polyunsaturated fats.

Method: Subjects were randomly selected and included 2,339 men
aged 42 to 60 years who had no current depressive symptoms at
baseline examination. The average follow-up time was 12 years
(from 1984 to 1999). Meat consumption was estimated with a four-
day food record. Depressive episodes were ascertained with the
hospital discharge registry.

Results: A total of 48 men had a depressive episode requiring
hospitalization during the follow-up. In a Cox model adjusting for
covariates, men in the highest tertile of sausage consumption had
an increased risk (RR = 2.65, 95% CI’s: 1.22-5.74, p = 0.013) of
depression compared with men in the lowest tertile. Pork, beef,
and total meat consumption were not associated with the risk of
depression. Heavy sausage users also had a lower proportion of
eicosapentaenoic and docosahexaenoic acid of serum concentration
of all fatty acids compared with others (p = 0.028 and p = 0.001 for
linearity, respectively).

Conclusion: A high sausage consumption may increase the risk
of depression, and this could be due to a reduced availability of
omega-3 fatty acids.
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No. 38
A MULTINATIONAL STUDY OF THE EMERGENCE
OF GENDER DIFFERENCES IN DEPRESSION

Terrance J. Wade, Ph.D., Department of Psychiatry, University of
Cincinnati, PO Box 670840, Cincinasti, OH 45267-0840; John Cair-
ney, M.A., David J. Pevalin, M.A.
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EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to identify the age at which the prevalence of depression esca-
lates among adolescent girls to assist in the prevention, recognition,
and treatment of adolescent-onset depression.

SUMMARY:

Objective: While the gender gap in depression among adults is
well established, the age when this phenomenon appears during
adolescence is less clear. To address this, we present a cross-national
examination of the emergence of the gender gap in depression during
adolescence using national longitudinal panel data from Canada,
Great Britain, and the U.S.

Method: The two-wave 1994-1996 Canadian National Population
Health Survey employs a diagnostic measure across a 24-month
interval providing 12-month prevalence rates of major depressive
disorder. The British Youth Panel measures depressive symptomatol-
ogy across five annual waves beginning in 1995. The two-wave
1995-1996 National Longitudinal Study of Adolescent Health uses
ameasure of depressive symptomatology across a 12-month interval.

Results: Females have significantly higher rates of depression for
each sample overall. When samples are decomposed by age, the
gender gap in depression consistently emerges by age 14 across
all three samples irrespective of the measure employed or whether
categorical cut-offs or untransformed scale scores are used for de-
pressive symptomatology.

Conclusions: There is a consistent pattern in the onset of the
gender gap in depression across all three countries and measures at
age 14. This consistency provides important etiologic clues concern-
ing underlying causes of depression and identifies at what age diagno-
sis, treatment, and intervention strategies should be directed.
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No. 39

EFFICACY AND SAFETY OF SILDENAFIL CITRATE
IN MEN WITH DEPRESSION AND ERECTILE
DYSFUNCTION: SIX-MONTH, OPEN-LABEL
TREATMENT

Stuart N. Seidman, M.D., Department of Psychiatry, Columbia Pres-
byterian Medical Center, 1051 Riverside Drive, Unit 98, New York,
NY 10032, Steven P. Roose, M.D., Vera J. Stecher, Ph.D., Matthew
A. Menza, M.D., Raymond C. Rosen, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize some of the factors related to the complicated bi-
directional relationship between erectile dysfunction and depression,
and the therapeutic implications of long-term treatments.

SUMMARY:

Objective: Despite indications that depressed men are less respon-
sive to treatments for erectile dysfunction (ED), we demonstrated
that sildenafil was more effective than placebo in a double-blind
trial involving 152 men with ED and minor depression. The current
study evaluated the long-term safety and efficacy of sildenafil during
an open-label treatment extension.

Method: Entry criteria included ED for = 6 months (mean = 5.7
years), DSM-IV diagnosis of depressive disorder NOS, and HAM-

D score = 12 (mean = 16.9). A total of 136 men (mean age, 56
years) entered the 24-week, open-label phase. The 50 mg starting
dose of sildenafil could be adjusted based on efficacy and tolerability.
At weeks 2, 4, 6, 16, and 24 (or at discontinuation), subjects com-
pleted a three-question global efficacy assessment (GEA) on the
ability to achieve/maintain an erection.

Results: A total of 111 men completed the 24-week, open-label
phase. End-of-study GEA responses indicated that 89% of patients
had consistently improved erectile function. Fifty-three percent expe-
rienced treatment-related adverse events that were generally mild or
moderate, most commonly flushing (21%), dyspepsia (13%), and
chromatopsia (7%).

Conclusion: Sildenafil remained effective and well tolerated in
men with ED and minor depression for six to nine months.

Funding provided by Pfizer Inc.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 14—BIPOLAR TREATMENT
ISSUES

No. 40
END-STAGE CHRONIC RENAL FAILURE FROM
PROLONGED LITHIUM THERAPY

Gregory Braden, M.D., Baystate Medical Center, 759 Chestnut
Street, Springfield, MA 01109; David L. Honeyman, M.D., Anthony
Poindexter, M.D., Jane Garb, M.S., Michael Germain, M.D., Lewis
M. Cohen, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to diagnose and treat those patients who develop chronic renal
failure from lithium.

SUMMARY:

Objective: Although lithium therapy has been associated with
renal structural changes and reduced glomerular filtration rate, the
effects of long-term Li use >10 years have not been elucidated.

Methods: We analyzed all patients (pts) referred to our center
from 1984-1998 for evaluation of possible lithium-induced chronic
renal failure (Li CRF). Forty pts were evaluated. The mean age was
51 = 2 years (yrs) and the mean duration of Li use was 10.6 = 2
yrs. After ruling out all other causes of CRF by complete serologic
and radiographic evaluation, 28 pts (22 female and 6 male) had Li
CRF measured as serum creatinine (Scr) > 1.4 mg/dl or sodium
iothalamate clearance (IC) < 80 ml/min.

Results: The mean Scr was 1.8 * 2 mg/dl and the mean IC was
55 * 6 ml/min at the time of diagnosis. Two pts had nephrogenic
diabetes insipidus (NDI) and two pts had at least one episode of Li
intoxication. Scr at the time of diagnosis correlated positively with
the duration of Li exposure (r = .62, p <.01). IC correlated inversely
with duration of Li (r = .51, p < .05). Five pts underwent renal
biopsy showing classic lesions of Li-CRF with microcystic tubular
changes. Li was stopped in 14 pts. After a mean of 61 * 6 mos,
Scr decreased from 1.8 £ 3 to 1.5 £ .5 mg/dl, p = .007, and IC
increased from 47 * 5 to 60 * 10 ml/min, p = .01. All 14 pts did



18 REPORT SESSIONS

well on valproic acid or carbamazepine. Nine pts who remained on
a reduced dose of Li due to psychological dependence had decreased
renal function after 63 mos follow up. Scr increased from 1.4 + .2
to 1.8 = .3 mg/dl, p < .01 and IC decreased from 63 = 7 to 57 =
5 ml/min, p = .19. Five pts treated for 23 * 2 yrs required dialysis
or renal transplantation. Four of nine pts treated for > 20 yrs reached
ESRD vs one of 23 pts treated for <20 yrs (p<0.05).

Conclusions: Five years after discontinuing Li therapy, the major-
ity of pts with Li CRF treated for <20 yrs had improved renal
function with a significant decrease in Scr and a significant increase
in IC. Li use for >20 yrs was associated with a significant risk for
ESRD. NDI and episodes of Li intoxication were not associated with
Li CRF.

REFERENCES:
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No. 41
TOPIRAMATE IN THE TREATMENT OF
REFRACTORY BIPOLAR DEPRESSION

Mohammad Z. Hussain, M.D., Prince Albert Health District, Mental
Health Centre, 2727 2nd Avenue West, Prince Albert, SK S6V 5ES,
Canada; Zabaida A. Chaudhry, M.D., Seema Hussain, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand the seriousness and management difficulties of
bipolar mood disorder, effectiveness of topiramate as a mood stabi-
lizer, and significance of weight loss in treatment compliance.

SUMMARY:

Bipolar disorder, a serious debilitating illness, affects over 2% of
the population. Frequent treatment failure remains a major concern.
The novel antiepileptic drugs lamotrigine, gabapentin, and topiramate
have been successfully used as mood stabilizers. Most trials have
been short-term with limited followup. Long-term studies are essen-
tial to assess efficacy and patient acceptability because of the chronic,
recurrent nature of this illness.

A total of 135 patients meeting DSM-IV criteria for bipolar I
or I disorder, depressed phase, received open-label treatment with
topiramate: 46 males, 89 females, mean age 34, mean age of onset
21, mean duration of current episode 11 weeks, bipolar (62) and
bipolar II(73). All were previously treated with mood stabilizers and
antidepressants but failed to respond adequately. They were rated
on the Hamilton Depression Rating Scale, met criteria for major
depression, and were subsequently rated at 1-2-3-6-12-18-24-30-36-
month intervals. Topiramate was given at a starting dose of 25 mg/
hs, rising every two days to 200 mg/hs, and later up to a maximum
of 600 mg/day. All patients completing the 36-month trial were good
responders (HDRS score 0-8). Clinically significant responses were
seen within two to four weeks. A total of 47 patients discontinued
medication. Results support evidence that topiramate is an effective
mood stabilizer. Mean weight loss was 17.2 kg by completion of
the study.

REFERENCES:

1. McElroy SL, Suppes T, Keck PE Jr, et al: Open-label adjunctive
topiramate in the treatment of bipolar disorders. Biol Psychiatry
2000;47:1025-33.
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No. 42
PRESCRIBING PRACTICES IN BIPOLAR
DISORDER

Bonnie L. Szarek, R.N., Institute of Living, 400 Washington Street,
Hartford, CT 06106; John W. Goethe, M.D., Uzma S. Faheem, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to describe current prescribing practices for bipolar disorder.

SUMMARY:

Objective: Givenrecent attention to the apparent increase in *‘poly-
pharmacy,”’ the authors prospectively monitored treatment of inpa-
tients with bipolar disorder to determine the extent to which patients
receive concurrent psychotropics.

Methods: Subjects were consecutively admitted patients in fiscal
year 2001 with a diagnosis of bipolar disorder (N = 535). For each
patient all demographic and treatment data were recorded. For com-
parison, similar data were retrospectively obtained from 1995. Data
were analyzed with chi square and t-tests.

Results: One or more mood stabilizers were prescribed for 80.2%
(N = 429) of patients, most commonly valproic acid (N = 200). A
total of 62 patients received two or more mood stabilizers concur-
rently, most commonly valproic acid and gabapentin (24.6%, N =
14). Lithium was used as monotherapy in only 86 patients. Compared
with 1995, lithium use has decreased (46% vs 21%). Antipsychotic
use was common (70.7%, N = 378), and antidepressants were pre-
scribed for approximately half of all patients (51.1%, N = 273).

Conclusions: These data are consonant with other recent reports
indicating that polypharmacy is common in mood disorders. Poly-
pharmacy may improve patient outcomes but also has implications
for cost of care and side-effect burden.

Funding Source: author’s institution.
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No. 43
ONCE-DAILY ADMINISTRATION OF
ATOMOXETINE: A NEW TREATMENT FOR ADHD

David Michelson, M.D., Department of Neuroscience, Eli Lilly and
Company, Lilly Corporate Center, DC 0721, Indianapolis, IN 46285

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand the mechanism of action of atomoxetine, be able
to make a judgment about its efficacy and potential place as a therapy
for ADHD, and understand some of the pharmacologic mechanisms
that could account for persistence of effect despite declining plasma
drug levels.

SUMMARY:

Objective: Stimulants are currently the most widely used therapies
for ADHD. We assessed the safety and efficacy of atomoxetine, a
new, nonstimulant drug being studied as a treatment for ADHD in
children and adults, which has previously been assessed using only
twice-daily administration.

Methods: Atomoxetine was studied in a six-week, double-blind,
placebo-controlled, parallel design in children and adolescents with
weight-adjusted, once-daily administration each morning. Outcomes
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were assessed with investigator, parent, and teacher reports using
an intent-to-treat analysis.

Results: Atomoxetine (N = 86) was superior to placebo (N =
84) as assessed by investigator, parent, and teacher reports, with a
treatment effect size of 0.71 for the primary outcome measure. Data
from a parent diary suggested that drug-specific effects were sus-
tained into the evening. Discontinuations due to adverse events were
low for both groups (atomoxetine 2.3%, placebo 1.2%).

Conclusion: Atomoxetine is a promising therapy for children and
adolescents. Once-daily administration of atomoxetine is effective
and appears to be safe and well tolerated. The treatment effect size
is similar to that observed with twice-daily therapy, and evidence
suggests that drug-specific effects are maintained throughout the
day. These data also indicate that efficacy associated with atomoxe-
tine may be associated with regulatory changes that persist beyond
the drug’s plasma half-life.

REFERENCES:
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SCIENTIFIC AND CLINICAL REPORT
SESSION 15—DRUG THERAPY OF ADHD

No. 44

ADHD TREATMENT WITH A ONCE-DAILY
FORMULATION OF METHYLPHENIDATE
HYDROCHLORIDE: A TWO-YEAR STUDY

Timothy E. Wilens, M.D., Department of Child Psychiatry, Massa-
chusetts General Hospital, 15 Parkman Street, WACC 725, Boston,
MA 02114; William E. Pelham, Jr., Ph.D., Mark Stein, Ph.D., C.
Keith Conners, Ph.D., Howard Abikoff, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize that the OROS® formulation of MPH offers an
effective and well-tolerated once-daily therapy option for the longer-
term treatment of children with ADHD,

SUMMARY:

Objective: To assess the long-term efficacy and safety of a once-
daily OROS® formulation of methylphenidate HC1 (MPH) in children
with attention-deficit/hyperactivity disorder (ADHD).

Methods: Four hundred seven children with ADHD, ages 6 to 13
years, were enrolled in this open-label, multicenter study. Children
received the OROS® formulation of MPH qd for up to 24 months. All
children had participated in previous short-term, controlled studies of
the OROS® formulation of MPH qd. Efficacy was assessed monthly
by parents and teachers during the first year and every three months
by parents during the second year, using established measures. Ad-
verse events were recorded from parent reports. In addition, parents
assessed their child’s tics and sleep quality, and children’s vital signs
were monitored throughout the study.

Results: Efficacy ratings showed that treatment efficacy was main-
tained throughout the 24-month study period. Treatment was well
tolerated, with a similar safety profile to that seen in shorter-term
studies of the OROS® formulation of MPH. Adverse events were
characteristic of those seen with short-acting MPH treatment.

Conclusions: Once-a-day dosing with the OROS® formulation of
MPH appears to be well tolerated and efficacy was maintained for
up to 24 months in this sample of children with ADHD.

This research was funded by ALZA Corporation, Mountain
View, CA.
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No. 45

LONG-TERM SAFETY AND EFFICACY OF
ADDERALL EXTENDED RELEASE IN CHILDREN
WITH ADHD

Mark C. Chandler, M.D., North Carolina Neuropsychiatry, 1829
East Franklin Street, Building 400, Chapel Hill, NC 27514; Frank
A. Lopez, M.D., Joseph Biederman, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to discuss the long-term safety and therapeutic effects of
Adderall XR in the treatment of pediatric ADHD.

SUMMARY:

Objective: The efficacy and extended duration of action of
Adderall XR in the treatment of children with attention-deficit/hyper-
activity disorder (ADHD) has been demonstrated in prior double-
blind studies. This study is being conducted to assess the long-term
safety and efficacy of Adderall XR therapy.

Method: An 18-month interim analysis of an ongoing, multicenter,
open-label extension trial will be presented. Adderall XR treatment
was initiated at 10 mg daily and could be titrated up to 30 mg/day.
Safety assessments were performed at each visit and efficacy was
assessed by the Conners 10-item Global Index Scale—Parent version
(CGIS-P).

Results: Twelve-month data available at the time of this submis-
sion show 509 subjects in the intent-to-treat (ITT) population. Effi-
cacy was maintained over course of the year: quarterly CGIS-P total
scores (mean * SD) were 11.8 *+ 8.2,8.9 + 53,83 + 58,82 =
5.8, and 6.9 * 5.6 for baseline and quarters 1 to 4, respectively.
The most commonly reported adverse events were headache (10.6%),
anorexia (9.0%), insomnia (6.1%), and abdominal pain (5.9%). Most
AEs were mild or moderate in intensity.

Conclusion: Adderall XR was well tolerated at daily doses from
10- to 30-mg, and demonstrated persistent therapeutic effects over
one year of therapy.

Supported by Shire Pharmaceutical Development Inc.
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No. 46
PARTNER VIOLENCE AND RISK OF MAJOR
DEPRESSION IN CHINESE-AMERICAN WOMEN

Madelyn H. Hicks, M.D., Department of Social Medicine, Harvard
Medical School, Maudlsey Hospital, Denmark Hill, London SES5
8AZ, United Kingdom

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to: (1) recognize that a history of partner violence strongly
increases the risk of major depression in Chinese American women,
and (2) use this methodology to examine the possible role of partner
violence in the epidemiology of depression in other populations of
women.

SUMMARY:

Objective: To determine if partner violence is associated with the
diagnosis of major depression in a community, probability sample
of Chinese-American women. This specific approach was previously
not used in women of any ethnicity.

Method: Cross-sectional and retrospective, combining epidemio-
logical and ethnographic methods. A total of 181 Chinese-American
women were randomly sampled from households in the Boston
census. Outcomes from a structured interview were (1) history of
partner violence; (2) lifetime, 12-month, and current major depres-
sion identified by the CIDI 2.1; and (3) year of first onset.

Results: Partner violence increased rates of major depression in
the lifetime (RR = 4.0, p < .0001), previous 12-months (RR = 3.7,
p=.01), and currently (RR = 5.9, p=.04). Partner violence increased
severity of depression, with a dose effect. In women with histories
of both, twice as many had first onset of major depression during
or after violence, rather than before. Adjusted for other factors in
multinomial logistic regression, partner violence multiplied the odds
of having lifetime major depression by over eight times.

Conclusions: Partner violence is strongly associated with increased
risk of major depression in Chinese-American women. This study’s
methodology could examine the possible causal role of partner vio-
lence in the epidemiology of major depression among women of
any ethnicity.

Funding Source: A Young Investigator grant from the National
Association for Research on Schizophrenia and Depression
(NARSAD).
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SCIENTIFIC AND CLINICAL REPORT
SESSION 16—CULTURAL ISSUES IN
VIOLENCE

No. 47
VIOLENCE IN COLOMBIA: MENTAL HEALTH
IMPACT IN CHILDREN

Ruby C. Castilla-Puentes, M.D., Department of Epidemiology, Uni-
versity of Pittsburgh, 3811 O’Hara Street, SWAN-Study, Pittsburgh,
PA 15213; Ivan S. Gomez, M.D., Sandra-Rocio Castilla Puentes,

M.D., Wilma-Ines Castilla Puentes, M.D., Miguel Habeych, M.D.,
Linda McWilliams, M.P.H., Boris Birmaher, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should have
an understanding of mental health implications of violence in chil-
dren, awareness of methodological issues related to research, and
understanding of mitigating factors that place children at risk of
traumatic events.

SUMMARY:

Objective: To examine psychiatric symptoms in children living
in rural areas of Colombia, South America, exposed to the stress of
civil war.

Methods: A total of 300 school-aged children/adolescents from a
stratified, random sample of schools in a rural area in Belen, Boyaca,
Colombia, were included in the study. Children and their parents and
teachers, were assessed with the Screen for Child Anxiety Related
Emotional Disorders (SCARED), Children Depression Inventory
(CDI), a screen for alcohol and substance abuse, as well a sociodemo-
graphics information and an inventory of traumatic events.

Results: The overall response rate was 97.6%, consisting of 183
girls and 11 boys with a mean age of 12.3 years (range 10-18 years).
Among all of the children, 239 (81.56%) reported a total score of >
25 in the SCARED; 205 (69.9%) a total score of >10 in the CDI;
178 children (60.8%) were exposed to traumatic events; 128 (43.7%)
have never used alcohol, and surprisingly all 293 (100%) never
used drugs.

Conclusions: Our results suggest that these children exposed to
dangerous and violent situations in their environment are experienc-
ing higher levels of anxiety symptoms, which is particularly more
true for girls. The anxiety symptom scores in our rural population
is higher than those reported in similar studies where the SCARED
has been used where the children and adolescents were not exposed
to the stress and violence associated with a civil war. Remarkably,
family factors are protective for use of alcohol and drugs in this
population. There is a need for continued monitoring of the mental
health situation in Colombia.
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No. 48
EPIDEMIOLOGY, TRAUMA, AND
TRANSCULTURAL PSYCHIATRY

Joop De Jong, M.D., Transcultural Psydsoc, Keizersgracht 329,
Amsterdam 101 EE, Netherlands; Ivan Kompore, Ph.D., Mark Van
Ommeren, Daya Somasundaram, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to identify the role of moderators such as coping strategies,
social support, and social network size on the effects of lifetime
traumatic events on psychopathology, quality of life and disability.

SUMMARY:

Since primary prevention of traumatic stress is impossible once
an armed conflict is over, identifying and modifying the effects of
protective moderators is essential for the improvement of service
provision and for secondary and tertiary prevention.

Methodology: Within the framework of four public mental health
programs, we did an epidemiological survey among a random sample
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of 3,048 respondents from communities in (post-) conflict situations
in Algeria, Cambodia, Ethiopia, and Gaza. The study used nine
different instruments for the assessment of demographics, lifetime
traumatic events, psychopathology including PTSD and complex
PTSD, peritraumatic dissociation, psychological distress, coping, so-
cial support, quality of life, and disability.

Results: This lecture will present structural equation models to
show the role of moderators such as coping strategies, social support,
and social network size on the effects of lifetime traumatic events
on psychopathology, quality of life, and disability.

Conclusion: Transcultural aspects of psychosocial moderators
must be considered in (post-) conflict populations.
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SESSION 17—BIPOLAR DISORDER

No. 49

INCREASED RATES OF ANTIPSYCHOTIC-
INDUCED EPS IN MOOD DISORDERS: MYTH OR
REALITY?

Patrizia A. Cavazzoni, M.D., Department of Research, Eli Lilly and
Company, Lilly Corporate Center, Indianapolis, IN 46285, Paul H.
Berg, M.S., Robert W. Baker, M.D., Angela R. Evans, Ph.D., Mauri-
cio F. Tohen, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the attendee should be
able to determine the relative risk of olanzapine compared with
conventional antipsychotics in inducing EPS in bipolar disorder and
schizophrenia.

SUMMARY:

Objective: To determine antipsychotic-induced EPS vulnerability
in bipolar disorder compared with schizophrenia.

Methods: Acute EPS profiles of olanzapine (5-20 mg/d, n = 125)
and placebo (n = 129) were compared in two randomized, double-
blind trials of patients with bipolar disorder. EPS profiles of olanzap-
ine (5-20 mg/d, n = 234) and haloperidol (3-15 mg/d, n = 219) also
were compared in a trial of similarly diagnosed patients. Findings
were compared with those from olanzapine-placebo and olanzapine-
haloperidol trials in schizophrenia. EPS was assessed as: (1) extrapy-
ramidal adverse events, (2) objective rating scales, and (3) concomi-
tant use of anticholinergics.

Results: Olanzapine was not significantly different from placebo
on any of these EPS assessments. However, olanzapine was associ-
ated with significantly less EPS compared with haloperidol on all
assessments. These analyses in bipolar patients were compared with
findings in placebo- and haloperidol-controlled olanzapine studies
forschizophrenia. While the placebo and olanzapine groups exhibited
EPS profiles similar to like-treated patients with schizophrenia, the
haloperidol group exhibited more severe EPS profiles than like-
treated patients with schizophrenia.

Conclusions: These findings support the observation of increased
EPS vulnerability in bipolar patients treated with haloperidol, but
not olanzapine, which had placebo-like EPS rates across schizophre-
nia and bipolar disorders.

Funding provided by Eli Lilly and Company.
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No. 50
CYCLOTHYMIA IN ATYPICAL DEPRESSION: THE
BORDERLINE-BIPOLAR Il CONNECTION

Giulio Perugi, M.D., Department of Psychiatry, University of Pisa,
Via Roma 67, Pisa 56100, Italy; Christina Toni, M.D., Chiara Travie-
rso, M.D., Giuseppe Ruffolo, M.D., Hagop S. Akiskal, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize that mood lability and interpersonal sensitivity traits
in atypical depressives may be related to a cyclothimic temperamental
matrix, to individuate a common diathesis that will make patients
in this realm more accessible to pharmacologic and psychologic
approaches geared to their common temperamental attributes.

SUMMARY:

Objective: The constructs of atypical depression, cyclothymia,
bipolar II, and borderline personality overlap. We attempt to provide
empirically-based answers to the difficulty of separating the shifting
affective symptomology of these patients from their long-term tem-
peramental and characterologic attributes.

Method: We examined in a semi-structured format, 107 consecu-
tive patients who met DSM-IV criteria for major depressive episode
with atypical features. Patients were further evaluated on the basis
of the Atypical Depression Diagnostic Scale (ADDS), the Hopkins
Symptoms Check-list (HSCL 90), and the Hamilton Rating Scale
for Depression (HRSD), coupled with its modified form for reverse
vegetative features, as well as Axis I and Il comorbidity, and tempera-
mental dispositions.

Results: Seventy-eight percent of atypical depressives met broad
criteria for bipolar II. Forty-five patients who met DSM-IV criteria
for cyclothymic temperament, compared with those who did not,
were indistinguishable on demographic, familial and clinical features,
but were significantly higher in lifetime comorbidity for panic disor-
der with agoraphobia, alcohol abuse, bulimia nervosa, as well as
borderline, narcissistic and dependent personality disorders. Cyclo-
thymics also scored higher on the ADDS items of maximum reactiv-
ity of mood, interpersonal sensitivity, functional impairment, avoid-
ance of relationships, other rejection avoidance, and in interpersonal
sensitivity, phobic anxiety, paranoid ideation, and psychoticism
HSCL-90 factors. The total number of cyclothymic traits was signifi-
cantly correlated with ‘‘maximum’’ reactivity of mood and interper-
sonal sensitivity. A significant correlation was also found between
interpersonal sensitivity and ‘‘usual’”’ and ‘‘maximum’’ reactivity
of mood.

Conclusions: Mood lability and interpersonal sensitivity traits ap-
pear to be related as part of an underlying cyclothymic temperamental
matrix in the complex pattern of anxiety, mood, and impulsive disor-
ders, which atypical depressive, bipolar II, and borderline patients
display during young adult life. We contend that conceptualizing
these constructs as related with a common diathesis will make pa-
tients in this realm more accessible to pharmacologic and psychologic
approaches geared to their common temperamental attributes.
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No. 51
SUBSTANCE USE AND PERCEIVED SYMPTOM
IMPROVEMENT [N BIPOLAR DISORDER

Roger D. Weiss, M.D., Department of Psychiatry, McLean Hospital,
115 Mill Street, Belmont, MA 02478-9106; Monika Kolodziej, Ph.D.,
Margaret L. Griffin, Ph.D., Lisa M. Najavits, Ph.D., Lara M. Jacob-
son, B.A., Shelly F. Greenfield, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participants should be
able to understand the relationship between reasons for substance
use among patients with bipolar disorder and treatment outcome.

SUMMARY:

Objective: We investigated reasons for substance use and per-
ceived symptom improvement associated with use among patients
with current bipolar disorder (BPD) and substance dependence.

Method: Forty-five patients received six monthly assessments,
21 of whom received Integrated Group Therapy (IGT), focusing
simultaneously on BPD and substance dependence.

Results: Racing thoughts and depression were the BPD symptoms
most frequently associated with perceived improvement from sub-
stance use. Among patients reporting BPD symptom improvement
from substance use, the IGT cohort reported fewer days of drug use
than the non-IGT cohort; this difference was not significant among
patients without substance-induced symptom improvement.

Conclusion: Substance-dependent patients who report BPD symp-
tom improvement from substance use may benefit from treatment
that focuses simultaneously on both disorders.

This paper was supported by Grants DA-09400, DA-00326, DA-
00407, DA-08631, and DA-00400 from the National Institute on
Drug Abuse; and a grant from the Dr. Ralph and Marian C. Falk
Medical Research Trust.

This symposium is designed for psychiatrists and other clinicians
who work with patients with mood disorders, substance use disorders,
and those dually diagnosed with this combination of disorders.
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provement among patients with bipolar disorder. Submitted to
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SCIENTIFIC ANC CLINICAL REPORT
SESSION 18—PREDICTORS OF
OUTCOME

No. 52
OUTCOME OF EARLY-PHASE PSYCHOSIS
CONCURRENT WITH SUBSTANCE USE

Carol L.M. Caton, Ph.D., Department of Psychiatry, Columbia Uni-
versity, 1051 Riverside Drive, Unit 56, New York, NY 10032; Deborah
S. Hasin, Ph.D., Michael B. First, M.D., Ellen M. Stevenson, M.D.,
Robert E. Drake, M.D., Francine Cournos, M.D., Patrick Shrout,
Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize similarities and differences in the early illness
course of psychotic disorders that are substance induced in contrast
to primary psychoses with substance use comorbidity.

SUMMARY:

Objective: How different is the early illness course of psychoses
that are substance induced compared with primary psychotic disor-
ders that co-occur with the use of alcohol and/or drugs? Comparative
data based on state-of-the art diagnostic and longitudinal methods
have been lacking.

Method: We are conducting a NIDA-funded longitudinal study
of 400 men and women experiencing an early episode of psychotic
disorder that is concurrent with substance use. Subjects are psychiat-
ric emergency admissions who give voluntary informed consent.
They are interviewed at baseline and six-month intervals with a
battery of standardized assessments including a research diagnostic
interview for comorbidity (PRISM).

Results: Patients with a baseline PRISM diagnosis of primary
psychosis concurrent with substance use had an earlier age of onset
of psychotic symptoms, greater PANSS positive and negative symp-
toms, and less awareness of symptoms using a symptom insight rating
scale (SUMD) than patients with a substance-induced psychosis.
Alcohol and cannabis use was widespread in both groups, but cocaine
and hallucinogen use was greatest in the substance-induced group.
At six months, outpatient attendance was low and rehospitalizations
exceeded one-third in both groups. Patients with substance-induced
psychoses had greater use of substances and were more likely to
have been homeless, incarcerated, or suicidal.

Conclusion: Illness course in substance-induced psychoses can be
of equal or greater severity as primary psychotic disorders, underscor-
ing the importance of early assessment and treatment of psychosis
and substance use comorbidity.

REFERENCES:
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al: Substance use disorder and the early course of illness in
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No. 53

PREDICTORS OF SYNDROMAL AND FUNCTIONAL
RECOVERY IN PATIENTS WITH FIRST-EPISODE
MANIA

Mauricio F. Tohen, M.D., Department of Research, Eli Lilly and
Company, One Lilly Corporate Center, Indianapolis, IN 46285; John
Hennen, Ph.D., Carlos M. Zarate, Jr., M.D., Stephan M. Strakowski,
M.D., Ross J. Baldessarini, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the attendee should be able
to identify predictors of recovery and relapse among first-episode
manic patients.

SUMMARY:

Objective: To determine predictors of recovery and relapse among
first-episode manic patients.

Methods: Patients (n = 173) hospitalized with a first episode of
mania were followed during recovery and for two additional years.
Syndromal recovery and relapse were defined using DSM-IV criteria
and assessed by survival analysis. Symptomatic recovery was defined
as a YMRS total score < 5 and functional recovery as gaining
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vocational and residential status at or superior to baseline. Clinical
and demographic factors were identified by bivariate and multivariate
regression.

Results: At the 24-month follow-up, 98.9% and 93.6% of subjects
achieved symptomatic and syndromic recovery, respectively. Time-
to-syndromal-recovery (median = 11.2 weeks) was shorter in patients
who were married, discharged sooner, aged 30 at onset, or female.
Functional recovery was attained by only 34.9% of the patients and
predictors included short lengths of stay, married, and aged >30.
Predictors of relapse/recurrence to depression were psychotic fea-
tures, mixed episode, comorbidity, high vocational status and aged >
30. Predictors of relapse/recurrence to mania included longer hospital
stay, psychotic features, and low vocational status.

Conclusion: Most patients reached symptomatic and syndromal
recovery within 24 months; however, only slightly more than one-
third attained functional recovery by two years. Predictors varied
depending on the specified outcome.

Funding provided by Eli Lilly and Company.
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No. 54
HIGH BIRTH WEIGHT AS A PREDICTOR OF
SCHIZOPHRENIA: A 31-YEAR FOLLOW-UP

Kristiina Moilanen, M.D., Department of Psychiatry, University of
Oulu, P O Box 5000, Peltolantie 5, Oulu 90014, Finland; Jari Jokel-
ainen, M.S.C., Anna-Liisa Hartikainen, Ph.D., Marjo-Riitta Jarvelin,
Ph.D., Peter B. Jones, Ph.D., Matti K. Isohanni, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand that nutritional factors in early life may contribute
to the development of schizophrenia.

SUMMARY:

Objective: The Northern Finland 1966 Birth Cohort was studied
to determine the association between high birth weight and risk for
schizophrenia.

Methods: All subjects (n = 10, 558) whose birth weight was
available were included in the study. Psychiatric outcome (DSM-III-
R) was ascertained through linkage to a national hospital discharge
register. Associations (adjusted odds ratios) between schizophrenia
and birth weight were calculated.

Results: An increased risk of schizophrenia was associated with
the high birth weight for gestational age (OR 2.7, 95% CI 1.2-6.4)
but not with low (OR 1.3,95% CI 0.2-10.1). Among males increased
risk for schizophrenia was significantly associated with large size
for gestational age (OR 2.8, 95% CI 1.1--7.2). In females birth weight
was not related to risk of schizophrenia
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SCIENTIFIC AND CLINICAL REPORT
SESSION 19—BEHAVIOR AND
COGNITIVE THERAPY

No. 55

DOES COGNITIVE-BEHAVIORAL GROUP
TREATMENT IMPROVE PERSONALITY MEASURES
IN PANIC DISORDER PATIENTS?

Frederico Cavaglia, M.S.C., Departmento De Psyquiatria, Hospital
De Santa Maria, Rua Domingos Sequeira 41-DTO, Lisbon 1350-
119, Portugal; Cristina Pablo, M.D., Ana Matos-Pires, M.S.C., Nuno
Goncalves, M.D.,

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to recognise the impact of cognitive-behavioural group therapy
(CBGT) in the personality of panic disorder patients.

SUMMARY:

Objectives: Our work aims to study the result of therapeutic manip-
ulations in the patients’ morbid personalities. We hypothesized that
cognitive behavioral group treatment (CBGT) improves personality
dimensions in patients with panic disorder with agoraphobia (PDA).
We believe that personality is subject to alterations through time
and that therapeutic formats can influence personality vulnerabilities.

Methods: Patients were selected according to DSM IV criteria for
PDA. The experimental group (n = 14) received pharmacotherapy
plus CBGT while the control group (n = 14) received pharmacother-
apy only.

According to a longitudinal design, two full evaluations were
performed before and after a period of three months of treatment.
Each evaluation included the following assessment tools: Mini-Mult;
SCL-90; HARS; HRSD; BID and the SF-36. The raw data were
statistically processed using univariate-repeated measures analysis
of variance.

Results: Our results confirmed our initial hypothesis. Indeed, sev-
eral Mini-Mult dimensions showed a significant decrease, namely
hypochondria, psychopathy, psychoasthenia, and depression. The
results provided by the Mini-Mult were generally congruent with
similar measures obtained with the other scales applied, which gives
a certain degree of consistency among our set of results.

Conclusions: CBGT improves some personality dimensions in
patients with PDA. A high score in Mini-Mult Psychopathy dimen-
sion evidences a strong characterological derangement and trans-
mutes mainly into incapacity to develop normal interpersonal rela-
tionships. The improvement seen in psychoasthenia may be
consequent to a decrease in phobic fears as a result of CBGT. Our
study highlights the importance of CBGT in the treatment of PDA.
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No. 56
VISUALLY ENHANCED PSYCHOSEXUAL
THERAPY

Frank G. Sommers, M.D., 406-360 Bloor Street, West, Toronto, ON
M5S 1X1, Canada
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EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should have
increased familiarity, comfort, and skill with the modern sex therapy
multicultural community.

SUMMARY:

This paper will review 25 years of a psychiatric/sexological prac-
tice in a large urban, multicultural community, incorporating the use
of film and video. The power of images to move individuals is well
recognized by Hollywood, television, and the advertising industry.
Their use in medicine in general, and sex education and therapy in
particular, is less well established, but no less effective or powerful,
if used in the right manner.

We will outline and illustrate the preparation of patient(s) (couples
and single men and women), and the careful introduction, setting,
and detailed debriefing that must accompany the use of any visual
aid in order to promote optimal therapeutic progress.

Cognitive restructuring, behavioral change, and emotional healing
are significantly, and often critically, enhanced by the ethical use of
appropriate audiovisual aids in modern sex therapy.

In work with patients whose English language skills are deficient,
visually enhanced sex therapy may be the most effective tool to
promote desired therapeutic progress.
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No. 57
DICHOTOMOUS THINKING AND THOUGHT
SUPPRESSION IN MANAGING ANGER

David M. Magder, M.D., University of Toronto, 586 Eglinton Avenue
East, Suite 505, Toronto, ON M4P 1P2, Canada

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to utilize the principles of dichotomous thinking and thought
suppression in the management of emotion, in particular, anger.

SUMMARY:

Objective: To demonstrate that combining two cognitive princi-
ples: dichotomous thinking (polarized, absolutistic or all-or-nothing
thinking) and thought suppression has utility in the analysis and
management of emotional behavior using anger as a prototypical
example.

Method: Observation from a general practice of psychiatry.

Results: Many patients who sincerely wish to control their emo-
tions find themselves confounded because they see emotion in a
polarized manner. With anger, for example, individuals see them-
selves as either completely calm or explosive in their rage. Because
the explosive nature of their anger is so repugnant to them, they
attempt to suppress all manifestations of anger. This leads to a
paradoxical intensification of the anger when it is expressed, validat-
ing their (incorrect) view that they must work even harder to subdue
the emotion. A vicious cycle is established. Teaching them to recog-
nize the graduations of anger and appropriately express themselves
in the low or middle ranges enables the effective management of
their emotion.

Conclusion: Patients can effectively cope with emotions when
they are taught the significance of dichotomous thinking and thought

suppression. Parental modeling is likely the origin of the distorted
approach to the management of emotions.
No funding
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SCIENTIFIC AND CLINICAL REPORT
SESSION 20—ETHICAL AND
EXPLANATORY MODELS IN PSYCHIATRY

No. 58
PRINCIPLES OF CLINICAL EXPLANATION IN 21ST-
CENTURY PSYCHIATRY

David H. Brendel, M.D., Department of Psychiatry, McLean Hospi-
tal, 115 Mill Street, Belmont, MA 02478

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to (1) understand the conceptual and clinical significance of
explanatory models in psychiatry, (2) recognize the need for an
explanatory model that is neither reductionistic nor eclectic, (3)
appreciate the need in the 21st century for a model that is both
rigorous and multifactorial.

SUMMARY:

Objective: The purpose of this report is to outline key principles
of clinical explanation in 21st century psychiatry. Explanatory mod-
els have deep significance because they reflect what we deem valu-
able in making people’s behavior intelligible, and because they lead
us to treat patients with mental illnesses in particular ways. This
presentation is for psychiatrists and other clinicians with interests
in the conceptual aspects of clinical explanation in the 21st century.

Method: Important works on explanatory models in psychiatry
are reviewed critically.

Results: The rigor and utility of our explanatory models can be
enhanced by greater consideration of their conceptual underpinnings.
Some current explanatory models in psychiatry are reductionistic,
while others are eclectic. The former tend to restrict options for
diagnostic and therapeutic paradigm choice, while the latter lack a
clear and consistent theoretical basis. There is an urgent need for
an explanatory paradigm that is neither reductionistic nor vague and
eclectic, but rather that is rigorous and multifactorial.

Conclusion: An updated, and more empirically informed, version
of the biopsychosocial model represents our best option for an explan-
atory model that is rigorous, but also flexible and multifactorial.
Such a model would allow patients to receive sound clinical care that
subsumes explanatory concepts spanning the entire biopsychosocial
spectrum. Developing and implementing such an explanatory model
ought to be a major focus of the 21st century psychiatrist.
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No. 59
EXPERIENCE OF RESEARCH PARTICIPATION BY
PATIENTS WITH SEVERE MENTAL ILLNESS

Russell S. Omens, Psy. D., Department of Psychiatry, University of
Hlinois at Chicago, 1601 West Taylor Street, M/C 912, Chicago, IL
60612; Cherise Rosen, M.A., Sheila Donovan, Ph.D., Martin Harrow,
Ph.D., Philip G. Janicak, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion, participants should be able to recognize some
of the reasons why inpatients with severe mental illness volunteer to
participate in clinical research and their understanding of significant
ethical issues and the informed consent process.

SUMMARY:

Objective: A crucial issue facing modern psychiatric research with
individuals with severe mental illness is balancing the need to protect
a vulnerable population along with respecting their autonomy in
making decisions about research participation. Why do they volun-
teer for clinical research protocols and do they understand what is
being asked of them as participants?

Method: A total of 40 inpatients completed a 13-item semistruc-
tured interview on their research experience and the informed consent
process at the completion of a two- to eight-week blood assay proto-
col. All patients were diagnosed with either a major effective or
psychotic disorder.

Results: Data indicated that most patients expressed an altruistic
desire to help others in the future by participating in a study that
provided no direct benefit to them (p < .03). Trust in their caretakers
and belief that their treatment was ethical and had their best interests
in mind was the predominant reason why patients felt the informed-
consent process was adequate though they were not always sure just
what comprises the informed-consent processes. (p < .05).

Conclusion: Patients do not consider themselves decisionally im-
paired and often their participation in clinical research is based, in
part, on their willingness to help others and their trust in their caregiv-
ers. While they claim they understand the informed-consent process,
many patients may not fully appreciate its importance in protecting
their rights.
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No. 60

ATTITUDES OF PHYSICIANS TOWARD GIFTS
FROM THE PHARMACEUTICAL INDUSTRY: A
PILOT STUDY

Amar Ghorpade, M.D., Department of Psychiatry, Brookdale Hospi-
tal, 7 Hegeman Avenue, # 9H, Brooklyn, NY 11212; Saurabh Kaushik,
M.D., Parinda Parikh, M.D., Vasundhara Kalasapudi, M.D., Amar-
singh M. Ghorpade, M.D., Sheldon S. Berman, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of the presentation, participants should be able
to recognize the influence of pharmaceutical companies and their
drug representatives. After the presentation, clinicians including resi-
dents and medical students should be able to formulate some guide-
lines regarding their working relationship with the drug companies.
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SUMMARY:

Objective: To survey physicians’ attitudes toward gifts and incen-
tives offered to them by pharmaceutical companies.

Methods: A cross-sectional study was conducted using a self-
report questionnaire, given to attending physicians and physicians-
in-training (residents and fellows) in eight clinical departments at a
community-teaching hospital. Data were analyzed by ANOVA, Post-
hoc test: Bonferroni and Tukey, chi-square, and logistic regression
using SPSS version 10.0.

Results: Response rate was 80.7% (N = 187). Most physicians
(80.8%) said pharmaceutical companies and their representatives
(PR) sponsored freebies had no influence on their prescribing pat-
terns, 86.1% reported not receiving any formal guidelines regarding
interactions with PRs, and 93.4% were not aware of Web sites
catering to indigent patients. Physicians-in-training favored (1) ac-
cepting textbooks as compared to faculty (Mean Likert’s Scale Value
(MLSV) 4.19 vs. 3.58 respectively), (2) having nationally reputed
grand rounds speakers (MLSV 4.11 vs. 3.74), and (3) outings for
personal enjoyment (MLSV 3.36 vs. 2.56), which were sponsored
by PRs. Significant interdepartmental variations were noted in (1)
frequency of interactions with PRs (p<0.05), (2) receiving promo-
tional items (p<0.001), (3) opinions regarding accuracy of medication
information provided by PRs (p<0.001), (4) views about maintaining
the same degree of contact with PRs regardless of gifts (p<0.001),
and (5) the necessity of guidelines (p<0.01). More male physicians
(81.3% vs. 18.8% females) reported receiving financial support from
Pharmaceutical companies for attending national meetings. Physi-
cians in general agreed to participate with the goal of reducing
medication price by refusing freebies, with female physicians more
strongly agreeing as compared to male physicians who were either
neutral or agreed (p < .05).

Conclusions: Despite minimal awareness about ethical guidelines
regarding gifts and Web sites that help support indigent patients’
medication, physicians at our hospital reported that PR sponsored
gifts do not influence their prescribing patterns. QOur preliminary
study did not indicate a potential for pharmaceutical company influ-
ence. We propose to correlate actual physician prescribing pattern
and relationship to PRs’ visits. Of more immediate concern is the
lack of physician knowledge and understanding of ethical issues
pertaining to gifts. More immediate attention must be paid to medical
students and residents’ education.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 21—RELIGION, SPIRITUALITY,
AND PSYCHIATRY

No. 61
EFFECTS OF FALUN GONG PRACTICE ON
PHYSICAL AND MENTAL HEALTH

ling-Duan Yang, M.D., Department of Psychiatry, Jefferson Medical
College, 833 Chestmut East, Suite 210, Philadelphia, PA 19107;
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Ashwin A. Patkar, M.D., Li-Shan Huang, Ph.D., Daniel A. Monti,
M.D., Sue Jiang, M.S., Cuirong Ren, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand the concept of Falun Gong, a spiritual practice
for both mind and body originating from ancient Chinese traditional
culture and recognize the beneficial effects of Falun Gong on physical
and mental health.

SUMMARY:

Objective: To evaluate the effects of Falun Gong (FLG) on physi-
cal and mental health. FLG is a spiritual practice originating from
China, based on qualities of truth, compassion, and tolerance.

Methods: Survey data were collected from 235 volunteers practic-
ing FL.G during 2000. FL.G consists of five sets of spiritually-based
meditative exercises. The survey questions were based on 1997
National Health Survey from the US Center of Health Statistics
Studies. Physical and mental health before and after FLG was rated
on a five-point scale and impact on smoking cessation was also
assessed. Changes in scores were examined using t-tests and relation-
ships between reports of self-health improvement and variables re-
lated to FLG were examined via tests of correlation.

Results: A total of 202 respondents were from the U.S. and 32
were from Canada; 58.3% were women, 97% were of Asian back-
ground, and the mean age was 39. About 20% had practiced FL.G
less than one year, 28% between one and three years and the rest
above three years. About 30% had master level education, and 16%
had doctoral degrees. Significant improvements in self-reports of
physical (p < .01) and mental health scores (p < .01) were observed
following FLG. Of the 18 respondents who smoked, a 100% quit
rate was observed after FLG practice.

Conclusions: The study found that FL.G practitioners noticed sig-
nificant improvement in their health status. Further controlled studies
are needed to evaluate the effectiveness of FLG in psychiatric condi-
tions.
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No. 62
MORAL CONFLICT AS A COMPONENT OF
ANXIETY AND WORRY

Jerome L. Kroll, M.D., Department of Psychiatry, University of
Minnesota, 2450 Riverside Avenue, F282/2A West, Minneapolis,
MN 55454-1495; Kathleen S. Carey, M.S., Paul Erickson, M.D.,
Elizabeth Egan, Ph.D., Myles Johnson, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, participants should be able
to recognize the presence of personal moral concerns as a factor that
causes anxiety and worry in their patients.

SUMMARY:

Objective: Psychiatric research and clinical practice rarely inquire
whether moral conflicts contribute to a patient’s sense of worry and
anxiety. The goal of the study was to ascertain the extent to which
patients consider worry about moral issues as an important source
of anxiety.

Method: One hundred and eleven nonpsychotic adult outpatients
were asked to complete the Eysenck Personality Inventory-abridged,
Duke Religiosity Scale, and a 20-item Worry Scale adapted from
published worry scales by substituting eight new items designed to
tap into moral concerns.
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Results: Factor analysis of the Worry Scale with Quartermax
Rotation produced five worry domains (moral concerns, relation-
ships, health and finances, personal impressions, job) accounting for
61% of the total variance. Factor 1 consisted of seven of the eight
a priori moral worry items (e.g., I worry that I have not lived up to
my moral responsibilities). A paired t-test revealed that the mean
for worry about moral issues was significantly lower than the mean
for practical worries. On linear regression analysis, moral worries
were not related to neuroticism once the effects of practical worries
were partialled out. Canonical correlation analysis with moral and
practical worry subscales on the dependent side revealed that the
first canonical variable, accounting for 42% of the variability, was
highly related to practical worries and neuroticism. The second vari-
able, accounting for 10% of the variability, was highly related to
moral worries and to the frequency of church attendance and private
devotional activitics.

Conclusions: These results suggest that moral worry is a domain
distinct from practical worry and cannot be fully explained by its
relationship with neuroticism. Personal worry about moral issues is
an overlooked topic that deserves further attention and research.
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No. 63
EFFECT OF MODAFINIL ON MOOD AND QUALITY
OF LIFE IN PATIENTS WITH NARCOLEPSY

Philip M. Becker, M.D., Sleep Medicine Association of Texas, 8140
Walnut Lane, Suite 100, Dallas, TX 75231; Jonathan Schwartz, M.D.,
Neil Feldman, M.D., Rod J. Hughes, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the effects of untreated mood on quality of life
and select a safe and effective treatment option in modafinil.

SUMMARY:

Objective: To assess the effect of modafinil, a novel wake-promot-
ing agent, on fatigue, mood, and health-related quality of life
(HRQoL).

Methods: Patients with excessive daytime sleepiness associated
with narcolepsy who were dissatisfied with prior treatment with
psychostimulants as determined by physician assessment (N = 151)
discontinued treatment with psychostimulants for two weeks and
then received six weeks of open-label treatment with modafinil
(Week 1:200 mg/d: Week 2: 400 mg/d; Weeks 3-6: 200 mg/d or
400 mg/d). Efficacy was assessed using the Profile of Mood States
(POMS) questionnaire, the 36-item Short Form Health Survey (SF-
36), and the Epworth Sleepiness Scale (ESS).

Results: Significant improvements were observed at all three time
points in mean total POMS score (all p values <0.0001) and all six
POMS subscale scores (all p values <0.05). In particular, mean
(£SD) fatigue-inertia scores improved from 13.2 (7.2) to 6.3 (6.0)
- 8.2 (6.2) and mean vigor-activity scores improved from 9.8 (6.0)
to 13.1 (6.4) — 13.7 (7.1) (all p values <0.0001). Mean SF-36 mental
and physical health component scores (asscssed only at Week 6) were
significantly improved (p < 0.001), with the greatest improvements
observed in the vitality/fatigue (27.9 [20.4] to 47.4 [24.9]), role
physical (34.3 [36.6] to 58.3 [40.6]), and social functioning (57.0
[29.4] to 68.9 [28.8]) domains (all p values <0.0001). Mean ESS
scores improved from 17.8 at post washout baseline to 11.3-12.7 at
Weeks 1, 2, and 6 (all p values <0.0001).
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Conclusions: In patients with narcolepsy, treatment with modafinil
resulted in significant improvements in mood and HRQoL by week
1 and the significant improvements lasted at least six weeks.

Study funding provided by Cephalon, Inc.

REFERENCES:

1. Beusterien KM, Rogers AE, Walsleben JA, Emsellem HA, et al:
Health-related quality of life effects of modafinil for treatment
of narcolepsy. Sleep 1999;22:757-765.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 22—USES OF MODAFINIL

No. 64
LONG-TERM SAFETY AND EFFICACY OF
MODAFINIL FOR DAYTIME SLEEPINESS

Mary B. O’Malley, M.D., Department of Psychiatry, Norwalk Hospi-
tal, 24 Stevens Street, Norwalk, CT 06856

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to treat excessive daytime sleepiness with modafinil.

SUMMARY:

Objective: To assess the long-term efficacy and safety of modafinil
for the treatment of daytime sleepiness.

Methods: A total of 478 patients with excessive daytime sleepiness
associated with narcolepsy entered an open-label study and received
modafinil 200400 mg/d for up to 136 weeks (>2.5 years) in three
consecutive open-label studies (40, 48, and 48 weeks duration, re-
spectively). Efficacy was assessed using the Epworth Sleepiness
Scale (ESS) and the Clinical Global Impression of Change (CGI-
C) Scale.

Results: Following the two-week washout period, mean + SD
ESS scores improved from 16.5 * 4.6 at open-label baseline to 12.4
+ 5.4 (p<0.001) after two weeks of treatment. Mean scores ranged
from 11.8 £ 5.1 to 12.9 £ 5.5 for Weeks 8-136. CGI-C scores
improved in 74%—-84% of patients. The most common treatment-
related adverse events (AEs) in the three studies were headache
(8%—13%), nervousness (3%—8%), dry mouth (3%—6%), and nausea
(2%—-5%). Nine percent (9%) of patients discontinued treatment be-
cause of AEs during Weeks 040 compared with 2% during Weeks
40-88 and 4% during Weeks 88-136. Discontinuations because of
insufficient efficacy were low (3%—12%). The percentages of pa-
tients completing each of the studies ranged from 71%—-84%.

Conclusions: Long-term treatment with modafinil for up to 136
weeks was efficacious and well tolerated.

REFERENCES:

1. Mitler MM, Harsh J, Hirshkowitz M, Guilleminault C: Long-
term efficacy and safety of modafinil (PROVIGIL®) for the treat-
ment of excessive daytime sleepiness associated with narcolepsy.
Sleep Medicine 2000;1:231-243,
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No. 65
MODAFINIL ENHANCES MOTIVATION IN THE
ABSENCE OF OVERT SLEEPINESS

Matthew S. Miller, Ph.D., Department of Pharmacology, Cephalon,
Incorporated, 145 Brandywine Parkway, West Chester, PA 19380;
Elaine Fiocchi, B.S., Dorothy G. Flood, Ph.D., Amy DiCamillo, M.S.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand the potential clinical benefit of wake-promoting
agents in the absence of sleepiness.

SUMMARY:

Objective: Modafinil is a novel wakefulness-promoting agent that
improves alertness without promoting significant hyperactivity (Ed-
gar et al, 1996). Modafinil administration results in increased activity
of neurons in discrete brain regions, including posterior hypothala-
mus and cingulate cortex (Scammell et al., 2000). Activation of
cingulate cortex by modafinil has led to the hypothesis that modafinil
may enhance motivation. This hypothesis was tested in a preclinical
model of behavioral despair.

Methods: Sprague-Dawley rats were evaluated in a forced swim
behavioral despair model following administration of single doses
of modafinil (3-100 mg/kg, ip) or repeat doses of imipramine (3—
30 mg/kg, ip). Duration of active efforts to escape from an escape-
proof water tank was quantified in a blinded manner. Potential effects
of modafinil on locomotor activity were assessed in an automated
open field chamber. Functional imaging of discrete brain regions
was assessed 2 hrs following modafinil administration by quantitative
immunohistochemistry of the immediate early gene cFos.

Results: In awake animals, single doses of modafinil produced
dose-related increases in duration of active escape behavior (ED50 =
10 mg/kg, ip). Potency and efficacy of modafinil were similar to
that for the traditional antidepressant imipramine dosed repeatedly.
Modafinil did not increase wake-associated locomotor activity. Mo-
dafinil administration resulted in functional activation of several
regions of cerebral cortex, including anterior and posterior cingulate
cortex, and orbital cortex.

Conclusions: Single doses of the wakefulness-promoting agent,
modafinil, potentiate motivation and goal-oriented behavior in awake
animals. This behavior is independent of locomotor effects, but is
associated with activation of frontal cortex. Data suggest that wake-
fulness is a non-discrete state in which individual behavioral compo-
nents can be pharmacologically modified. Modafinil may have utility
in enhancing motivation and other behavioral components of wake-
fulness in the absence of overt sleepiness.

REFERENCES:

1. Edgar D, Seidel, WF: Modafinil induces wakefulness without
intensifying motor activity or subsequent rebound hypersomno-
lence in the rat. Jrl Pharmacology 1997;283:2, pp 757-769.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 23—CROSS-CULTURAL
PSYCHIATRY: ASIAN ISSUES

No. 66

INTEGRATING PSYCHIATRY AND PRIMARY CARE
IMPROVES TREATMENT ACCEPTABILITY AMONG
ASIAN AMERICANS

Albert Yeung, M.D., Department of Psychiatry, Massachusetts Gen-
eral Hospital, 15 Parkman Street, WACC 812, Boston, MA 02114;
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Grace E. F. Rubenstein, B.A., Henry Chung, M.D., Pamela A. Roffi,
B.S., Andrew A. Nierenberg, M.D., Maurizio Fava, M.D., David
Mischoulon, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to understand a new model of care, the ‘‘Bridge Project,”” which
significantly improves acceptability of psychiatric treatment to Asian
Americans.

SUMMARY:

Objective: To investigate whether integrating psychiatry in pri-
mary care improves treatment acceptability of mental health services
among Asian Americans.

Method: The ‘‘Bridge Project,’” an integrative service model, was
introduced in 2000 to a primary care clinic serving low-income
Asian immigrants. It includes seminars for primary care physicians
to recognize common mental disorders, a primary care nurse to
facilitate case referral, and a psychiatrist to provide onsite evaluation
and treatment. The number of referrals to mental health service and
the rate of successful referral, defined as a patient keeping his/her
first mental health appointment, were compared before and after
implementation of the integrative model.

Results: In the first 12 months after introduction of the ‘‘Bridge
Project,”” primary care physicians referred 64 patients to mental
health service, a 68% increase in referrals compared with the previous
four years. Fifty-six (87.5%) of referred patients kept their first
psychiatric appointments, demonstrating an improvement of 3.65
times the previous rate of successful mental health referral (x* =
28.59, p < 0.001). Patients referred before and after implementing
the integrative model had similar demographic characteristics (age,
gender ratio, and years of education).

Conclusion: Integrating psychiatry and primary care improves
treatment accessibility and acceptability for Asian Americans with
mental disorders.

REFERENCES:

1. Schuyler D, Davis K: Primary care and psychiatry: Anticipating
an interfaith marriage. Academic Medicine 1999; 74:27-32.

2. Lin KM, Cheung, F: Mental health issues for Asian Americans.
Psychiatric Services 1999; 50:774-780.

No. 67
ANGER DISCOMFORT IN JAPANESE, CHINESE,
AND CAUCASIAN FEMALES

Alayne Yates, M.D., Department of Psychiatry, University of Hawaii,
1319 Punahou Street, 6th Floor, Honolulu, HI 96826; Jeanne Edman,
Ph.D., Mata Aruguette, Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to recognize differences between some Asian ethnic groups and
examine how these differences relate to ED risk.

SUMMARY:

Objective: To compare women of various ethnicities in terms of
anger-discomfort and known risk factors for eating disorder (ED)
to see if anger-discomfort is associated with greater ED risk.

Method: A total of 89 Japanese, 44 Chinese, and 79 Caucasian
college students in Hawaii were asked about diet/exercise habits,
body mass index (BMI), and administered scales of body-dissatisfac-
tion, self-loathing (:SLSS), and anger-discomfort (ADS). ADS mea-
sures person’s reaction to anger but not frequency or intensity of
anger.

Results: ANOVA analyses showed Caucasians had higher levels
of exercise but were not more likely to diet than Japanese and
Chinese. Caucasian women had considerably higher BMIs than Japa-

nese or Chinese and reported higher body-dissatisfaction than Chi-
nese. Japanese scored higher than Caucasian or Chinese on self-
loathing. While there were no ethnic differences on three of the anger
perception subscales (anger-positive, anger-emotive, interpersonal),
Chinese reported greater intrapersonal anger-discomfort than other
groups.

Conclusion: Japanese and Caucasian females appear to relatively
high ED risk while Chinese females are at low ED risk but are more
threatened by feeling angry. If Chinese women feel more threatened
because they express anger more freely than other groups, this may
lower their risk for ED. Future study will examine anger expression
in Japanese, Chinese, and Caucasian females.

REFERENCES:
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A: Body dissatisfaction, need for social approval, and eating
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No. 68
ANATOMY OF JEONG

Christopher K. Chung, M.D., Department of Psychiatry, Harbor
UCLA Medical Center, 1000 West Carson Street, Torrance, CA
90509; Samson J. Cho, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to describe the different emotional expressions of ‘‘jeong’” in
Korean and Asian patient populations.

SUMMARY:

In Korean culture, ‘‘jeong’’ refers to a special interpersonal bond
of trust and emotional attachment. In English, jeong could be trans-
lated as interpersonal feeling, empathy, love, affections or compas-
sion. However, jeong has much broader and inclusive meanings than
these terms. Thus jeong perhaps is a culture-specific expressions of
emotion.

The authors feel it would be useful to consider jeong as it relates
to Korean culture and Western psychotherapy. Jeong may be easily
mistaken as a form of psychopathology from the vantage of tradi-
tional Western theory of psychotherapy, since its manifestation could
be interpreted as the blurring of ego boundaries, or passive-dependent
behavior. However, jeong has a healthy and desirable side in the
context of Asian culture.

When a group of people develop a strong cohesive bond and
loyalty to one another, jeong almost appears to be inter-psychic
feelings that exist between individuals or among group members.
This paper will present the phenomena of jeong, analyze the charac-
teristics of jeong, and compare it with related Western concepts and
Japanese expression, such as amae. The role of jeong in individualism
and collectivism in the cultural context and its positive vs. negative
aspects in the setting of psychotherapeutic relations will also be
presented.

REFERENCES:

1. Kim L: Korean Ethos. The Journal of KAMA 1996; 1, 13-23.

2. Kim U: Individualism and Collectivism: Conceptual Clarification.
Individualism and Collectivism: Theory, Method, and Applica-
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SCIENTIFIC AND CLINICAL REPORT
SESSION 24—EPIDEMIOLOGY

No. 69
THE BURDEN OF HEPATITIS C AMONG
MENTALLY ILL PERSONS IN LONG-TERM CARE

Elsie J. Freeman, M.D., Central Office, Massachusetts Department
of Mental Health, 25 Staniford Street, Boston, MA 02114-2575;
Kenneth S. Duckworth, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to understand the impact of Hepatitis C among those with
chronic mental illness, including the effect of infection on medical
followup, psychiatric symptoms and management of psychotropic
medications. Consideration will also be given to the costs of medical
management in publicly funded systems of care.

SUMMARY:

Objective: Of four million people in the United States infected
with Hepatitis C, a significant portion will develop chronic hepatitis,
cirrhosis, and hepatocellular carcinoma. While it is known that as
many as 40% of incarcerated individuals are HCV positive, data on
seroprevalence in other special populations, for example, those with
chronic mental illness, are limited.

Method: The Massachusetts Department of Mental Health has
undertaken HCV screening in its nine inpatient facilities. Each posi-
tive patient is entered into a client tracking system, which includes
information on demographics, diagnoses, psychiatric medications,
risk variables, vaccine history, and laboratory findings.

Results: Preliminary results suggest that the prevalence of HCV
antibody ranges from 8% to 23% among inpatients in DMH long-
term care. General population estimates of HCV infection are approx-
imately 2%, making the prevalence in DMH inpatients four to 11
times higher than in the general population.

Conclusion: Since DMH cares for as many as 30,000 individuals
on a long-term basis, a prevalence of even 10% represents 3,000
individuals at risk of developing chronic hepatitis, cirrhosis, and
liver failure. Most internists who treat HCV are reluctant to treat
patients with a history of mood instability or psychosis because of
the psychiatric symptoms associated with interferon therapy, DMH
is creating linkages with medical providers to facilitate the safe
treatment of these chronically mentally ill individuals, developing
patient and staff education protocols and providing vaccination for
HepA and HepB. Given the CNS effects of infection with HCV,
DMH is monitoring whether treatment for HCV improves psychiatric
symptoms and assessing the effect of even mild degrees of liver
failure on levels of psychotropic medications metabolized in the liver.

REFERENCES:

1. Forton D, et al.: Evidence for a cerbral effect of the hepatitis C
virus. The Lancet 2001; 358:38-39.

2. Musselman DL, et al: Proxetine for the prevention of depression
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No. 70
DOUBLE JEOPARDY: MENTAL ILLNESS, MEDICAL
CONDITIONS, AND EARLY DEATH

Elsie J. Freeman, M.D., Central Office, Massachusetts Department
of Mental Health, 25 Staniford Street, Boston, MA 02114-2575:
Kenneth S. Duckworth, M.D., Robert Goldstein, Ph.D. MarylLou
Sudders.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to understand the methodology for collecting mortality data,
the literature on mortality and mental illness, and the Massachusetts
data regarding premature mortality and mental illness, identify some
of the factors contributing to this excess mortality, and appreciate
the importance of medical issues in caring for those with serious
mental illness.

SUMMARY:

Objective: Research has shown that mentally ill individuals are
at increased risk of dying prematurely. The Massachusetts Depart-
ment of Mental Health has undertaken an analysis of client deaths
from 1998 through 2000 in order to develop effective strategies for
addressing health issues in this high-risk population.

Method: Data on decreased DMH clients were linked to death
certificate data collected by the Bureau of Health Statistics at the
Massachusetts Department of Public Health, which uses the same
methodology as the National Vital Statistics Center. Information was
available on age, sex, race, marital status, education, country of birth,
manner of death, underlying cause, and other medical conditions.
Summary statistics computed for the DMH clients were compared
with the general Massachusetts population.

Results: Natural causes account for 72.7% of all DMH client
deaths. The leading natural causes of death for DMH clients are
similar to Massachusetts as a whole, but heart disease and pulmonary
disease account for a greater proportion of the DMH deaths than in
the rest of Massachusetts, even though the DMH population is far
younger than the general population. The age-specific death rate for
15- to 64-year-old DMH clients is 1.4 to 3.3 times higher than in
the general population, with the most pronounced difference in the
25 to 44 year old groups. There is a six-fold increase in cardiac
deaths among 25 to 44 year old DMH clients and a two- to six-fold
increase in deaths from pulmonary disease in 25 to 64 year olds.

Conclusion: Analysis of mortality data suggests that individuals
with sertous mental illness may be at greater risk of mortality at
younger ages from cardiac and pulmonary disease than the population
at large. The results of this study suggest that addressing medical
issues is an important consideration in improving the quality of life
for persons with major mental illness.

REFERENCES:
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No. 71
PREVALENCE AND SYMPTOM PATTERNS OF
DEPRESSION AMONG COLLEGE STUDENTS

Shamsah B. Sonawalla, M.D., Department of Psychiatry, Massachu-
setts General Hospital, 15 Parkman Street, WACC 812, Boston, MA
02114; Nicole B. Neault, B.A., Christina M. Dording, M.D., Megan
E. Hughes, B.A., Albert Yeung, M.D., Timothy J. Petersen, Ph.D.,
Maurizio Fava, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to: (1) recognize that depression is prevalent among college
students, (2) understand that it is important to screen for depression
and plan effective intervention strategies in this population, and (3)
conclude that symptom patterns may differ between student minority
groups.
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SUMMARY:

Objective: To assess the prevalence and symptom patterns of
depressive disorders among minority and nonminority college stu-
dents.

Method: A total of 707 students at a college in the Boston area
(mean age: 20.1 years = 3.1 years; 54.5% women; 37.6% minority)
were screened for depressive symptoms. After obtaining written,
informed consent; the Beck Depression Inventory (BDI) was distrib-
uted to all students. Students who scored greater than or equal to
16 on the BDI and consented to be interviewed were further assessed
using the MDD module of the Structured Clinical Interview for
DSM-1V (SCID-P). Spearman rank correlation and unpaired t-tests
were used for data analysis. Analysis was focused on evaluation of
the difference in BDI Factor 1 and Factor 2 scores among minority
and nonminority students. BDI Factor 1 represents psychological/
cognitive aspects, whereas BDI Factor 2 represents somatic/vegeta-
tive aspects of depression.

Results: 14.1% of the students scored = 16 on the BDI. Age and
gender did not predict severity of depression (measured by total BDI
score). No differences in BDI Factor 1 scores were found when
comparing minority and nonminority students, or when comparing
international and non-intcrnational students. African-American stu-
dents scored significantly higher on the BDI Factor 2 scale than
Asian-American, Hispanic, and Asian-Indian students (p=0.04,p =
0.01, p=0.01). Non-international students scored significantly higher
on the BDI Factor 2 scale than international students (p = 0.02).

Conclusion: A substantial percentage of students in this sample
reported experiencing significant depressive symptoms. This study
highlights the importance of screening for depressive symptoms in
the college population, and suggests that depressive symptoms may
vary with ethnic background.

REFERENCES:
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WEDNESDAY, MAY 22, 2002

SCIENTIFIC AND CLINICAL REPORT
SESSION 25—TREATMENT OF
PERSONALITY DISORDERS

No. 72
RISPERIDONE TREATMENT OF SCHIZOTYPAL
PERSONALITY DISORDER

Harold W. Koenigsberg, M.D., Department of Psychiatry, Mt. Sinai-
Bronx VAMC, 130 West Kingsbridge Rd, #116A, Bronx, NY 10468;
Marianne Goodman, M.D., Antonia S. New, M.D., Vivian Mitropou-
lou, M.A., Robert L. Trestman, M.D., Jeremy Silverman, Ph.D.,
Larry J. Siever, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to identify symptom constellations in schizotypal personality
disorder which show significant improvement in response to low
dose risperidone treatment compared with treatment with placebo.

SUMMARY:

Objective: Patients with schizotypal personality disorder (SPD)
often suffer from marked social and occupational impairment, yet
they have been difficult to treat with medications because of their
unusual sensitivity to side effects. This study is designed to determine
whether low-dose risperidone treatment is acceptable to SPD patients
and can reduce the positive and negative symptoms of the disorder.

Method: Twenty-five SPD patients were entered into a nine-week
randomized, double-blind, placebo-controlled study of low-dose
risperidone in the treatment of SPD. Patients were rated with the
Positive and Negative Syndrome Scalc (PANNS), the Schizotypal
Personality Disorder Questionnaire (SPQ), the Hamilton Depression
Rating Scale (HDRS), and the Clinical Global Impression Scale
(CGI).

Results: Patients receiving active medication had significantly
lower scores on the PANNS general symptom scale by week 3 (p =
.018), on the PANNS positive symptom scale by week 7 (p = .010),
and showed a trend for a lower PANNS negative score by week 9
compared with patients receiving placebo. Side effects were gener-
ally well tolerated.

Conclusion: Low-dose risperdone appears to be effective in reduc-
ing positive and general psychopathological symptoms in SPD and
may reduce negative symptoms as well.

REFERENCES:
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No. 73
A PRELIMINARY TRIAL OF OMEGA-3 FATTY
ACIDS IN WOMEN WITH BPD

Mary C. Zanarini, Ed.D., Department of Psychiatry, McLean-Har-
vard Hospital, 115 Mill Street, Belmont, MA 02478; Frances R.
Frankenburg, M.D., Anna Vujanovic, A.B., Elizabeth A. Para-
chini, B.A.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize that omega-3 fatty acids may be an effective agent
in the treatment of the aggressive impulsivity commonly found in
patients with borderline personality disorder.

SUMMARY:

Objective: The intent of this study was to compare the efficacy
and safety of omega-3 fatty acids vs. placebo in the treatment of
women mceting criteria for borderline personality disorder (BPD).

Method: We conducted a double-blind, placebo-controlled study
of omega-3 fatty acids in 30 female subjects meeting Revised Diag-
nostic Interview for Borderlines (DIB-R) and DSM-IV criteria for
BPD. The subjects were randomly assigned to omega-3 or placebo in
a 2:1 manner. Treatment duration was eight weeks. Primary outcome
measures were changes on the aggression, irritability, and suicidality
subscales of the Modified Overt Aggression Scale (OAS-M).

Results: Twenty subjects were randomized to omega-3 and ten to
placebo. Using random effects regression modeling of panel data
and controlling for baseline level of severity, omega-3 was associated
with a significantly greater rate of improvement over time than
placebo in aggression (mostly verbal in nature) but not irritability
and suicidality (which was extremely low at baseline). Side effects
were few and very mild. In addition, attrition was very low as all
but three of the subjects completed the entire trial.

Conclusions: Omega-3 appears to be a safe and effective agent in
the treatment of women with criteria-defined borderline personality
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disorder, significantly affecting the impulsive aggression that can
often destabilize their social and vocational functioning.
Supported by an Independent Investigator Award from NARSAD.
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No. 74
IS CHEMICAL IMBALANCE A USEFUL CONCEPT
IN TREATING PERSONALITY DISORDERS?

Kenneth R. Silk, M.D., Department of Psychiatry, University of
Michigan, 1500 East Medical Center Drive, CFOB B2917, Ann
Arbor, MI 48109-0704; Joann Heap, M.S.W,

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to appreciate the balance between psychotherapeutic treatments
and psychopharmacologic interventions in patients with personality
disorders.

SUMMARY:

The concept of chemical imbalance as being the primary cause
of psychiatric disorders is becoming more prevalent in this era of
molecular biology and genetics. There is increasing evidence that
biological processes underlie all human behavior, thought, and emo-
tions. Yet translating biological theories and discoveries into the
concept of chemical imbalance not only simplifies the complexity
of human thought and behavior but also can become particularly
troublesome in the treatment of patients with personality disorders.
We currently are limited in how much success can be achieved
through the use of medications for patients with personality disorders.
While there is optimism that more specific and effective medications
will be developed in the future, we, at the present time, must work
with what is available. If we emphasize only the chemical imbalance
aspect of psychiatric disorders, especially in patients with personality
disorders, then we fail to have the patient assume responsibility for
his own behaviors and relationships. Further, we deny the patient
the opportunity to develop and strengthen coping mechanisms and
strategies and to appreciate how exposure and reaction to stressful
situations can become essential testing arenas to practice behavioral
control that can lead to personal growth. In addition, we perpetuate
the unrealistic expectation that cure can come solely through the
manipulation of chemicals within one’s body. We must work with
our patients to have them appreciate how they can develop the skills
to function from their own resources while we await more useful
developments and products for the psychopharmacologic treatment
of the personality disorders. Interventions related to this particular
clinical situation as well as case vignettes will be presented.

REFERENCES:
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SCIENTIFIC AND CLINICAL REPORT
SESSION 26—ISSUES IN CHILD
PSYCHIATRY

No. 75
ADHD COMORBIDITY: AGE AND GENDER
DIFFERENCES

Atilla Turgay, M.D., Department of Psychiatry, Scarborough Hospi-
tal, 3050 Lawrence Avenue, East, Scarborough, ON MIP 2V5, Can-
ada; Levent Tonga, M.D., Rubaba Ansari, M.A., Hashem Khosros-
hahi, M.D., David Ng, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the frequent comorbid disorders associated with
ADHD and develop specific treatment alternatives.

SUMMARY:

Objective: ADHD is commonly associated with other disorders,
but most of these studies are based on small samples, which do not
provide information on gender and age differences. This study with
1,000 patients provided information on comorbidity, age, and gender
differences.

Method: The patients were diagnosed according to DSM-1V crite-
ria, DuPaul ADHD Rating Scale, and Offord and Boyle Child Health
Study parent and teacher rating scales.

Sample: The sample consisted of 792 males and 208 females
ranging in age from three to 18 years who were seen in a university
hospital, ADHD clinic, or training and research institute.

Conclusions: For every age group most patients suffered from
two or more disorders, and only less than 20% had ADHD alone. For
every age group, oppositional defiant disorder (ODD) and conduct
disorder (CD) were most common. In the preschool age group com-
munication disorders were common but decreased by age. CD was
more common in ADHD Combined type and rare in Predominantly
inattentive type. No gender differences were found in anxiety disor-
ders. In preschool age group, ODD was more common in boys. The
frequency of mood disorders increased by age and more prevalent
in females. Patients with ADHD should be carefully screened for
other comorbid disorders. Changes by age should be recorded since
additional medications may be required for comorbid disorders.

REFERENCES:
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2. Biederman J, Newcorn PJ, Sprich S: Comorbidity of ADHD with
conduct, depressive, anxiety, and other disorders. Am J Psychiatry
1991; 148:564-577.

No. 76

PSYCHIATRIC DIAGNOSIS FOR CHILDREN UNDER
AGE FIVE REFERRED TO A PUBLIC MENTAL
HEALTH SYSTEM

Harry H. Wright, M.D., Department of Neuropsychiatry, University
of South Carolina, 3555 Harden Street Extension, Suite 104, Colum-
big, SC 29203; Michael L. Cuccaro, Ph.D., Rosetta H. Penny,
M.S.W., Tami V. Leonhardt, Ph.D., Kristin M. Wieduwilt, Ruth K.
Abramson, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the range of DSM-IV diagnoses observed in a
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large population of 0- to 5-year-old children referred to a public
mental health system.

SUMMARY:

DSM-1V does not provide adequate coverage for making psychiat-
ric diagnoses in the O to 5 age group. Despite difficulties, clinicians
must assign diagnoses when young children appeared in their offices
for assessment and treatment. There have been several recent reports,
using the CBCL, DC:0-3, or modified DSM-IV critcria, that have
provided prevalence data about social-emotional and behavioral
problems in referred and community samples of 0- to 5-year-old
children. There have been no studies of a large sample of young
children with DSM-IV diagnoses as the base for prevalence data.

This report describes the range of DSM-IV diagnoses observed
in 7,152 children 0- to 5-years-old, who were referrcd to a public
mental health system over a four-year period. Therc were nearly
equal numbers of white (3,722) and black (3,185) children referred.
The other category, which was 90% Hispanic, increased from 3%
to 4.1% of the total in the four years studied. Referral sources
varied with enthnicity. More than 40% of families tcrminated the
intervention by dropping out. The most common services provided to
the children and families were family therapy, assessment, individual
therapy, psychiatric medical assessment, psychosocial rehab, and
case management. The rank order of the top 25 DSM-IV diagnoses
for the entire group and by year, for 0- to 5-year-old children and
the one and two-year-old children will be provided.

Implications for service, training, and research for this population
will be discussed.

REFERENCES:

1. Briggs-Gowman MJ, ct al: Prevalence of social, emotional, and
behavioral problems in a community sample of 1 & 2 year old
children. J Amer Acad Child Adolesc Psychiat 2001; 40:811-819.
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No. 77
MODAFINIL IN CHILDREN WITH ADHD: A
DOUBLE-BLIND, PLACEBO-CONTROLLED STUDY

Thomas A. Rugino, M.D., Department of Pediatrics, Marshall
School of Medicine, 6316 Highland Drive, Huntington, WV 25705;
Teresa C. Samsock, M.S., Laura Adkins, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the potential role of modafinil in the management
of ADHD in children and adolescents, particularly if low body weight
is a concern.

SUMMARY:

Hypothesis: Modafinil, a stimulant indicated for narcolepsy, sig-
nificantly improves clinical features of children with attention deficit/
hyperactivity disorder (ADHD).

Method: Twenty-four children meeting DSM-IV criteria for
ADHD nparticipated in a randomized, double blind, placebo-con-
trolled study. Outcome measures included the Test of Variables of
Attention (TOVA), Conners’ Parent and Teacher Rating Scales -
Revised (CPRS, CTRS), ADHD Rating Scale - IV (ADHDRS), and
questionnaires.

Results: Eleven control subjects and 11 treatment subjects com-
pleted the study with evaluation before medication, and after an
average of 5.3 weeks (placebo) or six weeks (treatment). The average
TOVA ADHD scores improved by 2.53 standard deviations for the
treatment group compared with a decline of 1.03 standard deviations
for controls (p < 0.01). Compared with controls, the modafinil group
showed significant (p < 0.05) improvements in several rating scale

subscores. Regarding questionnaires, 9/10 subjects taking modafinil
were reported as significantly improved whereas 8/10 controls were
reported as showing no or slight improvement (p < 0.001). One
subject withdrew from the study due to emesis, which resolved
completely. No subjects required more than one dose daily. No
anorexia occurred.

Conclusions: Modafinil may be a useful treatment for children with
ADHD, particularly when anorexia limits use of other stimulants.

REFERENCES:

1. Rugino TA, Copley TC: The effects of modafinil in children with
attention-deficit/hyperactivity disorder: an open label study. J Am
Acad Child Adolesc Psych 2001; 40(2):230-235.

2. Baranski JV, Pigeau RA: Self-monitoring cognitive performance
during sleep deprivation: effects of Modafinil, d-amphetamine
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SCIENTIFIC AND CLINICAL REPORT
SESSION 27—PSYCHOTHERAPIES

No. 78
MUSIC THERAPY AND MEDICATION COMPLIANCE
IN PSYCHOTIC PATIENTS

Ruby C. Castilla-Puentes, M.D., Department of Epidemiology, Uni-
versity of Pittsburgh, 3811 O’Hara Street, SWAN-Study, Pittsburgh,
PA 15213; Nora Danies, M.D., Janeth Valero, M.S.C., Janeth Vargas,
R.N., Orlando Gongora, M.S.C., Carmenleonor Pava, M.S.C., James
Perel, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the important role of group music therapy on
medication compliance in psychotic patients.

SUMMARY:

Objective: To assess the effectivencss of group music therapy
(GMT) on medication compliance in psychotic patients.

Methods: Eighty five patients with Dx of schizophrenia (n = 38),
psychosis NOS (n = 19), bipolar disorder (n = 18), and schizoafective
disorder (n = 10) receiving psychotropic medications, were random-
ized to GMT (n = 42) and control, supportive talking/counseling
(8T) (n = 43). Patients and their families completed the Medication
Compliance Survey (MCS) before and at the end of eighth session
of GMT or ST.

Results: Those patients with GMT showed improvement in the
MCS at the end of eighth session compared with the ST group (p >
0.05). When compliance was examined by diagnoses, patients with
bipolar disorder exhibited the highest rates of improvement in the
MCS.

Conclusions: Our results suggest that GMT in psychotic patients
using psychotropic medications improves their compliance rates.
Particularly marked improvement was seen in bipolar patients. Future
studies are needed to confirm this impression.

REFERENCES:

1. Clair AA: Therapeutic Uses of Music With Older Adults. Balti-
more, MD, Health Professional Press, 1996.

2. Lane D.: Effects of music therapy on immune function of hospital-
ized patients. Quality of life 1994; 3:74-80.
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No. 79
CONTROLLED STUDY OF NAMI FAMILY-TO-
FAMILY EDUCATION PROGRAM

Lisa B. Dixon, M.D., Department of Psychiatry, University of Mary-
land, 701 West Pratt Street, Room 476, Baltimore, MD 21201; Joyce
Burland, Ph.D., Alicia Lucksted, Ph.D., Bette Stewart, B.S., Leticia
T. Postrado, Ph.D., Colleen McGuire, M.A., Marcia Hoffman, M.A.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to describe the NAMI Family to Family Education Program
and the family member outcomes it improves.

SUMMARY:

Objective: The NAMI Family to Family Education Program
(FFEP) is a national, widely disseminated, 12-week program taught
by trained family member volunteers. Family caregivers of people
with severe mental illnesses receive information, learn self-care and
communication skills, problem-solving, and advocacy strategies. Lit-
tle is known about its effectiveness. This study extends our previous
uncontrolled study of FFEP effectiveness by adding a control waiting
list period for participating subjects.

Methods: Consenting FFEP participants (N = 95) were evaluated
three months prior to FFEP participation (WL), right before the
start, of 12-week program (BASELINE), immediate after completing
FFEP (POST), and six months later. Mixed effects regression models
were used to assess program effectiveness.

Results: Participants had significantly reduced subjective burden
(decreased worry and displeasure with ill family member) and in-
creased (1) empowerment (within family, service system and com-
munity), (2) self-care and acceptance, (3) illness information, and
factors reflecting (4) ‘‘reclaiming one’s life’’, and (5) ‘‘coming to
terms’’ with mental illness (p’s < .001) at post and six months
compared with WL and BASELINE). Depression also decreased
over the evaluation period.

Conclusion: This study provides evidence of the effectiveness of
the NAMI FFEP in improving the well being and coping skills of
family members of person with SMI. Future studies should assess
whether these improvements enhance consumer outcomes directly.

REFERENCES:

1. DixonL, Stewart B, Burland J, Delahanty J, Lucksted A, Hoffman
M: Pilot study of the effectiveness of the Family-to-Family Educa-
tion Program. Psychiatric Services 2001;52:965-967.

2. Dixon L, McFarlane W, Lefley H, Lucksted A, Cohen M, Falloon
L, et al: Evidence-based practices for services to families of people
with psychiatric disabilities. Psychiatric Services 2001;52:903—
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No. 80

AN ADDITIONAL GUIDELINE FOR CHOOSING
APPROPRIATE SUPPORTIVE PSYCHOTHERAPY
TECHNIQUES

Frederick S. Mendelsohn, M.D., Department of Psychiatry, Colum-
bia University, 950 Park Avenue, New York, NY 10028-0320;

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to classify supportive psychotherapy techniques along an inner-
outer continuum and use such a classification to choose appropriate
techniques for supportive psychotherapy.

SUMMARY:

Objective: When the 21" century psychiatrist does psychotherapy,
it is most likely supportive psychotherapy (SP). This paper’s objec-
tive is to present additional guidelines for choosing specific SP

techniques from the many described in the literature. The paper
argues that insufficient attention has been paid to choice of techniques
in SP.

Method: The various SP techniques described in the literature are
arranged on a continuum from those that are most related to the
patient’s feeling and thinking (the inner pole) to those that include
greater degrees of direct intervention on the part of the therapist (the
outer pole). Discussing with patients how they can increase their
frustration tolerance is toward the inner pole. Taking patients to
apply for welfare benefits is toward the outer pole. The continuum
differs from the supportive-expressive continuum and does not in-
clude interpretation or other psychoanalytic techniques. The paper
presents the therapeutic advantages of inner pole techniques.

Conclusion: 1f several different SP techniques all seem appro-
priate, the therapist should choose the one closest to the inner pole.

Summary: The literature does not provide clinicians with sufficient
guidelines for choosing appropriate SP techniques. The inner-outer
continuum attempts to help fill that gap.

REFERENCES:

1. Rockland LH: Supportive Psychotherapy: A Psychodynamic Ap-
proach. New York, Basic Books, 1989.

2. Hellerstein DJ, Pinsker H, Rosenthal RN, et al: Supportive therapy
as the treatment model of choice. J Psychother Pract Res 1994;
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SCIENTIFIC AND CLINICAL REPORT
SESSION 28—ADDICTION PSYCHIATRY

No. 81
ECSTASY: COMPLICATIONS AND
NEUROTOXICITY

Tina M. Vreys, M.D., GGZ Regio Breda, Dr Struyckenstraat 172,
Breda, BK 4872, Netherlands

SUMMARY:

Background: MDMA (“‘ecstasy’’) is a popular ‘‘party drug’” with
a good reputation on the clubbing and dancing scene. However, there
is reason to worry. Apart from the increasing reports about acute,
serious, and fatal complications, there are more and more clues that
ecstasy can cause permanent brain damage with complications over
a long period.

Objective: This review will give an up-to-date summary about the
psychiatric complications associated with the use of MDMA.

Methods: Articles considering the adverse reactions with ecstasy
and its neurotoxicity were selected by means of a search in Medline
and Psychlit.

Results: Ecstasy can cause a wide range of psychiatric symptom-
atology. The MDMA-syndrome, an overlap between the serotonin
syndrome and neuroleptic malignant syndrome, can be fatal. MDMA
is known to cause serotonergic neurotoxicity in animals. Studies
with XTC-users suggest that permanent neurotoxicity is a real risk
for people as well.

Conclusions: Ecstasy can cause a diversity of psychopathology.
Many of the acute adverse effects are reversible, but the MDMA-
syndrome can be fatal. The research of neurotoxicity is in full prog-
ress and reinforces the idea that XTC-users are at risk of permanent
brain damage with long-term complications as a consequence.

REFERENCES:

1. Schifano F, Magni G: MDMA (‘Ecstasy) abuse: psychopathologi-
cal features and craving for chocolate: a case series. Biol Psychia-
try 1994;36:763-767.
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2. Schmidt CJ: Neurotoxicity of the psychedelic amphetamine meth-
ylenedioxymethamphetamine. J Pharmacology and Experimental
Therapeutics 1986;240:1-7.

No. 82
PREDICTING TREATMENT OUTCOME OF
COCAINE-DEPENDENT PATIENTS

Ashwin A. Patkar, M.D., Department of Psychiatry, Thomas Jeffer-
son University, 833 Chestnut Street, Suite 210E, Philadelphia, PA
19107; Raman N. Gopalakrishnan, M.D., Charles C. Thornton,
Ph.D., Stephen P. Weinstein, Ph.D., Edward Gottheil, M.D., Wade
H. Berrettini, M.D., Kevin P. Hill, B.A.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to recognize the importance of cocaine-positive admission urine
and alterations in serotonin function as possible clinical and biologi-
cal predictors of treatment-outcome of cocaine patients.

SUMMARY:

Objective: We investigated whether baseline UDS and platelet
paroxetine binding, a measure of serotonin uptake sites, were related
to outcome measures of cocaine patients.

Methods: Tritiated paroxetine binding sites on platelets were as-
sayed and UDS and measures of drug use and personality were
obtained on 105 African-American, cocaine-dependent (DSM-1V)
outpatients. OQutcome measures included number of clean urines,
days in treatment, dropout rates, and number of treatment sessions
attended. Relationships between biological and clinical variables and
outcome measures were examined.

Results: A significant association was found between a baseline
cocaine-positive UDS and clean urines (r = —.29, p <.01), treatment
retention (r = —.33, p <.01), dropouts (r =.37, p <.001) and treatment
sessions (r =.25, p < .05), while Bmax of paroxetine binding (number
of serotonin uptake sites) was significantly associated with treatment
retention (r = .37, p < .001) and clean urines (r = .22, p < .05).
Moreover, UDS and paroxetine binding combined to provide a strong
prediction of retention (R = .55, p < .001) and abstinence (R = .45,
p < .01).

Conclusions: Although both baseline UDS and paroxetine binding
seem to contribute individually in predicting outcome measures of
African-American cocaine patients, a combination of the two vari-
ables seems to have a stronger effect in terms of predicting treatment
retention and abstinence.

Supported by grant KO8DA00340-02 from the National Institute
on Drug Abuse.

REFERENCES:

1. Alterman Al, Kampman K, Boardman CR, et al: A cocaine-
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No. 83
S5HT UPTAKE, IMPULSIVITY, AGGRESSION, AND
CRAVING AMONG COCAINE ABUSERS

Ashwin A. Patkar, M.D., Department of Psychiatry, Thomas Jeffer-
son University, 833 Chestnut Street, Suite 210E, Philadelphia, PA
19107; Raman N. Gopalakrishnan, M.D., Edward Gottheil, M.D.,
Wade H. Berrettini, M.D., Sean Parnell, Kevin P. Hill, B.A., Stephen
P. Weinstein, Ph.D

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to recognize the role of serotonergic mechanisms in cocaine
abuse; understand the possible relationship between serotonergic and
measures of impulsivity, aggression, and craving among cocaine
abusers; and clarify the clinical implications of this relationship.

SUMMARY:

Objective: We investigated whether platelet tritiated paroxetine
binding, a measure of serotonin uptake sites, and behavioral measures
of impulsivity, aggression and craving differ between cocaine-depen-
dent subjects and controls, and whether paroxetine binding was
related to the behavioral measures.

Method: One hundred and five African- American, cocaine-depen-
dent outpatients and 44 African-American controls were studied.
Tritiated paroxetine binding sites on platelets were assayed and stan-
dardized assessments of impulsivity, aggression, and craving were
performed. Data were analyzed by t-tests (two-tailed). Analyses of
Variance and Pearson product moment correlations as appropriate.

Results: Paroxetine binding (Bmax) was significantly reduced
among cocaine patients compared with controls (p < .01). Also,
cocaine patients showed significantly higher scores on certain mea-
sures of sensation seeking, impulsivity, and aggression compared
with controls. Furthermore, paroxetine binding (Bmax) showed a
significant negative correlation with most measures of sensation
seeking, impulsivity, and aggression, but not with craving, among
cocaine patients. In multiple regression analyses, one behavioral
measure of impulsivity, one of sensation seeking, and two of aggres-
sion combined to strongly predict low paroxetine Bmax among co-
caine patients (p < .01).

Conclusion: Our findings indicate that densities of serotonin up-
take sites may be reduced among cocaine abusers and may be related
to the impulsive-aggressive behavioral dimension.

Supported by grant KOSDA00340-02 from the National Institute
on Drug Abuse.

REFERENCES:
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No. 84
CIVIL COMMITMENT IN TURKEY: REFLECTIONS
ON A BILL DRAFTED BY PSYCHIATRISTS

Rasim Arikan, M.D., Department of Psychiatry, University of Massa-
chusetts, 55 Lake Avenue, North, Room S7-823, Worcester, MA
01655-0002; Paul S. Appelbaum, M.D., Mustafa Sercan, M.D., Sol-
maz Turkcan, M.D., Nevzat Satmis, M.D., Aslihan Polat, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to gain perspective on the various cultural, social, and legal
factors that influence involuntary commitment practices and laws in
Turkey, and around the world.

SUMMARY:

Rarely does a country have the opportunity to create mental health
law de novo. Turkey, however, has no established criteria regulating
the involuntary admission of mentally ill patients, other than the
relevant sections of the Turkish constitution and general criminal
and civil laws. The nonspecific nature of these laws unavoidably
causes confusion and often requires the exercise of individual discre-
tion by mental health professionals. In an effort to provide better
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defined guidelines, a task force appointed by the Psychiatric Associa-
tion of Turkey has drafted a civil commitment bill, titled ‘‘Mentally
11l Patients’ Bill of Rights,”* which reflects the general principles of
current law and is similar to the civil commitment laws of several
other countries. This draft offers psychiatrists of all countries the
opportunity to reflect on the proper balance between patients’ rights
and their needs for treatment, as well as practical aspects of imple-
mentation. The authors place the proposal within the broader context
of mental health law around the world, while highlighting Turkey’s
unique cultural, social, and legal structure.

REFERENCES:

1. Appelbaum PS: Almost a revolution: an international perspective
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SCIENTIFIC AND CLINICAL REPORT
SESSION 29—ISSUES IN PSYCHIATRIC
TREATMENT

No. 85
MALPRACTICE LIABILITY IN SHARED
TREATMENT

Eugene L. Lowenkopf, M.D., 150 East 77th Street, New York, NY
10021-1922; Abe M. Rychik, J.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to (1) understand legal issues related to physician liability in
relationships, (2) deal knowledgeably with potential malpractice lia-
bility in shared treatment, and (3) practice risk management in super-
vision and consultation.

SUMMARY:

Psychiatrists are more and more often working in shared treatments
of one sort or another, especially in this era of managed care. The
role may be medication backup for other disciplines or a variety of
consultative, supervisory, or administrative relationships. In these
situations, when a patient is injured, who is liable? Malpractice
claims are quite clear when they relate to diagnosis and treatment
of patients in one’s care but are less so in managed care and other
related shared settings. Administrators, directors, supervisors, and
clinicians who work in group settings supervising nonphysicians
share information and responsibilities. How can one protect oneself
in this environment? Traditional legal principles, statutory analysis,
and guidelines are examined for clarification and practical risk man-
agement.

REFERENCES:
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No. 86
ASSERTIVE COMMUNITY TREATMENT TEAM
PATIENT EMPLOYMENT OUTCOMES

Jessica Hebrank, B.A., Department of Psychiatry, SUNY/Buffalo
School of Medicine, 277 Linwood Avenue, # 3A, Buffalo, NY 14209;
Carolyn M. Young, M.D., Catherine Laughlan, Richard Leong,
C.S.W,, Brian F. Meade, Sandy Pastor, M.S., Ranganathan Ram,
M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this session, the participant should be able
to understand mechanisms necessary to incorporate vocational reha-
bilitation in community psychiatry and mitigate the burden of illness.

SUMMARY:

Introduction: Expectations for employment outcomes for severely
and persistently mentally ill (SPMI) individuals have increased over
the past few years. The modern PACT team philosophy has incorpo-
rated employment rehabilitation to facilitate client socialization. De-
sired vocational outcomes have generally been achieved through
progressive vocational processes administered in a step-wise manner.
Conversely, therapeutic milieus of social clubs, continuing day treat-
ment, and sheltered workshops tend to retain clients, foster depen-
dence, and do not provide in-vivo skills necessary for employment.

Objective: To describe aspects of vocational rehabilitation of cli-
ents engaged in a start-up ACT program.

Methods: Survey of 109 patients enrolled in ACT from the initia-
tion of the Buffalo program in January 2000 until August 2001.
Interviews conducted with staff explored previous employment, so-
cial clubs, vocational rehabilitation services, hours required for reha-
bilitation, gainful employment attained, and time of retention of the
employment by the client.

Results: During the period of follow up, 3% of patients had attained
competitive employment. Over 12% worked “‘off the books.”” Such
jobs offered security, flexibility, as well as a sense of empowerment
and money.

Conclusions: To effectively focus the vocational rehabilitation
process of SPMI persons, mechanisms are needed to elicit and re-
frame the various work and work-like settings in which patients
engage. The importance of structured job training, placement, and the
patient acceptance of these initiatives will be discussed. Successful
outcomes and barriers in this regard will also be discussed.

REFERENCES:

1. Macias C: Massachusetts Employment Intervention Demonstra-
tion Project “‘An Experimental Comparison of PACT and Club-
house.”” EIDP Final Report, 2001.

2. Bond G, et al: Implementing supported employment as an evi-
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SCIENTIFIC AND CLINICAL REPORT
SESSION 30—SOCIAL AND COMMUNITY
PSYCHIATRY

No. 87
DEFINING DISABILITY DOWN

Howard W. Telson, M.D., Department of Psychiatry, New York
University, 215 East 24th Street, Suite 321, New York, NY 10010-
3804

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to (1) understand the different definitions of ‘‘disability’’ used
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in the U.S., and their relevance to individuals with mental illness;
(2) understand the various contexts in which psychiatrists utilize the
different definitions of disability; (3) understand the conceptual and
practical problems that arise when the different definitions of disabil-
ity are used interchangably and imprecisely.

SUMMARY:

Over recent decades American society has focused attention on
the disabled population. In common usage *‘disability’’ means ‘‘im-
pairment,”” and the words are often used interchangeably. However,
laws delineating different government programs constructed distinc-
tive, sometimes incongruous definitions of disability. Specifically,
Social Security disability benefits are available to individuals who
are ‘‘unable to work due to a physical or mental impairment, which
has lasted or is expected to last at least twelve months, or result in
death.”” Alternatively, the Americans With Disabilities Act defines
disability broadly, calling it ‘‘a physical or mental impairment that
substantially limits one or more of the major life activities.”’

This paper will discuss the need for psychiatrists to recognize the
distinctive definitions of disability when they (1) perform treatment,
(2) provide evidence to support benefits applications, (3) offer testi-
mony about psychiatric sequelae of disability discrimination, (4)
assess the appropriateness of workplace accommodations, and (5)
participate in program development and advocacy. It will examine
how psychiatrists view the role of clinical assessments in their deter-
mination of employability, discrimination, and disability. The paper
will also describe the conceptual and practical problems that com-
monly arise when definitions of disability are used interchangeably
and imprecisely.

REFERENCES:
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No. 88
MARITAL DISRUPTION AND MENTAL HEALTH: A
NINE WAVE PANEL STUDY

Terrance J. Wade, Ph.D., Department of Psychiatry, University of
Cincinnati, PO Box 670840, Cincinatti, OH 45267-0840; David J.
Pevalin, M.A.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to better understand the complex relationship between marital
disruption and mental health over time in relation to competing
causation versus selection arguments.

SUMMARY:

Objective: Most research indicates that marital disruption is a
precursor for poor mental health, but there is contradictory evidence
indicating that poor mental is a selective factor leading to marital
disruption. In this analysis, we examine the relationship between
mental health and marital transition due to separation or divorce as
well as the death of one’s spouse.

Method: We utilize the longitudinal British Household Panel Sur-
vey containing nine annual waves of data (1991 to 1999). Mental
health was measured using the 12-item General Health Question-
naire.

Results: Findings indicate that those transitioning out of marriage
have a higher prevalence of poor mental health afterwards. Further
analyses indicate that, among those separated or divorced, poor men-
tal health may precede marital disruption. Among those widowed,
prevalence of disorder centers around the time of the event.

Conclusions: The ability to examine marital disruption and mental
health across multiple waves of the course of mental health and the
subsequent risk of marital separation or divorce provides a very
different picture than if we confined our examination to a cross-
sectional survey or to data collected at just one point prior to marital
transition. While these results support the social-causation hypothesis
for widows/ers, they provide substantial contradictory evidence for
those who separate or divorce.

REFERENCES:
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No. 89

DIVORCE AND MARITAL INSTABILITY IN
DIFFERENT SUBTYPES OF MAJOR AFFECTIVE
DISORDERS

Zoltan Rihmer, M.D., Department of Psychiatry, XIII, National Insti-
tute of Psychiatry, Huvosvolgyi Ut 116, Budapest 1021, Hungary;
Erika Szadoczky, M.D., Sandor Rozsa, Kitty Kiss, Janos Furedi,
M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize that marital instability/family breakdown is a com-
mon consequence of affective illness that might be particularly fre-
quent among patients with bipolar II disorder

SUMMARY:

The objective of this study was to investigate the prevalence of
marital instability in different subtypes of major affective disorders
in a community sample of the Hungarian population.

Method: Randomly selected subjects (aged 25 to 65 years) were
investigated using the Hungarian version of the Diagnostic Interview
Schedule, which generated DSM-HI-R diagnoses.

Results: The rate of persons with one or more divorce/separation
was 22.9% among those with no lifetime history of major affective
disorder (N = 3,173), while the cbrresponding figures for patients
with a history of bipolar II (N = 52), bipolar I (N = 66) disorder
and unipolar major depression (N = 357) were 40.4%, 27.3%, and
33.0%, respectively. (Bipolar II disorder versus no affective disorder:
p = 0.01).

Conclusion: The results confirm the previous finding that family
breakdown is a common consequence of affective disorders (Kessler
et al. 1998) and suggest that marital instability may be particularly
frequent among patients with bipolar II disorder.

REFERENCES:

1. Kessler RC, Walters EE, Forthofer MS: The social consequences
of psychiatric disorders, III: probability of marital stability. Am
J Psychiatry 1998; 155:1092-1096.

2. Szaddczky E, Papp Zs, Vitrai J, Rihmer Z, Fiiredi J: The preva-
lence of major depressive and bipolar disorders in Hungary. J
Affect Disord 1998; 50:153-162.



REPORT SESSIONS

SCIENTIFIC AND CLINICAL REPORT
SESSION 31—ISSUES IN MEDICATION
MANAGEMENT

No. 90

COMPLIANCE AND TREATMENT
DISCONTINUATION IN PANIC-DISORDER
PATIENTS

Giulio Perugi, M.D., Department of Psychiatry, University of Pisa,
Via Roma 67, Pisa 56100, Italy; Christina Toni, M.D., Franco Frare,
M.D., Carlo Torti, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize clinical correlates and predictors of treatment dis-
continuation in panic disorder patients with the aim at improving
long-term treatment strategies.

SUMMARY:

Objective: High percentages of treatment discontinuation are usu-
ally recorded among patients with panic disorder-agoraphobia (PD)
treated with antidepressants. Poor adherence to treatment has been
attributed to *‘jitteriness syndrome’’ and to pharmaco-phobia, espe-
cially in the first phases of the treatment, and to weight gain, sexual
impairment, and anticholinergic symptoms in the long term. In the
present study we examined the relationships between long-term treat-
ment response, occurrence of side effects, and noncompliance in a
large sample of PD patients treated with antidepressants.

Method: A total of 326 PD patients were naturalistically treated
with antidepressants (imipramine n = 127, 39%; clomipramine n =
93, 28.5%; paroxetine n = 76, 23.3%; or ‘‘other antidepressants’’
n = 30, 9.2%) and followed for a period of three years. All patients
were evaluated by means of the Structured Clinical Interview for
Diagnosis (SCID), the Panic Disorder/Agoraphobia Interview (PDI),
and the Longitudinal Interview Follow up Examination (Life-up).
ANOVA and Chi-square analysis were utilized for comparative anal-
yses. Survival analysis and logistic regression have been employed to
study the relationship between treatment adherence and demographic
and clinical characteristics of PD, treatment response, and side ef-
fects.

Results: During the three-year follow-up period, 179 patients
(54.9%) interrupted pharmacological treatment. Forty-eight patients
(26.8%) were not traceable or refused to be interviewed. Among the
patients who had been interviewed, 66 (20.2%) had deemed further
contact with the psychiatrist unnecessary because of PD remission.
Other reasons of interruption were ineffectiveness of the treatment
(n = 39, 18.4%), side effects (n = 19, 10.6%), personal reasons (n =
13, 7.3%). Patients who interrupted the pharmachological treatment
because of remission of the symptomatology remained in the study
for a longer period than patients who interrupted it for inefficacy.
Severity of PD and agoraphobia and the length of illness were signifi-
cantly lower in subjects who interrupted the treatment for remission
of PD compared with the other groups, while greater symptomatolog-
ical severity, and longer duration of illness predicted a better adher-
ence to the medication regimen.

Conclusion: Our data suggest that side effects or inefficacy of the
treatment do not represent the only factors of noncompliance in long-
term treatment of PD with antidepressants, but also a high percentage
of patients who achieved a symptomatological remission tended
to default from further treatment. A more severe and long lasting
symptomatology predicted a better compliance to long-term treat-
ment with antidepressants.
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No. 91

META-ANALYSIS OF ANTIDEPRESSANT LEVELS
IN LACTATING MOTHERS’ BREASTMILK AND
NURSING INFANTS

Alicia M. Weissman, M.D., Department of Family Medicine, Univer-
sity of Iowa, 200 Hawkins Drive, 01105 PFP, lowa City, IA 52242-
1097, Arthur J. Hartz, Ph.D., Suzanne Bentler, M.S., Micca Donohue,
Vicki L. Ellingrodringold, Ph.D., Katherine L. Wisner, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to identify which maternal antidepressants are least likely to
produce elevated levels in breastfed infants.

SUMMARY:

Objective: We conducted the first statistical meta-analysis of all
available antidepressant levels in nursing mother/infant pairs, in order
to identify the antidepressants that lead to minimal infant exposure.

Methods: Electronic and bibliographic searches identified 58 stud-
ies, of which 51 provided usable paired plasma and milk levels. We
also collected unpublished data from 36 cases. Multiple measure-
ments from the same subjects were deleted. Infant levels were stan-
dardized using the average maternal level.

Results: Symptomatic infants and infants with recent prenatal
exposure were treated in separate analyses. Except for dothiepin,
fluoxetine produces the highest mean standardized infant level and
the highest proportion (29.4%) of infant levels that are elevated (>
10% of the average maternal level). Nortriptyline and paroxetine
produce infant levels that are usually undetectable, but 7.6% of infant
sertraline levels are elevated. Based on smaller numbers, 16.7% of
infant citalopram levels are elevated. Prenatal exposure to fluoxetine
results in persistently elevated levels that can last beyond six weeks
of age.

Conclusions: Nortriptyline and paroxetine are unlikely to produce
detectable or elevated infant levels and may be preferred choices in
breastfeeding. Fluoxetine is more likely to produce elevated levels,
especially following prenatal exposure. Research into effects of anti-
depressants on infants is needed.
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No. 92
CLINICAL PROBLEMS IN THE TREATMENT OF
ADULTS WITH COMORBID ADD

Marc D. Schwartz, M.D., 26 Trumbull Street, New Haven, CT 06511
EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to recognize the ADD behaviors that undermine the psychother-
apy of patients with comorbid psychiatric disorders and implement
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treatment strategies based on an understanding of the neuropsychol-
ogy of ADD.

SUMMARY:

Many adults being treated for psychiatric disorders such as anxiety
and depression have comorbid ADD. These patients often exhibit
characteristic behaviors, noted above, that interfere with their ther-
apy. The therapy can be even more disrupted if the therapist mistakes
these behaviors for, and treats them as, resistance or poor motivation.
ADD (Attention Deficit Disorder) makes it difficult for adults in
psychotherapy to
® present information in an organized manner
¢ formulate a point and make it in a reasonable period of time
® bring to mind important issues that were talked about during
sessions
¢ focus attention flexibly, that is, focus on the topic being discussed
yet, when appropriate, shift to another topic

¢ follow through on plans

¢ keep track of time, including keeping appointments, being on time,
timing treatment sessions, and timing refill requests

This paper details the ways comorbid ADD can interfere with
psychotherapy and offers a neuropsychological understanding of the
processes underlying the interference. It concludes with a presenta-
tion of treatment strategies for dealing successfully with the adverse
effects of ADD on psychotherapy.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 32—MANAGING SIDE EFFECTS
AND DEFICITS

No. 93
BRANCHED-CHAIN AMINO ACID TREATMENT OF
TARDIVE DYSKINESIA

Mary Ann Richardson, Ph.D., Movt. Dis. Division, Nathan Kline
Institute, 140 Old Orangeburg Road, Orangeburg, NY 10962; Mar-
garet L. Bevans, R.N., Helen M. Chao, Ph.D., Laura L. Read, Ph.D.,
Leslie L. Citrome, M.D., James D. Clelland

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to treat tardive dyskinesia in a safe and effective manner with
a medical food product consisting of branched chain amino acids.
Information will be provided that will allow for full understanding
of the mechanism of action.

SUMMARY:

A three-week, placebo-controlled trial of a branched chain amino
acid medical food product was conducted to treat tardive dyskinesia
(TD) in 48 male psychiatric patients with long treatment histories
(mean = 21 years). The mean age for the group was 45. Treatment
frequency was three times a day, seven days a week. The efficacy
measure was a videotaped frequency count. No differences were
seen between the placebo and 200 mg/kg treatment dose groups in
age, years on neuroleptics, days since current admission, or type of
neuroleptic used. Active treatment was significantly more likely to
produce the clinically significant response of a TD symptom decrease
of 60% or more. The active treatment group showed a median 37%
TD symptom decrease over the trial, which was significantly different

than the median increase of 6% seen for the placebo group. No
clinically significant differences were seen in laboratory values pre
and post trial and minimal complaints were received from partici-
pants. There was no relationship seen between plasma glucose and
neuroleptic plasma levels and TD change. This study presents a
safe, clinically effective TD treatment for men with a well-defined
mechanism of action.

Funding: NIMH, NYS Office of Mental Health, Scientific Hospital
Supplies, Ltd.
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No. 94

NONADRENERGIC NONCHOLINERGIC
SILDENAFIL TREATMENT OF SRI-ASSOCIATED
SEXUAL DYSFUNCTION

H. George Nurnberg, M.D., Health Science Center, University of
New Mexico, 2600 Marble Avenue, NE, Albuquerque, NM 87131;
Paula L. Hensley, M.D., Alan J. Gelenberg, M.D., Maurizio Fava,
M.D., John Lauriello, M.D., Susan Paine, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to recognize the efficacy of sildenafil citrate in treating seroton-
ergic antidepressant-associated sexual dysfunction.

SUMMARY:

Objective: To report the first prospective, double-blind (DB), pla-
cebo-controlled trial with open-label (OL) extension of nonadrener-
gic-noncholinergic sildenafil treatment for serotonin reuptake inhibi-
tor-(SRI-) associated erectile/sexual dysfunction (ED/SD). This
iatrogenic condition frequently leads to treatment noncompliance.

Method: Study entry required that MDD be in remission (HAM-
D/A < 10), with a minimum of six weeks stable SRI dose. Ninety
men without preexisting SD, remitted major depression (MDD), and
SRI-ED/SD were randomized to six weeks DB sildenafil (50 mg,
adjustable to 100 mg) or placebo. Responders from the DB phase
received eight weeks OL sildenafil. Nonresponders from the DB
phase, who developed a response during an additional six weeks
of OL sildenafil, also entered the eight-week extension. Outcome
measures: International Index of Erectile Function (IIEF), Arizona
Sexual Experience Scale (ASEX), Massachusetts General Hospital
Sexual Function Questionnaire (MGH), Sexual Dysfunction Inven-
tory (SDFI), Clinical Global Impression-Sexual Function (CGI-SF),
and HAM-D.

Results: Sildenafil demonstrated significant improvement in all
NEF domains (Ps < 0.01) except libido. ASEXMGH/SDFI/CGI-SF
measures significantly improved and correlated with IIEF (Ps <
0.004); 67% sildenafil and 17% placebo were ‘‘much/very much/
improved’’ in DB (CGI<2). In OL 93% (13/14) sildenafil and 94%
(25/26) placebo nonresponders were ‘‘much/very much/improved’’
(CGI<2). MDD remission continued (HAM-D < 7).

Conclusion: Sildenafil reversed SRI-ED/SD in the domains of
erectile function, orgasm, and intercourse/overall satisfaction. Pa-
tients maintained compliance with effective SRI-AD MDD treatment
without relapse.

Funding provided by Pfizer Inc.
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2. Nurnberg HG, Hensley PL, Lauriello J: Sildenafil in the treatment
of sexual dysfunction induced by selective serotonergic reuptake
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No. 95

RIVASTIGMINE TARTRATE IN NEUROCOGNITIVE
DEFICITS IN SCHIZOPHRENIA PATIENTS
TREATED WITH CLOZAPINE

Mohammad Z. Hussain, M.D., Prince Albert Health District, Mental
Health Centre, 2727 2nd Avenue West, Prince Albert, SK, S6V 5E5,
Canada; Zabaida A. Chaudhry, M.D., Seema Hussain, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to recognize neurocognitive deficits in schizophrenia illness and
effect of acetylcholinesterase activity of clozapine on cognition and
its management with rivastigmine tartrate.

SUMMARY:

Many patients with schizophrenia have difficulty in the community
functioning even when psychiatric symptoms are well controlled.
Deficits in social functioning, vocational outcome, and independent
living contribute to a high level of disability and are most often the
result of neurocognitive deficits. The novel neuroleptics improve
cognition profiles for many patients but there still remain a consider-
able number of patients with neurocognitive deficits. Clozapine and
other neuroleptics with anticholinergic activity lead to adverse effects
in visual memory and other cognitive functions. The cholinergic
hypothesis of Alzheimer’s disease proposes that cognitive deteriora-
tion is related to deficits in central cholinergic function and ameliora-
tion of the cholinergic deficit leads to improvement. Acetylcholines-
terase inhibitiors should produce similar improvement in
schizophrenia by neutralizing the anticholinestrase-mediated effects
of clozapine and olanzapine.

Twenty-seven patients suffering from schizophrenic illness receiv-
ing clozapine or olanzapine and exhibiting neurocognitive deficits
were treated with rivastigmine tartrate, 3 mg daily.

Sixteen patients showed significant improvement in their cognitive
functions measured on different neurocognitive tests and have shown
improvement in attention, memory, and problem-solving with im-
proved social and vocational functioning. Seven showed moderate
improvement in motivation and alertness and four discontinued due
to ineffectiveness. Acetylcholinestrase inhibitors have beneficial ef-
fect on neurocognitive deficits related to medications.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 33—MANAGEMENT OF
DEPRESSION

No. 96

PSYCHOSOCIAL FUNCTIONING AS A PREDICTOR
OF RESPONSE TO NORTRIPTYLINE IN
TREATMENT-RESISTANT DEPRESSION

Timothy J. Petersen, Ph.D., Depariment of Psychiatry, Massachusetts
General Hospital, 15 Parkman Street, WACC 812, Boston, MA
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02114; Heidi D. Montoya, B.A., Robert L. Gresham, B.A., George
Papakostas, M.D., Andrew A. Nierenberg, M.D., Jonathan E. Alpert,
M.D., Maurizio Fava, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to gain an understanding of whether baseline LIFE (Longitudinal
Interval Follow-up Evaluation) psychosocial functioning scales pre-
dict response to nortriptyline in a sample of patients suffering from
treatment resistant depression (TRD).

SUMMARY:

Objective: To evaluate whether LIFE psychosocial functioning
scales predict response to nortriptyline in a sample of patients suffer-
ing from TRD.

Method: A total of 92 patients with TRD were enrolled in an
outpatient clinical study to assess the efficacy of a six-week, open
trial of nortriptyline. Inclusion criteria were men and women ages
18 to 70 with current major depressive disorder, a score of 17 or
greater on the HAM-D-17, and evidence of treatment resistance
during the current episode. Four composite LIFE scale scores were
calculated and logistic regression was used to evaluate these scores
as predictors of nortriptyline response. Response was defined as a
50% or greater reduction in HAM-D-17 total score by week 6.

Results: LIFE composite score #2 (work functioning) was found
to be a statistically significant predictor of response status (p =
0.0268), while the other three composite scores were not found to
significantly predict treatment outcome. Responders were found to
be older than nonresponders (p = 0.049), but no other demographic
or clinical features were found to be significantly different between
groups.

Conclusion: In this sample, work functioning significantly pre-
dicted response to nortriptyline. It is possible that higher levels of
work functioning at treatment outset in some way mediate response to
nortriptyline. Further research is needed to elucidate this relationship.
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No. 97

EFFICACY OF CITALOPRAM AS AN AUGMENTING
STRATEGY FOR MENOPAUSAL WOMEN WITH
ESTROGEN-RESISTANT DEPRESSION

Claudio N. Soares, M.D., Department of Psychiatry, MGH Center
SJor Women’s Health, 15 Parkman Street, WACC 812, Boston, MA
02114, Jennifer Poitras, B.A., Jan L. Shifren, M.D., Allison B.
Alexander, M.D., Lee S. Cohen, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to recognize the potential antidepressant benefit of combined
treatment for menopausal women suffering from depressive dis-
orders.

SUMMARY:

Objective: Previous studies suggest that treatment with 17 B-
Estradiol (E2) may improve depressive symptoms within three to
four weeks. This study examined the efficacy of citalopram as an
augmenting strategy for menopausal women whose depression per-
sisted after short-term treatment with E2.
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Methods: Thirteen women aged 40 to 60 (3 perimenopausal, 10
postmenopausal) who met criteria for depression (mean MADRS
scores 21.38 * 4.66) and failed to show satisfactory response to
four-week treatment with 100p.g of 17 B-E2 adhesives were selected
for a combined eight-week treatment with citalopram (20 to 60 mg/
day, orally). Depressive and somatic symptoms were assessed at
baseline and after four and eight weeks, using the MADRS and
Greene Climacteric Scale (GCS), respectively.

Results: Twelve women (92.3%) concluded the eight-week com-
bined treatment. Eleven subjects (84.6%) showed full remission of
depression after using 36.67 = 14.35 mg/day of citalopram + E2
(LOCF analyses). The mean MADRS score declined from 15.92 *+
5.72 (measured after four weeks of treatment with E2 alone) to 5.00
* 4.67 (re-evaluation after eight weeks of combined treatment)
(p < 0.01). Both peri- and postmenopausal women responded to
treatment. The combination of E2 + citalopram was well tolerated,
and there was no significant (p = 0.51) weight gain after adding
citalopram.

Conclusions: Citalopram is an effective treatment for peri- and
postmenopausal women who persist with depressive symptoms de-
spite the use of estrogens, and can be safely combined with estradiol.

This study was supported by Forest Laboratories, USA.
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No. 98
POLYPHARMACY WITH ANTIDEPRESSANTS

John W. Goethe, M.D., Department of Clinical Research, Institute
of Living-Burlingame, 400 Washington Street, Hartford, CT 06106-
3309; Bonnie L. Szarek, R.N.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to describe current prescribing practices for major depressivc
disorder.

SUMMARY:

Objectives: Given recent attention to the increase in polypharmacy
in the treatment of mood disorders, the frequency and the clinical
and demographic correlates of this practice are of interest.

Methods: Subjects were consecutively admitted inpatients (10/1/
00-6/30/01) receiving antidepressants. All patients discharged on
more than one antidepressant were identified, and relevant demo-
graphic, clinical, and treatment data were analyzed using chi squarc
and t-tests.

Results: 25.3% of all patients (419 of 1,656) discharged on an
antidepressant received more than one such agent. This proportion
is similar (29.4%) with the sample limited to patients with a diagnosis
of major depressive disorder (240 of 8§17). The most common combi-
nations were SSRIs and trazodone (N = 140), SSRIs and buproprion
(N =73), and SSRIs and mirtazepine (N = 56). SSRIs were the most
frequently used drug (N = 1124, 67.9%) overall and as monotherapy
(N = 789). Patients with depression were significantly more likely
1o receive multiple antidepressants vs patients with other diagnoses
(27.8% vs 18.3%, p < .001). Women were more likely than men to
receive multiple antidepressants (29.0% vs 20.9%, p < .001) but
there were no differences by race or ethnicity.

Conclusions: Although less common than found in reports, this
study also shows that antidepressants are frequently used in combina-
tion therapy.

Funding source: Author’s institution.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 34—FORENSIC PSYCHIATRY

No. 99
MEDICATIONS, STRANGE INTOXICATIONS, AND
VIOLENT CRIME

Michael M. Welner, M.D., Department of Psychiatry, The Forensic
Panel, 224 West 30th Street, Suite 806, New York, NY 10001

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should better
recognize the relationship of different psychotropic medications and
drugs to violence, and specific history taking and laboratory analysis
of successful investigation.

SUMMARY:

The proliferation of newer, activating psychotropic drugs has been
accompanied by criminal defenses attributing blame to these medi-
cines for violent and other crimes. These cases were popularized by
early suggestions that the antidepressant Prozac might increase the
likelihood of suicide. The phenomenon of medicine-induced crime
inspired consideration of other prescriptions that might also be raised
as contributing factors to offenses.

This program explores the role medicines, psychotropic and others,
may play in violent behavior. The potentials of single medicines, drug
interactions, and idiosyncratic intoxications are reviewed, separating
myths and facts. The problem of drug reporting is also raised. Partici-
pants learn what confounding factors to consider in their history
taking, and what indicators heighten the likelihood of a medicine as
a causal influence on a crime.

In recent years, violent crimes have also been reported in individu-
als who were using illicit drugs not readily identified as causing
violence, or to such a degree. The program reviews idiosyncratic
behaviors associated with newer man-made drugs, and when to raise
clinical suspicion of their influence. Techniques and standards for the
laboratory measurement and analysis of suspected drug or medicine-
influenced cases are also reviewed.
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No. 100
TREATING MENTALLY ILL OFFENDERS IN A
RESIDENTIAL TREATMENT UNIT

Cristinel M. Coconcea, M.D., Department of Psychiatry, CWRU
University Hospitals, 150 Southwood Road, Akron, OH 44313; Nico-
leta Coconcea, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to understand specific principles governing the delivery of psy-
chiatric services in prisons.

SUMMARY:

Background: Recent studies are showing that approximately 2.6%
of the U.S. population is on parole, probation, or in prisons. Metzner
(1993) shows that 8% to 19% of prisoners have significant psychiatric
disabilities and another 15% to 20% will at some point need mental
health services. The state of Ohio is the first state in the Union to
offer mental health services for inmates under the provisions of a
consent decree.

Method: This study describes a four-year experience of treating
mentally ill offenders in a residential treatment unit (RTU) at Grafton
Correctional Institution. It describes the caseload, defines the term
RTU, and the admission criteria, the referral process, the incidence
and prevalence of psychiatric disabilities treated, and the treatments
available since the opening of the unit in 1997. Specific problems
related to the practice of psychiatry in a correctional setting are
identified and discussed.

Conclusions: The main diagnoses were severe treatment-resistant
psychotic disorders, severe mood disorders, and severe personality
disorders. An eclectic multidisciplinary treatment team approach is
proposed, and models of interaction with the correctional staff are
discussed.
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No. 101
PRESIDENTIAL ASSASSINATION SYNDROME
REVISITED: NEW UNDERSTANDING

David A. Rothstein, M.D., Department of Psychiatry, Swedish Cove-
nant Hospital, 55 East Washington, Suite 1649, Chicago, IL 60602

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to (1) understand factors in the history of those who have violent
ideation toward the President of the United States; (2) understand
how violence plays a role in identity formation; (3) recognize how
individual, private determinants of behavior manifest in public be-
havior.

SUMMARY:

Objective: To apply psychiatric understanding to the phenomenon
of presidential assassination.

Method: Shortly after the assassination of President Kennedy, the
author studied individuals who were imprisoned at the United States
Medical Center for Federal Prisoners for the crime of threatening
the President. Subsequently, as a consultant to the Warren Commis-
sion, the author reviewed the information obtained by the commission
concerning Lee Harvey Oswald. This paper reviews the earlier study,
supplemented by the author’s more recent studies of the interaction
between the assassin and the assassinated.

Results: Based upon similarities between these patients and infor-
mation about Lee Harvey Oswald, it appeared that a reasonably
coherent syndrome could be postulated, with threateners at the less
severe end of the same continnium on which an actual assassin
represented the most severe example. The author termed this the
Presidential Assassination Syndrome.

Conclusion: After reviewing early 20th century psychiatric papers
on previous assassins, the author noted, ‘I cannot help but wonder
what psychiatric readers half a century hence will think of our feeble
attempts to understand the event of November 1963.”” This paper
shows how some of the developments in theoretical understanding,
which have occurred in the almost 40 years since the Kennedy
assassination, enrich our understanding and provide additional in-
sights into the resonances between leaders and followers, the role
of violence in identity formation, and its implications for warfare
and mass violence.

Funding by the author.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 35—ISSUES IN TRAUMA AND
VIOLENCE

No. 102

PREDICTING CHRONICITY IN VIETNAM
VETERANS WITH PTSD: NEW FINDINGS FROM
THE NATIONAL VIETNAM VETERANS
READJUSTMENT STUDY

Randall D. Marshall, M.D., Department of Anxiety Disorders, NY
State Psychiatric Institute-Columbia University, 1051 Riverside
Drive, Unit 69, New York, NY 10032, J. Blake Tumner, Ph.D., Roberto
Lewis-Fernandez, M.D., Karestan Koenan, Ph.D., Yuval Yuria,
M.D., Bruce Dohrenwend, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize symptoms in an individual with early-onset PTSD
that may be predictive of chronic illness, suggesting a need for
treatment intervention.

SUMMARY:

Objective: Given the fact that acute symptomatic reactions after
trauma are extremely common, an important research goal has been
the identification of individuals at risk for chronic illness without
intervention. Because clinical presentation varies considerably in
PTSD, some symptoms may be more strongly associated with chro-
nicity than others,

Method: The National Vietnam Veterans Readjustment Study con-
ducted in-depth psychiatric interviews with 259 male veterans. Data
were analyzed for predictors of chronicity, defined as still having
PTSD at the time of interview (15-20 years of illness).

Results: Overall, the avoidance cluster was most predictive of
chronicity. Veterans with chronic PTSD had more avoidance (p =
.0016) and arousal (p = .035) symptoms, but not more reexperiencing
symptoms, than those whose PTSD had remitted. Among individual
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symptoms, flashbacks (p = .006), diminished interest in activitics
(p = .003), and insomnia (p = .004) were associated with chronicity,
as well as the emotional numbing cluster (range p = .003 to p =
.09). Veterans with highly chronic PTSD were more likely to seck
treatment; thus the higher symptom rates are not due to failure to
seek treatment.

Conclusion: Although PTSD is defined as a unitary syndrome, it
appears that some symptoms are more strongly associated with severe
chronic illness than others. These symptoms may help to distinguish
between normative and enduringly pathological responses to trauma,
and indicate a need for intervention.
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No. 103
COMMUNITY AND INPATIENT VIOLENCE IN
MAJOR PSYCHIATRIC DISORDERS

Menahem I. Krakowski, M.D., Nathan Kline Institute, 140 Old Or-
angeburg Road, Orangeburg, NY 10962

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to contrast psychiatric patients who are assaultive in both com-
munity and hospital to patients whose assaults are restricted to the
hospital. To recognize differences in psychosis, behavioral distur-
bances, ncurological impairment, and historical risk factors in these
two populations.

SUMMARY:

Objective: To compare clinical/historical variables associated with
inpatient and community violence in major psychiatric disorders.

Method: A total of 277 inpatients were divided into three groups
based on inpatient/community assaults: 70 (CHs) were assaultive in
both settings, 133 (INPs) in hospital only, 74 (NVs) were not as-
saultive. Psychiatric symptoms were assessed with the Brief Psychi-
atric Rating Scale (BPRS), ward behaviors with the NOSIE upon
study entry, and after four weeks. Quantified Neurological Scale
(QNS) and psychosocial questionnaires were administered.

Results: Violent patients evidenced more positive psychotic symp-
toms than NVs (Baseline: F = 14.8, df = 2,275, p < .001; Endpoint;
F = 4.3, df = 2,273, p < .05). The groups differed in neurological
impairment (QNS: F = 3.7, df = 2,255 p < .05); it was greatest in
INPs, least in CHs. Both violent groups were more irritable and had
difficultics following rules. At endpoint, CHs were more sociable
than INPs (NOSIE Social; t = 2.3, df = 178, p < .05). Violent groups
had more disturbed early environment: 20% of CHs and 20% of
INPs vs. 7% of NVs were raised in foster homes (Chisq = 6.8, df =
2, p < .05). Some factors were worse in CHs: school truancy in 61%
of CHs vs. INPs 36% and NVs 32% (Chisq = 16.5, df =2, p < .01);
parental alcoholism in 24% of CHs vs. INPs 11% and NVs 6%
(Chisqg = 13.3,df =2, p < .01)

Conclusions: Community and inpatient violence are associated
with different psychiatric, neurological, and historical profiles.

Funding Source: NIMH.
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No. 104
PARENTAL SEPARATION AT BIRTH AND
CRIMINALITY IN ADULTHOOD

Pirjo H. Maki, M.D., Department of Psychiatry, University of Oulu,
P O Box 5000, Peltolantie 5, Oulu 90014, Finland; Helina Hakko,
Ph.D., Matti Joukamaa, Ph.D., Matti K. Isohanni, M.D., Juha M.
Veijola, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand that the etiology of criminality may include very
early experiences in infancy.

SUMMARY:

Objective: We studied the association between very early separa-
tion and later criminality in an unique data set.

Method: The index cohort consisted of 3,020 subjects (1,617 males
and 1,403 females) born from 1945-1965 in Finland who were
temporarily isolated from their family immediately after birth to
adequate nursing homes due to tuberculosis in the family. The aver-
age separation time was seven months. For every index subject, two
reference subjects were matched for sex, year of birth, and place of
birth. Data on violent and nonviolent crimes were obtained from
Statistics Finland between January 1, 1977, and December 31, 1999,

Results: Altogether, 192 (11.9%) male violent offenders were
included in the index cohort, and 226 (7.1%) in the reference cohort
(OR 1.89, 95%CI 1.54-2.32). In females the corresponding numbers
were 16 (1.1%) and 22 (0.8%), respectively, (OR 1.49, 95%CI 0.78—
2.84). Nonviolent crimes were committed by 416 (25.7%) male
indexes and 730 (22.8%) male controls (OR 1.27, 95%CI 1.10—
1.46), and by 108 (7.7%) female indexes and 140 (5.0%) female
controls (OR 1.58, 95%CI 1.22-2.04).

Conclusions: Parental separation at birth in tuberculous house-
holds was associated with criminality in the offspring, especially
violent offences in sons and nonviolent crimes in daughters.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 36—USES OF
ANTIPSYCHOTICS

No. 105
POLYPHARMACY IN PATIENTS WITH
SCHIZOPHRENIA

Robert E. McCue, M.D., Department of Psychiatry, Woodhull Hospi-
tal, 760 Broadway, Brooklyn, NY 11206-5317; Rubina Waheed,
M.D., Leonel Urcuyo, M.D.
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EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand how multiple psychotropic drugs are used in
patients with schizophrenia and some clinical effects of this practice.

SUMMARY:

Objective: Polypharmacy in patients with schizophrenia is a com-
mon practice with little basis in well-controlled studies. Our goal in
this report will be to review the possible reasons for using polyphar-
macy, to survey its use over a five-year period at our institution,
and to determine clinical correlates of its use.

Methods: We will critically review the literature on psychiatric
polypharmacy. In addition, we will report on the findings of a study
done at our institution, a public psychiatric service with over 2,000
discharges per year that serves an economically disadvantaged urban
population. We will report on a review of the medical records of all
discharges in the years 1995 and 2000 of patients with a diagnosis
of a schizophrenia disorder.

Results: The prescribing practices for these patients will be com-
pared between these two periods, during which a number of new
psychotropic medications were added to the hospital formulary. We
will discuss the relationship between various polypharmacy regimens
and specific diagnoses, severity of illness, and time to recovery from
acute episode. We will review the main patterns of polypharmacy
in patients with schizophrenia: using more than one antipsychotic
when an atypical antipsychotic is used, adding a mood stabilizer to
an antipsychotic for impulsive aggression, and adding an antidepres-
sant to an antipsychotic for depressive symptoms.

Conclusion: We will review the factors that have possibly affected
the prescribing practices for patients with schizophrenia.
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No. 106
THE USE OF ATYPICAL ANTIPSYCHOTICS IN
ADULTS WITH DEVELOPMENTAL DISABILITY

Karen J. Shedlack, M.D., McLean Hospital, 115 Mill Street, Belmont,
MA 02478; Christine Magee, M.S., Robert Sisson, Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to acquire knowledge of the use of standardized behavioral
rating scales and the influence of diagnosis and gender on response
to atypical antipsychotic medications in adults with MR/DD.

SUMMARY:

Objective: Adults with mental retardation/developmental disabili-
ties (MR/DD) and comorbid psychiatric illness, the so-called dually
diagnosed, present challenges to assessment, diagnosis, and medical
treatment planning. Antipsychotics are widely prescribed for a vari-
ety of indications in this population. At the Adults with Develop-
mental Disabilities Psychiatric Partial Hospital Program (ADDPP)
at McLean Hospital, we have investigated the role of gender and
diagnosis in the response to atypical antipsychotics among the dually
diagnosed.

Method: This unfunded, retrospective, chart-review study of 72
(36M, 36F) dually diagnosed adults treated at the ADDPP from 1/
98 to 12/99 examined the relationship between atypical antipsychotic
dose and standardized outcome measures including the Aberrant
Behavior Checklist (ABC). Total antipsychotic doses were converted
to chlorpromazine equivalents and patients were rated at admission
and discharge.

Results: Successful outcomes identified by reductions in specific
symptoms as measured by the ABC subscales were correlated with
atypical antipsychotic dose at discharge. When analyzed by gender
and then by diagnosis, the correlation between dose and improvement
on the social withdrawal subscale was significant for women (r =
.52, p = .02) but not for men (r = .23, p = .21) and for patients with
diagnoses in the schizophrenia spectrum (r = 54, p = .004) but not
with psychotic depression (r =.07, p=.84) or mania (r=.50,p=.17).

Conclusion: Social withdrawal is often a constitutional feature of
MR/DD and can easily go unrecognized as a treatable complex
of negative symptoms associated with schizophrenia. Our findings
indicate that psychiatric diagnosis and gender can affect response
to treatment with atypical antipsychotics and influence clinical im-
provement in patients with MR/DD.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 37—MOOD DISORDERS IN
CHILDREN

No. 107
ANXIETY DISORDERS IN CHILDREN AND
ADOLESCENTS WITH BIPOLAR DISORDER

Giulio Perugi, M.D., Department of Psychiatry, University of Pisa,
Via Roma 67, Pisa 56100, Italy; Gabriele Masi, M.D., Christina
Toni, M.D., Maria Mucci, M.D., Stefania Millepiedi, M.D., Hagop
S. Akiskal, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to recognize anxious bipolar comorbidity in children and adoles-
cents and to identify the predictors of pharmacological hypomania
when considering antidepressant pharmacotherapy in youths with
severe, multiple anxiety disorders.

SUMMARY:

Objective: We describe a consecutive clinical sample of children
and adolescents with bipolar (BP) disorder, in order to define the
pattern of comorbid anxiety and externalizing disorders, and to ex-
plore the possible influence of such comorbidity on their cross-
sectional and longitudinal clinical characteristics.

Methods: The sample comprised 43 outpatients, 26 males and 17
females, mean age 14.9 + 3.1 years (range 7-18), either type I or
II, according to DSM-IV diagnostic criteria. All patients were
screened for psychiatric disorders, using historical information and
a clinical interview, the Diagnostic Interview for Children and Ado-
lescents—Revised (DICA-R) (Reich, 1997). To shed light on the
possible influence of age at onset, a comparison was conducted
among clinical features of subjects whose BP onset was during
childhood (< 12 years) or adolescence. We also conducted compari-
sons among different subgroups, with and without comorbidity with
externalizing and anxiety disorders.

Results: BP disorder type 1 was slightly more represented than
type II (55.8% vs 44.2%). Only a minority of patients was not
affected by any other psychiatric disorder (n =5, 11.6%); importantly
only 10 subjects (23.5%) did not show any comorbid anxiety disorder.
Comorbid externalizing disorders were present in 12 (27.9%) pa-
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tients; such comorbidity was related to the childhood onset of type
II BP disorder. Patients with comorbid anxiety disorders more often
reported pharmacological (hypo)mania compared to the others.

Conclusion: Although comorbidity with externalizing disorders
has been studied much more often than that with anxiety disorders,
our study suggests that this latter is more prominently represented in
out-patient children and adolescents with BP disorder. The frequent
report of pharmachologic hypomania in such comorbidity indicates
the need to be cautious when considering antidepressant pharmaco-
therapy in youths with severe, multiple anxiety disorders.
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No. 108
COMORBIDITY IN CHILD AND ADOLESCENT
MAJOR DEPRESSION

Atilla Turgay, M.D., Department of Psychiatry, Scarborough Hospi-
tal, 3050 Lawrence Avenue, East, Scarborough, ON MIP 2V5, Can-
ada; David Ng, M.D., Lillian Mok, M.D., Joanna Blanchard, M.A.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the frequent comorbid disorders associated with
child and adolescent major depression and develop specific treatment
alternatives.

SUMMARY:

Objective: To provide information about the comorbid disorders
in child and adolescent major depression.

Sample: This clinical study involved 66 children and adolescents
(35 females and 31 males), age range 8—16 years.

Method: DSM-1V criteria were used for major depression. All the
patients were expected to exceed the recommended cut-off scores
for the Beck, Kovacs, and Hamilton Depression Rating Scales. All
patients were screened for comorbid disorders with the use of Offord-
Boyle Ontario Child Health Study parent and teacher rating scales.

Findings: A total of 21 patients (31.8%) had only major depression
(MD) in the absence of other comorbid disorders; 68.2% had at
least one more comorbid disorder. The mean number of diagnostic
categories per patient was found to be 2.1 with a standard deviation
of 0.98. The number of comorbid disorders increased as a function
of age for females, whereas this was not the case for males. For
children under 12, males were over-represented. For adolescents age
13 and over, females were over-represented. 32.9% of the patients
had ADHD and 34.3% had ODD. The most common comorbid
disorder for boys was ADHD and for girls, ODD. 12.9% of the
patients had conduct disorder and 12.9% also suffered from associ-
ated anxiety disorders.

Conclusions: Children and adolescents with major depression
should be carefully screened for ADHD and anxiety disorders. They
need a multiple treatment approach and combination drug therapies.

REFERENCES:
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EVALUATION AND INTERVENTION OF
PRODROMAL SYMPTOMS OF BIPOLAR |
DISORDER

Mohammad Z. Hussain, M.D., Prince Albert Health District, Mental
Health Centre, 2727 2nd Avenue West, Prince Albert, SK, S6V 5ES5,
Canada; Zabaida A. Chaudhry, M.D., Seema Hussain, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand and diagnose the early symptoms of bipolar mood
disorder in children and adolescents, which predate development of
full syndrome.

SUMMARY:

Often bipolar mood disorder emerges in childhood or adolescence,
but the average interval between prodromal symptoms and diagnosis
is 10 or more years. To allow early intervention, we need to define
the early symptoms that predate the full syndrome and identify youth
during that phase.

Forty-seven children were diagnosed with bipolar I, prodrome
state. They had positive family history, episodic mood, and energy
symptom fluctuation with anger dyscontrol, irritability, defiance,
demanding behavior, conduct problems, sleep disturbance, anxiety,
tension, worrying, stubborness, and somatic complaints. A 25-item,
four-point prodrome scale was created with items relevant to youth
from DSM-IV criteria, Hamilton Depression, and Young Mania
scales. The scale reflects the atypical presentation of bipolar disorder
in childhood. Comorbidities were recognized, which add another
dimension to evaluation. The group of 28 males and 19 females had
a mean age of 11.6 years (range 7-16). All received mainstay treat-
ment of topiramate in a dose range 25-100 mg ghs, with some
subjects requiring adjunct treatment. Twelve were intolerant of topi-
ramate and received valproate 250-500 mg daily. They were rated
at baseline, and 1-2-3-6-9-12-month intervals. They had 68% to 92%
symptom reduction on consecutive assessments. Topiramate and
valproate are effective treatments in prodromal bipolar disorder.
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No. 110

DYSTHYMIC DISORDER: INTEGRATING
RESEARCH FINDINGS INTO CLINICAL
TREATMENT

David J. Hellerstein, M.D., Department of Psychiatry, New York
State Psychiatric Institute, 1051 Riverside Drive, Unit 101, New
York, NY 10032,

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to describe major findings from research on dysthymic disorder
(in psychopharmacology, psychotherapy, and combined treatments),
and apply effectively in clinical practice.
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SUMMARY:

Objective: Dysthymic disorder, a form of chronic depression, has
been studied over the past two decades. A variety of forms of re-
search, from epidemiological research to psychopharmacology and
psychotherapy outcome studies, now provides data that can help the
clinician to effectively treat dysthymic patients.

Method: This paper reviews clinically-relevant research studies
and applies their findings to the clinical setting.

Results: Epidemiological research and prospective follow-up stud-
ies have defined the risks of untreated and under-treated chronic
depression, including impaired work, interpersonal, and health func-
tioning. Studies on the phenomenology of dysthymic disorder can
help the clinician define target symptoms, which often include non-
vegetative symptoms such as low self-esteem, pessimism, feelings
of inadequacy, and social withdrawal. Treatment outcome research
can help to guide treatment choices. At least 15 placebo-controlled
psychopharmacology studies of dysthymia, including seven studies
of “‘pure’” dysthymia (dysthymia without comorbid major depres-
sion) have been completed, and consistently indicate the efficacy of
a variety of pharmacological agents. The emerging literature on
combining medication and therapy can provide goals for treatment
at different phases of treatment. Reports from specialized clinics
suggest that as many as 75% of dysthymics can achieve and maintain
good to superior levels of functioning with targeted treatment.

Conclusion: The clinician has a significantly greater chance of
helping dysthymic patients now than only 20 years ago.
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EFFECT OF ADJUNCT MODAFINIL ON ENERGY
AND CONCENTRATION IN DEPRESSED PATIENTS

Matthew A. Menza, M.D., Department of Psychiatry, RWJ Medical
School, 675 Hoes Lane, Room D207A, Piscataway, NJ 08854; Karl
Doghramji, M.D., Ronald R. Fieve, M.D., Murray H. Rosenthal, D.O.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to describe the use of modafinil as an adjunct treatment to
antidepressant therapy.

SUMMARY:

Objective: To evaluate the effect of the wake-promoting agent
modafinil on energy and concentration in patients with major depres-
sion who had a partial response to antidepressant therapy prior to
study.

Method: In this six-week, randomized, double-blind, placebo-con-
trolled study, 136 patients received modafinil (100400 mg/day) or
placebo as an adjunct to their antidepressant therapy. Changes in
energy and concentration were assessed using the retardation sub-
scale (items 1, 7, 8, and 14) of the Hamilton Depression Rating
Scale. A total of 118 patients (87%) completed the study.

Results: Improvements from baseline (n = 118) in mean retardation
subscale scores were shown throughout the study with adjunct modaf-
inil; however, no significant between-treatment differences were
demonstrated. Subanalysis by various antidepressants showed im-
provement in energy and concentration versus placebo in those pa-
tients taking modafinil with fluoxetine (n = 33), paroxetine (n = 31),
or sertraline (n = 21) but not citalopram (n = 21). The differences
in the subanalysis did not reach statistical significance. When the

fluoxetine, paroxetine, and sertraline groups were combined, a statis-
tically significant overall treatment effect favoring modafinil over
placebo was demonstrated.

Conclusions: This study provides evidence that modafinil may
improve energy and concentration in patients with depression. Fur-
ther studies are recommended.

Funding: Supported by Cephalon, Inc.
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PARENTAL SEPARATION AT BIRTH AND
DEPRESSION IN ADULTHOOD

Juha M. Veijola, M.D., Department of Psychiatry, University of
Oulu, P O Box 5000, Peltolantic 5, Oulu 90014, Finland; Pirjo H.
Maki, M.D., Matti Joukamaa, Ph.D., Helina Hakko, Ph.D., Matti K.
Isohanni, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand that the etiology of depression may include very
early experiences in infancy.

SUMMARY:

Objective: Early separation of a child from the mother has been
considered as a risk factor for developing later depression. We inves-
tigated the association between very early separation and Jater depres-
sion in a unique data set.

Method: The index cohort consisted of 3,020 subjects born from
1945-1965 in Finland and isolated from their family due to tuberculo-
sis in the family into special nurseries, the Christmas Seal Homes,
immediately after the birth. The average separation time was seven
months. The subjects being alive at January 1, 1971 were identified.
For every index subject two reference subjects were chosen; the
matching criteria being sex, year of birth, and place of birth. The
data on depression was obtained from Finnish Hospital Discharge
Register by the end of year 1998.

Results: Of the male index subjects 4.2% and 2.6% of the reference
subjects had been treated in hospital due to depressive episode. In
females the respective figures were 3.9% for index subjects and
3.6% for reference subjects.

Conclusion: The risk for depression of the Christmas Seal Home
boys later in adulthood was elevated. The early separation from
the mother possibly had unfavorable effects on later psychological
development, especially in some of the male subjects.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 39—CLINICAL APPROACHES IN
SCHIZOPHRENIA

No. 113

LOW-FREQUENCY TRANSCRANIAL MAGNETIC
STIMULATION CURTAILS MEDICATION-
RESISTANT AUDITORY HALLUCINATIONS

Ralph E. Hoffman, M.D., Department of Psychiatry, Yale University
School of Medicine, PO Box 208099, New Haven, CT 06520-8099;
Keith A. Hawkins, Psy.D., Fadddie H. Rachid, M.D., Ralitza Gueor-
guieva, Ph.D., Kathleen M. Carroll, Ph.D., Nashaat N. Boutros,
M.D., John H. Krystal, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of the presentation, the participant shall under-
stand cortical effects of 1-Hz rTMS and its potential usefulness in
treating auditory hallucinations.

SUMMARY:

Objective: Studies suggest that auditory hallucinations of spoken
speech arise in part from neurocircuitry ordinarily active during
speech perception. 1 hertz repetitive transcranial magnetic stimula-
tion (r'TMS) produces sustained reductions in cortical activation. In
a brief pilot study, we have shown that 1-Hz rTMS to left temporopa-
rietal cortex reduces auditory hallucinations. We wished to determine
if a more extended trial of r'TMS can produce sustained reductions
in auditory hallucinations previously resistant to antipsychotic medi-
cation.

Method: Twenty-four schizophrenic patients with medication-re-
sistant anditory hallucinations were randomized to receive active vs
sham rTMS consisting of a total of 132 minutes of stimulation
delivered over a nine-day period at 90% motor threshold. Neuropsy-
chological assessments were administered at baseline, during, and
following the trial.

Results: Active ITMS produced robust improvements in auditory
hallucinations relative sham rTMS (p < .003). Frequency and atten-
tional disruption were the two aspects of hallucinatory experience
showing greatest improvement. Duration of treatment effects ranged
widely, with 50% of patients maintaining improvement for at least
12 weeks. rTMS was well-tolerated without evidence of neuropsy-
chological impairment.

Conclusion: 1-Hz rTMS deserves additional study as a potential
treatment for medication-resistant auditory hallucinations.

Funding: NIMH grant R21MH63326, NIH/NCRR/GCRC Pro-
gram Grant RR00125, and the Donaghue Medical Foundation.
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No. 114
SIBUTRAMINE TREATMENT OF OBESITY IN
SCHIZOPHRENIA

Ljiljana Radulovic, M.D., Department of Psychiatry, SUNY Down-
state, 450 Clarkson Avenue, Box 1203, Brooklyn, NY 11203; Peter
J. Weiden, M.D., David B. Allison, Ph.D., Catherine Camille, M.A.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to understand the mechanism of action of sibutramine, and its
safety and efficacy as a treatment for obesity in stable outpatients
with schizophrenia

SUMMARY:

Objective: This session is for psychiatrists who are interested in
new data on using sibutramine to treat obesity among patients on
antipsychotic medication. Sibutramine is an FDA-approved medica-
tion for obesity, but its safety and efficacy have not been studied
for psychotic patients taking antipsychotic medications.

Method: This is a 16-week, double-blind, placebo-controlled study
evaluating the safety and efficacy of adding sibutramine to an antipsy-
chotic regimen for stable, obese (BMI > 27) outpatients with schizo-
phrenia. Exclusion criteria include clozapine treatment, concomitant
antidepressants, and untreated hypertension. Enrolled patients are
assigned to double-blind sibutramine (up to 15mg per day) or placebo
assigned in a 2:1 ratio. All patients also receive behavioral weight
counseling.

Results: To date 17 patients have enrolled, and 15 remain in active
treatment with a mean baseline BMI is 35.6. The three discontinua-
tions were for hypertension (n = 1), unrelated medical problem (n =
1), and for personal reasons (n = 1). None of the 17 experienced a
worsening of psychotic symptoms. Most of the 15 continuations are
losing weight, but at this time we are unable to report on the efficacy
of sibutramine over and above the behavioral intervention (but will
do so at the APA meeting).

Conclusions: The preliminary finding of this study is that it is
safe to add sibutramine onto an ongoing antipsychotic regimen. This
finding is reassuring because sibutramine’s mechanism of action
(catecholamine reuptake inhibition) could, in theory, exacerbate psy-
chotic symptoms.

This study was supported by a grant from Knoll Pharmaceuticals
(now Abbott).
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No. 115
THE STABILIZATION PHASE OF SCHIZOPHRENIA:
A REVIEW OF THE LITERATURE

Peter J. Weiden, M.D., Department of Psychiatry, SUNY Health
Science Center at Brooklyn, 450 Clarkson Avenue, Brooklyn NY
11203; Judy Greene, B.A., Nina R. Schooler, Ph.D.

EDUCATIONAL OBJECTIVES:

The goal of this paper is to present a meta-analysis of studies that
try to define the stabilization period for patients with schizophrenia
and report on the course of illness during this time.

SUMMARY:

Schizophrenia is a phasic illness. The major phases of illness
identified for schizophrenic disorders are prodromal, acute, stabiliza-
tion, maintenance, and remission phases. Of these, the stabilization
phase is perhaps the least well understood. A review of the current
literature yields multiple names describing this phase of illness in-
cluding: post-acute phase, resolving phase, convalescent phase, heal-
ing phase, and partial remission phase. These definitions are hazy
at best, and indicate that, as a concept, stabilization in schizophrenia
is poorly defined and lacks clear boundaries.
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This paper summarizes the last 40 years of research literature on
stabilization in schizophrenia. Although this phase of illness has
not been the central research focus of maintenance studies, it is
operationalized in many studies as a period of time prior to medica-
tion randomization. The parameters are subjectively defined de-
pending on the focus of the clinical research. This phase of illness
has been conceptualized in various ways including: (1) with relation
to symptom severity and stability over time, (2) medication dosage,
(3) psychosocial stressors, (4), biologic markers such as changes in
dopamine levels or other neurotransmitter systems, (5) acuity of
treatment setting. The characterization of this phase of illness has
implications for both psychiatric management and clinical research.
We will summarize how the studies define stabilization, and present
major outcome domains such as the course of symptom response,
suicide, and relapse rates. We will also report on the shortcomings
of the current literature with the hope of establishing better definitions
of this phase of treatment in the future.

REFERENCES:

1. Frank E, et al: Conceptualization and rationale for consensus
definitions of terms in major depressive disorders. Archives of
General Psychiatry 1991; 48:851-855.

2. Schooler NR, et al: Relapse and rehospitalization during mainte-
nance treatment of schizophrenia: the effects of dose reduction
and family treatment. Archives of General Psychiatry 1997,
54:453-463.

SCIENTIFIC AND CLINICAL REPORT
SESSION 40—MANAGED CARE AND
HEALTH CARE FINDINGS

No. 116
ALZHEIMER’S DISEASE INCREASES COSTS OF
COMORBIDITIES IN MEDICARE-MANAGED CARE

Howard Fillit, M.D., Institute Study of Aging, 767 Fifth Avenue,
Suite 4200, New York, NY 10153; Jerrold W. Hill, Ph.D., Robert
Futterman, Ph.D., John R. Lloyd, B.S., Vera Mastey, M.S.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize that health care costs for patients with AD and
comorbid conditions are higher than costs for patients without AD
with the same conditions.

SUMMARY:

Objective: To analyze the relationship between comorbid condi-
tions and costs for patients with Alzheimer’s disease (AD) in a
Medicare-managed care organization (MCO).

Method: Retrospective analysis of administrative data for patients
with AD (3,517) and age- and gender-matched controls (17,480)
selected from members in a group practice Medicare-MCO. Comor-
bid conditions were identified from administrative data using diag-
nostic classifications from the Charlson Comorbidity Index.

Results: The prevalence of AD in the MCO was 3.9%. Annual
health care costs were $3,706 higher for AD patients than controls.
Costs for comorbid conditions were also higher for AD patients
compared with controls. Compared with controls with the same
conditions, costs were $5,389 higher for patients with AD and con-
gestive heart failure, $7410 higher for AD and diabetes with chronic
complications, and $4,404 higher for AD and diabetes without com-
plications. Increased health care costs for AD patients were attribut-
able to greater utilization of inpatient and skilled nursing facilities.

Conclusions: Costs for AD patients in a Medicare-MCO were 1.6
times higher than for controls and significantly higher for 13 of 16

comorbid conditions examined, including CHF and diabetes. To
improve quality of care and reduce health care costs existing disease
management programs should be modified to include guidelines for
identified dementia patients.

Primary funding source: Pfizer Outcomes Research.
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No. 117

DONEPEZIL IS ASSOCIATED WITH LOWER
HEALTH CARE COSTS IN MEDICARE-MANAGED
CARE

Jerrold W. Hill, Ph.D., Institute Study of Aging, 767 Fifth Avenue,
Suite 4200, New York, NY 10153; Howard Fillit, M.D., Robert Futter-
man, Ph.D., Vera Mastey, M.S.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize that long-term treatment with the cholinesterase
inhibitor, donepezil, results in lower health care costs for AD patients
in a large group practice Medicare-managed care organization as
compared with costs for untreated AD patients.

SUMMARY:

Objective: To evaluate the impact of the cholinesterase inhibitor
donepezil on health care costs associated with Alzheimer’s disease
(AD) in a large Medicare-managed care organization (MCO).

Method: A retrospective case-control analysis was conducted on
204 patients diagnosed with AD with prescriptions for donepezil
and 12 or more months of enrollment in the MCO following the
date of the first prescription. A control group of 204 patients with
12 or more months of plan enrollment following the diagnosis of
AD was selected. Health care costs were calculated for cases and
controls during the 12-month follow-up period and adjusted for age,
gender, comorbid conditions, and complications of dementia.

Results: Annual adjusted costs for medical services and prescrip-
tion drugs were $3,891 lower for patients taking donepezil compared
with controls. Adjusted costs were $4,192 lower for patients on
longer-term therapy (270 or more days supply of donepezil) and
$3,579 lower for patients on shorter-term therapy (less than 270 days
supply) when compared with controls.

Conclusions: Donepezil reduced costs for patients with AD in this
Medicare-MCO. Longer-term therapy was associated with greater
cost savings. The likely mechanism for lower costs associated with
donepezil therapy is improved cognitive functioning and associated
improvements in medical management.

Primary funding source: Pfizer Outcomes Research.
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No. 118
MANAGED CARE AND MALPRACTICE LIABILITY:
UPDATE 2002

Eugene L. Lowenkopf, M.D., 150 East 77th Street, New York, NY
10021-1922; Abe M. Rychik, 1.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to (1) understand legal issues related to physician liability in
managed care, (2) deal with treatment denials in an appropriate
manner, and (3) participate in more effective defense should denial
lead to a malpractice suit.

SUMMARY:

Managed care has restricted the physician’s freedom to determine
treatment, while he or she remains susceptible to malpractice liability,
a situation aggravated by hold-harmless clauses and gag rules. From
the outset, courts held physicians accountable if they did not appeal
sufficiently to exhaust all means of overturning utilization review
determinations denying or limiting treatment. Several lines of ap-
proach to liability in physician/insurer/patient relationships have been
considered by the courts, often following principles applicable to
hospital settings. Federal ERISA Law pre-empting state laws in
managed care further complicates the legal situation and increases
physician risk. Public anger over perceived injustices have led many
states to legislate allocation of responsibility for malpractice. Federal
courts have begun to review ERIS A provisions and decide precedent-
setting cases; modification of ERISA by Congress is pending. This
paper summarizes applicable law and reviews the more recent
changes in this rapidly evolving field.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 41—TREATMENT TECHNIQUES

No. 119

MATCHING TREATMENT TO TYPE OF POOR-
PROGNOSTIC, SUBSTANCE-DEPENDENT
PATIENTS

Edward Gottheil, M.D., Department of Psychiatry, Jefferson Medical
College, 833 Chestnut East, Suite 210E, Philadelphia, PA 19107;
Charles C. Thornton, Ph.D., Stephen P. Weinstein, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to identify two types of poor-prognosis, substance-dependent
patients at intake and assign them to suitable early intervention
techniques.

SUMMARY:

Objective: Patients who enter treatment still using positive urinaly-
sis and/or who drop out early have been demonstrated to have poor
prognoses (PP). The purpose of this study was to identify characteris-
tics of PP patients, which might suggest approaches to treatment.

Method: A mixed group of 142 PP and non-PP substance-depen-
dent outpatients were compared with respect to demographics and
a battery of intake instruments. Significant differences were found
between the PP and non-PP patients on measures of psychiatric

severity, addiction severity, coping styles, and treatment related atti-
tudes.

Results: Those measures that significantly differentiated the PP
and non-PP patients were then entered into a factor analysis. Two
profiles emerged: one associated with disengagement and denial
(avoidant coping style) and the other characterized by ambivalence
toward using or not and the value of treatment, despite admitting to
psychiatric and addiction problems.

Conclusion: Based on data available at intake, the provision of
specific early treatment interventions such as assertiveness training
for the avoidant type and motivational interviewing for the ambiva-
lent might reduce early dropouts and improve outcomes.

Funding Source: NIDA Grant RO1 DA08527.
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No. 120
TIAGABINE, A SELECTIVE GABA REUPTAKE
INHIBITOR FOR THE TREATMENT OF ANXIETY

Daniel L. Crane, M.D., 130 East 18th Street, New York, NY
10003-2416

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to describe the potential use of tiagabine in the treatment of
anxiety.

SUMMARY:

Objective: To assess the efficacy of tiagabine, a selective GABA
reuptake inhibitor, for the treatment of anxiety disorders and comor-
bid anxiety associated with other psychiatric disorders.

Methods: Case-series study of 10 patients considered to be refrac-
tory to conventional anti-anxiety medications. Paticnts initially re-
ceived 2 mg of tiagabine once daily for one week either alone (N =
5) or in combination with other antianxiety medications (N = 5).
The dosage of tiagabine could be increased and administered on a
twice-daily basis. Efficacy was assessed after four weeks of treatment
using the Clinical Global Impression of Change scale.

Results: Most patients reported markedly reduced anxiety levels
within the first week of treatment. After four weeks of treatment,
all patients were considered to be ‘*much improved’’ or ‘‘very much
improved.”’ Eight of 10 patients were receiving 2—4 mg/d of tiagab-
ine; two patients were receiving 6—8 mg/d. Mean dosages of tiagabine
were approximately the same in patients receiving monotherapy (3.6
mg/d) and those receiving polytherapy (4.4 mg/d). All patients have
now received tiagabine for > 3 months, with excellent control of
anxiety symptoms. Tiagabine has been very well tolerated.

Conclusions: The SGRI tiagabine, alone or in combination with
other antianxiety medications, may be effective for the treatment of
anxiety in patients refractory to conventional antianxiety medica-
tions.
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No. 121
ADJUNCTIVE USE OF TIAGABINE WITH
ANTIDEPRESSANTS IN PTSD

Michael E. Lara, M.D., Department of Behavioral Medicine, Gardner
Family Care, 160 East Virginia Street, Suite 280, San Jose, CA 95112

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to treat posttraumatic stress disorder and comorbid mood disor-
ders with an antidpressant and the selective GABA reuptake inhibitor
tiagabine.

SUMMARY:

Objective: To evaluate the efficacy and safety of the selective
GABA reuptake inhibitor tiagabine as an adjunct to antidepressant
treatment of posttraumatic stress disorder (PTSD).

Methods: This prospective, open-label case series describes six
adult patients with PTSD and a comorbid mood disorder who re-
ceived tiagabine as an augmenting agent to target symptoms of
increased arousal. The Davidson Trauma Scale was administered
prior to treatment and at each subsequent visit over a six-week period.
The Overt Aggression Scale-Modified was used to assess impulsivity
and aggression. Results were compared with two control patients
(one receiving SSRI therapy alone and one receiving antidepressant
and a benzodiazepine).

Results: Final tiagabine doses ranged from 8-16 mg/day. All
patients reported a decrease in the PTSD symptoms at a rate similar
to that observed with antidepressant plus benzodiazepine therapy
and at a more rapid rate when compared with that observed with
antidepressant therapy alone. A robust decrease in aggression and
impulsivity was seen in those patients on an antidepressant plus
tiagabine when compared with other treatment regimens. Side effects
were minimal and did not lead to any discontinuation of tiagabine.

Conclusions: Tiagabine may be an alternative to benzodiazepines
when used as an adjunct to antidepressants and may be particularly
promising in patients who report increased arousal associated with
PTSD.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 42—TRENDS IN SUICIDE RATES

No. 122
FEMALE SUICIDES IN TEXAS CITIES: 1994-1998

Veena R. Doddakashi, M.D., Department of Psychiatry, Austin State
Hospital, 4110 Guadalupe, Austin, TX 78751; Richard Wilcox,
Ph.D., Lawrence A. Hauser, M.D.

SUMMARY:

From 1995 to 1997 suicide was the eighth leading cause of death
in Texas, claiming 2,137 lives, accounting for 20% of all injury
deaths in Texas. Firearm injuries significantly affect mortality rates
in many states. From 1976 through 1985, Texas ranked first among
states in the proportion of injury-deaths caused by firearms, with an
annual rate of 21.2 per 100,000. The rates of suicide have continued

to rise, particularly in young adults. The rate of suicide by firearms
has also increased significantly.

We have focussed on different methods of suicide by age and
race in women from 1994 to 1998. This work extended that of Li
and Hauser (May 2001) on suicide in Austin, Texas, from 1994 to
1998. They found that the most common method of suicide in both
males and females was by firearms. In the current study, we examined
whether the Austin data were unique, or if they were representative
of major Texas cities such as Dallas, Houston, San Antonio, and El
Paso. Our major finding was that the most common method of suicide
among women in all these cities was by firearms. Women in the
age group 35 to 44 had the highest incidence of deaths, followed
by those 45 to 54.

If easy accessibility to firearms is a common risk factor for suicide,
does a state with liberal gun laws such as Texas need to re-examine
its laws in order to reduce mortality from suicide? If the most common
method of suicide among women across the nation is by overdose,
are factors other than easy accessibility to firearms contributing to
the more violent method of deaths by suicide for women? Finally,
if depression is more common in women than men, and depression
is a significant risk factor for suicide, do we need more aggressive
intervention, especially for women for the treatment of depression?

No. 123
TRENDS IN SUICIDE RATES IN NEW YORK CITY:
IMPLICATIONS FOR A PREVENTION INITIATIVE

Neal L. Cohen, M.D., New York City Department of Mental Health,
93 Worth Street, New York, NY 10013; Susan Wilt, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize how trends in suicide and hospitalization for self-
inflicted injuries allow for identification of risk factors that can be
addressed through a suicide prevention and initiative in a large urban
setting.

SUMMARY:

Objective: The authors examine trends in suicide and hospitaliza-
tion for self-inflicted injuries in the past decade in New York City
to inform a city-wide suicide prevention initiative.

Method: New York City vital records data for suicides and state
health department data for hospitalizations are each combined for
the years 1990, 1991, and 1992 and compared with aggregate data
for the years 1998, 1999, and 2000. Aggregate data control for
variations that occur from year to year. Suicide and hospitalization
rates are calculated including gender, age, ethnicity, method, and
neighborhood factors.

Results: Statistical analyses are carried out to highlight trends in
self-inflicted injury and suicide in NYC at the start and end of the
1990s decade. With a decline in suicide by 31% and relatively level
rates of hospitalization, the report highlights changes in risk factors
for suicide. Significant trends in homicide and quality of life mea-
sures over the same period are discussed in relation to their relation-
ship to changes in suicide rates.

Conclusions: The authors use data on self-inflicted injury and
suicide rates in New York City to propose the components of a
suicide prevention initiative relevant to large urban settings.

REFERENCES:
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No. 124
CHANGING SUICIDE RATES IN EUROPE:
POSSIBLE CAUSES

Zoltan Rihmer, M.D., Department of Psychiatry, XIII, National Insti-
tute of Psychiatry, Huvosvolgyi Ut 116, Budapest 1021, Hungary;
Annamaria Rihmer

EDUCATIONAL OBJECTIVE:

Atthe conclusion of this presentation, the participant should under-
stand, that more widespread and effective treatment of depressive
and other psychiatric disorders is one of the contributing factors in
decreasing national suicide rates in some European countries.

SUMMARY:

The objective of this study was to analyze the possible causes of
changing national suicide rates in Europe during the last two decades.

Methods: National suicide rates, some psychosocial variables (un-
employment, alcohol consumption, GDP) and the prescription of
antidepressants were analyzed in different countries of Europe be-
tween 1980 and 1998.

Results: The great (sometimes more than 10-fold) differences
between national suicide rates and the recent changes in them cannot
be fully explained either by the former (communist) political-eco-
nomic systems, or by the recent changes in this respect, since several
post-communist countries (Romania, Poland, Bulgaria) have always
had a relatively low suicide rate. In addition, after the political
changes, with the exception of Hungary, Belarus, and Russia, the
suicide mortality of these countries have increased or not changed
substantially. The markedly decreased suicide mortality of several
European countries (Denmark, Austria, Hungary, Sweden, UK, and
Wales, France, and Belgium) can be explained in part with the more
widespread treatment of depressive and anxiety disorders (Isacsson
2000, Rihmer et al 2001).

Conclusions: Since more than 90% of suicide victims have (mostly
untreated) psychiatric illness (mainly depression), it is not surprising
that better care of psychiatric patients is one of the contributing
factors in decreasing national suicide rates.
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SYMPOSIUM 1—ADVANCES IN THE
DIAGNOSIS AND TREATMENT OF
DELIRIUM

EDUCATIONAL OBJECTIVES:

At the end of this symposium, the participant should be able to
(1) diagnose delirium in the clinical setting, (2) use diagnostic tests
judiciously, (3) appreciate the experience of delirium, and (4) under-
stand the biological and clinical rationale for the use of atypical
antipsychotic medications in the treatment of delirium.

No. 1A
THE EXPERIENCE OF DELIRIUM IN CANCER
PATIENTS

William Breitbart, M.D., Department of Psychiatry, Memorial Sloan
Kettering Hospital, 1275 York Avenue, Box 421, New York, NY
10021-6007

SUMMARY:

The authors conducted a prospective survey of the experience of
delirium in a convenience sample of 101 hospitalized cancer patients
with delirium. Patients were rated systematically with the Memorial
Delirium Assessment Scale as well as measures of physical perform-
ance status, and sociodemographic and medical variables. After reso-
lution of delirium, patients were administered a Delirium Experience
Questionnaire, which assessed recall of delirium episode and distress
related to the episode. Spouses/caregivers and nurses were also asked
to rate severity of distress. Fifty-four percent (53.5%) of patients
remembered being delirious, 93% reported the experience as *‘dis-
tressing.”” Mean level of patient distress (0-4 NRS) = 3.22 (8D =
.86); mean level of spouse/caregiver distress = 3.75 (SD = .47); mean
level of nurse distress = 3.09 (SD = .37). Spouses reported greater
distress than patients and nurses. Predictors of delirium-related dis-
tress in patients included the presence of hallucinations and delusions.
Hypoactive delirium was equally as distressing as hyperactive delir-
ium for patients.

No. 1B
THE CLINICAL DIAGNOSIS OF DELIRIUM

John W. Bamhill, M.D., Department of Psychiatry, New York Presby-
terian-PWC, 525 East 68th Street, Box 181, New York, NY 10021

SUMMARY:

Delirium is a disturbance of consciousness and cognition. While
often found in medically ill patients with dementia, delirium is a
syndrome of cerebral insufficiency rather than a sign of a dementing
process. While it is the most common psychiatric syndrome found
in a medical hospital and may have the highest morbidity and mortal-
ity of all psychiatric diagnoses, delirium frequently goes undiag-
nosed. The diagnostic difficulty stems from several factors such as
the fact that symptoms fluctuate during the day, the patient may
present with dramatically misleading behavior, and inattentive pa-
tients are difficult to interview. In addition, delirious patients are
often dismissed as having confusion, depression, ICU psychosis, or
simple alcohol withdrawal. In hypoactive delirium, the patient may
not be noticed at all. This presentation will review the differential

diagnosis for delirium and will describe a systematic approach to
its evaluation.

No. 1C
CLINICAL UTILITY AND COST-BENEFIT PROFILE
OF DIAGNOSTIC TESTING IN DELIRIUM

Christopher 1. Kauffman, M.D., Department of Psychiatry, New York
Presbyterian Hospital\Payne Whitney, 525 East 68th Street, Box
140, New York, NY 10021

SUMMARY:

Objective: The change in mental status consult is among the most
common of consultation requests called in to psychiatric consulta-
tion-liaison services from the medical/surgical wards. The large num-
ber of potential etiologies, as well as the increased morbidity and
mortality associated with delirium, makes the rapid and accurate
diagnosis of the underlying condition(s) crucial. It is not uncommon
for a wide range of diagnostic tests and procedures to be recom-
mended and undertaken, including those that seek to identify rela-
tively rare potential etiologies. This study attempts to examine the
clinical usefulness and cost-benefit profile of selected diagnostic
tests that are frequently ordered on such consults with the goal of
providing a statistical framework that will aid clinicians in assessing
the potential utility, and relative costs, of these tests.

Method: A retrospective study of existing psychiatric consultation
records for ‘‘change in mental status’’ consults at the New York
Presbyterian Hospital-Weill Comell Center will be carried out with
a focus on the classification of the number, rate, and frequency of
“‘positive’’ findings on commonly ordered laboratory tests.

Results/Conclusions: 1t is anticipated that the results of this study
will help to better define the clinical usefulness and cost-effectiveness
of those diagnostic tests that seek to uncover the relatively rare
etiologies of delirium.

No. 1D
THE USE OF ATYPICAL ANTIPSYCHOTICS IN THE
TREATMENT OF DELIRIUM

Stephen I. Ferrando, M.D., Department of Psychiatry, New York
Presbyterian Hospital, 525 East 68th Street, Box 181, New York,
NY 10021

SUMMARY:

It is well known that antipsychotics are the treatment of choice for
delirium. However, with the widespread use of atypical antipsychotic
medications in recent years, there is increasing interest in the potential
role of such agents in the treatment of delirium. This is particularly
because atypical antipsychotics have a different pharmacodynamic
profile and a relatively benign adverse effect profile compared with
typical antipsychotics, such as haloperidol. Unfortunately, there is
little comparative literature on the relative efficacy and safety of
atypical versus typical antipsychotics. This presentation will review
the relevant literature on the psychopharmacological treatment of
delirium, beginning with the typical antipsychotics and ending with
the limited literature on atypicals. Following will be a discussion of
the potential rationale for the use of atypical antipsychotics in the
treatment of delirium subtypes and selected patient populations.

No. 1E
AN OPEN TRIAL OF OLANZAPINE IN THE
TREATMENT OF DELIRIUM

William Breitbart, M.D., Department of Psychiatry, Memorial Sloan
Kettering Hospital, 1275 York Avenue, Box 421, New York, NY
10021-6007
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SUMMARY:

The authors conducted an open, prospective trial of olanzapine
for the treatment of delirium in a sample of 79 hospitalized cancer
patients. Patients all met DSM-IV criteria for a diagnosis of delirium
and were rated systematically with the Memorial Delirium Assess-
ment Scale (MDAS) as a measure of delirium severity, phenomenol-
ogy, and resolution, over the course of a seven-day treatment period.
Sociodemographic and medical variables, as well as measures of
physical performance status and drug-related side effects were col-
lected. Fifty-seven patients (76%) had complete resolution of their
delirium on olanzapine therapy. No patients experienced extrapyra-
midal side effects; however 30% experienced sedation (usually not
severe enough to interrupt treatment). Several factors were found
to be significantly associated with poorer response to olanzapine
treatment for delirium, including age over 70, history of dementia,
CNS spread of cancer and hypoxia as delirium etiologies, ‘‘hypoac-
tive’’ delirium, and delirium of *‘severe’’ intensity (i.e. MDAS>23).
A logistic regression model suggests that age over 70 is the most
powerful predictor of poorer response to olanzapine treatment for
delirium (OR=171.5). Olanzapine appears to be a clinically effica-
cious and safe drug for the treatment of the symptoms of delirium
in the hospitalized medically ill.
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SYMPOSIUM 2—PLAGUES, PRIONS, AND
PARANOIA: THE NEUROPSYCHIATRY OF
INFECTIOUS DISEASE

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should be
able to: (1) recognize neuropsychiatric syndromes due to CNS infec-
tions; (2) demonstrate knowledge of contemporary infectious dis-
eases relevant to psychiatric practice and public health.

No. 2A
PSYCHIATRIC AND COGNITIVE FEATURES OF
LYME DISEASE

Felice A. Tager, Ph.D., Department of Psychiatry, Columbia Univer-
sity, 622 West 168th Street, Box 427, New York, NY 10032; Brian
A. Fallon, M.D.

SUMMARY:

Objective. This presentation will review the published literaturc
on the psychiatric and neuropsychological aspects of Lyme disease.
The goal is to help mental health clinicians by (1) describing the
psychiatric and neuropsychological symptoms typical of Lyme dis-
ease and (2) analyzing laboratory tests that are useful in confirming
or supporting the diagnosis.

Method: All studies found through MEDLINE and PsycINFO
(1970—present) focusing on cognitive and psychiatric aspects of
Lyme disease were reviewed.

Results: Reports from Europe and the United States suggest that
psychiatric symptoms, e.g., irritability, paranoia, anxicty, and mood
swings, may be prominent characteristics of Lyme disease. In addi-
tion, impairments in memory, attention, language, and motor func-
tioning occur among adults with late-stage Lyme disease.

Conclusions: Patients with disseminated Lyme discase may pres-
ent with psychiatric and cognitive problems including disturbances
of memory, attention, mood, and sleep. Psychiatrists in areas where
Lyme is endemic will be referred such patients, sometimes before
the disease has been diagnosed. Clinicians need to be aware of the
range of features associated with Lyme disease in order to aid in
the differential diagnosis and care of these patients.

No. 2B
REGIONAL SPECIFICITY AND THE
NEUROPATHOPHYSIOLOGY OF HIV-1 IN BRAIN

Karl Goodkin, M.D., Department of Psychiatry, University of Miami
School of Medicine, 1400 NW 10th Avenue, Room 8034, Dom Tower,
Miami, FL 33136; Frances L. Wilkie, Ph.D., Diana Lee, Psy.D.,
Robert Lecusay, Teri T. Baldewicz, Ph.D., Deshratn Asthana, Ph.D.,
Paul Shapshak, Ph.D.

SUMMARY:

HIV-1 causes two cognitive-motor disorders, minor cognitive-
motor disorder, and dementia. Their pathophysiologies relate to re-
gional specificity of brain infection. Neuropsychological perform-
ance demonstrates deficits associated with ventriculomegaly and a
number of subcortical changes—hippocampal atrophy, decreased
basal ganglia volume, and deep white-matter lesions. Abnormalities
in cellular function can be detected prior to structural lesions using
the technique of magnetic resonance spectroscopy. These changes
can then be related to the regional pathophysiology of the infection.
To date, the more commonly cited mechanisms of brain tissue dam-
age have been related to mediators of the inflammatory response to
HIV-1, an indirect pathophysiological effect. From the standpoint
of the pathogen itself, HIV-1, studies have related viral load by brain
region and viral strain to the likelihood of HIV-1 associated dementia.
Brain tissue viral load by region may require several types of mea-
surement to be evaluated fully. Evolution of virus toward a neuroviru-
lent strain and/or toward a strain more likely to escape immunologic
monitoring may also contribute to disease pathophysiology. Beyond
using currently FDA-approved antiretrovirals, a growing class of
binding, fusion, and entry inhibitors will become available. Further,
anti-inflammatory therapies including a number of novel candidates
merit testing specifically for these disorders.

No. 2C

THE NEUROPSYCHIATRY OF THE
TRANSMISSIBLE SPONGIFORM
ENCEPHALOPATHIES

David N. Irani, M.D., Department of Neurology, Johns Hopkins,
600 North Wolfe Street, Baltimore, MD 21287

SUMMARY:

Transmissible spongiform encephalopathies (TSEs), also known
as prion diseases, are progressive neurodegenerative disorders of
animals and humans. These diseases share many clinical and neuro-
pathological features, and recent data suggest that they develop
through closely related mechanisms. The TSEs take part of their
name from one of the most striking pathological features of these
disorders: spongiform (‘‘sponge-like’’) degeneration of the brain.
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As the name also implies, TSEs can be transmitted from one host
to another much like any other infectious process. In these situations,
however, clinical disease may take months or even years to appear.
In rare instances, TSEs can even develop through genetic mutation
and therefore occur as familial disorders. Unfortunately, all TSEs
worsen over a period of months, inevitably leading to the death of
the affected host. From a psychiatric perspective, it is notable that the
newly identified variant form of Creutzfeldt-Jakob disease (vCID)
typically occurs in younger adults causing prominent psychiatric
and/or behavioral manifestations early in the disease course. This
has forced a heightened awareness of vCJD among mental health
professionals throughout the United Kingdom where the disease is
found. Relevant features of variant and sporadic Creutzfeldt-Jakob
disease (CID) will be reviewed.

No. 2D
PSYCHIATRIC MANIFESTATIONS OF ACUTE
VIRAL ENCEPHALITIS

Stanley N. Caroff, M.D., Department of Psychiatry, University of
Pennsylvania VA Medical Center, University Avenue, 116A, Phila-
delphia, PA 19104; Stephan C. Mann, M.D., Michael F. Gliatto,
M.D., Kenneth A. Sullivan, Ph.D., E. Cabrina Campbell, M.D.

SUMMARY:

Objective: The primary purpose of this presentation is to review
the clinical signs, epidemiology, virology, neuropathology, and treat-
ment of psychiatric disorders due to acute viral encephalitis. Specific
objectives include identification of reliable clinical and laboratory
signs, and a survey of suspected viruses, to facilitate the recognition
and diagnosis of encephalitis among patients with abnormal behavior.

Method: Clinical reports of patients with psychiatric disorders due
to viral encephalitis were obtained through a literature search from
1955 to 2000. Published cases were included if viral encephalitis
was diagnosed based on histopathology, viral cultures, serology, and
clinical or epidemiologic findings.

Results: A total of 108 cases of psychiatric disorders due to viral
encephalitis were found. A specific virus was identified in only 57%
of cases. Mortality was highest among patients infected with HIV,
HSV-1, and measles, whereas no deaths were reported with influenza,
Epstein-Barr, coxsackie, and mumps. Among patients with unidenti-
fied pathogens, 7% died and 65% recovered without sequelae. Psy-
chiatric symptoms clustered into four major syndromes: acute psy-
chosis (35%), catatonia (33%), psychotic depression (16%), and
mania (11%). Antipsychotics were beneficial in 12 of 17 (71%)
patients but resulted in significant neurotoxicity. ECT was beneficial
in seven of 13 (54%) patients.

Conclusions: Viral encephalitis presenting as a psychiatric disorder
may be underdiagnosed. Although cognitive deficits, focal neuro-
logic signs, catatonia, and frontal or temporal lobe syndromes are
highly suggestive, there is no behavioral syndrome specific for viral
encephalitis. The predominance of women is unexplained. Several
common viruses that infect the central nervous system can present
with behavioral symptoms. Apart from antiviral agents, treatment
with psychotropic drugs and ECT can be useful if carefully moni-
tored.

No. 2E
NEUROSYPHILIS: A HISTORY AND CLINICAL
REVIEW

Michael F. Gliatto, M.D., Department of Psychiatry, University of
Pennsylvania VA Medical Center, University Avenue, 116A, Phila-
delphia, PA 19104, Stanley N. Caroff, M.D.

53
SUMMARY:

Syphilis was a more virulent infection when it first appeared in
Europe in the 15th century, and developed into an epidemic in the
16th century. In the 19th century, French physicians first described
general paresis of the insane. These patients presented with mania
or depression, but became progressively demented before death. In
the late 19th century, general paresis of the insane was linked to
syphilis, and this was confirmed in the 20th century.

Psychiatric institutions were once filled with patients, mostly men,
who had general paresis. Following the introduction of penicillin, the
number of patients admitted with neurosyphilis declined dramatically
and general paresis is now rare in the United States. However,
syphilis itself is still prevalent, especially among urban, substance
abusing populations. Neurosyphilis should be considered in the dif-
ferential diagnosis of all demented patients, as well as in patients
with HIV who present with new psychiatric symptoms. Most patients
with neurosyphilis have neurological findings, such as cranial neu-
ropathies, reflex deficits, or pupillary abnormalities.

Penicillin remains the mainstay of treatment. The CDC guidelines
for treatment will be discussed. The most effective regimen for
patients with syphilis in the context of HIV infection has not yet
been established.
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SYMPOSIUM 3—FEAR AND LOATHING IN
THE MEDICATION CLINIC

APA Commission on Psychotherapy by
Psychiatrists

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should be to
recognize the psychological and social issues relevant to effective
pharmacotherapy.

No. 3A
TO MONITOR OR TO RELATE?

Jerald Kay, M.D., Department of Psychiatry, Wright State University,
PO Box 927, Dayton, OH 45401

SUMMARY:

Managed behavioral health care has placed significant pressure
on many psychiatrists to provide brief medication services as well
as to participate in split treatment relationships. Both of these forces
have spawned the myth that a psychiatrist should not relate psycho-
therapeutically during medication checks and collaborative treat-
ment. Evidence will be presented to counteract these practices and
provide recommendations to the clinician on how to establish thera-
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peutic relationships that deepen the doctor-patient relationship and
contribute to better medication adherence.

No. 3B
SPLIT-TREATMENT ANGST

Michelle B. Riba, M.D., Department of Psychiatry, University of
Michigan, 1500 East Medical Center Drive, Box 0704, Ann Arbor,
M1 48109-0704

SUMMARY:

Split treatment, wherein a psychiatrist or other physician provides
the medication and manages medical issues while a non-physician
therapist provides the psychotherapy, is a growing and common
treatment modality. While the American Psychiatric Association
published guidelines in 1980 describing the responsibilities of psychi-
atrists involved in such collaborative types of relationships, there
are no currently recognized best methods or practice guidelines that
have been accepted by the field (APA, 1980). Forces that have
influenced the growth of split treatment include managed care, in-
creased numbers of social workers and psychologists as compared
with psychiatrists, the availability of safer and more efficacious
psychotropic medications, increased numbers of primary care physi-
cians who are screening and treating for depression, and financial
incentives. While there are certainly positive aspects of split treat-
ment, there are clinical, ethical, and legal challenges that confront
the physician and therapist. This presentation will review some of
the positive as well as negative aspects of split treatment, legal and
ethical issues, and offer practical suggestions for clinicians engaged,
in this practice.

No. 3C

THE DIVIDED HOUR: PSYCHOTHERAPY IN THE
MEDICATION CHECK AND OTHER BRIEF
SESSIONS

Jesse H. Wright, M.D., Department of Psychiatry, University of
Louisville, P.O. Box 35070, Louisville, KY 40202

SUMMARY:

By undervaluing psychotherapeutic interventions, insurers have
influenced psychiatrists to de-emphasize and, in some cases, to aban-
don the practice of psychotherapy. The medication check, with four
or more patients scheduled per hour, is now one of the most common
forms of clinical activity. Although the traditional 50-minute hour
of psychotherapy may be endangered, there are many opportunities
for adapting psychotherapy methods for the medication check and
other sessions lasting less than 30 minutes.

Questions discussed in this presentation include:

1. How have insurers influenced psychiatrists’ attitudes about
psychotherapy?

2. What options do psychiatrists have to respond to the pressures
of managed care and governmental regulations on provision of psy-
chotherapy?

3. How can psychotherapy be modified for brief sessions?

4. What are the merits of using specific therapy methods (e.g.,
CBT, brief psychodynamic psychotherapy, IPT) compared with an
eclectic approach for short sessions of combined pharmacotherapy
and psychotherapy?

REFERENCES:
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in consultative, supervisory, or collaborative relationships with
nonmedical therapists. Am J Psychiatry 1980; 137:1489-1491.
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SYMPOSIUM 4—HEALTH INSURANCE
PORTABILITY AND ACCOUNTABILITY
ACT: CLINICAL APPLICATIONS AND
IMPLICATIONS

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the audience should be able
to understand the history, organization, and implementation dates of
HIPAA. Also, they should be able to understand how HIPAA will
impact on their clinical practices and how similar guidelines have
impacted in the European community.

No. 4A
BASIC HEALTH INSURANCE PORTABILITY AND
ACCOUNTABILITY ACT OVERVIEWS

Norman E. Alessi, M.D., Department of Psychiatry, University of
Michigan, 1500 East Medical Center Drive, Ann Arbor, MI
48109-0390

SUMMARY:

The development of the Health Information Portability and Ac-
countability Act (HIPAA) was motivated by a number of factors,
including the need to decrease the cost of the transfer of information
and to capitalize on current information technologies. Also, the
United States was under pressure from the European community to
build standards for the transmission of information so it could be
transmitted to them securely, as well as within the United States.
These led to the formation of regulations concerning transactions
that are to result in the standardization of information transfer, confi-
dentiality, and security. Although originating from issues associated
with electronic information, HIPAA regulations extend to all forms
of individually identifiable information, even paper-based and oral
communications. What are the significant elements that all clinicians
will need to know? What will clinician need to do when they are
confronted with these regulations and guidelines? How will a private
practitioner deal with these issues? What must be provided to pa-
tients? How will clinicians verify whether they are compliant? In
this symposium, the major components of HIPAA will be reviewed,
when these will go into effect, and some of the implications.

No. 4B

CONFIDENTIALITY AND SECURITY CONCERNS
UNDER HEALTH INSURANCE PORTABILITY AND
ACCOUNTABILITY ACT

Charles J. Rainey, M.D., Department of Psychiatry, Medical College
of Wisconsin, P.O. Box 170965, Milwaukee, WI 53217-8086

SUMMARY:

Although HIPAA was passed in 1996, it has taken until 2000 to
develop the regulations necessary to implement its mandates. Most
of HIPAA’s regulations, especially those with respect to security
and transactions will not be fully mandated until 2003.

‘When mandated, a practitioner must be able to answer the question,
‘““Who has the right to view or have access to this identifiable or
private health care information?”’ The practitioner must also be
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prepared to respond to the patient’s request for access to such infor-
mation and his/her demand to ‘‘correct’’ such information contained
in the practitioner’s chart on them. The mental health provider faces
unique challenges due to the variety of information that may be in
a patient’s medical record and how a patient may react to or use
such information.

A second major concern for practitioners is the security required
for identifiable or private health care information both in its hard
copy (or written) form and in its electronic format. The practitioner
will need to develop a plan to safeguard such information, not only
while it is in his/her office, but also when it is in the hands of
associated contractors and in transit over electronic lines of communi-
cation.

No. 4C

DATA PROTECTION IN PRACTICE: THE IMPACT
OF THE DATA PROTECTION ACT AND OTHER
LEGISLATION IN THE UNITED KINGDOM

Brian Lunn, M.D., Department of Psychiatry, University of New
Castle, Queen Victoria Road, New Castle NEI1 4LP, United Kingdom

SUMMARY:

The European Union is prioritizing bio-informatics with £1.2 bil-
lion ($1.7 billion) earmarked for research in this area. Meanwhile
since 1984 the United Kingdom Data Protection Act has given the
right to individuals to access any data identifiable as theirs and to
challenge and have corrected data that are erroneous. More recently
the act has been updated and along with legislation allowing access
to medical records the U.K. government has legislated extensively
on electronic medical records. Clause 65 of the Health and Social
Care Act (2001) will controversially allow the health secretary to
open computerized medical records to any organization he considers
in the public interest. But while this legislation is highly controversial,
it is largely unknown by the medical profession and the lay public.

The presenter will give an overview of the duties and responsibili-
ties of health professionals in the U.K. as well as the rights of
patients. Particular reference will be made to areas of conflict and
similarity with HIPAA and comment made on the stance doctors
need to take to protect patient confidentiality while maintaining open
and accountable electronic medical records.

REFERENCES:
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SYMPOSIUM 5—EATING DISORDERS
2002: BIOLOGICAL, CLINICAL, AND
SOCIAL PERSPECTIVES

EDUCATIONAL OBJECTIVES:

At the symposium’s conclusion, participants should be able to
discuss new developments in eating disorders regarding serotonin
1A receptors’ possible relation to vulnerability, high death rates
and predictors of mortality, dental findings and interventions, cross-

cultural high school-level prevention efforts, and e-technology con-
tributing to cause, recovery and treatment.

No. 5A

TRAIT-RELATED 5HT 1A DISTURBANCES IN
ANOREXIA NERVOSA: RELATIONSHIP TO
SUSCEPTIBILITY

Walter H. Kaye, M.D., Department of Psychiatry, University of
Pittsburgh Medical Center, 3811 O’Hara Street, # E-724, Pittsburgh,
PA 15213; Guido Frank, M.D., Carolyn C. Meltzer, M.D., Julie
Price, Ph.D.

SUMMARY:

Recent family, twin, and physiologic studies suggest that eating
disorders are highly heritable. Theoretically, people may inherit traits
that make them susceptible to developing an eating disorder. Several
lines of data suggest that a disturbance of serotonin activity may
create a behavioral vulnerability for developing anorexia nervosa
(AN). That is, overactive neuronal serotonin pathways may result
in increased satiety and anxious, obsessive traits that may predispose
young women to benefit from extreme dietary restriction.

The serotonin 1A receptor (SHT 4) has been implicated in modula-
tion of anxiety and feeding behaviors. Recent studies by our group
show that people who have recovered from AN have increased
binding of ['CIWAY 100635 in the raphe nucleus (pre-synaptic
5HT,, autoreceptors) and post-synaptic frontal-limbic cortical
5HT, 5 receptors. Most importantly, SHT 4 binding in cortical re-
gions was positively correlated with anxiety and harm avoidance.
Thus, increased SHT) 4 receptor activity may be a trait that is indepen-
dent of the state of the illness.

Tryptophan, an essential amino acid, is the precursor of serotonin.
Extreme dieting, through effects on insulin metabolism, is one
method of reducing tryptophan availability to the brain, and thus
reduce SHT concentrations. When ill and recovered women with AN
were acutely tryptophan depleted, they had a significant reduction in
anxiety. Thus, people with AN may discover that they can reduce
dysphoric mood states by starving themselves.

No. 5B
WHO’S DYING FROM AN EATING DISORDER?

David B. Herzog, M.D., Department of Psychiatry, Massachusetts
General Hospital, 15 Parkman Street, 725 ACC-EDU, Boston, MA
02114; Pamela K. Keel, Ph.D., David J. Dorer, Ph.D., Debra Franko,
Ph.D., Kamryn T. Eddy, B.A., Valerie E. Charat, B.A., Dana Chara-
tan, B.A.

SUMMARY:

Anorexia nervosa (AN) is characterized by a high mortality rate.
However, studies are needed to assess predictors of mortality in
women with AN and bulimia nervosa (BN). We followed 246 treat-
ment-seeking women with AN and BN for a median of nine years
using a prospective longitudinal study design. Data sources for mor-
tality information included death certificates, autopsy reports, medi-
cal records, National Death Index searches, and telephone contact.
Eleven deaths were detected (10 AN, 1 BN). Of those, four deaths
were suicides. Standardized Mortality Ratios (SMRs) were elevated
for all causes of mortality (11.6, 95% C.I. = 5.5, 21.3), and suicide
(56.9, 95% C.I. = 15.3, 145.7) in women diagnosed with AN at
intake. Although SMRs were not elevated for all causes of mortality
in women with BN at intake (1.3, 95% C.I. = 0.0, 7.2), seven of the
women with intake diagnoses of AN met criteria for BN over the
course of their eating disorder. We will report on predictors of
mortality both at intake and over the course of the study, including
eating disorder symptomatology, comorbid disorders, and treatment
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utilization. Implications for clinical treatment and research will be
discussed.

No. 5C
THE ROLE OF THE DENTIST IN THE CARE OF
EATING-DISORDER PATIENTS

James E. Mitchell, M.D., NRI, 700 First Avenue, South, P O Box
1415, Fargo, ND 58103; James Roerig, Pharm. D., Ross D. Crosby,
Ph.D., Stephen A. Wonderlich, Ph.D., Melissa Burgard, B.S.

SUMMARY:

It is well known that dental complications are fairly common in
patients with eating disorders who vomit. Various research studies
have demonstrated a variety of dental complications including im-
paired saliva flow, dental decay, and, in particular, loss of dental
enamel. Such changes tend to correlate with the duration and severity
of eating disorder symptoms.

While these changes are fairly obvious on dental examination,
very little is known about how dentists approach this problem when
they suspect eating disorders in their patients.

In this paper, we will describe the results of a survey (n > 100)
of dental practitioners in the upper Midwest who responded to a
detailed questionnaire regarding their practices when they suspected
a patient of having an eating disorder. The results of the study
indicate that while dentists frequently see such problems in their
practices they are often reluctant to confront patients about such
behaviors given their lack of training in counseling. Also, many are
not adequately informed about what treatment resources exist in
their area for patients with eating disorders.

No. 5D
PRIMARY PREVENTION OF EATING DISORDERS:
A TALE OF TWO COUNTRIES

Katherine A. Halmi, M.D., Westchester Division, New York Presbyte-
rian Hospital, 21 Bloomingdale Road, White Plains, NY 10605-1504;
Claire V. Wiseman, Ph.D., Suzanne R. Sunday, Ph.D., Francesca
Bortolotti, M.D.

SUMMARY:

Numerous eating disorder prevention programs have had little
effect in changing attitudes and knowledge of eating disorders. This
program was intended to change attitudes that may act as precursors
to eating disorders and compare the effect of a prevention curriculum
based program in two different countries.

A total of 194 female high school students participated: 138 in
Naples, Italy, and 56 in Westchester, New York. Sections of a health
class in both locations were randomly assigned to either the control
or intervention group. The intervention group completed specialized
assignments and projects as part of the intervention curriculum. All
students completed the EDI, TFEQ, Rosenberg Self-Esteem Scale,
demographic information, and BMI both at baseline and after the
program.

Significant differences at baseline existed between Italy and the
U.S. on every EDI subscale except for drive for thinness. For the
Italian students the intervention had a significant effect on drive for
thinness and interoceptive awareness. The intervention had no effects
on any variables with the U.S. students.

The clearly ethnic differences in the two samples may account
for baseline differences in eating attitudes. Attitudes in high school
students may be less amenable to change. A younger target audience
may be better for future intervention prevention studies.

No. 5E
E-TECHNOLOGIES AND EATING DISORDERS:
PROBLEMS AND PROSPECTS

Joel Yager, M.D., Department of Psychiatry, University of New
Mexico School of Medicine, 2400 Tucker, N.E., Albuquerque, NM
87131-5326

SUMMARY:

This presentation will review what is known about the impact
of e-technologies including web-based sources on promoting and
sustaining eating disorders on the one hand, and in positive activities
that may promote prevention and recovery on the other. Globally,
the widespread impact of iconic glamour images on the web may
further foster unrealistic body-image expectations and lower self-
esteem in vulnerable populations. The appearance of pro-anorexia
Web sites provides disturbing illustrations of how social reinforce-
ment for maladaptive eating disorder-related attitudes and behaviors
may occur via virtual communities that span nations.

At the same time, patients and their families are now able to
access considerable practical and emotionally supportive information
regarding eating disorders from a number of well established Web
sites developed by self-help, advocacy, and professional groups.
Research studies using a variety of e-services are examining the
feasibility and utility of providing education and services for vulnera-
ble populations and patients via the Web and through other e-technol-
ogies. Some clinicians are using e-technology in support of conven-
tional treatments for eating disorder patients.

After describing current developments and available resources,
the presentation will consider innovative use of e-technology that
may provide further help for patients, families, and clinicians in
the future.
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SYMPOSIUM 6—MANAGEMENT OF
SCHIZOPHRENIA WITH COMORBID
DISORDERS

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant will be famil-
iar with the current state of knowledge regarding common and chal-
lenging comorbid conditions in schizophrenia and able to manage
them.

No. 6A
MANAGEMENT OF SCHIZOPHRENIA WITH
DEPRESSION

Samuel G. Siris, M.D., Department of Psychiatry, Hillside Hospital,
75-79 263rd Street, Glen Qaks, NY 11004
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SUMMARY:

This presentation approaches the issue of depression in schizophre-
nia from the standpoint of making a differential diagnosis. This
differential includes comorbid medical conditions and side effects
of agents used in their treatment; acute or chronic use and\or discon-
tinuation of substances (including ‘‘street’’ drugs, alcohol, nicotine,
and caffeine); acute and chronic disappointment reactions; the ‘‘nega-
tive symptom’’ syndrome; ‘‘depression’’ as a component of EPS
secondary to neuroleptic use, including akinesia and akathisia; the
possibility of other dysphoric or anhedonic reactions to neuroleptic
medications; depression as an intrinsic component of decompensa-
tion, either on a biological or psychological basis; schizoaffective
disorder; and the possibility of an independent coexisting affective
diathesis. Treatment strategies considered in relationship to these
various situations include reducing or otherwise adjusting neuroleptic
dosage; changing antipsychotic agents, including the use of *‘atypi-
cal”’ antipsychotics; the rational use of adjunctive tricyclic, SSRI,
and MAOI antidepressant medications; the potential role of benzodi-
azepines, lithium, anticonvulsants, and ECT; and the importance of
psychosocial approaches. An orderly path for considering diagnosis
and treatment will be presented.

No. 6B
MANAGEMENT OF SCHIZOPHRENIA WITH
COMORBID ANXIETY DISORDERS

Michael Y. Hwang, M.D., Department of Psychiatry, East Orange
VA Medical Center, 385 Tremont Avenue, East Orange, NY
07018-1095

SUMMARY:

While the anxiety symptoms such as obsessive-compulsive (OC)
and panic symptoms in schizophrenia have long been recognized,
its underlying biological and clinical implications remain obscure.
Prior to DSM-III-R, diagnostic conventions precluded simultane-
ously diagnosing schizophrenia and anxiety disorders. As a result
obsessive-compulsive disorder (OCD) and panic disorder (PD) in
schizophrenia were believed to occur only rarely and carry no signifi-
cant clinical implications. However, recent epidemiological and clini-
cal studies have shown much greater prevalence rates and signifi-
cantly worse clinical course among the subgroup of schizophrenia
with comorbid OCD and PD. Recent biological research suggest a
distinct neurobiological basis and pharmacological treatment for
these comorbid disorders. However, clinical management of schizo-
phrenia with co-existing anxiety symptoms continue to challenge
practicing clinicians. This subgroup of schizophrenia with co-ex-
isting anxiety symptoms may be conceptualized categorically, e.g.,
as reflecting presence of two distinct disorders, or dimensionally,
e.g., as representing one of many phenomenological symptom dimen-
sions in schizophrenia. While further studies are needed, evidence
suggests that the schizophrenia patients with comorbid anxiety disor-
ders would benefit from in-depth clinical evaluation and individual-
ized treatment approach for optimal outcome. This symposium will
examine the existing clinical, epidemiological, and neurobiological
evidence and suggest a novel approaches for their clinical man-
agement.

No. 6C
CLINICAL MANAGEMENT OF PERSISTENT
AGGRESSIVE BEHAVIOR IN SCHIZOPHRENIA

Leslie L. Citrome, M.D., Clinical Research\CREF, Nathan Kline
Institute, 140 Old Orangeburg Road, Building 37, Orangeburg, NY
10962-2210; Jan Volavka, M.D.

SUMMARY:

Violent or threatening behavior is a frequent reason for the admis-
sion to a psychiatric inpatient facility, and that behavior may continue
after the admission. The distinction between transient and recidivistic
assaultiveness is clinically important: a small group of recidivistic
patients may cause the majority of violent incidents. Patients with
persistent aggressive behavior must first be assessed for the possibil-
ity of comorbid conditions. Short-term sedation with lorazepam is
a safe and effective choice for acute agitation, although the new
intramuscular preparations of the atypical antipsychotics may prove
to be a better alternative for the acutely agitated psychotic patient.
Longer-term solutions include strategies that would decrease impul-
sivity. Mood stabilizers, especially valproate, are commonly used
with neuroleptics to decrease the intensity and frequency of agitation
and poor impulse control, but they have not been extensively studied
under double-blind, placebo-controlled conditions. Clozapine ap-
pears to be more effective than typical neuroleptics, as well as
risperidone, in specifically reducing aggressivity in patients with
schizophrenia or schizoaffective disorder. Beta blockers, well studied
in the treatment of aggressive behavior in brain injured patients, may
also be helpful as an adjunctive agent to antipsychotics for aggression
and schizophrenia. Adjunctive serotonin-specific reuptake inhibitors
are another option for this population. The simultaneous use of
multiple psychotropic agents will be discussed.

No. 6D
LONG-TERM OUTCOME AND COMORBID
CONDITIONS: WHY DO WE KNOW SO LITTLE?

Nina R. Schooler, Ph.D., Psychiatric Research Department, Hillside
Hospital, 75-59 263rd Street, Glen Oaks, NY 11004

SUMMARY:

The course of schizophrenia is determined by a number of factors,
which have been relatively well studied. For example, long-term
outcome is usually better for men than for women, a later age of
onset predicts a better long-term course; and early cognitive and
intellectual impairments are associated with poorer course.

Comorbid psychiatric conditions and syndromes represent another
added burden that negatively affect outcome. Methodological prob-
lems beset the researcher who studies these questions. First, long-
term studies are rare and often patients with comorbid conditions
are specifically excluded. Second, with the exception of substance
and alcohol abuse and dependence, comorbid syndromes are not
routinely identified. Third, examination of differential long-term out-
come specifically for patients with and without comorbid conditions
is even rarer than long-term studies.

This presentation will review data specifically regarding substance
and alcohol abuse as a model for studies that can inform us regarding
outcome with comorbid conditions in schizophrenia.

Finally, recommendation regarding strategies to ascertain the in-
fluence of comorbid conditions on long-term outcome will be pro-
posed.
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SYMPOSIUM 7—DEPRESSIVE SPECTRUM
DISORDER IN LATE-LIFE: IMPLICATIONS
FOR CLINICAL CARE

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should be
able to recognize the clinical features of late-life depressive spectrum
disorders, and the approaches to diagnosis and treatment.

No. 7A

NONMAJOR CLINICALLY SIGNIFICANT
DEPRESSION: THE EXISTING EVIDENCE OF A
CONTINUUM

Anand Kumar, M.D., Department of Psychiatry, UCLA, 760 West-
wood Place, Room 37-384, Los Angeles, CA 90095

SUMMARY:

Non-major forms of clinically significant depression are more
prevalent than the more widely recognized major depressive disorder
(MDD). This observation has been observed in community samples,
ambulatory programs, and more long-term care settings. The psy-
chosocial, medical, and economic impact of non-major depression
is considerable and approaches those of MDD. Also, phenomenologic
features and risk factors are also comparable in both groups. Despite
these findings, non-major depression remains understudied from neu-
robiological, cognitive, and therapeutic perspectives. We will present
data demonstrating an overlap in several clinical and epidemiological
domains between these two principal groups. New findings from
our laboratory demonstrate a continuity of both neuroanatomical and
cognitive aberrations between major and minor depression in the
elderly. Impairments in executive functions, working memory, and
spatial tasks also show a continuum between between patients with
major and minor depression with the minors falling in between
patients with MDD and controls on most domains. The neuroimaging
and neuropsychological findings will be integrated with the clinical
and epidemiological data and an overall picture of the clinical neuros-
cientific characteristics of all forms of clinically significant depres-
sion in the elderly will be presented. This presentation will serve as
the broad introduction to the symposium and its primary theme, the
concept of spectrum disorders in the elderly.

No. 7B
CLINICAL FEATURES OF A DEPRESSIVE
CONTINUUM

George S. Alexopoulos, M.D., Department of Psychiatry, Cornell
University Medical College, 21 Bloomingdale Road, White Plains,
NY 10605

SUMMARY:

Geriatric depression may contribute to medical morbidity, disabil-
ity, and compromised quality of life. However, the level of depressive
symptoms required in order to influence the clinical picture remains
unclear. This study compared the clinical characteristics of syn-
dromic and sub-syndromal depression in a representative sample of
patients from primary care practices that participated in the PROS-
PECT Study.

Randomly selected primary care patients had a telephone interview
using the CES-D. All patients with CES-D scores above 20 and 5%
of patients with a CES-D score below 20 had an in-person interview
using the SCID and other instruments. Of the 699 patients, 71 had
a CES-D score above 20, and of these, 26 met DSM-IV criteria for
major or minor depression, while the remaining 45 were considered

as having ‘‘depressive complaints.”” Only two of the 71 patients
with high CES-D were receiving antidepressant treatment. Compared
with subjects with ‘‘depressive complaints,”” patients with depression
diagnoses had higher severity of -depression (HDRS t=11.0,
p<0.0001), lower scores in the Positive Affect Scale (t=2.4, p<0.02),
more current suicidal ideation (SSI t=3.25, p<0.001), and greater
scores of neuroticism (NEO t=2.64, p<0.01). However, these groups
had similar scores in anxiety, history of suicidal ideation, negative
affect, disability, social interactions, optimism, and subjective and
instrumental social support. Moreover, patients with ‘‘depressive
complaints’’ had more symptoms of depression (HDRS t=2.2,
p<0.03) and anxiety (CAS t=2.26, p<0.03), less positive affect (t=
3.51, p<0.0007), lower optimism (NEO t=2.06, p<0.04), greater
perceived (t=2.43, p<0.02) and actual disability (t=2.16, p<0.03) than
patients without depressive complaints (CES-D below 21). These
observations suggest that elderly patients with major, minor, and
subsyndromal depression have more anxiety, personality dysfunc-
tion, and disability than patients free of depressive symptoms.

No. 7C
DYSTHYMIC DISORDER IN THE ELDERLY

Davangere P. Devanand, M.D., New York State Psychiatric Institute,
Columbia College of Physicians, 722 West 168th Street, Unit 72,
New York, NY 10032-2603

SUMMARY:

Dysthymic disorder has not been studied extensively in the elderly,
and it remains unclear if the phenomenology and treatment response
in these patients is similar to that observed in dysthymic disorder
in young adults. In a series of 224 consecutive elderly outpatients
with dysthymic disorder, the mean age of onset of dysthymia was
in middle age, and early-onset was uncommon. Comorbid anxiety
disorders were rare, and personality disorders were relatively uncom-
mon with obsessive-compulsive and avoidant personality disorders
being the most common subtypes. Elderly dysthymics appear to
differ from young adult dysthymics who are known to be mostly
female with an early onset and frequently have comorbid Axis I and
Axis II disorders. These results suggest that dysthymic disorder in
the elderly has unique clinical features that distinguish it from young
adult dysthymics, and that elderly dysthymics are not young dysthy-
mics who simply grow older. Research data suggest that this group
of patients represents challenges to effective treatment, and that a
wide range of treatment options need to be considered.

No. 7D
DEPRESSION AND SYMPTOMATIC ANXIETY

Alastair J. Flint, M.B., Department of Psychiatry, Toronto General
Hospital, 200 Elizabeth Street, 8 EN-238, Toronto, ON M5G 2C4,
Canada

SUMMARY:

Diagnostic classifications have traditionally separated depression
from anxiety. In clinical practice, these two conditions frequently
coexist, forming a spectrum of disorders between the two extremes.
Depression and anxiety can co-exist in a number of ways: concurrent
depressive and anxiety disorders, depressive disorder with symptoms
of anxiety, anxiety disorder with symptoms of depression, and mixed
subsyndromal symptoms of depression and anxiety. Depressive dis-
order with symptoms of anxiety is the most common manifestation
of coexistent depression and anxiety in geriatric psychiatry practice;
therefore, the presentation will focus on this entity. When confined
to episodes of major depression, anxiety symptoms are best viewed
as prognostically significant epiphenomena rather than indicators of
an additional disorder or distinct subtype of depression. In depressed
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patients, a high level of symptomatic anxiety is associated with
greater severity of illness, worse response to treatment, poorer long-
term outcome, and increased risk of suicide. Anxiety symptoms
can confound the diagnosis of depression, with the result that the
underlying depressive illness is frequently missed or inappropriately
treated with benzodiazepine monotherapy. This presentation will
discuss factors that may impede the recognition of depression with
associated anxiety, especially in patients with comorbid medical
illness or cognitive impairment. The impact of anxiety on treatment
of depression, especially adherence to treatment, time to response,
and treatment resistance will be highlighted and the implication of
these data for planning management of the patient will be discussed.
Finally, the data pertaining to the effect of symptomatic anxiety on
the risk of relapse and recurrence of late-life depression will be
presented and discussed in the context of maintenance therapy.
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SYMPOSIUM 8—INTERACTION OF
STRESS AND PERSONALITY
Association for Research in Personality
Disorders

EDUCATIONAL OBJECTIVES:

At the end of this symposium, the listener will be updated on the
recent research on the interaction of personality disorders and stress
in different populations.

No. 8A
STRESS AND PERSONALITY: BIOLOGICAL
IMPLICATIONS

Kenneth R. Silk, M.D., Department of Psychiatry, University of
Michigan, 1500 East Medical Center Drive, CFOB B2917, Ann
Arbor, MI 48109-0704

SUMMARY:

Background: The effect of chronic stress upon a person’s persistent
coping and interpersonal style, that is, upon the person’s personality,
is beginning to receive attention. Yet only very recently have we
begun to appreciate the biological underpinnings of personality and
the personality disorders. Biological studies may provide a bridge
to understanding the link between trauma, chronic stress, and person-
ality disorders.

Objective: This presentation reviews the most recent literature on
the biology of personality disorders and attempts to compare and to
integrate these recent findings with biological findings uncovered
in studies of chronic stress.

Methods: The results of biological studies of neurotransmitter
function, pharmacologic challenge studies, and studies of the hypo-
thalamic-pituitary-adrenal (HPA) axis in patients with personality
disorders will be compared with the findings in these areas with
respect to chronic stress.
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Results: Prolonged stress can lead to permanent biological changes
in the brain that may result in either a persistent lack of response
to environmental stimuli or to what appears to be chronic hyperreac-
tivity to the environment. The HPA axis is abnormal in some people
who suffer prolonged stress as well as in some people with personality
disorders regardless of whether or not they have experienced trauma.

Conclusion: When the biological changes that result from chronic
stress are incorporated into the overall biological balance or imbal-
ance of a particular individual, then that person may appear to present
with many characteristics that we currently attribute to personality
disorders.

No. 8B
CLINICAL CHARACTERISTICS OF STRESS-
INDUCED PERSONALITY DISORDERS

James H. Reich, M.D., Department of Psychiatry, Stanford Medical
School, 2255 North Point Street, Unit 102, San Francisco, CA 94123

SUMMARY:

This report starts with the finding that some patients with an Axis
I disorder who appear personality disordered when acutely ill may
represent a distinct clinical subgroup. It examines the clinical corre-
lates of this ‘‘stress induced’’ personality disorder group. A group
of male psychiatric outpatients (n=165) was divided into three groups.
The group with life-long personality disorders ‘‘Trait PD’’ group
(n=24); the group with personality symptoms under the stress of an
Axis I disorder, ‘‘Stress Induced PD’’ or ‘‘State PD,”’ group (n=
63); and a group that had no personality disorders, ‘‘No PD’’ group
(n=78.) These three groups were compared on personality variables
by direct comparison and logistic regression. Logistic regression
showed a reasonable differentiation between the Trait and State
group. The variables of ‘‘Reacts Criticism’’, ‘‘Suicide,”’ and ‘‘Needs
Approval’’ predicted the Trait group, while the variable ‘*Ashamed’’
predicted the State group. Logistic regression also showed reasonable
differentiation between the State and No PD groups. ‘‘Restricted
Expression of Affect’” predicted the No PD group, while the variables
of “*‘Acts Childishly,”” ‘‘Suicide,”” *‘Sensitive to Criticism,”” ‘‘Acts
Emotionally,”” ‘‘Feelings Change,”” and ‘‘Fearful”’ predicted the
State group. The evidence seems to indicate the previously identified
State group can be differentiated from its theoretical near neighbors
using clinical criteria.

No. 8C
RELATIONSHIP BETWEEN ADJUSTMENT,
ANXIETY, AND DEPRESSIVE DISORDERS

Peter Tyrer, M.D., Department of Psychiatry, Imperial College
School of Medicine, 20 South Wharf Road, London WLIPD, United
Kingdom

SUMMARY:

The Nottingham Study of Neurotic Disorder was initiated in 1982
and recruited 210 patients with anxiety and depressive diagnoses
(diagnosed with the SCID Interview Schedule) between 1983 and
1687. These patients were involved in a randomized trial of drug
and psychological therapy and subsequently followed up on 10 occa-
sions, the last being on the 12" anniversary of their original presenta-
tion. The results showed that most patients improved greatly in the
first 10 weeks of treatment irrespective of intervention, and that at
12 years nearly half had recovered entirely. Personality disorder at
initial presentation was a major factor in determining a poor long-
term outcome (Seivewright et al, 1998). Further analysis of the results
suggests that many of the patients, despite having a DSM-III anxiety
or depressive diagnosis, behaved clinically as adjustment disorders
with rapid resolution associated with a favorable natural history.
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However, there is another group, those who develop adjustment
disorders because of personality vulnerability, who have recurrent
problems. Ways of differentiating the two groups—pure adjustment
disorders and adjustment disorders secondary to personality vulnera-
bility—will be described. The findings show that the predictive value
of this exercise is both useful in the short and long term.

No. 8D

JOB STRESS AMONG YOUNG PHYSICIANS:
WORKING CONDITIONS OR PERSONALITY, A
PROSPECTIVE STUDY

Per Vaglum, M.D., Department of Behavioral Sciences, University
of Oslo, P.O. Box 1111 Blindern, Oslo N-0317, Norway; Reidar
Tyssen, M.D., Nina Gronvold, M.D., Oivind Ekeberg, M.D.

SUMMARY:

The relative importance of working conditions and personality
features for the level of experienced job stress is explored in a
longitudinal study starting out with a nationwide representative sam-
ple of medical students in the last term (N=522) and following them
to the end of the internship (n=371). The Job Stress Questionnaire-
20 (Cooper) was used to measure the dependent variable, sleeping
hours when on duty, number of weekly working hours, and learning
milieu as measures of working conditions in internship. The Basic
Character Inventory (Torgersen), Ways of Coping Checklist, Per-
ceived Clinical Competence, and Perceived Medical School Stress
(Vitaliano) in the last term in medical school were used as individual
variables.

Results: Multiple regression analysis showed that controlled for
age and sex, both clinical competence as student, vulnerability(neu-
roticism) and wishful thinking, and internship learning climate and
number of sleeping hours on duty were independent predictors of
job stress (adjusted R square R=.314).

Conclusion: Both personality and job factors are important for
level of job stress. Both may be targets for prevention.

No. 8E

SCHEMA-FOCUSED COGNITIVE THERAPY AND
STRESS-EXACERBATED PERSONALITY
DISORDERS

David P. Bernstein, Ph.D., Department of Psychiatry, Bronx VAM-
CQ\Fordham University, 130 Kingsbridge Road, Dealy Hall, 3rd
Floor, Bronx, NY 10568

SUMMARY:

When personality disordered individuals present for treatment, it
is often because their fragile coping mechanisms have been over-
whelmed by acute or chronic stress. In this presentation, we will
discuss strategies for intervening with stress-exacerbated personality
disorders, using Jeffrey Young’s Schema-Focused Cognitive Ther-
apy as a conceptual framework. Schematherapy is an integrative
form of treatment for personality disorders and severe and persistent
mood and anxiety disorders that combines cognitive, behavioral,
psychodynamic object relations, and experiential approaches. The
Schematherapy model posits that early maladaptive schemas (EMSs)
form the cognitive and affective core of personality disorders. EMSs
are pervasive, self-defeating patterns or themes, such as abandon-
ment, defectiveness, abuse/mistrust, and deprivation, which develop
due to adverse childhood experiences, and are elaborated throughout
one’s life. When EMSs are triggered by stressful circumstances,
they produce intense, disruptive affects, such as anxiety, rage, and
depression. In attempting to manage these affects, personality disor-
dered individuals often rely on inadequate, self-defeating coping
mechanisms, making matters worse.

Case example: A patient with borderline personality disorder be-
came convinced that he was about to bc fired, when his boss began
making demands on him (Abuse\Mistrust Schema triggered by work-
related stress). In a fit of anxiety and rage, the patient shocked
his boss by impulsively handing in his resignation. The patient’s
resignation was a pre-emptive attempt to protect himself from attack,
a self-defeating coping mechanism that precipitated a long period
of unemployment.
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SYMPOSIUM 9—EVIDENCE-BASED
PSYCHODYNAMIC THERAPY PART I
STUDYING CLINICAL WORK

American Academy of Psychoanalysis
and American Psychoanalytic Association

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium the participant should be
able to (1) comprehend the difference between research evidence
and clinical evidence, (2) identify at least one obstacle to research
into dynamic psychotherapy, and (3) discuss at least one technique
for transforming clinical intuition into validated therapeutic skills.

No. 9A

THE ANALYTIC PROCESS SCALES I
INTERVENTION QUALITY AND PATIENT
PRODUCTIVITY

Sherwood Waldron, Jr., M.D., 1235 Park Avenue, Unit 1B, New
York, NY 10128-1759

SUMMARY:

The Analytic Process Scales (APS) were employed to examine
123 analyst interventions from nine sessions of three psychoanalyses.
This research instrument, with an extensive coding manual, assesses
tape recorded sessions from a psychoanalytic process viewpoint,
enabling psychoanalysts to evaluate the nature and quality of the
contributions of both analyst and patient to the psychoanalytic
process.

The analytic work by both patient and analyst is characterized in
a reliable and systematic way for sessions from these three analyses.
The nature of the interventions, the nature and quality of the work
by patient and analyst, and the striking differences between the cases
are described.

Substantial correlations were found between the core analytic
activities of clarification, interpretation, and analysis of resistance;
transference and conflict; and the productivity of the patient in the
immediately following segment. A multiple regression analysis
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showed that the impact of these analytic activities was entirely depen-
dent on the quality of the analyst’s intervention. In addition, patient’s
previous productivity contributed as strongly as intervention quality
to subsequent patient productivity. Statistical analysis also demon-
strated that the level of work of the analyst and the patient were
highly correlated in this sample.

No. 9B
THE ANALYTIC PROCESS SCALES

Anna M. Burton, M.D., 163 Engle Street, Building 2, Englewood,
NJ 07631-2530

SUMMARY:

The presenter reviews the work of this research group in devel-
oping the Analytic Process Scales (APS) and bringing them to their
present powerful potential, and describes the clinical research value
of recorded material. One session and its context in a fully recorded
analytic treatment will be summarized and an uncut sequence within
one of the sessions will be presented to the audience, in both audio-
tape and printout formats, to illustrate how the APS identifies and
quantifies each element of interaction between patient and therapist
in a theory-free manner. On the patient’s side, measures can be made
of how her feelings have contributed, or how her developmental
history enters the work; how she responds to the analyst’s interven-
tion, and so forth. On the analyst’s side, we can measure his types
of intervention, his discernible feelings, how he follows the patient’s
immediate emotional focus, and how these factors correlate with the
patient’s useful productivity. The APS measures the interactional
characteristics of the process through its applications to conflicts,
resistances, and transferences.

The systematic application of these scales to audiotaped sessions
has revealed correlations relevant to both short-and long-term psy-
chotherapeutic benefit to this patient.

No. 9C
AN OUTCOME STUDY FOR PSYCHODYNAMIC
PSYCHOTHERAPY OF PANIC DISORDER

Barbara L. Milrod, M.D., Department of Psychiatry, Cornell Univer-
sity, 525 East 68th Street, New York, NY 10021; Fredric N.
Busch, M.D.

SUMMARY:

This talk will describe the methodology necessary to turn psycho-
analytic psychotherapy into a reproducible, scientifically believable
treatment, as well as to report on the immediate outcome and six-
month follow-up on the patients we studied with our method. Twenty-
one patients with panic disorder were entered into a trial of twice
weekly, 24-session treatment with Panic-Focused Psychodynamic
Psychotherapy (PFPP), a psychoanalytic psychotherapy based on
core psychoanalytic principles of the central importance of uncon-
scious mental dynamisms and the use of free association. Sixteen
of 21 experienced remission of panic and agoraphobia. Treatment
completers with depression also experienced remission of depression.
Symptomatic and quality of life improvements were substantial and
consistent across all measured areas. Symptomatic gains were main-
tained over six months. Psychodynamic psychotherapy appears to
be a promising nonpharmacological treatment for panic disorder.
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SYMPOSIUM 10—EVIDENCE-BASED
PSYCHODYNAMIC THERAPY PART I
WHAT DO THE DATA SHOW?

American Academy of Psychoanalysis
and American Psychoanalytic Association

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium the participant should have
a clearer idea of central dimensions of analyst and patient work in
psychodynamic therapy, how they can be measured, and how the
analyst work enhances the patient’s productivity.

No. 10A

THE BENEFITS OF INDIVIDUAL PSYCHOTHERAPY
FOR SCHIZOPHRENIA PATIENTS: A META-
ANALYTIC REVIEW

William H. Gottdiener, Ph.D., 111 Hicks Street, Unit 7N, Brooklyn,
NY 11201; Nick Haslam

SUMMARY:

A comprehensive meta-analytic review was undertaken to deter-
mine the efficacy of individual psychotherapy for schizophrenic
patients. Mean effect sizes were calculated for seven separate meta-
analyses. Use of antipsychotic medication, theoretical orientation of
treatment, and changes in diagnostic criteria were examined as possi-
ble moderator variables. Improvement in overall functioning was
associated with all forms of individual psychotherapy, which in-
cluded psychodynamic, cognitive-behavioral, and non-psychody-
namic supportive therapies. The largest proportion of patients, how-
‘ever, improved with the use of psychodynamic and cognitive-
behavioral therapies when combined with antipsychotic medication.
Narrowing of diagnostic criteria after publication of DSM-III did
not attenuate effect sizes. Implications for treatment and suggestions
for future research are discussed.

No. 10B
CONTROLLED TRIALS OF PSYCHOANALYTIC
THERAPIES FOR YOUNG PEOPLE

Peter Fonagy, Ph.D., Psychoanalysis Unit, University College of
London, Gower Street, London WCI1E 6BT, United Kingdom; Geof-
frey Baruch, M.D., Anthony Bateman, M.D.

SUMMARY:

Psychodynamic approaches have a poor track record with individu-
als with conduct problems. Insight-oriented treatments are ineffective
and in some trials have been found to have iatrogenic effects on young
people’s behavior. In our formulation the reason for the apparent
ineffectiveness of psychoanalytic therapies rests with the limited
relevance of understanding unconscious processes to individuals
whose capacity to represent mental states is limited, at least in
attachment contexts. Psychoanalytic therapy, if it is to be effective
for such individuals, needs to be reframed, as an intervention that
enables the individual to evolve second-order representations of inter-
nal states, what has come to be called: ‘‘mentalization.’” Therapies
focused on these ideas have been shown to be effective in the context
of partial hospital treatment of borderline states. The present paper
will report on two trials, a study of brief psychotherapy involving
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juvenile delinquents in London (led by Dr. Geoffrey Baruch) and a
violence prevention intervention in Topeka schools (led by Dr. Stuart
Twemlow). The paper will explore how the capacity for thinking
about one’s thoughts and feelings can be improved by psychody-
namic interventions that focus on this capacity and how such im-
provements lead to measurable improvements in adaptations at a
behavioral level.

No. 10C
THE LIMITED EFFECTIVENESS OF SHORT-TERM
THERAPY FOR ANOREXIA NERVOSA

Authur L. Robin, Ph.D., 1720 Haynes, Birmingham, MI 48009;
Patricia Siegel, Ph.D.

SUMMARY:

This study assessed the importance of a sufficient length of treat-
ment by comparing outcomes after six versus 16 months of Behav-
ioral Family Systems Therapy (BFST) or Ego Oriented Individual
Therapy (EOIT) as treatments for teens with anorexia nervosa.
Thirty-seven female adolescents with restricting anorexia nervosa
were randomly assigned to BFST or EOIT. Each participant received
a common medical/dietary regimen and 16 months of BFST or EOIT.
BFST consisted of family sessions focusing on a behavioral weight
gain program, cognitive restructuring, and family structure. EOIT
consisted of individual adolescent sessions focusing on dynamics
blocking eating; parents were seen separately. Measures were admin-
istered before treatment, six months later, and at post treatment.
Twenty-eight percent of the girls attained target weight by six
months; 68% by 16 months. Twenty-eight percent of the girls re-
sumed menstruation by six months; 80% by 16 months. Eating habits,
depression, and ego functioning did not improve until 16 months.
Health was restored in less than a third of the patients after six
months of intensive therapy, but in over two-thirds of the patients
after 16 months of therapy. Psychological variables did not improve
until post assessment. These results emphasize the importance of an
adequate length of treatment for anorexia nervosa.

No. 10D
RANDOMIZED CLINICAL TRIAL OF A
PSYCHOANALYTIC TREATMENT OF BPD

Anthony Bateman, M.D., Department of Psychotherapy, Saint Ann’s
Hospital, Saint Ann’s Road, London N15 3TH, United Kingdom

SUMMARY:

Forty-four patients with borderline personality disorder, diagnosed
according to standardized criteria, were allocated either to psychoan-
alytically oriented partial hospitalization or to general psychiatric
care (control group) in a randomized control design. Treatment,
which included individual and group psychoanalytic psychotherapy,
was for 18 months. Outcome measures included frequency of suicide
attempts and acts of self-harm, number and duration of inpatient
admissions, use of psychotropic medication, and self-report measures
of depression, anxiety, general symptom distress, interpersonal func-
tion, and social adjustment. Patients in the partial hospitalization
program showed a statistically significant decrease on all measures in
contrast to the control group. Improvement in depressive symptoms,
decrease in suicidal and self-mutilatory acts, reduced inpatient days,
and better social and interpersonal function began after six months
and continued to the end of treatment at 18 months.

Gains were not only maintained over 18-months follow-up but
also showed a statistically significant continued improvement on
most measures, including service utilization, in contrast to the control
group of patients who showed only limited change during the same
period.

Detailed results will be presented, including cost-effectiveness
and the importance of the findings discussed, including the outpatient
adaptation of the program, which is presently part of a research trial
using a randomized, controlled design.
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SYMPOSIUM 11—SOCIAL PSYCHIATRIC
ASPECTS OF VIOLENCE AND TRAUMA
American Association for Social
Psychiatry

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should under-
stand the biopsychosocial implications of violence and trauma, and
how to use this knowledge in diagnosing, treating, and preventing
violence and trauma among psychiatric patients.

No. 11A
TRAUMA AND VIOLENCE: A U.S. PERSPECTIVE

Carl C. Bell, M.D., Community Mental Health Council, 8704 South
Constance Avenue, Chicago, IL 60617-2746

SUMMARY:

Using data from the Adverse Childhood Experiences (ACE) Study,
Dr. Bell will highlight the long-term negative outcomes that violence
and trauma are associated with in the United States. The ACE study
shows a strong association between psychological abuse, physical
abuse, contact sexual abuse, living with a substance abuser, living
with a mentally ill person, having criminal behavior in the household
while growing up, and growing up in a household where the mother/
stepmother was treated violently with increased risk for alcoholism,
drug abuse, depression, suicide, smoking, sexually transmitted dis-
eases, severe obesity, sexual intercourse with 50+ people, ischemic
heart disease, cancer, chronic lung disease, skeletal fractures, and
liver disease. Dr. Bell will discuss the public health implications for
childhood exposure to trauma and violence along with various public
health strategies designed to correct this major cause of mortality
and morbidity in the U.S., most notably constructing a children’s
mental health and mental wellness infrastructure in the U.S. This is
an especially high leverage strategy considering the current infra-
structure *‘sucks.”’

No. 11B
SOCIAL ASPECTS OF TRAUMA

S. Arshad Husain, M.D., Department of Psychiatry, University of
Missouri, 1 Hospital Drive. N119 UMCH Hospital, Columbia,
MO 65212
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SUMMARY:

According to UNICEF at any given time approximately 50 coun-
tries are engaged in armed conflict around the world. Children,
women, and elderly—the most vulnerable members of the society—
are the most common victims of those conflicts. Besides death and
injury, the war atrocities take a serious toll on the psychological
well-being of victims. In the United States, although there is no state
of war, domestic violence and physical and sexual abuse of children
are being perpetrated at an endemic proportion and have similar
psychological impact as seen in war traumatized children. However,
not all children exposed to trauma suffer from traumatic stress reac-
tion. It is now generally accepted that there are sociocultural factors
that influence vulnerability and resiliency to trauma. This author,
drawing from his experience in working with war traumatized chil-
dren of Bosnia and Herzegovina, will discuss various social aspects
of trauma.

No. 11C
NOSTALGIA AS A DEFENSE AGAINST FULLY
EXPERIENCING THE TRAUMA OF IMMIGRATION

Salman Akhtar, M.D., Department of Psychiatry, Jefferson Univer-
sity, 260 Overhill Road, Balacynwyd, PA 19004

SUMMARY:

Though its intensity varies, the psychic trauma consequent upon
immigration is a palpable and life-long one. It is, of course, more
marked in involuntary immigrants, i.e. exiles. The trauma consists
of a rupture in the core background of reality constancy. This causes
mental pain. In addition, the evolving encounter will-altered superego
dictates and newly-found ego freedoms lead to a constant ebb and
flow of anxiety. As life unfolds and new development challenges
appear on the horizon, the immigration trauma has to be reworked
again and again.

Nostalgia is often evoked as a psychic defense against the experi-
ence of this inner disaster. It can serve both healthy and pathological
aims. The therapist dealing with an immigrant must offer psychic
space, respect, and empathy while keeping an eye upon the hidden
transference allusions in the nostalgic pleasure as well as upon its
defensive aims against aggression in the past and in the here and
now. In contrast, the therapist dealing with an exile must empathically
reflect the patient’s inability to experience nostalgia and interpret
the defenses against the emergence of this affect.

In essence, both the immigrant and the exile struggle with defen-
sive alterations of libidinal investment in the memory of their home-
land. The immigrant needs to exaggerate the love that the exile is
compelled to deny. By helping the former renounce such idealization
and the latter reclaim the warded-off good feelings, the therapist
facilitates genuine affection for the country of origin in both types
of individuals. Paradoxically, it is only with such foundation that
true commitment to the country of adoption, where life is now to
be lived, becomes possible.

No. 11D

CONSEQUENCES OF PSYCHOSOCIAL
INTERVENTIONS: THE POTENTIAL TO HARM AND
HELP

Daniel L. Creson, M.D., Dept of Psychiatry, University of Texas at
Houston HSC, 1300 Moursund Street, Houston, TX 77030-3406;
Pedro Ruiz, M.D., Patricia Blakeney, Ph.D.

SUMMARY:

Humanitarian interventions in complex emergencies or crisis situa-
tions have serious psychological consequences. Even though this
seems obvious, little attention has been given to identifying and

quantifying these consequences. One consequence of this type of
aid interventions programs is the tendency to equate psychosocial
programs with programs whose design is based on a medical trauma
model. The medical trauma model tends to focus its attention in
individual trauma that requires individual treatments. This Western
concept of intervention in emergency situations has little relevance
with respect to the acute and chronic stress experienced by commu-
nity members when they get exposed to shared hardships and shared
traumatic expcriences.

As professionals acquire more experiences and skills in resolving
serious crisis and/or emergency situations, they move away from
simplistic, linear models of intervention. In this respect, field experi-
ences have shown that the active participation of community mem-
bers is an essential and healthy way of achieving success when
intervening in emergency situations.

In this presentation, social interventions that promote a sense of
worth, that amcliorate feelings of powerlessness, and that enhance
cooperation and collaboration will be addressed and discussed. Hope-
fully, this prcsentation will help to design more appropriate types
of interventions when dealing with serious emergencies.

No. 11E
PTSD AND CULTURAL COMPETENCY

Edward F. Foulks, M.D., Department of Psychiatry, Tulane Univer-
sity School of Medicine, 1430 Tulane Avenue, TMC-SL97, New Or-
leans, LA 70112-2699

SUMMARY:

Cultural competency has recently been included in the require-
ments of the Accreditation Council for Graduate Medical Education
(ACGME) for all U.S. residency training programs. Since Freud and
Breuer’s Studics in Hysteria, it has been recognized that memories
of horrific traumatic events are frequently denied, forgotten, and
repressed in patients who suffer from PTSD. Psychiatrists who treat
such patients should therefore be prospectively informed about his-
torical events of traumatic nature potentially experienced by patients,
particularly from diverse cultural backgrounds, U.S. veterans and
Southeast Asian refugees from the Vietnam War will be cited to
exemplify this principle.
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SYMPOSIUM 12—SADISTIC
PERSONALITY DISORDER: ITS WIDE
RANGE AND IMPORTANCE AS A
DIAGNOSIS

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should be
able to grasp the importance of sadistic personality disorder as a
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valid diagnosis, understand its wide range and its differences from
and overlap with, psychopathy and sexual sadism, and know which
forms are treatable—and by what methods.

No. 12A
SADISM AND FORENSIC PSYCHIATRY

Michael M. Welner, M.D., Department of Psychiatry, The Forensic
Panel, 224 West 30th Street, Suite 806, New York, NY 10001

SUMMARY:

While sadism lays silently in the clinical psychiatric nomenclature,
the implications of sadism are visible in forensic psychiatry. In
contemporary forensic psychiatry, the designation sadism is used
interchangeably with sexual sadism. Consequently, the entity is often
stereotyped as necessarily a sexual fetish. The author provides an
example from his own case experiences of how this misconception
translates in forensic work.

The forensic psychiatrist who performs assessments for criminal
responsibility and capital cases must closely examine the motivation,
actions, and attitudes of the perpetrator. Consideration of sadism
may be masked by the presence of coincidental major mental illness,
or a close relationship with the victim. Included in this framework
is an appreciation for the role pathology and forensic sciences play
in the investigation of the presence of sadism. Guidelines are pro-
posed for relevant history and workup of these peculiar cases.

The Depravity Scale, a history and evidence driven device being
validated to standardize the definition of depravity, incorporates
sadism into several of its factors. These factors are reviewed.

Finally, the author discusses the serious implications of the label-
ing of sadism. Sobriety, caution, and diligent pursuit of forensic
evidence are a must for the psychiatrist who must consider this
diagnostic possibility.

No. 12B
SADISTIC PERSONALITY DISORDER: THE NEED
TO REINSTATE IN FUTURE EDITIONS OF DSM

Michael H. Stone, M.D., Department of Psychiatry, Columbia Uni-
versity, 225 Central Park West, # 114, New York, NY 10024-6027

SUMMARY:

Sadistic personality disorder [SPD] had been included provision-
ally in the appendix of DSM-III-R and subsequently omitted, partly
for political reasons, lest SPD be misused by defense attorneys as
‘“‘exculpatory’” (as a ‘‘mental illness’’) of crimes involving extreme
cruelty. Lack of field studies was another factor, since sadistic per-
sons rarely come for treatment or are treatable—hence the literature
on clinical aspects of SPD was sparse. There is a large literature
bearing on the subject, however, in the form of full-length biographies
of notorious violent offenders. Review of 393 such books and the
395 offenders (two books involved a pair of offenders) reveals that
at least four of the eight criteria mentioned in DSM-III-R were
applicable to 259 of the offenders, most of whom had committed
one or more murders or several rapes. Six books dealt with self-
defense homicides, leaving 389 dealing with murder(s). Men [N=
317] outnumbered women [N=72]. SPD applied more often to men
[72%] than to women [43%]. Utilizing a scale for ranking the degree
of cruelty utilized, offenders were categorized as belonging to one
of the 22 gradations. SPD was rare in those committing *‘crimes of
passion.”” SPD was noted in 40 (females)—65% (males) of those
who killed to ‘‘get someone out of the way’’ (e.g., spouse, in order
to be with a lover). Sexual sadism was nonexistent in women, but
common in male serial killers, almost all of whom showed SPD
(70% of those who killed to avoid detection; 100% of those with
concomitant sexual sadism). SPD is common in the forensic popula-

tion, and deserves reinclusion in future editions of DSM. SPD should
never be ‘‘exculpatory’’ of violent crime.

No. 12C
PATTERNS OF SADISTIC BEHAVIOR AND VICTIM
RESPONSE

Ann Burgess, D.N., The Forensic Panel, 224 West 30th Street, #806,
New York, NY 10001

SUMMARY:

This presentation will describe the sadistic offender from the per-
spective of the victim through the analysis of ten adjudicated cases.
The dynamics of the interaction and of the motivation for the sadistic
offense need to be taken in to consideration in formulating plans for
treatment of the sadistic offender.

Additional insights of value in forensic assessment were derived
from study of the wives and partners who had been consensually
involved with the sadistic offenders, and who had endured from
them varieties of psychological, physical, and sexual abuse. Several
such examples will be discussed in the presentation, along with the
relevance of sadistic personality disorder as a diagnosis pertinent
both to the understanding of the offenders and to the proper develop-
ment of prognostic guidelines and treatment strategies.

No. 12D
THE EMPIRICAL RELATIONSHIP BETWEEN
PSYCHOPATHY AND SADISM

I. Reid Meloy, Ph.D., 964 5" Avenue, Suite 409, San Diego, CA
92101

SUMMARY:

There have been recent studies that demonstrate a significant and
strong relationship between the construct of psychopathy and that
of the sadistic impulse. The utilization of standardized measures of
psychopathy (such as that of Hare’s Psychopathy-Checklist/Revised
[PCL-R]) and personality measures of sadism (such as Millon’s
MCMI-II, PAI) suggest that clinicians, especially those engaged in
forensic evaluation and treatment, should suspect sadism in the his-
tory of the psychopath. Similarly, clinicians should always consider
the diagnosis of psychopathic personality when confronted by sadis-
tic behavior or by the paraphilia of sexual sadism. The concepts of
sadistic personality disorder and psychopathy have important ramifi-
cations in the domain of treatment, since both conditions have a
bearing on both the amenability o treatment and the limitations of
the treatments, such as are currently available. Pertinent cases will
be presented.
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SYMPOSIUM 13—FROM RESEARCH TO
PRACTICE: PRIMARY CARE RESEARCH
IN SUBSTANCE ABUSE AND MENTAL
HEALTH SERVICES FOR ELDERLY
(PRISME)

Substance Abuse and Mental Health
Services Administration

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should under-
stand the implementation of MH/SA research in primary care from
the researcher, provider, consumer, and ethnic minority perspectives.

No. 13A

INTEGRATION OF MENTAL HEALTH AND
SUBSTANCE ABUSE SERVICES IN PRIMARY
CARE FOR THE ELDERLY

John S. McIntyre, M.D., Department of Psychiatry, Evelyn Brandon
Health Center, 81 Lake Avenue, 3rd Floor, Rochester, NY 14608

SUMMARY:

The integration of behavioral health services and primary care has
become increasingly popular. This service delivery model has the
potential for increasing access, decreasing stigma, increasing recog-
nition of mental health and substance abuse disorders, improving
communication among health professionals, and improving the ad-
herence to recommended treatments. However, there are few studies,
especially of elder patients, examining the outcome of these treatment
models. The PRISME study is a randomized, controlled study ad-
dressing these issues for patients with the diagnosis of depression,
anxiety, and alcohol abuse. This paper will present information from
50 clinical sites that identifies key factors that influence the success
of an integrated model including screening of patients, role of the
PCP, information sharing, adaptation of mental health and substance
abuse treatments for primary care, and financial/reimbursement
issues.

No. 13B

CONSUMERS’ AND RESEARCHERS’
PERSPECTIVE ON IMPROVING ELDERLY ASIAN-
AMERICANS’ AND HISPANIC-AMERICANS’
PARTICIPATION IN MENTAL HEALTH AND
SUBSTANCE ABUSE RESEARCH

Hongtu Chen, Ph.D., CB Wang Health Center, 125 Walker Street,
New York, NY 10013; Guiseppe Costantino, Ph.D., Sue E. Levkoff,
Sc.D., Herman Sanchez, A.B.

SUMMARY:

This presentation explores barriers and strategies in motivating
Asian and Hispanic elders to participate in mental health services
research programs. Elderly consumer representatives, primary care
physicians, and research investigators were involved in identifying
these barriers and developing strategies to reduce them.

The barriers include: (1) lack of culturally sensitive/competent
mental health providers, (2) stigma associated with mental illness
and their related services, (3) denial of mental health problems, (4)
poor understanding of treatment and research benefits, (5) unwilling-
ness to sign consent forms, (6) reluctance to spend extra money for
research treatment, (7) inability to commit to new activities due to
family responsibilities, and (8) poor geographical mobility.

A number of strategies have been identified and implemented to
motivate them to participate including (1) community education via
multimedia, such as videotapes to publicize the study, (2) monetary
compensation for participating time, (3) utilizing bilingual research
assistants/clinicians, (4) developing culturally competent MH/SA
services, (5) gaining support from primary care providers, and (6)
providing transportation and other social services.

In conclusion, there are multifaceted barriers preventing cultural
minorities from participating in mental health/substance abuse re-
search. However, they can be reduced by strategies developed
through collaboration of consumers, primary care providers, and
research investigators.

No. 13C

CONSUMERS AND RESEARCHERS: NEW
PARTNERSHIP CHALLENGES AND
OPPORTUNITIES

Cynthia Zubritsky, Ph.D., Department of Managed Care, University
of Pennsylvania, 3600 Marker Streetd, 7th Floor, Philadelphia, PA
19104; Rosa Wims, Trudy Persky, M.S.W., William Faust, Paul
Wohlford, Ph.D.

SUMMARY:

Researchers and funders are realizing the value of actively incorpo-
rating consumer perspectives in research. Developing effective part-
nerships between consumers and researchers is challenging, but the
benefits and opportunities are becoming clearer. This may be particu-
larly true with older adult and ethnic minority populations. Consum-
ers can help to enhance study subject recruitment, enrollment, reten-
tion, instrumentation, and other research procedures. They can help
disseminate results to a broader, non-academic audience of poli-
cymakers, advocates, and the general public. In 1998, the Substance
Abuse and Mental Health Services Administration (SAMHSA), the
Department of Veterans Affairs (VA) and the Health Resources
Services Administration (HRSA), funded a five-year, multisite study
called the Primary Care Research in Substance Abuse and Mental
Health for the Elderly (PRISMe) Study. The consumer perspective
is included in many aspects of multisite study development and
implementation. Each study site is also required to develop a Con-
sumer Advisory Council (CAC) and incorporate their feedback on
all aspects of site-level protocol development and implementation.

Conclusion: This presentation will briefly review the range of
consumer involvement approaches and will report in depth on lessons
learned along the way.

No. 13D
IDENTIFICATION AND TREATMENT OF ALCOHOL
PROBLEMS IN PRIMARY CARE

David W. Oslin, M.D., Department of Psychiatry, University of
Pennsylvania, 3600 Market Street, Room 790, Philadelphia, PA
19104; Frederic C. Blow, Ph.D.

SUMMARY:

The treatment of alcohol abuse and dependence among the elderly
has traditionally focused on individualized or group psychotherapy
delivered in specialized addiction treatment centers. Findings from
the PRISMe study confirm that few older adults with alcohol prob-
lems have been identified and are being treated in specialty programs.
New strategies need to be developed to assist in the identification
and early treatment of older patients. Emerging evidence supports
a role for mental health providers in identifying and managing late-
life problem drinking both in their own practice and in consultation
with other colleagues.
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This presentation will focus on the effective identification of pa-
tients through systematic screening. While screening may be neces-
sary, it is not sufficient for managing patients and thus early interven-
tion options will also be discussed with a focus on brief interventions.
Brief interventions can be easily implemented in many health care
settings, can assist in getting patients into specialty care, and have
been shown to be effective in reducing or stopping consumption of
alcohol.

No. 13E

HEALTH POLICY IMPLICATIONS OF (PRISME)
AND THE PROMISE OF RESEARCH ON MENTAL
HEALTH AND SUBSTANCE ABUSE TREATMENT
OF OLDER PERSONS IN PRIMARY CARE

Stephen J. Bartels, M.D., Department of Psychiatry, NH-Dartmouth
Res CT, 2 Whipple Place, Suite 201, Lebanon, NH 03766-1360;
Betsy McDonel-Herr, Ph.D.

SUMMARY:

Objective: The objective of this presentation is to provide an
overview of the health policy implications of current research on
integrated mental health services for older persons in primary care.

Method: Health policy issues of access, treatment effectiveness,
and the organization and costs of mental health services in primary
care are discussed in the context of PRISMe and two other concurrent
multisite studies.

Results: Depression and other mental health disorders affect at
least one-third of older adults in primary care, resulting in poorer
health outcomes and increased health costs. Integration of services
has been proposed as a remedy for inadequate treatment of these
problems, yet empirical data are lacking. Over 5,000 older persons
with depression and other disorders are currently participating in
three different multisite studies in primary care settings. PRISMe
compares effectiveness and costs associated with integrated and re-
ferral models of mental health and substance abuse (MH/SA) ser-
vices. Two other studies examine the effectiveness of depression
care managers facilitating antidepressant treatment and interpersonal
psychotherapy (PROSPECT) or Problem Solving Therapy.
(IMPACT).

Conclusions: These studies address different and complementary
health policy questions on the effectiveness and costs of integrating
mental health and substance abuse services for older persons in
primary care.
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SYMPOSIUM 14—EXTINCTION VERSUS
ADAPTATION: THE FUTURE OF STATE
HOSPITAL PSYCHIATRY

APA Caucus of State Hospital
Psychiatrists and American Association
of Psychiatric Administrators

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should under-
stand the challenges that faced state hospital psychiatrists historically
with the vision of application of these ‘‘lessons learned’’ to the
future; develop methods to survive internal system and governmental
political pressures; appreciate adaptation strategies of state psychia-
trists in recruitment retention and medical leadership.

No. 14A
BUILDING, UNBUILDING, AND REBUILDING
AMERICA’S STATE HOSPITALS

Jeffrey L. Geller, M.D., Department of Psychiatry, University of
Massachusetts Medical Center, 55 Lake Avenue North, Worcester,
MA 01655-0002

SUMMARY:

While there have been shifting ideologies in the United States
about the care and treatment of individuals with chronic mental
illnesses over the past 200 years, one fundamental principle has been
a constant: ‘‘Do what’s right and save money.”” Throughout much
of the 19th century, this principal fueled the construction of state
hospitals. After the first half of the 20th century, when the state
hospital was seen meeting a cornucopia of unmet needs, i.e., care
for the elderly, repository for those with neurosyphillis, etc., the
principal again emerged in full forces. This time it fueled the destruc-
tion of state hospitals, and the arguments for and against state hospi-
tals were put forward without adequate, accurate data. This presenta-
tion examines this history, with a particular focus on how history
can inform us of the future. Are state hospitals dinosaurs, Edsels,
or bellbottoms?

No. 14B
THE FUTURE OF STATE HOSPITAL PSYCHIATRY
PART II: SURVIVING POLITICAL CHANGES

Thomas W. Hester, M.D., Division MHMRSA, 2 Peachtree Street,
N.W., 22nd Floor, Atlanta, GA 30303

SUMMARY:

From 1955 to 1996 the number of persons served in state hospitals
dropped from 560,000 to 77,000 — and acute inpatient care was
shifted to general hospitals. In addition to downsizing, state hospitals
have been the focus of political forces including privatization cam-
paigns, and highly publicized sentinel events like patient suicides
and elopements of patients charged with violent felonies. Also, the
U.S. Department of Justice CRIPPA actions, transfer of convicted
sexual offenders from prisons in the wake of Kansas v. Hendricks,
the 1999 U.S. Supreme Court decision in the case of Olmstead v.
L.C. and E.W., and other class action and private law suits have left
many state hospitals marginalized, isolated, and stagnant.

State hospitals can use certain successful strategies to manage
political adversity, including becoming expert at meeting the needs
of those patients who remain in state hospitals, and revitalizing
the therapeutic culture of the state hospital to reflect principles of
recovery, community integration, best clinical practices, and account-
ability. Tactics to support these strategies include hiring peer special-
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ists, supporting mutual help groups, implementing active anti-stigma
campaigns, establishing hospital-operated community programs, and
collaborating with universities and community providers in the im-
plementation of medication algorithms.

No. 14C
RECRUITMENT AND RETENTION

Joel S. Feiner, M.D., Department of Psychiatry, University of Texas
at Southwestern, 233 West 10th Street, Dallas, TX 75208

SUMMARY:

It has been my experience that those state hospital that are most
successful in recruiting and retaining psychiatrists have the most
developed integration with a medical school department of psychia-
try. This integration includes academically oriented psychiatrists in
subspecialty areas of the state hospital including research, and foren-
sic and geriatric units. Training should take place in designated
units, attended by faculty who are distinguished by their clinical and
teaching abilities. The interdisciplinary team should also include
nurses, psychiatrists, social workers, mental health technicians, and
chemical dependency specialists who display excellence in their field
and a comfortable disposition to participate in teams. In addition,
the professionals should be capable of supervising trainees in their
own disciplines.

This concentration of departmental excellence lends prestige to
the state hospital psychiatrist and provides the excitement of state
of the art training for residents. All attending psychiatrists benefit
from on-site academic exercises.

If the full integration is not possible because of bureaucratic diffi-
culties or geography, then as many of elements should be incorpo-
rated, especially residency training. Other dimensions that obviously
encourage recruitment and retention are competitive, if not greater,
salaries and benefits and hospitals with exemptions from managed
care constraints.

No. 14D
MEDICAL LEADERSHIP IN STATE HOSPITAL
SYSTEMS

Christopher G. Fichtner, M.D., Department of Psychiatry, University
of Chicago, 160 North La Salle Street, S-1000, Chicago, IL 60601;
Daniel J. Luchins, M.D., Thomas A. Simpatico, M.D., Louis J.
Mini, M.D.

SUMMARY:

In the context of a symposium on the future of state hospital
psychiatry, posing alternatives of adaptation or extinction, a discus-
sion of medical leadership takes on distinctive dimensions. Numerous
authors have written about the close relationship between leadership
and the management of change. State hospitals, public mental health
systems, psychiatric services in general, and American health care
more broadly are all changing. State hospital psychiatrists, and psy-
chiatrists working in related public systems, now face the challenge
of providing medical leadership in the context of evolving systems
of care. This has often meant taking a strong stance on minimum
standards of quality in the face of shrinking resources. It is also
characteristic of good leadership to find opportunity in the midst of
change, even under conditions of adversity. To be effective leaders,
state hospital psychiatrists will need to become adept at envisioning
strategies for resource management that integrate patient advocacy
and quality standards, while being clear about commitment to max-
imizing value for the health care dollar. They must lead the imple-
mentation of systemic changes that reduce current inefficiencies and
optimize use of available resources. This presentation will highlight
initiatives in continuity of care, community psychiatry staffing and

leadership, information management, public-private sector collabora-
tion, hospital medical staff monitoring, and multidisciplinary team
functioning that illustrate opportunities for medical leadership in the
context of state hospital practice. The role of academic affiliations in
supporting and developing psychiatrist leadership will be addressed.

REFERENCES:
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SYMPOSIUM 15—THE SOCIAL BRAIN
AND PSYCHOTHERAPY
World Psychiatric Association

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should be
able to define social brain, sociodynamics, and sociophysiology;
describe how these form better connections between the brain-cellu-
lar-molecular-levels of analysis to those described as experiential-
mental-behavioral; list brain features of deception; and note problems
for bridging efforts inherent in the development of the science.

No. 15A
CLINICAL SOCIOPHYSIOLOGY

Russell J. Gardner, Jr., M.D., Department of Psychiatry, Medical
College of Wisconsin, 214 Durose Terrace, Madison, W1 53705-3323

SUMMARY:

Psychiatry needs a basic science in which its ills are phrased as
normal function variants. Clinical activities including psychotherapy
would gain enhancement from a rational basic science that combines
brain data with principal brain functions (parallel to other body
systems and their functions, e.g., the gastrointestinal tract and diges-
tion). Brain functions operating in psychopathology and its treat-
ments include those of social relations, such as social rank hierarchy
communications, in-out group behaviors, and bonding-separation.
Subcortical functions include emotions; cortical elaborations entail
story formations that pervade culture and individual development
including a greater ability to form allies than animals can with smaller
neocortical: whole brain ratios. More cortex enhances competence
in social relations including increased ability to enlist allies. Notewor-
thy, 42% of the variance in therapy effect stems from therapeutic
alliance; with human cultural storylines, a genetically unrelated doc-
tor or other therapist assists someone in need, a less likely event
with other species. In psychotherapy treatment contracts, metaphors
of illness, and treatment gain value by distinguishing human and non-
human communicational attributes; for instance, patients frequently
display ancient propensities in their symptoms. Present neuroscience
shows competence in the brain-cell-molecule issues, but we need
equal competence with social and communicational factors that influ-
ence experiential-mental-behavioral realms.
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No. 15B
SOCIODYNAMICS IN PSYCHOTHERAPY

John O. Beahrs, M.D., Department of Psychiatry, Oregon Health
Sciences University, 3006 NE Bryce Street, Portland, OR 97212-
1718

SUMMARY:

““Sociodynamics™ refers to interactive processes in which the
direction of causation proceeds from external social pressures toward
internal psychological states. Mutual suggestion is paradigmatic.
Often concealed by self-deception, one’s brain calculates how best
to present oneself to others, then brings one’s beliefs, desires, and
behaviors into congruence. Others ratify one’s projected image, with
tacit expectations for reciprocity. ‘‘Psychological realities’” emerge.
Relevant brain functions are to calculate interests, assets/liabilities,
and environmental pressures; select preferred life strategies from
numerous innate and learned modules; apply them to life contingen-
cies; and modify them with new information throughout the life
span. Supporting data come from converging research paradigms on
indirect reciprocity, hypnosis, psychological trauma, and the social
sciences. To extend neuroimaging to interacting brains also may
help to identify otherwise elusive underlying patterns. Central to
psychotherapeutic practice, is the extraordinary reframability of psy-
chological realities. Therapeutic implications include looking for
social effects of patients’ symptoms, utilizing significant others,
identifying symptom-reinforcing interactions, and intervening at bi-
opsychosocial focal points in ways that respect, reframe, and build
upon patients’ basic life strategies toward greater social functionality,
behavioral safety, and personal wellbeing.

No. 15C
THE SOCIAL BRAIN AS SITE OF TRUTH AND
DECEPTION

Godehard Oepen, M.D., Department of Psychiatry, University of
Alabama, 223 Trace Ridge Road, Birmingham, AL 35244-3926

SUMMARY:

The ability to understand other people’s behavior involves men-
talizing and manipulation of other people’s mental states. New find-
ings and methods in neuroscience enable us now to see how the
brain uses ‘‘deception’’ in its creation of internal conceptual coher-
ence, and external social coherence. The neurobiology of *‘falling in
love,” placebo research, cross-cultural psychiatry, and ‘‘top-down’’
effects of social factors shaping neurobiological functions in animals
and humans illustrate this point. Deceiving others, as well as detecting
deception is seen as basically normal skills. Different cerebral lesions
might impair them differentially, leading to both inhibitory and dis-
inhibitory phenomena. Cortical and subcortical as well as laterality
factors play an important role in different forms of deception. An
intact left cerebral hemisphere (the ‘‘storyteller’’) seems to be re-
quired for the ability to actively deceive, while a compromised left
hemisphere seems to improve the ability to detect deception in others.
Neuroimaging has recently demonstrated different cerebral activation
patterns in patients with hysterical limb paralysis and volunteers
faking a limb paralysis. Research on ‘‘Mirror Cells’” and the new
‘‘Medial Prefrontal/Superior Temporal Sulcus’’ system demonstrate
additional progress in our understanding of interacting brains and
minds, and re-introduce the subject and its relationships into psy-
chiatry.

No. 15D
BIOLOGY OF FAMILY PSYCHOTHERAPY

Douglas A. Kramer, M.D., Department of Psychiatry, University of
Wisconsin, 780 Regent Street, Suite 300, Madison, WI 53715-2635

SYMPOSIA

SUMMARY:

Sociophysiology constitutes a relationship-based basic science
framework that encourages pathogenetic formulations. The Research
Committee of the Group for the Advancement of Psychiatry (GAP)
suggests that a ‘‘social brain — defined by its function, namely, it
mediates social interactions while also serving as the repository of
those interactions — focuses on the interface between brain physiol-
ogy and the individual’s environment. The brain is the organ most
influenced on the cellular level by social factors across development;
in tumn, the expression of brain function determines and structures
an individual’s personal and social experience.”” This symposium
suggests that psychotherapy needs focus on sociophysiology to con-
nect the brain to behavioral-experiential domains. This view provides
translations of what happens and clinical sociophysiology provides
practical implications as well. A second presentation notes that the
“‘sociodynamics’’ of the therapeutic situation highlights issues of
agreed-on deceptions while a third amplifies this discussion by de-
scribing current research on brain mechanisms of truthful and decep-
tive communications. Ethology represents a facet of biology exempli-
fied from family therapy.

No. 15E
A SKEPTIC’S VIEW OF BRIDGING EFFORTS

Alan A. Stone, M.D., Hauser Hall, Room 400, Harvard University
Law School, 1575 Massachusetts Avenue, Cambridge, MA 02138-
2996

SUMMARY:

The profession of psychiatry is still struggling to find its way in
the paradigm shift from a psychodynamic model of the mind to a
neuroscientific understanding of the brain. This is most problematic
for clinicians who no longer have coherent or meaningful explana-
tions to offer patients in psychotherapy. Sociophysiology is one
important effort to fill the explanatory void. There are those who
believe that insights drawn from evolutionary psychology, ethology,
and the new findings of neuroscience will provide a ‘‘sociophysiolog-
ical’” foundation for psychotherapy. Another school to which I be-
long is of the view that neuroscientific advances will require that
we construct a new theory of mind whose parameters are not yet
available to our outmoded intuitions. There are a melange of tech-
niques but no coherent blueprint for psychotherapy.
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SYMPOSIUM 16—SPECIAL TOPICS IN
WOMEN’S MENTAL HEALTH

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should be able
to recognize gender differences related to some specific psychiatric
disorders, and to understand the particularities that may affect the
diagnosis and treatment in women.
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No. 16A
MOOD DISTURBANCE AND PREGNANCY: PROS
AND CONS OF PHARMACOLOGICAL TREATMENT

Adele C. Viguera, M.D., Department of Psychiatry, Massachusetts
General Hospital, 15 Parkman StreeAWACC 812, Boston, MA
02114; Claudio N. Soares, M.D., Lee S. Cohen, M.D.

SUMMARY:

Pregnancy has frequently been referred to as a time of emotional
well-being conferring ‘‘protection’” against psychiatric disorder.
However, recent data do not support this clinical lore. The manage-
ment of psychiatric disturbances during pregnancy, particularly de-
pression and bipolar disorders, is complex. While the prevalence of
psychotropic drug use during pregnancy is high, data-driven guide-
lines for their use are sparse. This presentation will review the
existing data regarding the impact of an untreated psychiatric illness
on the infant’s development. In addition, reproductive safety data of
psychiatric medications, including antidepressants, mood stabilizers,
antipsychotics, and benzodiazepines, will be critically discussed. The
focus of the presentation will be a delineation of areas where there
is a question regarding ‘‘safest’” or ‘‘best practice’’ use of these
compounds during pregnancy. The ultimate goal is to refine treatment
guidelines and then reduce the exposure both to the illness and to
the potential teratogenic effects of the treatment. Therefore, clinicians
should seek a treatment strategy that poses the least risk for both
mother and infant.

No. 16B
PSYCHIATRIC CHARACTERISTICS OF BINGE
EATING DISORDER IN OBESE WOMEN

Jose C. Appolinario, M.D., Department of Psychiatry, University of
Rio de Janeiro, Visconde de Piraja 550 CJ 2002, Rio De Janeiro,
RJ 22410-001, Brazil

SUMMARY:

Binge eating disorder (BED) is a very common clinical condition
among obese individuals presenting for weight loss treatment and
occurs more frequently in women than men (65% female, 35%
male). Compared with non-bingeing subjects, BED obese patients
commonly report associated eating psychopathology as well as
greater frequency of psychiatric comorbid conditions including de-
pression and anxiety. It has been suggested that the clinical recogni-
tion of this eating disturbed behavior could facilitate therapeutic
management of obesity.

This presentation will critically review associations between diet-
ing, eating behavior, weight loss treatment, weight cycling, body
image, and psychiatric morbidity in overweight and obese women.
We will also present findings on a Brazilian group of obese women
seeking treatment for weight loss. Patients fulfilling DSM-IV criteria
for BED (n=32) with a body mass index (BMD)= 35.4 (+3.5) were
compared with patients without BED (n=33) but with similar BMI=
36.1 (#3.2). Subjects with BED had higher scores in Binge Eating
Scale (p=0.001), reported significant depressive symptoms assessed
by Beck Depression Inventory (p=0.001) and were more likely to
have a current diagnosis (p=0.03) and a lifetime history of major
depressive disorder (p=0.02) when compared with those without
BED.

We will discuss the clinical implications of the presence of BED
and the associated psychiatric comorbidity for the treatment of obe-
sity in this subgroup of patients.
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No. 16C
GENDER AND ADDICTION: WHAT IS NEW?

Monica L. Zilberman, Ph.D., Addicton Center, University of Calgary,
1403 29th Street NW, Calgary, AB T2N 279, Canada; Hermano
Tavares, Ph.D., Nady El-Guebaly, M.D.

SUMMARY:

Substance-related disorders are considered a motive of growing
health concern for women in different parts of the world. Male-to-
female ratios of prevalence estimates have been narrowing due to a
stronger drop in the age of onset of substance use among women,
as compared with men. The literature on gender differences in these
issues has increased over the past 25 years, documenting a variety
of interesting but sometimes contradictory aspects, which could have
significant prevention and treatment implications. Changes in wom-
en’s social role likely influenced the gender gap in substance use.
Existing data indicate that women present greater vulnerability to
substance effects, with more severe medical consequences, faster
development of dependence, and more frequent psychiatric comor-
bidity. However, important knowledge gaps remain, such as the
specific features of subgroups of women (adolescents, elderly
women, minority women, dual-diagnosed women, lesbians, and poly-
substance users, among others). Moreover, although the importance
of craving episodes in relapse to substance use has been recognized,
gender has not been systematically taken into account in the available
research to date. At last, treatment strategies will be discussed with
particular reference to matching to specific subgroups of female
substance users.

No. 16D
IMPACT OF ESTROGEN AND OTHER SEXUAL
HORMONES ON MOOD DISTURBANCES

Claudio N. Soares, M.D., Department of Psychiatry, MGH Center
for Women’s Health, 15 Parkman Street, WACC 812, Boston, MA
02114; Jennifer Poitras, B.A., Jennifer Prouty, R.N.C., Lee S. Co-
hen, M.D.

SUMMARY:

Preliminary research suggested that estrogen replacement therapy
may improve depressive symptoms for some perimenopausal and
postmenopausal women, but these data were limited by methodologi-
cal problems. More recently, two double-blind estradiol (E2) studies
demonstrate efficacy for the treatment of clinically significant major
and minor depression in perimenopausal women when compared
with placebo. Of note, partial or full remission of depression was
observed in more than 70% of women treated with E2. This presenta-
tion will review data available on the effect of estrogen replacement
(as a monotherapy or augmenting treatment) on mood in perimeno-
pausal and postmenopausal women. The lecture will focus on the
potential actions of estrogen in the central nervous system (CNS),
particularly the interaction between estrogen and some monoamine-
mediated systems, and how hormonal interventions\fluctuations may
alter these systems. Additionally, we will emphasize that women are
differentially sensitive to the effects of gonadal steroids, and therefore
hormone changes may result in dramatically different effects in
different individuals. Lastly, existing data on the effects of testoster-
one and dehydroepiandrosterone (DHEAS) on mood disorders will
be critically reviewed.

No. 16E
ESTROGENS AND ALZHEIMER'’S DISEASE IN
ELDERLY WOMEN

Monica Z. Scalco, M.D., Department of Psychiatry, University of
Toronto, 3560 Bathurst Street, BCGC Room 4W07, Toronto, ON
M©6A 2E1, Canada; Robert Van Reekum, M.D.
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SUMMARY:

An estimated 15% of older women will develop Alzheimer’s
disease (AD) during their lifetimes, with a prevalence that is double
that of men. Estrogen has important effects over CNS activity. It
appears to affect the pathogenesis of AD through its actions on
neurotransmitters, nerve growth, synapse morphology, neuromo-
dulin, amyloid precursor protein solubility, glucose metabolism, ce-
rebral blood flow, and as antioxidants. Estrogen also has effects on
cognition. It has been shown to enhance learning and prevent the
deterioration of short- and long-term memory that occurs with normal
aging in peri- and post-menopausal women. A number of studies
have examined the role of estrogens in preventing AD. Accumulating
evidence indicates that use of estrogen after menopause is associated
with a lower incidence of AD. It also may exert influence on the
development of dementia by reducing the risk of cardiovascular
disease. There is also preliminary evidence from trials that estrogens
may enhance cognitive function in AD patients, and may potentiate
other antidementia drugs. The role of estrogens in the prevention
and treatment of AD has not been established conclusively and final
results of two ongoing randomized trials of estrogen replacement
therapy for preventing dementia will be very helpful.
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SYMPOSIUM 17—PRACTICING
PSYCHIATRY IN 2002

EDUCATIONAL OBJECTIVES:

At the conclusion of this session, the participant should be able
to identify the main external factors that affect the clinical practice
of psychiatry today, the principles and strategies that lead to success-
fully navigate through current obstacles, and the strategies necessary
to survive and thrive.

No. 17A
THE MINNESOTA PHYSICIAN-PATIENT ALLIANCE

Lee H. Beecher, M.D., Creekside Professional Building, 6600 Excel-
sior Boulevard, Suite 121, Saint Louis Park, MN 55426

SUMMARY:

The only way to change the present inequities and discriminations
for psychiatric patients and other patients negatively impacted by
managed care, as well as the physicians who serve them, is through
aggressive public education and citizen political action. MPPA is a
group of over 800 physicians of all specialties and citizens (patients)
who feel disenfranchised by employer and government funded man-

aged care. MPPA has been very successful in Minnesota exposing
managed care physician risk sharing, administrative costs in HMOs,
and arbitrary corporate medical necessity utilization review practices.
MPPA physician members effectively work within the Minnesota
Medical Association and Minnesota Psychiatric Society (APA Dis-
trict Branch), and have supported the actions of Minnesota Attorney
General Mike Hatch in his suit against BCBSM for denying necessary
psychiatric care to Blue Cross enrollees (see details of the brief
and groundbreaking settlement at <www.ag.state.mn.us>). MPPA is
called on to comment in the print and broadcast media because we
are not a physician trade organization and present views from the
perspective of the patient and practicing physician. We have among
us the minds and hands of thoughtful and concerned citizens through-
out Minnesota. To learn more about MPPA and to download our
2001 MPPA Report: How Health Plan-physician Contracts Influence
Patient Care Quality and Privacy, go to www.physician-patient.org.

MPPA is a model for similar organizations in other jurisdictions.
After all, sooner or later we all become patients.

No. 17B
SOLO PRACTICE PSYCHIATRY IN THE
COMMUNITY

Thomas W. Dodson, M.D., 2187 SW Main Street, Suite 101, Port-
land, OR 97205-1123

SUMMARY:

This presentation will discuss the practical aspects of treating a
wide range of patients in the community. It is based on the experi-
ences of a solo private practice general adult psychiatrist who prac-
tices in a highly managed care environment. Its goal is to provoke
discussion of practical approaches to meeting the mental health care
needs of the community and how the future psychiatrist can take a
leadership role in a community approach with better outcomes in
social and occupational functioning and decreased patient suffering.
Detailed and comprehensive computerized Axis I and II diagnostic
testing results will be available for over 400 patients. An analysis
of comorbid conditions and their frequency will be reported along
with generally recognized data from the scientific literature as a
comparison group. Specific attention will be given to how to collect
and maintain records, which reflect the mental disorders in the com-
munity served, and how that information can be utilized to adapt to
changing future needs if necessary. This presentation will include a
discussion of efficiency and effectiveness of psychiatric treatment,
the importance of psychotherapy in the treatment of mental disorders,
and the importance of systems of care, which are flexible, individual-
ized, accessible, and consistent with the biopsychosocial model.

No. 17C
BRAIN AND MIND IN CLINICAL PRACTICE

Ronald D. Abramson, M.D., 25 Main Street, Suite 7, Wayland,
MA 01778

SUMMARY:

Psychiatry is the only clinical discipline whose main foci of con-
cern are pathologies of the mind and the related underlying brain.
In addition to the complexities offered by this mind/brain interface,
psychiatric treatment also takes place in a social and economic milieu
that presents special pressures.

This presentation will present the experience of a successful full-
time outpatient private practice of adult psychiatry in a managed care
milieu, illustrated by case presentations, integrating psychoanalysis,
psychoanalytic psychotherapy, and psychopharmacology in a patient
population whose payees are mostly managed care companies, Medi-
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care, and Medicaid. The success and the satisfactions derived from
this practice are based on the following principles:

1. See a broad range of patients who are paid for by a variety of
payees.

2. Be well educated in psychopharmacology, but do not allow
oneself to be seduced into reductionistic ‘‘medication only’’ thinking.

3. Be well educated in psychoanalytic psychotherapy, but realize
that most patients require medications as well as psychotherapy.

4. Beclear as to goals, the agenda of the patient, and the limitations
imposed by what the patient and/or insurance company is willing
to pay.

These principles facilitate professional satisfaction in the face of
the strains imposed by managed care.

No. 17D
PSYCHIATRY IN THE 21ST CENTURY

Garry M. Vickar, M.D., Eastern Missouri Psychiatry Society, 1245
Graham Road #5006, Florissant, MO 63031-8082

SUMMARY:

Psychiatry is still a very challenging, exciting profession. Ad-
vances in science offer qualitatively better outcomes than they did
before, but against that background is the interference from managed
care companies and the constraints they impose between doctors and
patients. However, to practice good medicine one must balance the
advocacy for patients, maintaining their confidentiality, yet attempt
to maximize all the benefits that you can offer them. This means
doing whatever one has to do to prevent any interference with the
doctor-patient relationship by a third party.

The extent of the interference from managed care is such that the
payment received by the hospital in which this presenter works is
so below cost that there has been very serious consideration to
dropping all psychiatric services, which would eliminate general
private care to a community of over a million people. Fortunately,
the decision was made to keep psychiatric services, and the only
justification that allowed administration to make that decision was
the hiring of a hospitalist to handle all/most of the inpatient work.
The logic behind that was since so many doctors find it a money
loser to have inpatient care, they would rather concentrate on outpa-
tient/office services. And yet, for those patients who require inpatient
care, a hospitalist can provide that service for those who don’t want
to admit their own patients. This is a very dramatic change in our
community. The impact of that on practices will be discussed in
some detail.

Each practice setting offers a uniqueness, but there are some
principles in developing and maintaining a good private practice
with good referrals, good working relationships with referrals regard-
less of payer source, and there will be an effort to point out all the
practical aspects of private practice. As well, comments will be made
about the importance of giving back to the community through
community service, speakers’ bureaus, and relationships with local
medical and psychiatric societies as part of a broader medical involve-
ment. There will be opportunity for questions and answers.

No. 17E
PRACTICING PUBLIC PSYCHIATRY IN THE 21ST
CENTURY

Roger Peele, M.D., Department of Mental Health, Montgomery
County, 8002 Lions Crest Way, Gathersburg, MD 20879-5637

SUMMARY:

As we enter the 21st century, the public psychiatric sector is in
disarray. For the past 40 years we have moved from one department
of the state government being responsible for the psychiatrically ill

to many departments of the state, county, and city government being
responsible for some aspect of the care and treatment of the psychiat-
rically ill. Such fragmentation leaves no agent fully responsible for
the broad treatment and social needs of patients. Presently, we are
going through a phase in which Medicaid is assuming responsibility
for treatment, but that responsibility has been narrowed by man-
aged care.

There are two hopes to reverse the tailspin, both of which must
be realized. First, while the use Medicaid had been a series of
disasters, it does offer the potential of public psychiatric treatment
finally being united within the rest of medicine, ultimately an abolish-
ment of public-private split. Adequate psychiatric treatment within
medicine, if cver achieved, however, will be inadequate unless the
social supports are also available. The Olmstead Supreme Court
decision (1999) offers the promise that the state will become responsi-
ble for those social resources. While almost no progress has been
made to implement Olmstead in any state, that remains the key: a
state-based social support that effectively and humanly interdigitates
with the privatc practitioner.

No. 17F
GENERAL HOSPITAL PSYCHIATRY FOR THE
FUTURE

John C. Urbaitis, M.D., Department of Psychiatry, Sinai Hospital
of Baltimore, 2401 West Belvedere Avenue, Baltimore, MD 21215

SUMMARY:

Psychiatrists need more than medical skills to practice successfully
in general hospitals. As hospitals offer a continuum of psychiatric
services, psychiatrists will see some patients for several years and
even decades, and they must be mindful of the person, not just the
illness. They often need to interact with the patient’s family, caretak-
ers and significant others, as well as the patient’s other physicians,
and possibly others, such as the patient’s employer.

Hospital psychiatrists encounter significant frustrations in dealing
with hospital and government bureaucracies, managed care organiza-
tions, and other limiting agencies. To survive and thrive, they need
to hone their own skills, continue their education, interact with col-
leagues, and assure themselves of the opportunity to see patients
with a variety of disorders, and to take on a variety of assignments.

Outside sources of support include peers in the community and on
the Internet. Because of their familiarity with organizational settings,
hospital psychiatrists often can advocate effectively for changes that
benefit their patients from within the system. They can participate
actively in medical societies and serve as consultants to public advo-
cacy groups, and governmental and private agencies. Teaching pro-
vides another source of personal satisfaction and collegiality.

No. 17G

PRACTICING PSYCHIATRY TODAY WITH
ENJOYMENT AND INTEGRITY DESPITE MANAGED
CARE

Brian Crowlcy, M.D., 5225 Connecticut Avenue, NW, Suite 215,
Washington, DC 20015

SUMMARY:

At our gencral hospital (Suburban Hospital, Bethesda) the practice
of inpatient psychiatry would be next to impossible without being
in several managed care panels. The doctor would not get paid, and
in many cases neither would the hospital.

Once in, those same managed care plans refer patients to me in
the office, more of them than I could possibly see. Many of these
prospective patients are really very desireable, high quality candi-
dates for my particular practice of psychodynamic psychiatry. I
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describe my typical office visit as ‘‘psychotherapy with or without
SSRIs,”” and it lasts 45 minutes. I hardly ever do ‘‘15-minute med
checks,”” and avoid the ‘‘split treatment’’ model unless I know and
work closely with the psychotherapist. If a managed care plan won’t
cover my office service, or pays too badly, I and they gradually part
company. I also have some full paying patients with out-of-plan
good insurance policies or who self pay, and would like more of those.

I enjoy a gradually increasing amount of private forensic practice,
mostly civil but some criminal, with a nice hourly fee of which
Managed Care has, thus far, not found a way to steal 30 or 50%.

My public sector work, in DOD’s Deployment Health Clinical
Center at Walter Reed, is interesting, salaried, and hence resistent
to the depradations of managed care. I believe that managed care is
the worst disaster ever to befall American psychiatry. I think it
deprives patients of their right to adequate treatment, and is a legal-
ized form of theft.

And of course my part-time medical school teaching and serving
APA as chair of the Guttmacher Award Board are unpaid voluntary
activities, stimulating and rewarding. All in all, while things could
be better, I'm much enjoying the practice of psychiatry in 2001-2002.
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SYMPOSIUM 18—LOVE FROM
PATHOLOGY TO NORMALITY

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should be
able to recognize the role love plays as universal; diagnose cultural
restrictions of a free choice; evaluate perverse aspects of personality;
interpret love-transference and transference-love; understand the rel-
evance of love for psychiatric assessment.

No. 18A

CHANGE OF HEART BETWEEN ATTACHMENT
NETWORK AND ROMANTIC LOVE IN ARRANGED
MARRIAGES

Danielle Groleau, Ph.D., Department of Psychiatry, McGill-Jewish
Hospital, 4333 Cote Sainte Catherine, Montreal, QC H3T 1E4,
Canada

SUMMARY:

The Cultural Consultation Service (CCS) at the Sir. Mortimer B.
Davis-Jewish General Hospital in Mortimer, Québec, was designed
and implemented in 1999 to improve accessibility and cultural appro-
priateness of regional mental health services. Populations targeted
by the service included immigrants, refugees, ethnocultural groups,
First Nations and Inuit, as well as Aboriginal peoples. A process
evaluation research project adopted a participatory approach using
participant-observation by the clinical coordinator, a consultant of
the service, and a research anthropologist working in close collabora-
tion with the team. A protocol was developed for summarizing
case conferences and cultural formulations. Results of the research

presented included a typology of cultural formulations produced by
the CCS. Many of these cultural formulations were in relation to
the traditional practices of arranged marriages being applied in North
America. The aim of the presentation is to illustrate how the notion of
‘‘attachment networks’’ introduced by Travecchio (1987), romantic
love, collective identity, and safety are useful concepts to produce
“‘cultural formulations’’” (DSM-IV) as well as clinical recommenda-
tions for cases relative to arranged marriages. To illustrate the use-
fulness of these concepts and to rethink cases implying traditional
arranged marriages in the North American context, a specific case
will be presented in relation to a young woman from Afghanistan
with a spectacular predicament and outcome.

No. 18B
CLINICAL CONSIDERATIONS ABOUT
PEDOPHILIA: LOVE, SEX, AND TRANSGRESSIONS

Roland M. Coutanceau, M.D., Antenne De Psychiatrie Legale, 22
Rue De Chateaudun, La Garenne Colombe 92250, France; Amaud
Martorell, M.D., Anne Andronikof, Ph.D.

SUMMARY:

Clinical issues let us know that there are different forms of pedo-
philia (exclusive, preferential, or secondary ones). The rising fre-
quency of the pedophilic drive can be interpreted as a difficulty for
the patient to live an adult sexuality, in a modern society that does
not accept any longer ‘‘rites of passage’” like in traditional ones.

Our experience as clinician and expert allows us to consider that
the cristalized stable extreme case of a ‘‘pervert’’ pedophile is actu-
ally not frequently encountered. Patients with pedophilic behavior
often manifest a hypomaniac mood disorder.

The population of potential pedophiles may correspond to various
psychic economies and organizations. Beyond all types of caricature,
the group of pedophiles does not refer itself to subjects actively
agressive. Nevertheless, their actions can often be interpreted as
“*moral con tricks’’ (escroquerie morale). These patients often ex-
press a very idealized love expectation, as if they were victim of a
type of ‘‘self-lure’’.

To contribute to treatment of pedophilia, it is important to adopt
an open position, which allows psychiatrists to take their place in
the social field and to improve our understanding of the social and
situational factors at work.

We observed that a first step, based on group psychotherapy, may
motivate the patient to an individual psychotherapy.

Some rare ‘‘pervert’’ pedophiles, do not express sex but use sexu-
ality in a defensive way, that is to say, in order to impose violence
(C. Balier). This type of disorder is not an indication for any psycho-
therapeutic approach.

When a child molester is taken into treatment, what are the main
goals for therapy? Is it to deal with pedophilic fantasy in the field
of self-eroticism, or is it to try to help the patient to assume his
sexuality without transgression of the social and legal regulations
and to live an adult sexual relationship?

No. 18C
THE LOVE LIFE OF MELANCHOLICS

Peter D. Kramer, M.D., Yale Medical School, 236 Hope Street,
Providence, RI 02906

SUMMARY:

The experience of the author as training and supervising analyst
at the Columbia University Center for Psychoanalytic Training and
Research and as a professor of clinical psychiatry at Columbia Uni-
versity led her to study the concept of transference-love, first de-
scribed by Freud.
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Erotic feelings engendered in the therapy situation may be interpre-
ted in different ways: ‘‘inescapable fate,”” expression of truthfulness,
reedition of the original objects of childhood and specific patterns
of love-object, as mentioned by S. Freud in the Dynamics of Trans-
ference.

We may also interpret love-transference as a resistance to the
discovery of unconscious.

The author will stress upon the differences between love attitudes
in men and women. In all human beings, love is at the service
of narcissism and identity. Both fate and hazard determine love,
sometimes against social frame and familial traditions.

Love transference is often dominated by the straitjacket of repeti-
tion to an even greater extent than was romantic love. It is the
therapist’s role to maintain strictly the rule of abstinence and to stand
aside, in the background, in order to let the patient find again his
or her own love object-representations.

No. 18D

SKIN DEEP: TRANSSEXUALITY, GENDER
IDENTITY, AND THE PSYCHOPATHOLOGY OF
LOVE

Nancy M. Blake, Ph.D., University of lllinois, St Mathews, Urbana,
IL 61801

SUMMARY:

In cases of transsexualism, identification to a sex, in the physical
sense, is accompanied by a conviction that one is ‘‘really’’ a member
of the opposite gender, man or woman. Here, a recognition of anatom-
ical reality is accompanied by a conviction that another reality exists.

In the classical texts devoted to the subject (Stoller et al.), transsex-
ualism is almost exclusively studied as male to female, whereas
more recent evidence shows that female to male transitions are now
just as often demanded. In the case of the male to female transition,
surgery is capable of providing a functioning sexual organ, although
reproductive capacity is of course lacking. For the female to male
however, sexual function is not an option. What does it mean to
have the conviction that the being of a male is compatible with the
exclusion of a functioning sexual organ?

For a transsexual to achieve the acting out of sex change, the
demand for hormones and surgery has not historically been enough;
a narrative has had to be produced, a story which would result in
the clinician pronouncing the diagnosis that would permit treatment.
This is one example of a medical act that involves the authorization
of a psychiatric opinion.

No. 18E
LOVE AS A MIRROR OF HUMAN DISTRESS: A
TRANSCULTURAL PERSPECTIVE

Richard Rechtman, M.D., Department of Psychiatrie, CHS La Verri-
ere, Institut Marcel Riviere Le Mesnil St. Deni 78327, France; James
K. Boehnlein, M.D.

SUMMARY:

According to the French psychoanalyst Jacques Lacan, love is
giving to someone else what the giver does not have. Each partner
in a relationship wants what they suppose the other has, but at the
same time will pretend and act as if they have what the other partner
requires. The process of this fictional exchange is like gambling
without knowing the rules, and might come to a standstill if one of
the partners discovers the hidden truth. The classical image of a
peaceful and shared convergence is frequently unlikely, and love is
often a highly stressful experience. Cultural meanings always shape
the human experience. Love and its suffering remain a universal,
cross-cultural standard of human behavior, and frequently link, at

least in language, with pathological conditions. Idioms like love
pangs, love sickness, love to death, being mad about, nuts about,
crazy about, and so on exist in every language, and illustrate how
difficult it is to express rationally the stream of love and its pain.
Except in specific delusions, like the classical French erotomania,
love has not received much psychiatric attention. While usually
considered as a stress factor in various disorders such as anxiety
and depression, the authors will demonstrate that love also can be
understood as a relevant transcultural idiom of distress that is too
rarely considered in clinical practice. From a transcultural and anthro-
pological point of view, the authors will underline the different
meanings of love, including its painful aspects, as they appear in
clinical practice. The aim is to show with clinical material how love
is also a paradigmatic metaphor of human suffering that can be
identified as an idiom of distress.
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SYMPOSIUM 19—ADOLESCENCE: THE
TUMULTUOUS YEARS

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the audience will appreciate
the complexity of psychopathology that begins during adolescence
and the new hope that innovative treatment interventions may bring
to clinicians treating young adults.

No. 19A

MEETING THE NEEDS OF STUDENTS EXPOSED
TO VIOLENCE THROUGH SCHOOL-BASED
PROGRAMS

Bradley D. Stein, M.D., RAND, 1700 Main Street, Santa Monica,
CA 90407; Sheryl H. Kataoka, M.D., Lisa Jaycox, Ph.D., Marleen
Wong, M.S.W., Arlene Fink, Ph.D.

SUMMARY:

Between 20% and 50% of American children are victims of vio-
lence, and an even greater number may be traumatized through
witnessing violence. For many, these experiences result in the devel-
opment of psychological symptoms whilc others develop full disor-
ders such as posttraumatic stress disorder (PTSD) and depression.

The potential of providing mental health (MH) services in schools
has long been recognized. Schools are a particularly promising ave-
nue for providing care to disadvantaged children with poor access
to MH care and for many have already become the primary providers
of MH services. School MH programs can improve access for chil-
dren tranmatized by violence, but these programs’ effectiveness has
often not been evaluated. A school-based intervention for traumatized
Latino immigrant youth, developed collaboratively with school clini-
cians, will be presented as one model. The challenges in the pro-
gram’s development and evaluation will be discussed, as will prelimi-
nary results showing that children who received the intervention
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reported significantly fewer symptoms of PTSD and depression as
compared with controls. The program demonstrates that culturally
sensitive interventions can ameliorate MH problems in Latino immi-
grant children exposed to violence, and schools have an important
role to play in reducing MH symptoms in their students.

No. 19B
ADOLESCENT ALCOHOL AND DRUG ABUSE:
CHALLENGES AND TRANSITIONS

Sandra A. Brown, Ph.D., Department of Psychiatry, UCSD School
of Medicine, 9500 Gilman Drive, La Jolla, CA 92093

SUMMARY:

Adolescent alcohol and other drug involvement are major societal
concerns. By high school graduation the vast majority of teens have
experimented with alcohol, half will have become regular drinkers,
and one-third hazardous drinkers. Early onset of alcohol involvement
(prior to age 14) dramatically increases lifetime risk for alcohol
dependence, and a number of risk and protective factors have been
identified.

Of particular importance are recent findings on the relationship
between alcohol abuse and adolescent development. Findings from
longitudinal studies of clinical and community samples of adolescent
alcohol abusers will be reviewed. In particular, the psychosocial
and neurocognitive consequences of protracted alcohol involvement
during adolescence will be highlighted. Further, developmental dif-
ferences in rates and patterns of remission of alcohol abuse will be
discussed. Data from multiple community and clinical samples will
be used to highlight important clinical issues (e.g., psychiatric comor-
bidity) and implications for interventions. Recommendations for in-
creasing the developmental sensitivity of interventions for addictive
disorders among adolescents will be provided as well as an example
of a novel community based intervention.

No. 19C
TREATMENT IMPLICATIONS OF TEEN-ONSET
MANIA

Gabrielle Carlson, M.D., Department of Psychiatry, SUNY, Stony
Brook, Putnam Hall South Campus, Stony Brook, NY 11794-8790

SUMMARY:

Mania beginning in adolescents may occur in the context of pre-
viously good premorbid functioning (*‘classical’’), or may be super-
imposed on other psychiatric disorders that began in childhood. In
the former case, manic or depressive episodes can be severely psy-
chotic and debilitating, but overall prognosis is good. In the latter
case, externalizing disorders (attention deficit hyperactivity disorder,
oppositional/conduct disorder) are most common prior disorders, but
anxiety disorders, and learning and developmental disorders are also
common. These comorbidities not only make bipolar disorder more
difficult to diagnose and differentiate, but it also becomes more
difficult to treat.

The mood stabilizing medications and strategies for their use for
either ‘‘classical’’ or ‘‘complicated’’ youth-onset mania follow the
same as algorithms used in adults. However, the necessity of using
strategies for the comorbid disorder, and for the attendant psychoso-
cial difficulties are different. In ‘‘complicated’’ bipolar disorder, one
is targeting aggression, problems with executive function, and family
and educational factors much more so than in classical bipolar disor-
der. This presentation will describe these differences.

No. 19D
DIAGNOSIS AND TREATMENT OF DYSTHYMIA
AND DOUBLE DEPRESSION

David L. Dunner, M.D., Department of Psychiatry, University of
Washington, 4225 Roosevelt Way NE, 306C, Seattle, WA 98105-6099

SUMMARY:

Dysthymic disorder typically has an age of onset before the age
of 20. The purpose of this paper is to discuss diagnostic issues in
the recognition of dysthymic disorder among adolescents. Dysthymic
disorder is frequently complicated by major depressive episodes—
so-called double depression. Thus, both disorders are likely to occur
among adolescents. The treatment principles for dysthymia and dou-
ble depression among adolescents involve similar treatment princi-
ples as those among adult patients, namely high doses of medication
and long periods of treatment are required in order to provide an
opportunity for sustained remission. Psychotherapy may be a very
important component of the treatment of dysthymia among adoles-
cents, as is education regarding the nature and course of this disorder.
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SYMPOSIUM 20—IS THERE A BIPOLAR
SPECTRUM?

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should recog-
nize the evidence for and against the validity of the concept of
the bipolar spectrum, and understand the clinical relevance of this
subject.

No. 20A
THE VALIDITY OF THE BIPOLAR SPECTRUM

Hagop S. Akiskal, M.D., Department of Psychiatry, University of
California at San Diego, 9500 Gilman Drive (La Jolla), San Diego,
CA 92093-0603

SUMMARY:

Kraepelin had envisaged a broad concept of manio-depressive
illness that included recurrent depressions. The unipolar-bipolar di-
chotomy restricted the territory of manic-depression to strictly de-
fined bipolar disorder with mania (bipolar I). Research over the past
three decades has shown that bipolarity extends into the severe
psychotic domain, as well as into the interface between bipolarity
and unipolarity. At the severe end of the spectrum, familial-genetic
and course parameters support the extension of bipolar disorder into
““schizo-bipolar.”” At the ‘‘softer end,”” bipolar II, ITI, and IV have
been described. The latter are distinguished from bipolar [by excited
periods that are non-psychotic and brief; and sometimes adaptive
(hypomania as short as two days), could be occasioned by antidepres-
sants, or constitute temperamental characteristics along cyclothymic
and hyperthymic lines. The clinical and familial data in support for
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extending the bipolar spectrum have come from U.S. and European
centers and community studies. The broadened clinical spectrum
does not necessarily imply genetic homogeneiry; indirect evidence
supports underlying polygenic or oligogenic inheritancc. Finally, the
broad spectrum has important therapeutic and public health signifi-
cance in terms of early intervention and extending the benefit of
mood stabilizers to conditions that might otherwise be diagnosed
“‘unipolar’’ or “‘impulse control disorders.”

No. 20B
PREDICTORS OF UNIPOLAR TO BIPOLAR
CONVERSION IN AFFECTIVE DISORDERS

Joseph F. Goldberg, M.D., Department of Psychiatry, Payne Whit-
ney-NY Presbyterian Hospital, 525 East 68th Street, New York,
NY 10021

SUMMARY:

Although many bipolar patients present initially with depression,
previous studies have estimated that only about 10% of depressed
patients eventually manifest a bipolar course of illness. More recent
studies, prospectively assessing manias and hypomanias beginning
with early, young depressed patients, have revised this estimate
to approximately 30% to 40%. Because treatment, prognosis, and
longitudinal course differ between unipolar and bipolar disorders,
efforts to identify predictors of a bipolar diathesis among ostensibly
depressed patients has become a critical focus of clinical investi-
gation.

This presentation will cxamine data from the current literature
along with findings from the Cornell Bipolar Research Program on
clinical factors associated with the emergence of mania or hypomania
among originally depressed individuals. Early (childhood or adoles-
cent) onset, psychosis, temperamental features, and a bipolar family
history may demarcate a high risk subgroup. In addition, manias
evoked by sleep deprivation, other circadian dysrhythmias, as well as
past psychoactive substance abuse may further predispose vulnerable
groups to mood destabilization and cyclicity. The degree to which
manias secondary to antidepressants constitute an intrinsic form of
bipolar illness will be further considered along with concepts about
highly recurrent depressions as a potential forerunner to polarity
conversions.

No. 20C
THE BIPOLAR SPECTRUM: THE CLINICIAN’S
VIEW

Jacob 1. Katzow, M.D., Department of Psychiatry, George Washing-
ton University, 3 Washington Circle NW. Suite 406, Washington,
DC 20037-2356

SUMMARY:

The diagnostic approaches in DSM-IIVIV focus completely on
polarity: bipolar disorder, which is diagnosed when mood elevation
is present, is placed in the diagnostic schema in such a way as to
imply it is a totally separatc illness. The relationship between bipolar
and highly recurrent forms of unipolar depression cannot be concep-
tualized within the current schema. Phenomenologic studies dating
to Kraepelin have put primary emphasis on course of iliness, with
cycling considered as important as polarity; thus, cases of recurrent
depression may be more likely to have treatment responses similar
to bipolar disorder. We will discuss some of the major clues to
possible bipolarity in patients presenting with mainly depressive
symptoms. Some of these clues include antidepressant-induced ma-
nia or hypomania, recurrent major depressive episodes, early age of
onset of major depressive episodes, and family history of bipolar
disorder in a first-degree relative.
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No. 20D
CRITICISM OF THE BIPOLAR SPECTRUM AS A
CONCEPT

S. Nassir Ghaemi, M.D., Department of Psychiatry, Cambridge Hos-
pital, 1493 Cambridge Street, Cambridge, MA 02139

SUMMARY:

The bipolar spectrum is a concept that has many critics. While
empirical evidence against it is limited, in this lecture, I will present
some of the criticisms that have been presented. A major critique
of the concept of the bipolar spectrum is that it extends the diagnostic
boundaries so far that the authentic valid disease entity of bipolar
disorder is put at risk of being watered down. This may adversely
affect research and knowledge about bipolar disorder, especially in
genetics. It has also been suggested that recent increasing interest
in the bipolar spectrum reflects nonscientific fads in psychiatry,
such as previous overdiagnosis of schizophrenia. This cultural/social
component of psychiatric diagnosis should not be ignored. It has
also been proposed that many patients diagnosed with bipolar disor-
der receive that diagnosis based on vague ‘‘mood swings,”” while
the accurate diagnosis may be borderline personality disorder or
other conditions. In this presentation, I will present these viewpoints
clearly, and critique them based on available evidence. The limita-
tions of the bipolar spectrum concept are as important as its strengths.
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SYMPOSIUM 21—UPDATE ON
TREATMENT OF STIMULANT ABUSE

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should recog-
nize stimulant abuse in patients, diagnose its common psychiatric
comorbiditics, and treat it effectively using both psychosocial and
pharmacologic modalities.

No. 21A
RECOVERY-ORIENTED PSYCHOSOCIAL
TREATMENTS

Douglas M. Ziedonis, M.D., Department of Psychiatry, RW Johnson
Medical School, 675 Hoes Lane, Room D349, Piscataway, NJ 08854
Jonathan Krejci, Ph.D., Marc Steinberg, M.A., Jill Williams, M.D.,
Sylvia Atdjian, Jeffrey A. Berman, M.D.

SUMMARY:

Psychosocial interventions continue to be the cornerstone of co-
caine addiction treatment. This presentation will provide a practical
overview of psychosocial treatments for treating addiction, including
relapse prevention, 12-Step Facilitation, Motivational Enhancement
Therapy, Community Reinforcement Approach, and couples/family
therapies. Specific goals and techniques used in these approaches
will be presented. Psychotherapy in the treatment of addiction is
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crucial in developing a therapeutic alliance that promotes recovery,
increases motivation to change, develops general and specific coping
skills to reduce the likelihood of relapse, and facilitates developing
alternative highs. Psychotherapy can also help the patient improve
interpersonal functioning; improve their understanding of the nature
of addiction and the course of recovery; find meaning, purpose, and
sense of connection in their lives; and maintain compliance with
treatment. Treatment-matching issues will be discussed including
motivational level, social support, relapse potential, recovery status,
history of prior treatments and response, co-occurring mental illness,
and other substance use disorders and compulsive behaviors. Psy-
chosocial treatment models from the recovery community will be
presented including the Matrix/Neurobehavioral Model of Stimulant
Treatment and the Pavillon/Integrated Model for Recovery. Partici-
pants will learn about resources and training materials on psychoso-
cial treatments for stimulant and other addictions.

No. 21B
THERAPY AND PLACEMENT APPROACHES FOR
COCAINE-ABUSE TREATMENT

David R. Gastfriend, M.D., Department of Psychiatry, Massachusetts
General Hospital, 15 Parkman Street, WACC-812, Boston, MA
02114; Estee Sharon, Psy.D., Sandrine Pirard, M.D.

SUMMARY:

Approaches for treating stimulant abuse may be organized in
terms of two domains: therapy modality and level of care. Therapy
modalities have been studied in controlled, manual-driven, multisite
designs. The NIDA Cocaine Collaborative Treatment Study com-
pared cognitive therapy, supportive-expressive therapy, individual
drug counseling (all delivered with group drug counseling), vs. group
drug counseling alone. Unexpectedly, individual + group drug coun-
seling produced the best outcome, regardless of psychiatric comor-
bidity. Level of care matching has also been studied in three studies
of the Patient Placement Criteria published by the American Society
of Addiction Medicine (ASAM PPC). These trials used a comprehen-
sive, reliable computerized implementation of the ASAM PPC. Two
studies naturalistically compared matching-mismatching, one in a
VA and another in a public New York City sample. Another study
used a random control multisite match-mismatch design in eastern
Massachusetts. Multidimensional results indicate that matching pa-
tients to level of care based on their clinical and psychosocial charac-
teristics (including attitude toward treatment) improves treatment
outcome and efficiency. Together, these findings suggest that patients
with stimulant abuse require psychosocial treatments with a coherent
recovery-oriented message, adequate treatment intensity, and consid-
eration of motivational, relapse prevention, and environmental sup-
port needs.

No. 21C
PHARMACOLOGICAL TREATMENT OF
STIMULANT ABUSE

David A. Gorelick, M.D., Department of Clinical Pharmacology,
NIH NIDA IRP, 5500 Nathan Shock Drive, Baltimore, MD
21224-0180

SUMMARY:

Numerous pharmacological treatments for stimulant abuse have
been evaluated, but none has been consistently effective in controlled
clinical trials. Some medications showing promise, but not yet rigor-
ously evaluated, include the selective MAO inhibitor selegiline, anti-
convulsants such as phenytoin and vigabatrine, and disulfiram (which
may act by increasing brain dopamine activity). Some promising
new approaches undergoing preclinical or phase I clinical evaluation

include compounds (e.g., GBR 12909) that bind to the presynaptic
dopamine transporter (a major site of action for cocaine); antibodies
that bind cocaine peripherally, thus preventing it from entering the
brain (cocaine vaccine); and enhancement of cocaine metabolism
with the naturally occurring enzyme butyrylcholinesterase. A particu-
larly difficult group of patients to treat are those abusing other drugs
in addition to stimulants, e.g., ‘‘speedballers.”” Buprenorphine, a
partial muopiate agonist, has shown promise in the treatment of such
patients.

No. 21D
PSYCHIATRIC COMORBIDITY IN STIMULANT
ABUSERS

Richard N. Rosenthal, M.D., Department of Psychiatry, Saint Luke’s
Roosevelt, 1090 Amsterdam Avenue, 16th Floor, Suite G, New York,
NY 10025

SUMMARY:

Epidemiologic and treatment-survey data consistently indicate that
psychiatric comorbidity is very common among stimulant abusers
and alters the course and recommended treatment of the substance
use disorder. This presentation will focus upon treatment issues of
the dually diagnosed after reviewing important epidemiologic and
diagnostic issues specific to this population. Stimulant abusers often
present for treatment with complaints of psychiatric symptoms, espe-
cially depression and anxiety. In addition, stimulants are known to
directly cause psychotic symptoms as well as a variety of mood and
anxiety symptoms, and as such, diagnosis of non-substance-related
(NSR) mental disorders in this group is not straightforward. Yet, it
is important to accurately elucidate the present diagnoses in order
to provide the most specific and effective treatments. New ap-
proaches to behavioral treatment of stimulant abusers with differing
NSR psychiatric diagnoses such as schizophrenia, mood disorders,
and PTSD will be presented, with information on how traditional
addiction approaches have been effectively modified for the mentally
ill. In addition, novel pharmacotherapeutic strategies that have been
developed for stimulant abusers with differing comorbidity will be
reviewed.

No. 21E
METHAMPHETAMINE ABUSE: 2002 UPDATE

Steven L. Batki, M.D., Department of Psychiatry, SUNY Upstate
Medical University, 750 East Adams Street, Syracuse, NY 13210

SUMMARY:

Methamphetamine abuse continues to be a serious and growing
problem in the United States. Deaths involving methamphetamine
use have increased in recent years and the spread of methamphet-
amine is particularly extensive in the western United States including
the Pacific Northwest, Arizona, Hawaii, and especially California.
Methamphetamine is prominently associated with severe forms of
psychiatric and medical morbidity. Psychiatric effects include psy-
chosis and depression with suicidal behavior. Among the most seri-
ous medical consequences may be an increase in HIV risk. Metham-
phetamine use has been closely linked to high-risk HIV behaviors,
and methamphetamine users have some of the highest HIV seropreva-
lence rates among drug users. Relatively little work to date has been
done to find medical treatments of methamphetamine abuse and
there are no established, effective pharmacotherapies, although a
number of medications are theoretically plausible to utilize, and
medication trials are under way. Treatment remains primarily psy-
chosocial, utilizing cognitive-behavioral strategies focusing on moti-
vational counseling and relapse prevention in a group setting. This
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presentation will review the clinical features, assessment, and treat-
ment of methamphetamine abuse and its sequelae.
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SYMPOSIUM 22—NEW FRONTIERS IN
THE NEUROENDOCRINOLOGY OF
AFFECTIVE DISORDERS

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should recog-
nize various neuroendocrine aspects of affective disorders and update
his/her knowledge of the newest findings in the neuroendocrinology
of mood disorders.

No. 22A
ASSESSING VULNERABILITY TO DEPRESSION:
ROLE OF HPA AXIS DYSFUNCTION

D. Jeffrey Newport, M.D., Department of Psychiatry, Emory Univer-
sity, 1639 Pierce Drive NE Suite 4003, Atlanta, GA 30322,

SUMMARY:

Depressive episodes are often triggered by stressful life events;
nevertheless, many individuals tolerate stress of great magnitude or
duration without becoming ill. Furthermore, as many as one-half of
those who become depressed may not experience a subsequent epi-
sode of depression. Tools to identify those at greatest risk for becom-
ing depressed or experiencing a depressive relapse are critical for
the successful implementation of psychiatric preventive care. HPA
dysfunction has long been viewed as a state phenomenon that arises
only during episodes of depression, but recent clinical and preclinical
data now indicate that HPA dysfunction may preexist illness in some
individuals especially vulnerable to depression. Heritable (genetic)
factors coupled with early adverse experiences may precipitate per-
sistent alterations in HPA axis function that convey this vulnerability
to illness. Additional evidence indicates that enduring abnormalities
in HPA axis function after resolution of a depressive episode may also
be indicative a heightened vulnerability to relapse. Future research
implications and the potential clinical utility for assessments of HPA
axis function in identifying those most vulnerable to depression will
be discussed.

No. 22B
GENDER DIFFERENCES IN THYROID INDICES IN
DEPRESSION

Mark A. Frye, M.D., Department of Psychiatry, University of Califor-
nia at Los Angeles, 300 Medical Plaza, Suite 1544, Los Angeles, CA
90095, George Klee, M.D., Natasha S. Sane, M.D., Teresa Huggins,
Ph.D., Lori L. Altshuler, M.D., Michael J. Gitlin, M.D., Robert M.
Post, M.D.

SUMMARY:

Prevalence rates of depressive and thyroid illness clearly have
shown a female predominance. However, gender differences in thy-
roid indices in depressive illness have received little systematic study.

Serum and CSF samples were obtained in 52 medication-free
depressed patients for thyroid analyses. There was a correlation
between severity of depression (as measured by the Hamilton Scale
for Depression) and serum FT4, TT4, TT4-CSF, and serum rT3.
There was no correlation between depression and T3 or TSH mea-
sures. The positive correlation between mood and various thyroid
measures of T4 and RT3 were more prominent in the male vs. female
patient group.

In a second retrospective study, medical records of 83 patients
hospitalized for depression were reviewed to evaluate whether there
was arelationship between antidepressant response time as measured
by hospital length of stay (HLOS) and admission thyroid data. Con-
trolling for age and date of hospital discharge within the five-year
study period, survival regression modeling including gender and
each thyroid function revealed a significant interaction between gen-
der and FT4 index (X2=8.30, df=1, p=0.004). Separate gender analy-
ses revealed an inverse relationship between FT4I and HLOS in
men (X2=17.78, df=1, p=0.0001), but not women (X2=0.06, p=.81).
Similar results were observed when patients who were medication-
free at the time of admission were analyzed separately.

Prospective study is encouraged to clarify the significance of
thyroid axis ‘‘overdrive,”’ potential gender difference, and its treat-
ment implications for depression.

No. 22C
TESTOSTERONE AND DEPRESSION IN MEN: A
CLINICAL REVIEW

Stuart N. Seidman, M.D., Department of Psychiatry, Columbia Pres-
byterian Medical Center, 1051 Riverside Drive, Unit 98, New York,
NY 10032; Steven P. Roose, M.D.

SUMMARY:

Background: The relationship between the hypothalamic-pituitary-
gonadal (HPG) axis and male depressive illness is poorly understood,
and the role of exogenous testosterone (T) in antidepressant treatment
is unclear, particularly with regard to age-associated hypogonadism.

Objective: The purpose of this review is to describe and organize
the data on these relationships, and to present new data.

Method: We reviewed data from all published, English-language
studies that have assessed: T secretion in depressed men, the psychiat-
ric effects of T replacement, and the efficacy of androgen treatment
for depression. We collected original HPG axis data from: (1) clinical
samples of elderly depressed and non-depressed men, (2) a large
epidemiological study, and (3) a T replacement study in depressed
men.

Results: In some though not all studies, a subgroup of depressed
men (particularly older men with dysthymia) have reduced T levels
and blunted T secretion while depressed. Exogenous androgen treat-
ment consistently elevates mood, libido, appetite, and energy in
hypogonadal men. In open trials, T administration appeared to be
an effective antidepressant for certain subgroups of depressed men
(e.g., HIV positive, SSRI refractory). However, in a six-week, ran-
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domized trial of T vs. placebo in 32 hypogonadal men with MDD,
T replacement was indistinguishable from placebo. Finally, an analy-
sis of epidemiological data from 1,000 middle-aged men suggests
that there may exist a vulnerable subgroup of men, marked by an
androgen receptor polymorphism, who are susceptible to developing
depression at low T levels.

Conclusion: There are indications that in some depressed men
there is HPG axis disturbance. There is little support for exogenous
T as an effective antidepressant treatment, though data are limited.

No. 22D
ESTROGEN USE, MOOD, AND CEREBRAL
METABOLISM IN MENOPAUSAL WOMEN

Natalie L. Rasgon, M.D., Department of Psychiatry, University of
California at Los Angeles, 300 Medical Plaza, Suite 1544, Los
Angeles, CA 90095-7057; Gary W. Small, M.D., Prahba Siddarth,
Karen Miller, Linda M. Ercoli, Susan Y. Bookheimer, Michael E.
Phelps, M.D.

SUMMARY:

Increased vulnerability to mood disorders has been reported during
perimenopause. Fluctuating estrogen levels accompany the perimen-
opausal transition. Thus, estrogen replacement therapy (ERT) has
been proposed as a potentially effective treatment for mood disorders
occurring during perimenopause. Similarly, low estrogen levels dur-
ing postmenopause may cause women to be more susceptible to the
development of depression. The purpose of this presentation is to
review available data on the role of estrogen use in menopause and
to discuss results from ongoing studies on ERT use in our center.
Effects of ERT were evaluated in three different paradigms: (1) as
a single treatment agent in perimenopausal depressed women, (2)
as an open-label add-on to fluoxetine in perimenopausal depressed
non-responders, and (3) as a placebo-controlled add-on to sertraline
in postmenopausal depressed women. In perimenopausal women,
ERT was effective both as a single agent and as an adjunct to
fluoxetine. In postmenopausal women, those receiving sertraline with
ERT improved more rapidly than women receiving sertraline with
placebo, suggesting that ERT may play a role in accelerating the
antidepressant response in postmenopausal women with major de-
pressive disorder. In addition, we report the findings of estrogen use
on cerebral metabolic rates in aging adults. Beneficial effects of
ERT on mood and cerebral metabolism in various populations are
discussed.
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SYMPOSIA

SYMPOSIUM 23—ADDICTIONS: CUTTING
EDGE TREATMENTS FOR GAMBLING
AND SUBSTANCE ABUSE

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should know
the best methods, both pharmacologic and behavioral, for treating
the major addictions. In addition, the participant will have an under-
standing of phenomenology of behavioral and substance-induced
addictions.

No. 23A
TREATMENT OF COCAINE DEPENDENCE

Adam M. Bisaga, M.D., Department of Psychiatry, Columbia Uni-
versity, 1051 Riverside Drive, Unit 66, New York, NY 10032

SUMMARY:

Cocaine abuse and dependence remain severe health problems,
with treatment difficult and few successful controlled trials. A combi-
nation of pharmacological and behavioral interventions will likely
be required for these patients to achieve and maintain abstinence.
Antidepressants, with desipramine the most studied, have yielded
inconsistent results. Dopaminergic medications such as pergolide,
flupenthixol, amantadine, and bromocriptine have also not been con-
sistently successful. More recently, a dopamine D1 agonist, as op-
posed to a dopamine D1 antagonist, has shown promise. Other re-
search foci have included NMDA antagonists, the partial opioid
agonist buprenorphine, and anticonvulsants such as carbamazepine.
A current area of interest is the inhibitory and excitatory amino acids,
with gabapentin showing promise as a cocaine pharmacotherapy.
Antibody development after vaccination has been shown, and tests of
this active immunization approach are currently under way. Several
nonpharmacological treatment approaches are also in use. Relapse
prevention, a cognitive-based intervention, has been used success-
fully in pharmacotherapy trials. A behavioral therapy, contingency
contracting, used in conjunction with community-based reinforce-
ment is the only nonpharmacological treatment that has been shown
to be effective in controlled trials. Although no single treatment is
currently suggested, promising approaches will be discussed and
new interventions described.

No. 23B
TREATMENT OF HEROIN DEPENDENCE

Herbert D. Kleber, M.D., Department of Psychiatry, Columbia Uni-
versity, 1051 Riverside Drive, Unit 66, New York, NY 10032

SUMMARY:

The increasing number of heroin addicts, secondary to the drug’s
increased purity and decreased price, has heightened the need to
develop improved medications. The agonists methadone and LAAM
decrease opiate use and improve psychosocial outcome but present
problems such as high rates of concurrent alcohol and cocaine abuse,
major difficulty in withdrawal and, with LAAM, increased risk of
Torsade de Pointes. The antagonist naltrexone, while blocking heroin
use and decreasing alcohol abuse, has low rates of acceptance by
addicts and high dropout rates. The partial agonist buprenorphine
may have the advantages of these three agents but with much easier
withdrawal, a ceiling effect on respiratory depression, protection
against diversion because of the combination with naloxone and,
as compared with methadone, office-based prescribing. The alpha-
adrenergic agonist lofexidine may have better withdrawal efficacy
than clonidine, and potential for treatment of craving. An injectable
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form of naltrexone has been shown to block heroin for up to five
weeks. New approaches to opiate detoxification, including rapid
detoxification either under anesthesia or using buprenorphine and
naltrexone, and the use of NMDA antagonists hold out hope for less
discomfort and higher completion rates.

No. 23C

MARIJUANA AND CLUB DRUGS: CUTTING-EDGE
DEVELOPMENTS, NEW AND POTENTIAL
TREATMENTS

David M. McDowell, M.D., Department of Psychiatry, STARS-
NYSPI, 600 West 168th Street, Basement, New York, NY 10032

SUMMARY:

Marijuana is the most commonly used illicit substance in the
United States. In addition the use of ‘‘club drugs,’’ in particular
MDMA, Ketamine, and GHB, are increasing. Contrary to public
perception, club drugs cause real and substantial morbidity and even
mortality, and heavy and chronic use of marijuana carries with it
substantial morbidity as well as the risk of dependence and with-
drawal. These issues have far reaching implications for substance
abuse treatment, and psychiatric treatment in the future. Pharmaco-
logical interventions for marijuana dependence have included mood
stabilizers and medication focused on withdrawal symptoms. Treat-
ment strategies for these conditions have focused on prevention
measures and psychosocial interventions. These conditions are not
as well studied as other substance abuse conditions. In recent years
a great deal of work has been completed concerning the basic mecha-
nisms of actions, pharmacology, and neurophysiology of marijuana
and its endogenous ligand, anandamide. Given the increasing knowl-
edge about marijuana, new and potential treatments are being studied,
and even more can be theorized. Especially promising are various
pharmacological interventions for marijuana specifically, as well as
for comorbid conditions.

This portion of the seminar will focus on the latest developments
in the study of marijuana and club drugs, as well as treatment strate-
gies. New and potential pharmacological treatments will be empha-
sized.

No. 23D
CUTTING-EDGE TREATMENT OF GAMBLING
ADDICTION

Eric Hollander, M.D., Department of Psychiatry, M. Sinai School
of Medicine, One Gustave Levy Place, Box 1230, New York, NY
10029; Stefano Pallanti, M.D., Erica Sood, B.A., Nicolo Baldini-
Rossi, M.D., Sallie J. Hadley, M.D.

SUMMARY:

Pathological gambling (PG) is a rapidly growing public health
problem that shares important features with other addictive disorders,
including tolerance and withdrawal. Classified as impulse control
disorder, it is frequently comorbid with bipolar spectrum disorders,
attention deficit hyperactivity disorder, and substance use disorders.
PG may serve as a cleaner biological model of other addictive disor-
ders, since the neurocircuitry and neurotransmitter function abnor-
malities in PG are unaffected by use of exogenous substances. Recent
placebo-controlled trials have documented significant reduction of
gambling urges and behavior with the SSR1 fluvoxamine. Placebo-
controlled trials with the opiate antagonist naltrexone also demon-
strate efficacy in PG. Double-blind, placebo-controlled trials with
sustained release lithium demonstrate significant improvement in
gambling behavior in the bipolar spectrum PG patient. Studies dem-
onstrate specific abnormalities in serotonin, norepinephrine, and do-
pamine function in PG patients, and failure to activate orbitofrontal

lobes on FDG-PET during gambling tasks while wagering in PG
patients. The implications of these neurobiological dysfunctions on
treatment response will be highlighted.

No. 23E
TREATMENT OF COMORBID CONDITIONS

Frances R. Levin, M.D., Department of Psychiatry, Columbia Uni-
versity, 640 Pomander Walk, Teaneck, NJ 07666

SUMMARY:

Evidence for a link between psychiatric and substance use disor-
ders is strong and converging. Epidemiologic studies have demon-
strated that substance abuse is over-represented among individuals
with psychiatric conditions. Similarly, numerous prevalence studies
among substance abusers seeking treatment have found that the
majority of patients have at least one comorbid psychiatric disorder.
These psychiatric disorders may include major depression, post-
traumatic stress disorder, generalized anxiety and panic disorder,
attention deficit hyperactivity disorder, and schizophrenia/schizo-
affective illness. Although there are established pharmacologic and
nonpharmacologic approaches for each of these psychiatric condi-
tions in non-substance abusing patients, the efficacy of these ap-
proaches in substance abusing patients is not well established. Several
questions will be addressed in this presentation: (1) What are the
appropriate pharmacologic treatment approaches for specific dually
disordered patients? (2) Should medications with abuse potential be
avoided? (3) Is substance use reduced if the psychiatric comorbid
condition is treated? (4) What are some possible modifications of
currently available nonpharmacologic strategies that might be used
for various diagnosed groups? Although there are no definite an-
swers, clinical guidelines will be offered.
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SYMPOSIUM 24—PSYCHOTHERAPY
RESEARCH: CHALLENGES FOR THE
21ST CENTURY

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should recog-
nize current developments in psychotherapy research and consider
the important clinical issues and research goals for the coming de-
cades to improve patient outcomes and therapeutic efficiency.
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No. 24A
PATIENT RESPONSE TO THE BRIEF
PSYCHODYNAMIC INVESTIGATION

Jean-Nicolas Despland, M.D., Department of Psychiatry, La Polclin-
ique Psychiatrique Universitaire, Lausanne 1005, Switzerland; Yves
De Roten

SUMMARY:

A recent trend in psychiatry focuses on how to screen and treat
psychiatric patients using a brief investigation format. At the end of
the investigation, some patients experience sufficient reduction in
distress and other symptoms, and enough insight into their presenting
problems to require no further treatment. For other patients, the brief
investigation may be sufficient to ascertain the nature and severity
of diagnoses and problems in functioning and plan subsequent treat-
ment. The presenter will begin with recent research on the effects
of brief psychiatric investigation, including his own research on the
Brief Psychodynamic Investigation. He will examine the known
relationships between patient characteristics and brief investigation
treatment response and then outline issues that require further work.
Such a brief investigation and treatment model may have a valuable
role to play in practice settings, but better differentiation of respond-
ers and those requiring further help will increase its value and lessen
the likelihood that serious cases may inadvertently be offered no
further treatment.

No. 24B
MATCHING PATIENTS TO THERAPY: A REVIEW
OF EMPIRICAL STUDIES OF PSYCHOTHERAPY

Per A. Hoglend, M.D., Department of Psychiatry, University of Oslo,
PO Box 85 Vinderen, Oslo N-319, Norway

SUMMARY:

One of the reasons for the equivalency of outcomes for different
types of psychotherapy may be that different types of patients react
differently to different styles of therapy, for example, directive versus
non-directive therapies. Research in education has led to some con-
sistent findings of aptitude-treatment interactions in learning. In psy-
chotherapy research, the patient characteristics that have been studied
to some extent are general mental abilities (IQ), and personality
(externalizer versus internalizer, high versus low quality of interper-
sonal relationships, psychological mindedness, anaclitic versus intro-
jective features, high versus low motivation, etc). Beyond these, the
most researched aspect is severity of psychiatric disturbances. The
presentation will give an overview of aptitude-treatment interactions
in clinical psychotherapy. It will then look forward to the candidate
matching characteristics that should be tested to improve patient
outcomes with already existing treatments.

No. 24C

MOVING COGNITIVE THERAPY FROM THE
RESEARCH CLINIC TO GENERAL PSYCHIATRIC
PRACTICE

Robert J. DeRubeis, Ph.D., Department of Psychology, University
of Pennsylvania, 3815 Walnut Street, Philadelphia, PA 19104-6196

SUMMARY:

In carefully conducted controlled and comparative studies, cogni-
tive therapy has been shown to be an effective treatment for a wide
variety of disorders, rivaling the antidepressant medications in the
scope of syndromes and disorders effectively treated by it, and equai-
ing or surpassing medications in short-term benefit across many
psychiatric conditions. Moreover, evidence is accruing that the ef-
fects of even short-term cognitive therapy may be longer lasting,

relative to equally short-term medication treatment, and perhaps even
relative to long-term medication treatment. However, little is known
about parameters that will affect the widespread use and effectiveness
of cognitive therapy outside the typical research setting. Issues that
will be discussed, with reference to limited existing literatures, as
well as to research efforts that can advance our knowledge, are:
(1) considerations of quality of delivery of cognitive therapy, its
measurement, and its relation to outcome; (2) optimal dose (number
of sessions) and regimen (frequency) of therapy, given that most
research has involved brief cognitive therapy; including matching
dose and regimen to pre-treatment and in-treatment patient character-
istics; (3) the potential place of cognitive therapy in sequencing
algorithms; and (4) understanding obstacles to the widespread use
of cognitive therapy in general psychiatric practice.

No. 24D

ARE RECOVERY AND HEALTHY FUNCTIONING
ACHIEVABLE TREATMENT GOALS FOR AXIS Il
DISORDERS?

John C. Perry, M.D., Department of Psychiatry, McGill University
and Jewish General Hospital, 4333 Cote Ste-Catherine Road, Mon-
treal, QC H3T 1E4, Canada

SUMMARY:

The psychotherapy of personality disorders has a surprisingly
robust number of empirical studies, yet the median treatment duration
is about six months and the longest less than three years. Even with
such durations, improvement is the rule with sizable within-patient
changes. Yet few studies indicate what proportion of patients recov-
ered or became healthy in functioning. The type and severity of
disorder, treatment type, frequency or intensity, duration, and espe-
cially the selection of target measures of improvement (symptomatic
versus fundamental psychopathology) are issues that together influ-
ence outcome. The presentation will review this literature. Consider-
ing the findings and limitations of current research together, the
presenter will suggest what may be needed to achieve higher treat-
ment goals including recovery from both psychiatric symptoms and
disordered personality patterns and the attainment of healthy func-
tioning.

No. 24E
LONG-TERM PSYCHOTHERAPY: CURRENT
STATUS AND FUTURE DIRECTIONS

Paul Crits-Christoph, Ph.D., Department of Psychiatry, University
of Pennsylvania, 3535 Market Street, Philadelphia, PA 19382

SUMMARY:

Although numerous research studies have documented the efficacy
of short-term psychotherapies of various types, there remains a rela-
tively large number of patients who do not achieve adequate improve-
ment in short-term therapy and should be considered candidates
for long-term therapy. Drawing from the empirical literature on
psychotherapy, this presentation addresses the following questions
related to long-term therapy: (1) How often is long-term therapy
currently delivered as a treatment in the community? (2) What do
we currently know about the efficacy of long-term therapy? (3) What
are the types of patient problems for which long-term therapy might
be indicated? (4) What are the methodological issues involved in
conducting research on long-term therapy? We conclude that long-
term treatment is indicated for sizable numbers of patients who
present with recurrent disorders, chronic distress, and characterologi-
cal problems. The current service delivery system may be providing
inadequate treatment for these patients, leading to increased suffering
and increased costs to society through higher usage of other medical



SYMPOSIA 81

services (including hospitalization), reduced productivity at work,
and other indirect costs. Research on long-term therapy, therefore,
is an important agenda for the future.
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SYMPOSIUM 25—A RESEARCH AGENDA
FOR DSM-V

EDUCATIONAL OBJECTIVES:

At the conclusion of the presentation, the participant will (1)
acquire knowledge about the current DSM research planning process,
and (2) learn about the gaps in the current DSM and recommended
strategies for addressing these before DSM-V is developed.

No. 25A
NOMENCLATURE RECOMMENDATIONS

Bruce J. Rounsaville, M.D., School of Medicine, Yale University,
950 Campbell Avenue (151 D), West Haven, CT 06516; Renato D.
Alarcon, M.D., Gavin Andrews, M.D., James S. Jackson, Ph.D.,
Robert E. Kendell, M.D., Kenneth S. Kendler, M.D., Laurence J.
Kirmayer, M.D.

SUMMARY:

While acknowledging the difficulty inherent in defining mental
disorder, this workgroup emphasizes the importance of future re-
search to elucidate the boundary between normality and pathology
for DSM-V. Various models for defining illness and disorder and
research recommendations that may clarify the implications for each
model will be presented.

While the DSM-IV and ICD-10 development processes minimized
the problems in cross-cultural applications caused by the manuals’
distinct classification systems, continuing differences means improv-
ing the compatibility of the DSM-V and ICD-11 remains an area in
need of future research. A research agenda is recommended to resolve
minor differences. To address major distinctions, developing a strat-
egy to compare the validity and reliability of the constructs within
the two classification systems is suggested.

As detection and early intervention for mental disorders increas-
ingly occurs outside of traditional psychiatric settings, additional
research should explore ways to make the DSM-V less reliant on
clinical judgment, thereby facilitating the diagnostic process in non-
psychiatric settings. The workgroup recommends investigating the

reliability and validity of using self-reported questionnaires to rate
diagnostic criteria as well as exploring the viability of enhancing or
substituting the current criteria with medical laboratory procedures
or psychometric scales.

No. 25B
NEUROSCIENCE RECOMMENDATIONS

Dennis S. Charney, M.D., National Institute of Mental Health, Na-
tional Institute of Health, 9000 Rockville Pike, Building 10, Room
3N212, Bethesda, MD 20892; David Barlow, Ph.D., Kelly N. Bot-
teron, M.D., Jonathan D. Cohen, M.D., Raquel E. Gur, M.D., Keh-
Ming Lin, M.D., Eric J. Nestler, M.D.

SUMMARY:

While research in basic and clinical neuroscience has not yet
identified neurobiological phenotypic markers or genes that aid diag-
nosis or predict treatment response, this workgroup asserts that re-
search should be executed that will assist in developing an etiologi-
cally and pathophysiologically based diagnostic system. The
workgroup chair will review the current status of the field to show
why progress has been limited and provide insights into five areas
poised to enhance the knowledge base about the etiology and patho-
physiology of psychiatric disorders: animal models, genetics, post-
mortem investigations, brain imaging, and pharmacogenetics.

The workgroup recommends future genetic research to determine
biologically meaningful diagnostic subtypes as one method for ob-
taining clinically relevant information on etiology, pathophysiology,
course, therapeutic response, and outcome that may then be incorpo-
rated into the diagnostic system. Studies on pharmacogenetic differ-
ences are proposed as a way to define new disease subtypes and
assist in the development of individualized treatment plans.

A speculative outline for the future diagnostic system is presented.
The outline includes a revision of the Axial system to incorporate
such areas as genotype, environmental modifiers, and therapeutics,
while acknowledging that the integration of advances in biological
and clinical neuroscience into the diagnostic system will prove to
be a significant challenge for DSM-V.

No. 25C
DEVELOPMENTAL RECOMMENDATIONS

Daniel Pine, M.D., National Institute of Mental Health, 900 Rockville
Pike, 1-B320, Bethesda, MD 20892; Margarita Alegria, Ph.D., Edwin
H. Cook, Jr., M.D,, E. Jane Costello, Ph.D., Ronald E. Dahl, M.D.,
Mina K. Dulcan, M.D., Doreen S. Koretz, Ph.D.

SUMMARY:

Recent research advances in neuroscience, genetics, psychology,
and psychopathology, and epidemiology and services research have
increased the knowledge base necessary to enhance and refine psychi-
atric nosology as it relates to developmental issues. The advances
in these specialties frame a proposed research agenda to further
improve the classification of developmental psychopathology.

The chair of this workgroup will discuss five key areas of research:
neuroscience and genetics, prevention and early intervention, infancy
and early childhood, the multi-axial approach, and psychiatric assess-
ment. The workgroup asserts the significance of continuing studies
on familial and genetic aspects of developmental psychopathology
and recommends analyzing the costs and benefits of incorporating
routine surveillance of and early intervention for children’s emotional
and behavioral health into the practice of pediatric primary care. In
discussing the multi-axial system as it pertains specifically to children
and adolescents, the recommendations are concentrated on the rela-
tive lack of focus on development and the questionable clinical utility
of all the Axes compared with Axis I in the DSM. Specific problem



82

areas that would benefit most from future research are targeted.
Other examples of recommendations that will be discussed include
research on how to effectively and optimally implement assessment
methods and tools in clinical practice.

No. 25D
DISABILITY AND IMPAIRMENT
RECOMMENDATIONS

Anthony F. Lehman, M.D., Department of Psychiatry, University of
Maryland at Baltimore, 701 West Pratt Street, Suite 388, Baltimore,
MD 21201; George S. Alexopoulos, M.D., Howard H. Goldman,
M.D., Dilip V. Jeste, M.D., Dan Offord, M.D., T. Bedirhan Us-
tun, M.D.

SUMMARY:

The DSM-IV’s inclusion of distress and impairment in the defini-
tion of mental disorder and the addition of two axes directly related
to disability and impairment in the multiaxial approach represent
significant advances. Yet, while the diagnostic process was enhanced
by this broadened clinical focus, the coupling of disability and diag-
nosis also poses many new problems for nosology and treatment.
For example, early intervention may be hindered because a diagnosis
cannot be rendered unless the disorder produces clinically significant
distress or impairment. Furthermore, disability and symptoms may
necessitate different treatments. This workgroup recommends re-
search that separately explores the etiology, nature, course, and treat-
ment of both mental disorders and disability. The proposed research
agenda suggests studying the inclusion of contextual, environmental,
lifespan, and cultural considerations in the assessment of disability
and impairment. Other examples of recommendations that will be
discussed include the importance of research to examine the validity
of measures that assess disability and disease.

No. 25E
CROSS-CULTURAL RECOMMENDATIONS

Renato D. Alarcon, M.D., Atlanta VA Medical Center, 1670
Clairmont Road, Atlanta, GA 30033; Margarita Alegria, Ph.D., Carl
C. Bell, M.D., James S. Jackson, Ph.D., Laurence J. Kirmayer, M.D.,
Keh-Ming Lin, M.D., T. Bedirhan Ustun, M.D.

SUMMARY:

This workgroup asserts the need to refine the current diagnostic
system to ensure its cross-cultural applicability. Progress made in
DSM-IV in cross-cultural issues was limited by not allowing for
culture’s dynamic nature. A research agenda exploring how to de-
velop a diagnostic system that incorporates cultural considerations
in a clinically useful way is presented. The research recommendations
are organized according to five main topics: methodological issues,
epidemiology, clinical and health services/outcomes, culture and
neurobiology, and special topics.

The workgroup chair will present recommendations that clinical
description, ethnographic research, epidemiological methods, and
experimental methods should be combined into any research pro-
gram. Additionally, developing reliable and valid culturally standard-
ized assessment instruments should be a priority.

Additionally, the need to investigate the clinical utility of cultural
formulation guidelines incorporated into DSM-IV and to examine
other ways to incorporate cultural information into the diagnostic
and treatment process will be discussed.

The research agenda also calls for including participants with
diverse cultural backgrounds in neurobiological research as well as
elucidating the mechanisms responsible for the documented ethnic
variations in response to different psychotropics.
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No. 25F
GAPS IN THE CURRENT SYSTEM:
RECOMMENDATIONS

Michael B. First, M.D., Department of Biometrics, NY State Psychiat-
ric Institute, 1051 Riverside Drive, Unit 60, New York, NY 10032-
2603, Carl C. Bell, M.D., John H. Krystal, M.D., David Reiss, M.D.,
M. Tracie Shea, Ph.D., Thomas A. Widiger, Ph.D., Katherine L.
Wisner, M.D.

SUMMARY:

This workgroup developed research recommendations to inform
the future development of the classification of personality disorders,
the relationship between Axis I and Axis II disorders, and the explora-
tion of relational problems/disorders. The workgroup suggests in-
vestigating the reliability and clinical utility of dimensional models
to determine whether clinically important aspects of personality dis-
orders could be adequately represented by dimensional models. Addi-
tionally, the workgroup proposes a research agenda to explore
whether research on the spectrum model may address some of the
current problems with boundaries between Axis I and Axis IT dis-
orders.

The workgroup chair will also discuss a research strategy to exam-
ine the definition of relational disorders and to determine the clinical
utility of adding relational disorders as an Axis I or II classification.
Other recommendations that will be discussed include the develop-
ment of valid and reliable assessment modules for relational disorders
that are adaptable to different types of relationships.

REFERENCES

1. American Psychiatric Association. Diagnostic and Statistical
Manual of Mental Disorders Text Revision (DSM-IV-TRT),
Fourth Edition, 2000.

2. American Psychiatric Association. DSM Sourcebooks, 1997; 1-4.

SYMPOSIUM 26—ACADEMIC AND
COMMUNITY MENTAL HEALTH: CAN THIS
MARRIAGE BE SAVED?

EDUCATIONAL OBJECTIVES:

At the end of this symposium the participant should understand:

(1) how different mechanisms for financing mental health care
relate to the potential for collaboration between academic and com-
munity mental health organizations;

(2) how to bridge the differing goals of academic and community
mental health organizations in order to strengthen both institutions;

(3) how collaboration can strengthen training and recruitment of
psychiatrists and improve the retention of psychiatrists in community
mental health settings.

No. 26A
PUBLIC ACADEMIC LIAISON: CAN THIS
MARRIAGE BE SAVED?

Anita Everett, M.D., 37 Canterbury Road, Charlottesville, VA 22903
SUMMARY:

The Psychiatrists in Underserved Areas Program was designed to
address the problem of recruitment and retention of psychiatrists
in the community mental health system in Virginia. A governor’s
commission identified the lack of access to psychiatrists as a signifi-
cant problem in many communities in Virginia. As a result of this,
the governor appropriated money for this purpose. Based on the idea
that psychiatry residency training programs manufacturer a commod-
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ity that the community system needed, a task force was set up, which
met several times to design the program. This task force included
the chairs of each of the four psychiatric residency training programs,
as well as two community psychiatrists and representatives from the
Department of Mental Health, Mental Retardation and Substance
Abuse Services. Two elements were initially developed. These were:
financial subsidy to a third or fourth year psychiatric resident in
exchange for a commitment to practice within Virginia in an un-
derserved or rural area, and financial subsidy to identified faculty
mentors at each training site in exchange for enhanced teaching for
all residents in community and rural mental health. The successes
and stresses of this program will be discussed in detail.

No. 26B
HOW DO YOU KEEP THEM DOWN ON THE FARM?
TRAINING, RECRUITMENT, AND RETENTION

Barbara M. Rohland, M.D., Department of Psychiatry, Texas Techni-
cal Institute, 1400 Wallace Boulevard, Amarillo, TX 79106

SUMMARY:

The primary community incentive for the organization of the Jowa
Consortium for Mental Health was recruitment of psychiatrists to
rural community mental health centers. Members of the consortium
included the University of Iowa Department of Psychiatry, the State
of Towa Department of Human Services, the state association of
community mental health center directors, and the National Alliance
for the Mentally Ill. The domains of collaboration were defined as
education (training programs for mental health and state agency
staff), clinical service delivery (residency placements in community
mental health centers), and research (services research projects that
provided data in regard to policy issues). Collaborative efforts on
education and training programs were modest, but successful. Fo-
cused research studies were also successful although statewide ser-
vice utilization studies were not possible to limited and non-system-
atic central data collection. Comununity-based residency placements
were not successfully implemented, but opportunities for resident
awareness and involvement in public sector programs increased,
and several residents were successfully recruited into community
programs following residency. An event that had profound impact
on the nature of the collaboration was the statewide implementation
of Medicaid managed Care. Incentives for collaboration were altered,
motivations for collaborative activities became complicated, and
intra-agency relationships that had been strong were eroded. Overall,
this collaboration was successful, but not necessarily in the ways
originally intended or envisioned. This experience demonstrated the
importance for state-agency-academic collaborations to be adaptable
in the context of a changing and unpredictable economic and political
environment in order to endure and to grow.

No. 26C

UC DAVIS AND SACRAMENTO COUNTY: A
SHOTGUN WEDDING TURNED SHARED VISION
FOR PUBLIC MENTAL HEALTH

Thomas J. Sullivan, M.S.W., Sacramento County Department of
Mental Health, 7001-A East Parkway, Suite 400, Sacramento, CA
95823; Jonathan Nevfeld, Ph.D.

SUMMARY:

Collaboration between academic departments of psychiatry and
public mental health programs presents great potential for mutual
benefit, but is difficult to achieve. We present some factors that have
contributed to the successful 10-year ‘‘marriage’’ between the UC
Davis Department of Psychiatry and the Sacrament County Division
of Mental Health. Currently, there are 15 UCD faculty members and
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10 residents who serve in various clinical and administrative roles
at county facilities. Although the initial collaboration was something
of a “‘shotgun wedding’” brought about by mutual crises in 1989,
the partners have successfully forged a shared vision for county
mental health that is both progressive and successful. This vision
includes a high-quality community psychiatry training program, a
primary role for UCD in the provision of medical dircction, incorpo-
ration of a recovery model throughout county service programs, and
ongoing involvement of family and consumer groups. UCD faculty
psychiatrists and residents have been integrated into the workforces
and budges of existing county mental health programs and facilities.
This integration results in improved ‘‘team’” focus, enhancement of
the treatment milieu, greater psychiatrists involvement in the daily
administration of county programs, and increased overall quality of
care, with only minimal incremental costs to the county.
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SYMPOSIUM 27—NEW TREATMENT
TARGET IN SCHIZOPHRENIA: UPDATE
ON SOCIAL ANXIETY

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should be
updated on the comorbidity between social anxiety and schizophre-
nia, and able to clearly define the clinical dimension of social anxiety,
the impact on social disability, the assessment of social phobia in
schizophrenics, and co-treatments.

No. 27A
SHYNESS, SOCIABILITY, AND SOCIAL
DYSFUNCTION IN SCHIZOPHRENIA

Joel Goldberg, Ph.D., Department of Psychiatry, McMaster Univer-
sity, 102-350 King Street, East, Hamilton, ON L8N 3Y3, Canada;
La Schmidt, M.D.

SUMMARY:

Recent biodevelopmental models of shyness traits (Schmidt and
Fox, 1998, 1999) have proposed that childhood shyness and early
sociability troubles may be a precursor to pervasive social dysfunc-
tion in adulthood. An important question in testing the vulnerability
model is to determine the severity of shyness among adults who
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have serious social dysfunction, such as individuals diagnosed with
schizophrenia. The Cheek and Buss Shyness and Sociability Scales
(Cheek and Buss, 1981) and the Reznick Retrospective Self-Report
of Inhibition (Reznick, Hegeman, Kaufman, Woods, and Jacobs,
1992) were administered to 23 schizophrenia outpatients and 23
control subjects matched for age and sex. The results indicated that
individuals with schizophrenia showed significantly more shyness
(p < .004), lower sociability (p < .02) and more recollections of
childhood social troubles (p < .007) compared with the control group.
Within the schizophrenia group, both shyness traits (p < .04) and
limited sociability (p < .01) were clearly associated with interpersonal
dysfunction, while significant correlations were also found between
troubled sociability and negative symptoms (p < .05). The findings
of shyness traits, impaired sociability, and more recollections of
childhood social difficulties among stable outpatients diagnosed with
schizophrenia are consistent with predictions based on a biodevelop-
mental shyness vulnerability model.

No. 27B
COMPARISON AND ASSESSMENT PROCEDURES
gF PR_II_IVYIARY VERSUS COMORBID SOCIAL

NXIE

Stefano Pallanti, M.D., Department of Psychiatry, Institute of Neuro-
science, Viale Ugo Bassi 1, Firenze 50137, Italy; Leonardo Quercioli,
M.D., Adolfo Pazzagli, Ph.D.

SUMMARY:

Objective: The identification of social anxiety (SA) in schizophre-
nia (SCH) is difficult. The procedures to detect and assess this
comorbid condition are still unexplored. The experiences of social
anxious subjects, subjectively extend themselves from the interper-
sonal sensitivity and active detachment behavior to the passive de-
tachment. On this basis we compared SA patients and schizophrenics
with comorbid SA using the most adopted instrument for the assess-
ment of SA.

Method: We compared 24 paranoid schizophrenic patients with
comorbid social phobia with 15 patients with social phobia as primary
diagnosis. Patients were assessed using SCID-P, SCID-II, SANS
and SAPS, SCL90-R Liebowitz Social Anxiety Scale (LSAS), and
the Tridimensional Personality Questionnaire (TPQ).

Results: The analysis of LSAS single items, revealed similar pro-
file between the two groups. In SA patients, we found LSAS social
anxiety/withdrawal scores and TPQ Harm avoidance subscores posi-
tively correlated, LSAS social anxiety/withdrawal and novelty seek-
ing scores negatively correlated. This pattern of correlation was not
found in SCH patients with comorbid SA. No significant correlation
was found between LSAS scores and SANS and SAPS scores.

Conclusion: Results suggest that the Liebowitz scale could reliably
assess SA symptoms in schizophrenic patients.

No. 27C
DETERMINING AND TREATING SOCIAL ANXIETY
IN PSYCHOSIS

David Castle, M.D., Department of Psychiatry, Fremantle Hospital,
Alma Street Centre, Fremantle 6160, Australia

SUMMARY:

It is often erroneously assumed that social anxiety in psychosis
is consequent upon or secondary to either positive (eg., persecutory
delusions) or negative {eg., apathetic social withdrawal) symptoms
of the psychosis itself. In our experience, however, primary social
anxiety in psychosis is common but often missed. For example, in
a study of patients with psychotic disorders attending a psychiatric
living skills program, we found about a third to be experiencing

significant social anxiety, which in turn impaired their quality of
life and impaired social functioning. Furthermore, the cognitive un-
derpinnings of these symptoms are the same as those in non-psychotic
individuals with social phobia (ie., fear of negative evaluation by
others); behavioral avoidance of social situations is common, and
leads to further marginalization of this patient group. We have devel-
oped a successful group-based intervention for the treatment of social
anxiety in psychosis; results reveal an enhancement of social func-
tioning, mood, and quality and enjoyment of life. This presentation
will outline the studies we have performed so far, and suggest areas
for future research.

No. 27D

THE RELATIONSHIP OF SOCIAL ANXIETY TO
LEVEL OF FUNCTION OVER TIME IN PATIENTS
WITH SCHIZOPHRENIA

Robert G. Stern, M.D., Department of Psychiatry, UMDNA-RWA
Medical School, 189 New Street, New Brunswick, NJ 08901, Denise
Frank, B.A., Suhaila Farook, M.D., Michelle Beyer, B.A.

SUMMARY:

Objectives: The present study tested the hypothesis that in patients
with schizophrenia, comorbid anxiety (SA) symptoms have a high
prevalence, are stable over time, and have a significant negative
impact on the level of functioning of the patients.

Methods: After obtaining informed consent, outpatients meeting
DSMHY criteria for schizophrenia or schizoaffective disorder were
assessed on the Liebowitz Social Anxiety Scale (LSAS) and on
measures of psychosis, depression, level of functioning, and global
assessments at two points in time, at least three months apart. In
addition, treatment information and demographic data were collected
prospectively. Linear regression analysis and student t-tests will be
used to assess the correlation between symptom severity and level
of functioning using LSAS social anxiety and depression ratings
scores demographic and treatment data as covariates.

Results: At the first visit of this ongoing study, schizophrenic and
schizoaffective patients were found to have high social anxiety rating
scores with more than half of the patients scoring above the empiri-
cally-determined cut-off score for social anxiety disorder. Within-
subject t-tests will be used to compare social anxiety ratings collected
at two different points in time, to assess symptom stability over time.
Results will also be presented from two sets of analysis comparing
various aspects of functioning between the high and low social
anxiety groups among high and low psychosis severity patients.

REFERENCES:
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with clozapine. CNS Spectrums 2000; 5 (9):29-43.
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SYMPOSIUM 28—PSYCHOTIC SYMPTOMS
IN CHRONIC PTSD: PREVALENCE,
COMORBIDITY, AND TREATMENT

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should better
understand the potential comorbidity of psychotic symptoms in PTSD
and the emerging role of atypical antipsychotics in this population.
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No. 28A
PSYCHOTIC FEATURES, ILLNESS SEVERITY, AND
ATYPICAL ANTIPSYCHOTICS IN PTSD

Mark B. Hamner, M.D., Department of Psychiatry, Medical Univer-
sity of South Carolina VAMC, 109 Bee Street, #116A, Charleston,
SC 29401; Christopher B. Frueh, Ph.D., Helen G. Ulmer, M.SW.,
George W. Arana, M.D.

SUMMARY:

Psychotic features may be present in up to 40% of patients with
chronic combat-associated PTSD. These symptoms include positive
symptoms of psychosis that do not necessarily occur only during
flashback episodes, e.g. auditory and/or visual hallucinations refer-
able to the trauma. Patients with psychotic features (PTSD-P) may
have more severe illness burden as reflected by correlations between
PTSD symptom ratings (CAPS) and psychosis ratings (PANSS). In
one study, PTSD-P patients had a significant positive correlation
between CAPS and PANSS global ratings (p<0.001) and between
depressive symptom ratings (Hamilton Depression Rating Scale)
and PANSS ratings (p<0.03), suggesting an interaction between
psychotic symptom burden and depression in these patients. In this
presentation, we will review prior work investigating and defining
psychotic phenomena, illness severity, and associated comorbid dis-
orders including depression in chronic PTSD. We will also present
results of two atypical antipsychotic studies in PTSD. One, a con-
trolled study of adjunctive risperidone, investigated the effect of this
agent on psychotic features. The other, an open trial of adjunctive
quetiapine, investigated the effects of this atypical antipsychotic on
core PTSD symptoms.

No. 28B
ADJUNCTIVE RISPERIDONE TREATMENT IN
COMBAT VETERANS WITH CHRONIC PTSD

Daniella David, M.D., Department of Psychiatry, Miami VAMC,
1201 NW 16th Street, Unit 116A12, Miami, FL 33125; Ludmila
Defaria, M.D., Olga M. Lapeyra, M.D., Thomas A. Mellman, M.D.

SUMMARY:

Background: In a recent study of psychotic symptoms in combat
veterans with chronic PTSD, 40% reported psychotic symptoms in
the preceding six months, which typically reflected combat themes
and guilt, were non-bizarre, and were not usually associated with
formal thought disorder; they were associated with current major
depression, and were more common in minority (black and hispanic)
than white veterans. Neuroleptics have been prescribed for treatment-
resistant, chronic PTSD with associated psychotic features and agita-
tion, yet little is known about their efficacy in this population. The
objectives of this study with the atypical neuroleptic peridone are
to preliminarily evaluate its efficacy and to determine its tolerability
in refractory PTSD.

Methods: This is a pilot, open-label, 12-week, flexible-dose trial
of adjunctive risperidone in male veterans with a primary diagnosis
of PTSD, free of alcohol and drugs, medically stable, with only
partial response to current psychotropics, as evidenced by symptom
persistence and functional impairment. Structured interviews for
PTSD (CAPS) and psychosis (PANSS), self-report sleep measures,
EKG, and blood tests are obtained at baseline, six, and 12 weeks.
Adverse events are assessed every two weeks. Medication efficacy
is evaluated by comparing baseline ratings with six- or 12-week
ratings by paired t-tests.

Results: Eleven patients completed at least six weeks of the trial
to date. Mean age was 53.5 * 4.6 years, 46% were white, 18% were
black, and 36% were hispanic. Mean baseline CAPS was 89.6 =
8.3 (range 77-100). Comorbidity with a depressive or anxiety disor-
der was common, and all patients were taking antidepressant, mood

stabilizing, and/or anxiolytic medications at stable doses. Ten patients
exhibited psychotic symptoms, and mean baseline PANSS was 85.6
+ 16.3 (range 58-115). There was no significant change in total
CAPS score, though re-experiencing symptoms improved at a trend
level. PANSS scores, and specifically the positive symptom scale,
improved significantly (t=2.5, df=10, p=.03 and t=2.9, df=10, p=
.02, respectively). Of the sleep variables, the number of nighttime
awakenings decreased significantly (t=2.8, df=9, p=.02). No major
adverse events occurred. Common side effects were dry mouth,
sedation and headaches.

Conclusion: Preliminary results suggests that risperidone as ad-
junctive treatment in chronic PTSD may have mild to moderate
beneficial effects in refractive cases, and is relatively well tolerated.

No. 28C

RACIAL DIFFERENCES IN PSYCHOTIC
SYMPTOMS AMONG COMBAT VETERANS WITH
PTSD

Christopher B. Frueh, Ph.D., Department of Psychiatry, VAMC, 109
Bee Street, Charleston, SC 29401, Mark B. Hamner, M.D., Jason
B. Belant, Ph.D., George W. Arana, M.D., Samuel M. Turner, Ph.D.,
Terence M. Keane, Ph.D.

SUMMARY:

We tested the hypothesis that race may influence clinical presenta-
tion and symptomatology in combat veterans with posttraumatic
stress disorder (PTSD). African-American and Caucasian veterans
were administered the Psychotic Screen Module of the Structured
Clinical Interview for DSM, Minnesota Multiphasic Personality In-
ventory-2 (MMPI-2), and other psychometric measures at a Veterans
Affairs outpatient PTSD clinic. Subjects were consecutive referrals
who were not matched for level of combat trauma or preexisting
trauma; however, there were no group differences in other relevant
demographic or diagnostic variables. Significant racial differences,
with modest effect sizes, were found on clinician ratings of psychotic
symptoms, MMPI-2 scale 6 (paranoia), and a measure of dissociation.
No significant differences were found for the MMPI-2 scale 8
(schizophrenia), or on measures that might suggest comorbid depres-
sion or anxiety. African Americans with PTSD endorsed more items
suggesting positive symptoms of psychosis, without higher rates of
primary psychosis, depression, or anxiety than Caucasians.

No. 28D
FAMILIAL AND BIOLOGICAL CHARACTERISTICS
OF PSYCHOTIC PTSD

Fredric J. Sautter, Ph.D., Department of Psychiatry, Tulane Univer-
sity, 1440 Canal Street, New Orleans, LA 70112; Janet J. Johnson,
M.D., Arth Issette, Ph.D., Justin Wiley, Ph.D., John Cornwell, Ph.D.,
Madeline Uddo, Ph.D., Gina Mire, Ph.D.

SUMMARY:

Objectives: Epidemiological and clinical studies have demon-
strated high comorbidity between posttraumatic stress disorder
(PTSD) and psychotic symptoms. This series of studies identify the
familial and biological characteristics of a homogeneous psychotic
PTSD phenotype consisting of cases with primary PTSD and second-
ary psychotic symptoms.

Method: Three groups were compared for differences in familial
psychopathology, CSF catecholamine metabolites, and CSF cortico-
tropin-releasing factor (CRF): PTSD with secondary psychotic symp-
toms (n=23), nonpsychotic PTSD (n=16), and healthy controls (n=
15). Both patients and their first-degree relatives were diagnosed
using the SCID and best-estimate procedures,
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Results: First-degree relatives of psychotic PTSD patients showed
a paucity of familial psychosis (1.1%), and a morbid risk for depres-
sion (23.1%) and PTSD (12.8%) that was higher than that evidenced
by relatives of healthy controls (p<.04). Patients with PTSD and
secondary psychotic symptoms showed higher levels of CSF CRF
than normal controls (p<.03) and a trend toward higher levels of
CSF CRF than nonpsychotic PTSD patients. CSF catecholamine
assays have not been completed.

Conclusion: These data show that PTSD with secondary psychotic
symptoms represents a phenotype that is familially independent of
the psychotic disorders, is associated with a family history of depres-
sion and PTSD, and is characterized by high levels of CRF and HPA
abnormalities.
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SYMPOSIUM 29—NEW DEVELOPMENT IN
MEDICATIONS FOR THE TREATMENT OF
SUBSTANCE ABUSE

EDUCATIONAL OBJECTIVES:

After this symposium, the participant will be able to (1) define
the pharmacologic mechanisms employed in a number of new medi-
cation options for substance use disorders; (2) relate these mecha-
nisms to potential use in treatment.

No. 29A
OVERVIEW OF MEDICATIONS DEVELOPMENT
FOR ALCOHOL AND DRUG DEPENDENCE

Henry R. Kranzler, M.D., Department of Psychiatry, University of
Connecticut Health Center, 263 Farmington Avenue, Farmington,
CT 06030-2103

SUMMARY:

Medications play an increasingly important role in the treatment
of substance use disorders. Although the pharmacological treatment
of alcohol and drug withdrawal is well established, psychosocial
approaches have been the dominant modality for rehabilitation. Ef-
forts to develop and evaluate medications to treat substance depen-
dence have come largely from NIDA and NIAAA. However, recent
successes have underscored the commercial potential of such medica-
tions and these have generated interest by the pharmaceutical indus-
try. In anticipation of continued growth in the field, this presentation
will provide an overview of the preclinical methods that are used
to identify compounds with potential clinical utility. The traditional
models that use self-administration or place-preference will be de-
scribed, along with newer pharmacogenetic approaches. The stages
of clinical development will also be reviewed and alternatives to the
randomized clinical trial will be considered. Specific examples of
medications that are FDA approved or that are currently in develop-
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ment for treatment of alcohol and drug dependence will be used to
illustrate these methods.

No. 29B
BUPRENORPHINE FOR OPIOID DEPENDENCE

Eric C. Strain, M.D., Department of Psychiatry, Johns Hopkins
University School of Medicine, BPRU, 5510 Nathan Shock Drive,
Baltimore, MD 21224-1253

SUMMARY:

The pharmacological treatment of opioid dependence has primarily
occurred in specialty clinics (i.e., methadone treatment programs).
Such clinics can be highly effective, but are limited in the geographi-
cal regions they serve, often operate at capacity, and have difficulty
in expanding. In October 2000 the Controlled Substances Act was
amended, allowing office-based treatment of opioid dependence with
certain medications. While not specified in the amendment, the pri-
mary pharmacological candidate for office-based opioid treatment
is buprenorphine. Buprenorphine has an unusual pharmacological
profile, reflecting its mu partial agonist and kappa antagonist effects.
Since it has poor oral bioavailability, development has focused upon
a sublingual tablet. Several clinical trials comparing sublingual bu-
prenorphine with methadone found buprenorphine as effective as
moderate-dose methadone. Sublingual buprenorphine could be
abused, and a buprenorphine/naloxone product has also been devel-
oped. This combination capitalizes upon naloxone’s differential bio-
availability. When naloxone is taken sublingually, it has poor avail-
ability and does not exert an appreciable effect. However, if a
combination tablet were dissolved and injected, the naloxone would
be expected to precipitate withdrawal. The availability of buprenor-
phine and buprenorphine/naloxone should provide opportunities to
expand treatment capacity for opioid dependence, and integrate sub-
stance abuse treatment with other forms of office-based care of
patients.

No. 29C
STIMULANT TREATMENT OF COCAINE
DEPENDENCE

Frances R. Levin, M.D., Department of Psychiatry, Columbia Uni-
versity, 640 Pomander Walk, Teaneck, NJ 07666

SUMMARY:

Using the model of methadone maintenance for heroin addiction,
there has been a search for medications that might reduce cocaine
craving and use by reducing its euphoric effects. One approach has
been to use agonist-type medications, such as stimulants, that act
by increasing catecholamines intersynaptically. There are some
promising preliminary findings with these medications, but there
remain concerns regarding the medical safety and potential for abuse
of them. What is becoming increasingly clear is that medications
designed to treat cocaine abuse may need to target specific subpopula-
tions. One population that may benefit from stimulants is cocaine-
dependent patients with attention deficit/hyperactivity disorder
(ADHD), a condition characterized by inattention, hyperactivity and
impulsivity. Several lines of evidence suggest that adult ADHD and
substance abuse may be linked to one another. Adults with ADHD
are at greater risk for having a substance use disorder than adults
who do not have additional psychopathology. Similarly, adult ADHD
is over-represented among substance abusers seeking treatment. Al-
though early open trials with stimulants in cocaine-dependent adults
with ADHD appear promising, these studies need to be confirmed
by double-blind, placebo-controlled trials. Ongoing work in using
stimulants in cocaine-dependent individuals with and without ADHD
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and the controversies regarding the use of these agents in cocainc-
dependent patients will be discussed.

No. 29D
ONDANSETRON 1S EFFECTIVE IN TREATING
BIOLOGICAL ALCOHOLISM

Bankole A. Johnson, M.D., Department of Psychiatry, University of
Texas Health Science Center, 7703 Floyd Curl Drive, MS 7793, San
Antonio, TX 78229-3900; Nassima Ait-Daoud, M.D.

SUMMARY:

Method: In a cohort of 321 male and female alcoholics equally
divided among early-onset or biological alcoholics (less than 25
years) and late-onset or non-biological alcoholics (greater than 25
years), we studied the effects of ondansetron, a serotonin 3 receptor
antagonist, on drinking and craving. Participants received 12 weeks
of weekly cognitive-behavioral therapy. The design was a one-week
placebo lead-in followed by 11 weeks of double-blind treatment with
ondansetron (1, 4, or 16 ug/kg b.i.d.) or placebo. Outcome measures
were self-reported drinking, visual analogue scales of craving, and
a biochemical marker of alcohol consumption-plasma carbohydrate
deficient transferrin (CDT) level.

Results: We previously reported that ondansetron, compared with
placebo, was associated with significant decreases in self-reported
and the biochemical measure of drinking in early-onset or biological
alcoholics. Now, we can report that ondansetron also reduces craving
in these individuals. Baseline drinking was a significant predictor
of later craving during the study. Craving was also positively corre-
lated with drinking.

Conclusions: Ondansetron reduces drinking, craving, and in-
creases abstinence among alcoholics with a biological disease predis-
position.

No. 29E
ANTICONVULSANTS IN SUBSTANCE-USE
DISORDERS

Kathleen T. Brady, M.D., Department of Psychiatry, Medical Univer-
sity of South Carolina, 67 President Street, Charleston, SC 29425;
Hugh Myrick, M.D., Robert J. Malcolm, Jr., M.D.

SUMMARY:

Alcohol withdrawal involves an increase in activity in a number
of excitatory amino acid neurotransmitter systems, which are im-
pacted by anticonvulsant agents. Additionally, neuronal sensitization
or ‘‘kindling’’ has been postulated as one of the processes involved
in repeated alcohol withdrawal. Several anticonvulsant agents have
demonstrated efficacy in the treatment of alcohol withdrawal. Data
from trials using carbamazepine and valproic acid in the treatment
of alcohol withdrawal will be presented. Data from preliminary
studies exploring the use of newer anticonvulsant agents, such as
gabapentin, also will be presented. Preliminary data concerning the
use of anticonvulsant agents to prevent relapse and in the treatment
of *‘protracted abstinence’” symptoms will also be presented.
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SYMPOSIUM 30—HYPERAROUSAL AND
BPD: NEW STUDIES ON ORIGINS,
IMAGING, TAXONOMY, AND TREATMENT

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to recognize the pathophysiological significance of affective
dysregulation to BPD.

No. 30A
CONSTRUCT VALIDITY OF BPD

Carlos M. Grilo, Ph.D., Department of Psychiatry, Yale Psychiatric
Institute, 301 Cedar Street, PO Box 208038, New Haven, CT 06520-
8098; Charles A. Sanislow, Ph.D., Thomas H. McGlashan, M.D.

SUMMARY:

Objective: To report on selected aspects of the construct validity
of the borderline personality disorder (BPD) and criteria sets.

Method: Selected psychometric analyses of BPD criteria that speak
to convergent validity, discriminant validity, and factor structure will
be presented. Analyses will be presented using data obtained for
three different study groups (N = 141 adult inpatients; N = 668 mixed
in-/outpatient group; N = 100 monolingual Hispanic outpatients).
The three study groups were assessed with reliably administered
semistructured diagnostic interviews for personality disorders.

Results: BPD criteria demonstrated adequate intcrnal consistency
and good discriminant validity (BPD criteria correlated more highly
with each other than with criteria for other PD). Exploratory factor
analysis revealed three factors (affective dysregulation, disturbed
relatedness, behavioral dysregulation) accounting for 57% of the
variance. The three-factor structure of BPD was replicated using
confirmatory factor analysis in a separate patient group (N = 668).

Conclusion: These data support the construct validity of BPD
criteria. The three-factor model of BPD has potential to articulate core
dimensions of psychopathology for studies of taxonomy, biological
correlates, and treatment.

No. 30B
BORDERLINE SYMPTOMS IN MALTREATED
CHILDREN

Joan Kaufman, Ph.D., Department of Psychiatry, Yale University,
100 York Street, University Towers, New Haven, CT 0651 1; Deborah
S. Lipschitz, M.D., Seth R. Axelrod, Ph.D., Steven M. Southwick,
M.D.

SUMMARY:

Objective: Retrospective studies estimate rates of child mal-
treatment are approximately 90% among patients with borderline
personality disorder (Zanarini et al., 2000). However, there have
been no prospective longitudinal investigations conducted to examine
this link (Paris, 1997). The goal of the current study is to assess
borderline symptomatology in a representative sample of children
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removed from their parents’ care due to allegations of abuse and/or
neglect.

Method: As part of alarger investigation evaluating a new initiative
for children who enter out-of-home care, 40 maltreated and 40 demo-
graphically matched control children between the ages of 5 and 13
were recruited. Trauma history, clinical symptomatology, family
psychopathology, attachment relations, and child temperament as-
sessments were obtained. The majority of the child data for this
project was collected in a day camp setting established this summer
for research purposes, replicating a methodology used in prior inves-
tigations.

Results: Rates of borderline personality disorder, prevalence of
borderline symptoms, and other psychiatric diagnoses will be pre-
sented, together with predictors of borderline pathology.

Conclusions: The preliminary baseline assessments, the ongoing
enrichment of this sample, and the longitudinal follow-up of the
cohort will provide valuable information about the link between
experiences of child maltreatment and borderline symptomatology.

No. 30C
EXPLORING THE PHENOMENOLOGICAL
INTERFACE OF BPD AND PTSD

Seth R. Axelrod, Ph.D., NC-PTSD, Veterans Administration Medical
Center, 950 Campbell Avenue, Suite 151E, West Haven, CT 06516;
Carlos M. Grilo, Ph.D., Charles A. Sanislow, Ph.D., Deborah S.
Lipschitz, M.D., Thomas H. McGlashan, M.D., Steven M. South-
wick, M.D.

SUMMARY:

Objective: Several theoretical models have linked PTSD and BPD
(e.g., Gunderson & Sabo, 1993; Herman, 1992; Southwick et al.,
1993). Proposed relationships in the phenomenology of these disor-
ders were empirically evaluated. Specifically, BPD was anticipated
to primarily involve PTSD avoidance and hyperarousal.

Method: Associations between the three components of PTSD
(intrusive recollections, avoidance, and hyperarousal) and borderline
personality were examined in two clinical samples. PTSD and BPD
were assessed in 111 male Vietnam veterans enrolled in an intensive
PTSD inpatient program, and in 100 male and female adolescent
psychiatric inpatients.

Results: BPD was found to be primarily associated with PTSD
avoidance in male Vietnam veterans, and with PTSD hyperarousal
in adolescent psychiatric inpatients.

Conclusions: The phenomenology of BPD and PTSD appear to
be associated in ways that support previous conceptualizations. How-
ever, there may be a developmental progression in the relationships
of these disorders, with different aspects of PTSD becoming more
strongly associated with BPD at different stages of development.
Clinical implications of these relationships are discussed.

No. 30D
NEURAL SUBSTRATES OF AFFECTIVE
DYSREGULATION IN BPD

Nelson H. Donegan, Ph.D., Departinent of Psychiatry, Yale Univer-
sity, PO Box 205602 Yale Station, New Haven, CT 06520; Charles
A. Sanislow, Ph.D., Robert K. Fulbright, M.D., John C. Gore, Ph.D.,
Pawel Skudlarski, Ph.D., Thomas H. McGlashan, M.D., Bruce E.
Wexler, M.D.

SUMMARY:

Objective: To better understand the neuropathophysiology of af-
fective dysregulation in BPD using emotional perturbation proce-
dures during fMRI.

Method: The Ekman and Friesen standardized picture series of
emotional facial expressions (fearful, sad, happy, neutral) was pre-
sented in eight counterbalanced runs to BPD subjects (n=10) and
healthy controls (n=10) during fMRI. Activity response from 20-
second blocks to faces displaying the four emotions was contrasted
with a fixation point (threshold for activity was set at p < .05).
Region of Interest (ROI) analyses were performed using ANOV As
and planned contrasts (two tailed).

Results: Compared with healthy controls, BPD subjects evidenced
greater levels of left amygdala activation to facial expressions of
negative emotion (p < .001). In ROI contrasts, BPD subjects demon-
strated significantly more left amygdala activation to fearful (p <
.01), sad (p < .002), and neutral (p < .002) faces, but not to happy
faces (p = .2).

Conclusion: Given the amygdala’s role in the perception and
expression of emotional states, greater excitability demonstrated in
BPD individuals begins to elucidate neuropathophysiology of emo-
tional vulnerability for BPD. Interestingly, BPD subjects responded
strongly to neutral faces for which the emotional expressions are
ambiguous. Debriefing reports suggested that BPD subjects were
troubled by the ambiguity.

No. 30E
REPETITIVE TRANSCRANIAL MAGNETIC
STIMULATION FOR BPD

Adrian Preda, M.D., Department of Psychiatry, Yale Medical School,
PO Box 208098, New Haven, CT 06520-8098; Ralph E. Hoffman,
M.D., Thomas H. McGlashan, M.D.

SUMMARY:

Repetitive transcranial magnetic stimulation (fTMS) has been
studied for the treatment of depression and auditory hallucinations.
High frequency rTMS can stimulate and low frequency (If)iTMS
can inhibit the excitability of targeted areas. We used (I)rTMS to
decrease cortical excitability, presumably hyperactive in patients
with borderline personality disorder (BPD). Seven patients received
(DHrTMS of the left prefrontal cortex (double-blind, crossover de-
sign). Effects were evaluated through a composite scale reflecting
the most severe symptoms. Three patients were initially randomized
to active. One patient improved during active and continued to im-
prove during sham. One patient improved during active, but discon-
tinued due to side effects. The last one, despite improvement in
scores, became unsafe and required hospitalization. Four patients
were randomized to sham first. One patient improved during the
sham and remained improved during active. One patient became
more symptomatic during the sham, then improved during the active.
Two patients had similar responses to sham versus active. From the
commonly described rTMS side effects (headaches, local tingling,
cognitive impairments) one patient experienced headaches. All others
tolerated the procedure well. We conclude that (If)rfTMS is a safe
intervention for patients with BPD. Further research on its efficacy
for BPD is indicated.

No. 30F

THE BPD STATUS CHANGE SCALE: AN
INTERVIEW TO ASSESS CHANGE AND
FUNCTIONING

Charles A. Sanislow, Ph.D., Department of Psychiatry, Yale Univer-
sity School of Medicine, 301 Cedar Street, PO Box 208098, New
Haven, CT 06520-8098; Carlos M. Grilo, Ph.D., Thomas H. McGlas-
han, M.D.
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SUMMARY:

Objective: To develop an interview-administered anchored rating
scale for BPD sensitive to symptomatic and functional change that
generates DSM-IV and ICD-10 diagnoses.

Method: Probes and anchors were drafted for DSM-IV and ICD-
10 criteria, piloted, reviewed, and revised to develop the BPD-SCS,
which was then administered to 73 subjects [BPD (n=29), other-PD
(N=18), no-PD/Axis I (n=12) and healthy controls (n=12)]. Two
structured interviews that assess BPD (DIPD-IV, I-PDE) were ad-
ministered to evaluate concurrent validity. Internal consistency was
examined for all scales, two-week test-retest performed with a subset
of 20 subjects, and inter-rater reliability assessed by five raters scor-
ing four videotaped administrations.

Results: Internal consistency for all scales was good (alpha coeffi-
cients were .94 DSM-IV, .92 for ICD-10, and ranged .77-.90 for
functioning scales); criterion correlations indicated convergence with
established measures (.78-.86 for DIPD-IV; .65-.82 for I-PDE-
BOR). Test-retest correlations ranged .47—.85; for inter-rater reliabil-
ity, raters agreed within two points of the seven-point scale 90% of
the time.

Conclusion: The BPD-SCS is characterized by good internal con-
sistency and appears valid based on convergence with established
measures. BPD criteria can be reliably assessed using a seven-point
anchored rating scale. Modest test-retest values suggest sensitivity
to change, thus providing utility for clinical trial research.
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SYMPOSIUM 31—FALSE MEMORY
SYNDROME: RECOVERY AND FAMILY
RECONCILIATION

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should be
able to treat families afflicted by false charges of sexual abuse in a
fashion that leads to reconciliation and understanding.

No. 31A
THE FALSE MEMORY FOUNDATION AND ITS
SURVEY OF FAMILY RECONCILIATIONS

Pamela Freyd, 1955 Locust Street, Philadelphia, PA 19103
SUMMARY:

The False Memory Syndrome Foundation is a grassroots/establish-
ment organization consisting of professionals and nonprofessionals.

It was formed in 1992 in response to a then growing wave of
accusations and litigation based on no evidence other than the claim
of a repressed memory of childhood abuse recovered in some thera-
peutic context. Given the amount of research and publicity relating
to false and/or recovered memories since its founding, the foundation
appears to have had an impact that belies its size. This presentation
will describe the history and activities of the FMS foundation with
a focus on the results of the foundation’s survey research in the
areas of families, accusers, legal matters, and most recently family
reconciliation.

No. 31B
RECOVERED MEMORY ACCUSERS OF INCEST:
INTERACTIONS WITH THEIR FAMILIES

Harold I. Lief, M.D., Department of Psychiatry, University of Penn-
sylvania, 987 Old Eagle School Road, Unit 719, Wayne, PA 19087-
1708; Janet M. Fetkewicz, B.A.

SUMMARY:

Families who are members of the False Memory Syndrome Foun-
dation responded to a detailed questionnaire inquiring into the nature
of family interactions following the accusations of incest. Three
types of interactions were revealed. ‘‘Refusers’’ were accusers who
maintained that memories were true and refused to have any contact
with their families of origin; ‘‘returners’’ were accusers who returned
to family contact while still maintaining the validity of their recovered
memories; and ‘‘retractors’’ were accusers who declared that their
accusations were false and established relations with their old fami-
lies. Preliminary results of over 1,000 families show that the accusers
were 97% Caucasian, 90% female, and the majority had at least a
college education. Fifty-six perent of the accusers were refusers,
36% returners, 7% retractors. Of the returners, 78% refused to discuss
the accusations. Still, a frequent trajectory was from returner to
retractor; 85% of retractors had first been returners. Further study
of family dynamics was helped by interviews with acousers.

No. 31C
MEMORY AND HYPNOSIS: FACTS AND FICTIONS

Herbert Spiegel, M.D., Department of Psychiatry, Columbia Univer-
sity, 19 East 88th Street, New York, NY 10128-0557

SUMMARY:

The hypnotic modality, characterized by dissociation, absorption,
and suggestibility, can be used to enhance, retrieve, alter, create, or
deny memories. Serious use of memory data, especially long term,
demands external corroboration. The most reliable observation about
memory is that it is only sometimes reliable. Memory is “‘a relative
to truth but not its twin.”’

Approximately 75% of the population has some degree of hypno-
tizability. In 8,796 consecutive patients measured for hypnotizability
with the Hypnotic Induction Profile (HIP), 55% scored medium to
high. These patients readily responded to formal induction proce-
dures. Compared with those who score low or zero, the mid-range
and highs are most likely to shift into spontaneous trance, without
formal inductions, complying with a persuasive treatment thesis,
even when the therapist has no knowledge of hypnosis or intention
to use it. In addition, because the therapeutic relationship is bidirec-
tional, emotions and behavioral responses of patients can influence
the therapist. *‘It is a wise hypnotist who knows who is hypnotizing
whom.”’

“‘Sybil’’ scored high on the HIP (5 on a 0-5 scale). Her *‘memo-
ries”” of childhood abuse, influenced by her high hypnotizability,
were never confirmed by external corroboration. This case provides



90 SYMPOSIA

a model to examine hypnotizability and bidirectional influences on
memory in a therapeutic interaction.

No. 31D
RECOVERED MEMORY iN THE COURTS

Alan A. Stonc, M.D., Hauser Hall, Room 400, Harvard University
Law School, 1575 Massachusetts Avenue, Cambridge, MA 02138-
2996

SUMMARY:

The clinical and scientific disputes over recovered memory that
divided our profession quickly found their way into the courts in a
series of remarkable cases. The etiological importance of trauma,
the reliability of memory recovered under hypnosis, the tension
between professional opinions and scientific evidence, and the ethical
duties of psychotherapists would all be argued before the courts.
This presentation will outline the critical cases, arguing that in the
end what is proving decisive to the courts are legal/jurisprudential
not medical/scientific standards. In this process the duties of psycho-
therapists and the roles of forensic psychiatrists (expert witnesses)
were radically revised. A driving force behind these developments
was a single psychologist/lawyer, Christopher Barden, whose efforts
will be discussed. Much criticized by the psychiatric profession,
Barden’s litigation strategy was actually based on standards of prac-
tice proposed by the distinguished psychiatrist Gerald Klerman and
published in the American Journal of Psychiatry.

No. 31E
THE RECOVERED MEMORY CRAZE ONSET AND
OFFSET FROM 1990-1998

Paul R. McHugh, M.D., Department of Psychiatry, Johns Hopkins
University, 600 North Wolfe Street, Meyer 4-113, Baltimore, MD
21287-7413

SUMMARY:

This paper will review data collected from questionnaires sent to
families who had identified themselves as victims of a false charge
of sexual abuse to the False Memory Syndrome Foundation. In this
paper the data will demonstrate the remarkable time-limited feature
of this phenomenon. The first accusations and claims of recovered
memories occurred in the 1980s and were few. An exponential
growth of accusations recurred beginning in 1990 and peaked at
over 500 per year in 1994, Then there was a prompt falloff of
accusations until by 1998 there again were less than 25. This kind
of curve of incident claims exactly mirrors the course of ‘‘crazes”
or social panics described by Lionel Penrose in 1982 where five
phases, (1) latent phase, (2) explosive phase, (3) saturation phase,
(4) immunity phase, and (5) stagnant phase are defined. The role
of hypnotic suggestion and crowd infection in this craze will be
reviewed.
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SYMPOSIUM 32—COURSE AND
TREATMENT OF BPD

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should under-
stand current principles of recommended treatment for BPD and be
familiar with the characteristic longitudinal course of the disorder.

No. 32A
COURSE OF DIAGNOSES AND IMPAIRMENT IN
PATIENTS WITH BPD

Andrew E. Skodol II, M.D., Department of Psychiatry, New York
State Psychiatric Institute, 1051 Riverside Drive, New York, NY
10032; Thomas H. McGlashan, M.D., M. Tracie Shea, Ph.D., John
G. Gunderson, M.D., Leslie C. Morey, Ph.D., Robert L. Stout, Ph.D.,
Ingrid R. Dyck, M.P.H.

SUMMARY:

Objective: The purpose of this study was to determine the stability
of diagnoses and impairments in psychosocial functioning in patients
with borderline personality disorder (BPD) followed prospectively
over two years.

Method: A total of 151 rigorously diagnosed patients with BPD
were evaluated by trained clinical interviewers using semistructured
instruments for diagnosing and following the symptomatic expres-
sion of Axis I and Axis II disorders and impairments in psychosocial
functioning at baseline and at six-month, one-year, and two-year
follow-up assessments.

Results: Diagnoses of BPD showed considerable instability over
a two-year interval. 29% of patients exhibited periods of at least
two consecutive months with two or fewer criteria manifest during
the first year; 42% had similar symptomatic *‘remissions’” over two
years. With the periods during which the patients werc relatively
symptom-free extended to a full year, 26% remitted. Functional
impairment, however, changed much less. BPD patients had baseline
GAFS scores of 53. At one year, the GAFS had improved to 56,
but at two years, it was again 53.

Conclusions: Functional impairment in borderline personality dis-
order is more stable than the diagnosis itself. More emphasis should
be placed on the effect of personality traits on functioning in making
diagnoses of BPD than on the behavioral manifestations at any given
point in time.

No. 32B
BPD AND MDD: THEIR CO-OCCURRENCE AND
IMPLICATIONS FOR TREATMENT

John G. Gunderson, M.D., Department of Psychiatry, Mclean Hospi-
tal, 115 Mill Street, Belmont, MA 02478-9106

SUMMARY:

Patients with BPD and MDD are sometimes treated with an initial
or primary focus on the Axis I, i.e. depressive, condition. This
approach is encouraged by the relative simplicity of prescribing
medication and the relatively straightforward expectation for ade-
quate reimbursement (i.e. being empirically validated, FDA approved
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etc.). This presentation suggests that such a strategy is contraindi-
cated.

Research on BPD has shown that (1) acute depressive symptoms
will often resolve (Siever, 1993), and that a significant subgroup (or
10%) of BPD patients will remit (Gunderson et al, unpublished) due
to relief of stress (e.g. a ‘‘holding environment’’); (2) antidepressants
and mood stabilizers are usually only moderately helpful (Oldham
et al, 2001), and may aggravate agitation or even suicidality (Soloff
et al 1986, 1989); (3) resolution of borderline psychopathology is
predictive of subsequent remissions of MDD, but not vice versa
(Gunderson et al, unpublished); (4) once medications are initiated
they are usually maintained with significant risks of misuse (Wal-
dinger & Frank, 1989) and medical complications (obesity, arthritis,
diabetes) (Zanarini et al, unpublished). The case is made that treat-
ment planning should center on BPD (meaning long term and
multimodal) with the concurrent depressive ‘‘disorder’’ being a sec-
ondary consideration. Paradoxically, such an approach is reassuring
to most patients and families.

No. 32C
PRINCIPLES OF PSYCHOTHERAPY FOR BPD

Glen O. Gabbard, M.D., Department of Psychiatry, Baylor College
of Medicine, One Baylor Plaza, Houston, TX 77030

SUMMARY:

A careful review of psychotherapeutic treatments for borderline
personality disorder that have been shown to be effective suggests
there are several common elements involved in the success of the
treatment. These include the use of a multi-treater team, the use of
supervision or consultation, and the combination of individual and
group approaches. In addition, a number of other overarching princi-
ples in the psychotherapeutic relationship are critical to the competent
and ethical treatment of patients with borderline personality disorder.
Careful consideration of the impact of the patient on the clinician
is essential, as is the capacity to maintain professional boundaries
that are both firm and flexible at the same time. An ongoing focus
on the therapeutic alliance and the goals of treatment is also essential.

No. 32D
A COMPARISON OF COGNITIVE-BEHAVIORAL
AND PSYCHODYNAMIC THERAPY FOR BPD

John F. Clarkin, Ph.D., 21 Bloomingdale Road, White Plains, NY
10605; Ken Levy, Ph.D.

SUMMARY:

Borderline personality disorder (BPD) is characterized by emo-
tional dysregulation, behavioral dyscontrol, and interpersonal hyper-
sensitivity and reactivity. A current model of the disorder includes
temperamental characteristics, neurocognitive functioning with re-
lated brain mechanisms, and the internalized representations of self
and others. In our work, we our gathering data at multiple levels of
the organism (i.e., genetics, temperament, neurocognition, and fMRI
functioning) in order to empirically investigate a model of the disor-
der including mechanisms of pathology and change. Temperamen-
tally, the BPD patient is characterized by high negative affect and
deficient effortful control. These temperamental characteristics leave
the borderline vulnerable to affect storms and disruptions in interper-
sonal situations. The individual evolves a sense of self that is diffuse
and contradictory, with a concomitant poorly integrated sense of
others. In this presentation, two treatment approaches to the border-
line patient—a dialectical behavioral approach and a transference
focused psychotherapy—will be compared in light of the model of
the disorder. Both approaches address the borderlines’ deficient self-
control in the context of negative affect, but in different ways. Impli-
cations for treatment planning and focus will be discussed.

No. 32E
DO PATIENTS WITH BPD RECEIVE APPROPRIATE
MEDICATIONS

John M. Oldham, M.D., Department of Psychiatry, New York State
Psychiatric Institute, 1051 Riverside Drive, Suite 6700, New York,
NY 10032-2603; Andrew E. Skodol II, M.D., Donna S. Bender,
Ph.D., Ingrid R. Dyck, M.P.H.

SUMMARY:

The recently published APA practice guideline for the treatment
of borderline personality disorder (BPD) identifies symptom-targeted
psychopharmacology as an important adjunctive component of treat-
ment for this condition. Longitudinal studies have shown that, in
general clinical practice, most major classes of psychotropic medica-
tions are prescribed regularly for these patients (Bender et al., 2001).
It is not clear how closely typical practice patterns correspond to
the recommendations of the APA guideline, particularly the three
algorithms delineated for cognitive/perceptual, affective dysregula-
tion, and impulsive-behavioral dyscontrol symptoms. In a prelimi-
nary analysis of data from the NIMH-funded collaborative longitudi-
nal personality disorder study, BPD patients with cognitive/
perceptual symptoms could be differentiated from those without
these symptoms, and neuroleptics (guideline-recommended for these
symptoms) were more commonly prescribed for this subgroup. Al-
most all patients who had symptoms of affective dysregulation also
had impulsive-behavioral dyscontrol, and SSRIs were more com-
monly prescribed for these patients, consistent with the guideline
recommendation. In this presentation, these data will be reviewed,
and patterns of medication use predicted by variables such as demo-
graphics, comorbidity, and level of functioning will be reported.
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SYMPOSIUM 33—DARWINIAN
EVOLUTION: AFFECTIVE TEMPERAMENT
AND CLINICAL CONSIDERATIONS

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should have
enriched understanding of the evolution of mood in adaptation and
disease.

No. 33A
AFFECTIVE TEMPERAMENTS: EVOLUTIONARY
SIGNIFICANCE

Hagop S. Akiskal, M.D., Department of Psychiatry, University of
California at San Diego, 9500 Gilman Drive (La Jolla), San Diego,
CA 92093-0603



92 SYMPOSIA

SUMMARY:

That affective disorders might have adaptive traits with evolution-
ary survival value is not widely appreciated in conventional psychia-
try. This level of analysis is beginning to shed light on how to
understand the precursor and intermorbid behavior of individuals
suffering from affective disorders. This is easiest to appreciate in
the case of the hyperthymic temperament with its high energy and
confidence, useful in territoriality, leadership, and entrepreneurial
positions. The cyclothymic or moody temperament has its special
charm in romantic encounters as well as in risk-taking behavior;
artistic creativity also appears linked to this temperament. It is uncer-
tain whether irritable temperamentality subsumes revolutionary or
military action; its role in intimate relationships might be to sharply
focus on those behaviors of the partner that are problematic. The
depressive temperament (and related anxious traits) serves the impor-
tant role of constraints on behavior in potentially dangerous situa-
tions. The forgoing evolutionary perspectives bring together both
Freudian and biological psychiatry. I submit that understanding the
evolutionary aspect of temperaments contributes to a richer under-
standing of human behavior in its boundaries to psychopathology,
its adaptive role, and therapeutic potential that lies within illness.

No. 33B
EVOLUTIONARY EPIDEMIOLOGY AND THE
NEUROPSYCHIATRY OF MANIC DEPRESSION

Daniel R. Wilson, M.D., Department of Psychiatry, Creighton Uni-
versity, 3528 Dodge Street, Omaha, NE 68131

SUMMARY:

Vertebrate brain neuromentalities are raised or lowered by signals
from conspecifics (Elbi-Eibesfeldt, 1975), via an apparatus for self-
esteem that is phylogenetically quite old and deeply rooted in geno-
mic elements that organize general behavior. Modern elements typi-
cally overlay but do not wholly replace earlier features (Spencer
1855; Hughlings Jackson 1881; Brown and Schafer, 1888; Goltz,
1892; Sherrington, 1906; Cannon, 1939; Dusser de Barenne, 1920;
Kluver and Bucy, 1937; Bard and Mountcastle, 1948; Hayek, 1952;
Pribram, 1958; Bucy and Kluver, 1955; Brady, 1958; Harlow, 1958,
1965). Old adaptations can be operationally released, often in patho-
logical circumstances (Thompson, 1942), as when functional tensions
arise between R-complex and upper cortical operations to induce
pathophenotypies such as mania, depression, and thought disorder.
Retentions were modified in the course of integration with newer
primatomammalian neuromentalities, e.g., the later limbic, cortical,
neo-cortical tissues (and related neuroendocrine innovations). So,
concepts of human neuromental phenomena must account not only
for reptilian origins but also ongoing retentions. Here, mathematical
biology is a useful tool. Intra-species competition stratifies popula-
tions in terms of reproductive fitness in each generation with two
basic alternatives: escalation, Hawk, or de-escalation; Dove (evolu-
tionary stabilized strategies; or ‘‘ESS’’ Maynard Smith, 1982). Varia-
tions on these strategies are part of what defines either an entire
species genome, or a polymorphism therein (Krebs and Davies,
1981). The Hawk-Dove ESS exemplifies deeply canalized, succes-
sive, and genetically polymorphic triune neuromentalities entirely
compatible with both the basic and clinical science germane to manic
depression (Price, 1996).

No. 33C
AFFECTIVE DISORDERS AS COMMUNICATIONAL
STATE: BRAIN RESEARCH IMPLICATIONS

Russell J. Gardner, Jr., M.D., Department of Psychiatry, Medical
College of Wisconsin, 214 Durose Terrace, Madison, WI 53705-3323

SUMMARY:

Uttal suggested in Imaging: high tech cannons, phantom targets?
(Cerebrum 2001; 3:108-121) that unlike lapidopterists with the sim-
pler task of gathering and classifying insects, imaging researchers
possess no physical anchors to organize the deployed psychological
constructs that hopefully correlate with brain variables. Behavioral-
experiential-mental dimensions of neuroimaging do not even use
simple descriptors such as ‘‘number of”’ or ‘‘shape of’* to classify
and organize specimens. Such problems plague psychiatry’s interest
in a basic science in which disorders—including affective disor-
ders—need to be understood as variations of normal physiology.
The problem partly resides in a lack of specified function. Thus, many
brain activities subserve social ends, such as social rank, bonding, in-
out group differentiation. Ethological observations of manic and
depressed patients, moreover, show that these individuals express
powerful social rank messages to the person(s) with whom they
engage: manics act dominatingly and depressives submissively. Ad-
ditionally, rank signals exert great power over the emotions and
actions of their recipients. Brain states need to be measured with
reference to the subject’s social rank, especially signals received
from others while recording cortically and subcortically imaged reg-
istration of the communications received, for instance, boosting sig-
nals (anathasis) or put-down deflating signals (catathesis) for func-
tional quantifiable reference points.

No. 33D

EVOLUTIONARY TRAIT VARIATION:
IMPLICATIONS FOR CLINICAL CARE AND
RESEARCH

Michael McGuire, M.D., Department of Psychiatry, University of
California at Los Angeles, 760 Westwood Plaza, Los Angeles, CA
90024-1759

SUMMARY:

Clinicians know that no two people with the ‘‘same’” disorder
are the same and rarely treat specific patients in identical fashion.
Likewise, physiologists known many of the ‘‘so-called’’ physiologi-
cal markers of disorders vary considerably from patient to patient;
some are normal while some, but not consistently so, are not. So
too, pharmacologists know a drug work can be efficacious in many,
but not all, patients.

Studies of animal species and humans reveal considerable cross-
animal and within-animal-across-environments behavioral variation
(i.e., response ranges). Studies of individuals with mental disorders
show that response ranges are limited both when environment is
held constant and when environments are varied. These findings
suggest mental disorders can be characterized as behavioral com-
plexes in which individual variation or response ranges are limited
and relatively inflexible.

Implications for interventions and causal explanations are dis-
cussed.
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SYMPOSIUM 34—SUCCESSFUL CLINICAL
APPLICATIONS OF TELEPSYCHIATRY

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should be
able to understand the value of using telepsychiatry in clinical prac-
tice with various patient populations.

No. 34A
THE INVISIBLE INTERFACE OF
TELEPSYCHIATRY: IS IT REALLY?

Norman E. Alessi, M.D., Department of Psychiatry, University of
Michigan, 1500 East Medical Center Drive, Ann Arbor, MI
48109-0390

SUMMARY:

Despite previous publications covering the clinical efficacy and
the implemcntation of telepsychiatry systems, rarely are issues dealt
with concerning the interpersonal experience that occurs at the tele-
psychiatric interface. Studies have implied that the interface is ade-
quate and does not vary from the face-to-face clinical experience.
Most of the conclusions are based on either patient/provider satisfac-
tion surveys or the application of structured interviews. None have
been based on extended clinical care or a psychotherapeutic model.

This presentation will deal with the author’s experience in the
evaluation and delivery of ongoing care with children and adolescents
in a telepsychiatric environment. Unlike consultations or one-time
assessments, ongoing care must deal with object relations, perception
of affects, and the subtleties of affective expression and communica-
tion as a basis of the formation of an interpersonal relationship.

Despite the lack of reported observations and experience in this
area, it would appear that the interface is not invisible. It may have
a significant impact on influencing patient’s perceptions, and affect-
ing the delivery of psychiatric care in a teleconferencing environ-
ment. Technical, administrative, and organizational implications of
limitations will be identified and discussed.

No. 34B
SUSTAINING AN EXTENSIVE PRISON
TELEPSYCHIATRY NETWORK

William M. Tucker, M.D., New York State Office of Mental Health,
44 Holland Avenue, 8th Floor, Albany, NY 12229; Gerald Segal,
M.S., Steven E. Hyler, M.D.

SUMMARY:

New York State’s Office of Mental Health (OMH) operates mental
health units in 12 maximum-security facilities operated by the state’s
department of corrections (DOCs). During its first six months of
operation, OMH’s telepsychiatry project provided sporadic consulta-
tions to four of these units, drawing on faculty from the Columbia
College of Physicians & Surgeons. Over the past year these consulta-
tions have become routine for all 12 units by providing personal
visits by project leadership to the units, by equipping the units with
more accessible telemedicine equipment, and by attempting to bridge
the “‘cultural divide’’ that separates rural, institutional psychiatric
practitioners from their urban, research-driven colleagues. Further-
more, the acquisition of support staff both for troubleshooting of
equipment problems and for regular scheduling issues, and of further
grant funding to compensate consultants, were critical. Finally, it
was necessary to resist OMH efforts to redirect the project format
from consultation to direct service provision. Successes of the pro-
gram to date have included: (1) increased access to on-site supervi-
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sion for Columbia’s forensic psychiatry residents; (2) enhanced re-
cruitment of psychiatrists for these units; (3) mainstreaming of the
experiences of prison unit psychiatrists; and (4) providing access for
university-based psychiatrists to extremely challenging and other-
wise inaccessible patients.

No. 34C
TELEPSYCHIATRY: A CANADIAN PERSPECTIVE
ON PROGRAM DESIGN AND IMPLEMENTATION

Harry Karlinsky, M.D., University of British Columbia, 7511 Man-
ning Court, Richmond, BC R3N 4C5, Canada; James Coyle, M.A.,
Julian Somers, Ph.D., Elliot M. Goldner, M.D., Susan Quinn, R.N.

SUMMARY:

Operationalizing a sustainable telepsychiatry program is not just
about a technical solution but requires conducting a needs assess-
ment; documenting existing clinical processes, technical infrastruc-
ture and telehealth projects; establishing local site implementation
committees; identifying clear program goals and constructing the
relevant clinical and distance educational protocols; developing a
viable funding formula; purchasing, installing, testing and ensuring
user-training of videoconferencing equipment; establishing a pro-
gram management model; and implementing a mechanism to collect
outcome/evaluation data. Obstacles to implementation will include
issues well publicized in the telepsychiatry literature (eg. physician
reimbursement) as well as less documented but equally challenging
barriers encountered within the remote communities. In our experi-
ence, these latter obstacles have included: developing a cohesive
community vision for the location of the videoconferencing equip-
ment, constructing workable clinical protocols, assembling the roster
of telepsychiatrists, credentialing, balancing the retention of outreach
services with telepsychiatry, and naming the new program. Drawing
upon the experience of telemental health initiatives in British Colum-
bia and New Brunswick, this presentation will provide a practical and
real-world exposure to the challenges of developing a telepsychiatry
program. Particular attention will be paid to the ‘‘microbarriers’’—
local issues that can detail successful implementation.

No. 34D
SUCCESS OF TELEPSYCHIATRY WITH
GERIATRIC PATIENTS

Beverly N. Jones, M.D., Department of Psychiatry, Wake Forest
University, Medical Center Boulevard, Winston-Salem, NC 27157

SUMMARY:

The use of telecommunications to provide mental health services
to patients at a distance—telepsychiatry—has grown rapidly in the
past ten years. Telepsychiatry is especially valuable as a method
of reaching patients and populations that traditionally have been
underserved, such as nursing home residents and residents of rural
communities. Research at Wake Forest University on telepsychiatry
assessments of geriatric patients has shown good reliability compared
with face-to-face assessments as well as acceptance by patients of
the videoconferencing interview. Low bandwidth transmissions
(128Kbps) do appear to result in less accurate ratings of movement
disorders and behaviors. This presentation will discuss research docu-
menting the accuracy of telemedicine assessments of geriatric pa-
tients, review clinical applications of telepsychiatry in geriatric popu-
lations, and discuss the current reimbursement framework for
telepsychiatry services. Medicare permits reimbursement of telemed-
icine services for specific mental health service codes when patients
are located in non-metropolitan services areas (MSAs). The current
evidence supporting telepsychiatry with geriatric patients and the
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increased availability of reimbursement are likely to expand the use
of telecommunications to provide mental health services.
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SYMPOSIUM 35—DEPRESSION AND THE
TRANSITION TO PERIMENOPAUSE: THE
HARVARD STUDY OF MOODS AND
CYCLES

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should be
able to understand the relationship between mood disorder and its
effect on the transition to the perimenopause

No. 35A

THE METHODS AND CHARACTERISTICS OF
WOMEN PARTICIPANTS IN THE HARVARD STUDY
OF MOODS AND CYCLES

Bernard L. Harlow, Ph.D., Department of OB/GYN Epidemiology,
Bhigham Women’s Hospital, 221 Longwood Avenue, Boston, MA
02115; Lee S. Cohen, M.D., Michael W. Otto, Ph.D., D. Spelgelman,
Daniel W. Cramer, M.D.

SUMMARY:

In an earlier case control study of women 45-54 years of age, we
found that those who underwent natural menopause prior to age 48
were twice as likely to self-report a history of depression that required
treatment for a year or longer compared with women who were still
premenopausal at age 49 or later. Based on these data we could not
determine whether depression was a risk factor for early ovarian
decline or a marker for a precipitous decline in ovarian function that
preceded the cessation of menstruation. To better assess the temporal
relationship between major depression and the decline in ovarian
function, we identified a population-based sample of 4,164 premeno-
pausal women 36—44 years of age and selected: (1) a cohort of
women with a lifetime history of major depression, and (2) a compari-
son cohort of women with no history of major depression. We
compared differences in medical and reproductive histories and early
follicular phase estradiol and gonadotropin levels between those with
and without a history of major depression at study enrollment and
every six months over a 36-month follow-up period. These two
cohorts of women comprise the Harvard Study of Moods and Cycles.
Study methods and descriptive characteristics of study participants
will be presented.

No. 35B

THE IMPACT OF A MOOD DISORDER ON
REPRODUCTIVE FUNCTION DURING THE
MENOPAUSAL TRANSITION

Lee S. Cohen, M.D., Department of Psychiatry, MGH Center for
Women’s Health, 15 Parkman Street, WACC 812, Boston, MA 02114;
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Michael W. Otto, Ph.D., Claudio N. Soares, M.D., Bernard L. Har-
low, Ph.D.

SUMMARY:

This presentation will describe results from the study that indicate
that (1) age at menarche and other events in early reproductive life
are associated with risk for depression; (2) women with a lifetime
history of major depression are at a greater risk of developing men-
strual cycle changes consistent with those that signal an earlier transi-
tion into the perimenopause compared with women with no depres-
sion history; (3) early follicular phase FSH and LH are higher, and
estradiol levels are lower in depressed compared with non-depressed
late reproductive aged women as they move toward the climacteric;
and (4) women with no prior history of depression who develop
new onset of depression during their late reproductive years have a
greater cycle-to-cycle variability in FSH and LH compared with
those who stay non-depressed.

The clinical implications of these findings will be discussed and
further critically reviewed in a subsequent presentation with respect
to identification and potential treatment of women at risk for hypoes-
trogenic states.

No. 35C

DEPRESSION AND ITS INFLUENCE ON
MENOPAUSAL TRANSITIONS: CLINICAL AND
PUBLIC HEALTH IMPLICATIONS

Claudio N. Soares, M.D., Department of Psychiatry, MGH Center
for Women’'s Health, 15 Parkman Street, WACC 812, Boston, MA
02114; Lee S. Cohen, M.D., Michael W. Otto, Ph.D., Bernard L.
Harlow, Ph.D.

SUMMARY:

Data available from the Harvard Study of Moods and Cycles
suggest that depression may exert an influence on reproductive endo-
crine function and further development of an early ovarian failure.
One could hypothesize that depression may alter more permanently
the hypothalamic-pituitary-gonadal Axis regulation as already seen
in other neurobiological models of psychiatric disorders, including
post-traumatic stress disorder (PTSD). If confirmed by further stud-
ies, the association between depression and an earlier transition to the
perimenopause would result in significant public health implications
given the compounded burden of illness. An earlier transition to the
perimenopause (and ultimately an earlier menopause) may result in
a prolonged exposure to a hypo-estrogenic state, which has been
associated with several medical conditions such as loss of bone
density, sexual dysfunction, and a decline in cognitive function.
Likewise, there is substantial morbidity and economic burden associ-
ated with major depression.

If an earlier transition to the perimenopause would not, in fact,
result in an earlier menopause, women with a history of depression
could face a longer period of menopausal transition before reaching
the menopause. Under this scenario, those women would be exposed
to a more prolonged period of hormonal variability—a period shown
to be associated with greater vulnerability for new or recurrent de-
pression. Lastly, potential therapeutic strategies for this sub-popula-
tion will be critically reviewed including the use of estrogen replace-
ment therapy (ERT).

No. 35D

PSYCHOSOCIAL PREDICTORS OF DEPRESSION

I(l;‘l 'I(';HESHARVARD STUDY OF MOODS AND
YCLE

Michael W. Otto, Ph.D., Department of Psychiatry, Massachusetts
General Hospital, 15 Parkman Street, WACC-812, Boston, MA
02114; Lee S. Cohen, M.D., Bernard L. Harlow, Ph.D.
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SUMMARY:

Studies examining a diathesis-stress model of depression have
provided fairly consistent support for the role of dysfunctional atti-
tudes, considered alone and in conjunction with levels of negative
life events, in predicting levels of depression. In the Harvard Study
of Moods and Cycles, we examined the prediction of depression
onset in a large, epidemiologically derived cohort of premenopausal
women. We found significant prediction for the number of negative
life events and degree of dysfunctional attitudes at baseline. For
dysfunctional attitudes, we found that a previous episode of depres-
sion was associated with residual, elevated dysfunctional attitudes
that were not accounted for by residual levels of depressed mood.
Moreover, both dysfunctional attitudes and negative life events con-
tinued to predict depression when history of depression and subsyn-
dromal depression symptoms at baseline were statistically controlled.
We also found that levels of the dimensional personality trait of
neuroticism was a significant and unique predictor of depression
onset/recurrence, even when controlling for a history of depression,
depression symptoms, and the other psychosocial variables. These
findings will be critically reviewed, as they encourage the continued
application of all of these variables to the prediction and understand-
ing of depression onset in premenopausal women.
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SYMPOSIUM 36—THE PSYCHOLOGICAL
WOUNDS OF NATIONAL TRAUMA:
CAUSES, CONSEQUENCES, AND
TREATMENTS

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should better
understand the collective psychology at the heart of ethnic conflict
and genocide, the manner in which national trauma is transmitted
generationally, and tailored treatment methodologies incorporating
personal testimonies, family therapy, and integration with traditional
religious practices.

No. 36A
HATE-MONGERING LEADERS AND VULNERABLE
FOLLOWERS: THE PSYCHOPOLITICS OF HATRED

Jerrold M. Post, M.D., Department of Psychiatry, George Washing-
ton University, 2013 G Street, N.W., Suite 202A, Washington, DC
20052

SUMMARY:

The need for enemies is deeply rooted in human psychology.
Especially during times of political/economic transition, vulnerable
followers are susceptible to the siren song of hatred sung by paranoid
leaders. The psychology of the destructive charismatic is described,
including the attractiveness of his externalizing perspective to mem-
bers of traumatized groups. This ‘‘sensemaking’’ diagnosis—*‘it’s
not us—it’s them; they are responsible for our troubles’’—leads to
righteous anger, making it legitimate to strike out at them, the hated
other in our midst. This dynamic is traced from hate groups, to
terrorism and ethnic-nationalist conflict, expressed at its genocidal
extremity in ethnic cleansing.

No. 36B

PROCESSING COLLECTIVE TRAUMA: THE
ISRAELI SOCIETY AND THE MENTAL HEALTH
COMMUNITY

Arie Nadler, Ph.D., Department of Psychology, Tel Aviv University,
Ramat Aviv 69978, Israel

SUMMARY:

It is now well accepted that traumatic events exert their influence
on the traumatized individual long after the trauma itself ended. Yet,
we know relatively little of the ways in which whole societies,
or communities, process collective traumas. The presentation will
analyze the processing of the Holocaust by the Israeli society in
which many of the Jewish survivors of the Holocaust have rebuilt
their lives. Attention will be given to the reciprocal influences be-
tween the societal attitudes toward the survivors of the Holocaust
and the mental health community’s interpretation of the survivors’
posttraumatic pains. The analysis suggests that after a first period
in which effort was directed at trying to understand how survivors
had survived, attention focused in a second period on the survivors’
pains and suffering after the trauma had ended. In a third period the
concem shifted to the extended effects of the trauma (e.g., effects
on survivors® children). It is suggested that this three-stage model
describes processing of collective trauma in general. This analysis
highlights the fact that societal interpretation of the collective trauma
affects the way in which traumatized individuals ‘‘make sense’” of
their posttraumatic experiences and this inputs into the mental health
community’s treatment of the victims of traumas.

No. 36C

THE ENEMY’S DAUGHTER: PSYCHOLOGICAL
EFFECTS OF STALINISM ON FEMALE CHILDREN
OF POLITICAL PRISONERS

Jana H. Svehlova, Ph.D., 5851 Hilldon Street, Mclean, VA 222101
SUMMARY:

Published literature provides no documented research concerning
the psychological effects on the children of Czech Stalinist era politi-
cal prisoners. The question is why have their stories not been heard
in the public sphere. This study illustrates that the psychological
consequences of imprisonment far exceed its impact on the arrested
individual, the effects on the family are multidimensional, and the
experiences of these ‘‘daughters of the enemy of the state’’ indicate
that the effects of the Stalinist realm of terror have impact on suc-
ceeding generations. The 12 in-depth interviews illuminate three
significant issues: as victims of Stalinism—they endured social and
political exclusion; they still do not dare to proclaim their victimhood,
for fear of diminishing their parents’ suffering; their view of them-
selves as subalterns is validated by the indifference of the post-
communist society. By witnessing their narratives, two goals are
achieved: an awareness of psychological aspects of Stalinism pre-
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viously unexplored, provided by historical actors; and the realization
that the indifference to their experiences is not universal. This may
be the beginning of a healing process, brought about by the awareness
that there is solidarity not only among them but also with the listener
who is out there.

No. 36D
TELLING HISTORIES: SURVIVORS’ TESTIMONIES
OF POLITICAL VIOLENCE

Stevan M. Weine, M.D., Department of Psychiatry, University of
Hlinois at Chicago, 8510 West Jackson Street, Suite 400, Chicago,
IL 60607

SUMMARY:

Survivors of torture, genocide, and other forms of political vio-
lence, often enough end up telling their stories. We want their testimo-
nies, because we believe that they will bring good. We believe that
a restorative power resides there, for the survivors, their families
and communities, whole nations, and even for humanity. But what
exactly is it about testimony that tells us so? It appears that we also
fear that the testimonies may make matters worse. This investigation
looks at diverse testimony readings from within four different 20th
century socio-historical occurrences of grave violations of human
rights. It demonstrates that psychiatry has dominated the approach
to testimony, and that with psychiatry, testimony finds itself on a
blind, though not entirely unredeemable alley. The concept of the
““‘dialogic,”” as thoroughly explored by the Russian literary theorist
Mikhal Bakhtin in a lifetime of writings, provides an incredibly
helpful means for assisting psychiatry in better attending to testimony
as a story, which is how testimonies truly want to be used.

No. 36E
COUNTERING SEQUELAE OF CULTURECIDE IN
KOSOVO

James L. Griffith, M.D., Department of Psychiatry, George Washing-
ton University Medical Center, 2150 Pennsylvania Avenue, N.W.,
Washington, DC 20037; Ferid Agani, M.D., Stevan M. Weine, M.D.,
Afrim Blita, M.D., John S. Rolland, M.D., Shqipe Ukshini, Ph.D.,
Melita Kallaba, M.D.

SUMMARY:

During the early 1990s, apartheid (expulsion of Kosovar Albanians
from schools and jobs, disruption of institutions, destruction of cul-
tural artifacts) was instituted in Kosovo by the Serbian government,
culminating in the 1998 war. This apartheid and subsequent war-
time violence (killing male family members, raping women, burning
family homes) sought to force migration of Albanian Kosovars from
the country and to destroy Albanian culture such that a future return
would be impossible. Following the war, the Kosovar Family Profes-
sional Educational Collaborative (KFPEC) was organized to counter
sequelae of this culturecide through a partnership between American
University and professional organizations and mental health profes-
sionals at the University of Prishtina School of Medicine. The KFPEC
has worked to build a family-centered mental health system and to
train Kosovar clinicians in methods that engage the family as the
primary unit for mental health treatment. It has proposed that tradi-
tional strengths of families can be mobilized to repair societal damage
from ethnic violence. Its programs have trained Kosovar profession-
als in clinical methods that are family-centered, resilience-focused,
and community-based. This presentation will describe program ac-
complishments after its first 18 months and lessons learned that may
guide future educational collaborations between American profes-
sionals and mental health educators in third world countries.

No. 36F

RECOVERY FROM THE CAMBODIAN
HOLOCAUST: THE ROLE OF POLITICAL,
RELIGIOUS, AND MEDICAL LEADERS

David S. Liebling, M.D., Department of Psychiatry, Case Western
Reseve University, 4059 Lander Road, Cleveland, OH 44022-1330

SUMMARY:

Between 1975 and 1979, the Khmer Rouge killed 2,000,000 of the
9,000,000 peoplc in Cambodia. They specifically targeted educated
citizens including health care providers. No psychiatrists survived
the holocaust and only 43 physicians were alive in 1979. The Bud-
dhist monks initiated a treatment program for survivors who were
suffering from psychiatric illnesses, including posttraumatic stress
disorder. The author led a delegation of PTSD experts in 1997 to
assess both the Buddhist and governmental efforts to deal with the
sequelac of mass traumatization in Cambodia. This visit led to a
collaboration between the department of psychiatry at Case Western
Reserve and the Provincial Hospital of Siem Reap, Cambodia, in
rebuilding the mental health infrastructure in this region. This paper
will focus on the following topics: (1) the effects of Buddhism and
the Buddhist religious infrastructure on the occurrence and response
to trauma; (2) the relationship between the central leadership, both
political and medical, with the local health care professionals; (3) the
role of the current political tensions (Hun Sen vs Prince Ranariddh) in
the recovery of the population; and (4) the western efforts to help
a third-world Asian country to deal with mass traumatization.
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SYMPOSIUM 37—UNDERSTANDING
PSYCHOLOGICAL TRAUMA:
MULTIDISCIPLINARY PERSPECTIVE

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should have
an intellectually diverse overview of important contemporary issues
in trauma rescarch and theory.

No. 37A
THE COGNITIVE-AFFECTIVE SCIENCE OF
TRAUMA AND DEVELOPMENT

Dan J. Stein, M.D., Department of Psychiatry, University of Stellen-
bosch, P.O. Box 19063, Tygerberg, South Africa
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SUMMARY:

Cognitive science, a multidisciplinary approach that is crucially
influenced by computational meodels, is currently a predominant
paradigm in academic psychology. Potential advantages of this per-
spective include useful theoretical constructs and rigorous empirical
studies. The distinction between implicit and explicit cognitive pro-
cesses, for example, may be particularly relevant for a number of
areas in psychiatry, including that of trauma and development. Poten-
tial disadvantages of the cognitivist perspective include theorizations
that are ‘‘substrate-neutral’’ (i.e., independent of their instantiation
in brain or silicon), and a relative lack of work on affect. The field
of trauma provides cognitivists with a fertile range of exemplars,
and arguably encourages a move toward a cognitive-affective science
of the brain-mind. An integrative approach to trauma and develop-
ment that incorporates the best of cognitive science is certainly worth
aiming for.

No. 37B
VARIABLE FOR AGING DEMAND REARING IN
PRIMATES: RELEVANCE TO TRAUMA

Jeremy D. Coplan, M.D., Department of Psychiatry, Columbia Uni-
versity, 1051 Riverside Drive, Unit 69, New York, NY 10032; Eric
L. Smith, Ph.D., Bruce A. Scharf, Shirn Baptiste, Altamash 1. Qure-
shi, M.D., Jack M. Gorman, M.D., Leonard A. Rosenblum, Ph.D.

SUMMARY:

Rosenblum developed a primate model of early rearing distur-
bances in humans, termed variable foraging demand rearing (VFD).
He hypothesized that offspring raised by mothers undergoing VFD
conditions would develop an anxious temperament in adulthood.
Control groups were raised under consistent foraging demands, both
low and high demand. Only VFD animals exhibited anxious-like
behaviors. Grown VFD animals had increased cerebrospinal fluid
(CSF) corticotropin-releasing factor (CRF), and reduced CSF cortisol
levels. VFD subjects also displayed CSF elevations of serotonin and
dopamine metabolites and somatostatin. And CRF concentrations
were stable over a 30-month period, suggesting trait-like stability.
In a separate paradigm in which VFD is introduced later in the
infant’s development, corresponding to late weaning, a significantly
different profile (low CRF, high cortisol, high-5-HIAAA) was ob-
served on the above measures, suggesting the timing of the stressor
during the infant’s development is critical. These and other data to
be presented demonstrate pervasive alterations in biological and
behavioral functions in the infant of a mother under variable stress,
and the persistence of these alterations into adulthood. Relevance to
human anxiety and mood disorders is discussed, with emphasis on
the developmental phase at which parental/infant stressors occur.
Speculations on treatment implications will be presented.

No. 37C
ETHNOCULTURAL FACTORS IN PTSD

Roberto Lewis-Fernandez, M.D., New York State Psychiatric Insti-
tute, 1051 Riverside Drive, Unit 69, New York, NY 10032, J. Blake
Turner, Ph.D., Randall D. Marshall, M.D., Bruce Dohrenwend, Ph.D.

SUMMARY:

Although definitive study is lacking, ethno-cultural factors have
been implicated as influencing the development of PTSD in several
major ways. For example, ethnicity may impact upon traumatic
exposure risk, subjective interpretation of traumatic experience,
symptom constellation, and course. Rarely is it possible to assess
aspects of ethno-cultural variation empirically using the same meth-
odology across diverse ethnic groups. The National Vietnam Veter-
ans Readjustment Study (NVVRS), a nationwide survey (N=3,016)

of Vietnam veterans and non-veterans in which minority veterans
were oversampled, permits the simultaneous assessment of social,
cultural, and clinical factors that influence PTSD.

The NVVRS found marked differences across ethnic groups in
PTSD rates in a subsample evaluated with the SCID (N=343). PTSD
was higher in Latinos (27.9%) and African Americans (20.6%) com-
pared with non-Latino whites (13.7%). Ethnic differences on each
of the following factors are examined in an attempt to explain these
findings: familial/SES vulnerability factors; pre-, during, and post-
wartime stressors, including combat exposure; patterns of symptom
endorsement; and PTSD course, including time period of onset and
degree of persistence/recurrence. Findings will be used to discuss
the influence of ethnicity on the experience of trauma and its conse-
quences during childhood, adolescence, and young adulthood.

No. 37D
CONTEMPORARY PSYCHODYNAMIC
PERSPECTIVE ON TRAUMA

Arieh Y. Shalev, M.D., Department of Psychiatry, Hadassah Univer-
sity Hospital, PO Box 12000, Jerusalem 91120, Israel

SUMMARY:

The last 20 years have revolutionized our knowledge of psycholog-
ical trauma and its consequences. Specifically, adherence to intu-
itively, appealing postulates has been replaced by reliance on empiri-
cal findings. Studies have, in fact, explored the phenomenology, the
epidemiology, and the biology of traumatic stress disorders, and these
focused areas of research have shaped the dominant biobehavioral
discourse on human traumatization. Forgotten in this hasty course
were the major role played by the meaning of events in shaping
their consequences, the historical and structural roots of meaning
construction, and the permanent changes to personality, emotional
life, self-perception, and appraisal of others induced by trauma. These
essential ingredients of psychodynamic theory have potent clinical
and theoretical implications. Indeed, a comprehensive theorization is
badly needed. Yet, in order to become viable again, a psychodynamic
approach must consider all empirical knowledge gained, integrate
and organize such knowledge, and provide a template for predicting
further development. Can this be done? What constrains such devel-
opment? What are the assets and the challenges ahead? These will
be outlined and amply discussed in this presentation.

No. 37E
INTEGRATING THERAPEUTIC MODELS FOR
PSYCHOLOGICAL TRAUMA

Randall D. Marshall, M.D., Department of Anxiety Disorders, NY
State Psychiatric Institute-Columbia University, 1051 Riverside
Drive, Unit 69, New York, NY 10032

SUMMARY:

The efficacy of several trauma-focused psychosocial treatments
for adults with chronic PTSD is well established. More recently,
large clinical trials have shown efficacy for the SSRIs, and previous
studies found efficacy for the tricyclic antidepressants and MAQ
inhibitors. A review of this literature, however, reveals that a substan-
tial proportion of patients are left with residual symptoms in both
medication and psychotherapy trials. Despite the widespread practice
of combination treatment in chronic PTSD, and its recommendation
in recent treatment guidelines, there are no studies that systematically
examine combination treatment. However, several lines of reasoning
and research attest to the important role of combination therapy in
PTSD and will be reviewed in this presentation. The disorder is
amenable to both learning models and affect dysregulation models.
Psychosocial treatments are likely to exert effects through mecha-
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nisms of learning, whereas medications are likely to produce im-
provement secondary to stabilization and/or restoration of homeosta-
sis of neural networks regulating mood, anxiety, fear, and sleep.
Preliminary empirical and theoretical support for a two-phase treat-
ment model in PTSD will be presented. Phase I involves stabilization,
formation of an alliance, psychoeducation, and preparation for desen-
sitization. Phase II involves reconstruction of the trauma narrative
exploration of individual meaning. The implications for clinical treat-
ment will be discussed.

REFERENCES:
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SYMPOSIUM 38—BEYOND THE
SURGEON GENERAL’S REPORT:
PSYCHIATRY FOR A DIVERSE
POPULATION

Substance Abuse and Mental Health
Services Administration

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should recog-
nize the impact of disparities on the disability burden of minorities,
appreciate the factors that contribute to ethnic disparities in mental
health care, understand the distinct issues of various racial and ethnic
groups in gaining access to mental health services, demonstrate a
working knowledge of the limitation of current research in minorities
and evidence-based treatment.

No. 38A

POLICY IMPLICATIONS OF THE SURGEON
GENERAL’S REPORT FOR A DIVERSE
POPULATION

Kana Enomoto, M.A., Center for Mental Health Services, 5600
Fishers Lane, Room 11-C-25, Rockville, MD 20857

SUMMARY:

Striking disparities in access, quality, and availability of mental
health services exist for racial and ethnic minority Americans, ac-
cording to the latest report from the Surgeon General, Mental Health:
Culture, Race, and Ethnicity. The report, a supplement to the 1999
first-ever Surgeon General’s report on mental health, highlights the
role culture and society play in mental health, mental illness, and
the types of mental health services people seek for the four widely

recognized racial and ethnic minority groups: African Americans,
Americans Indians and Alaska Natives, Asian Americans and Pacific
Islanders, and Hispanic Americans. It finds that, although effective
treatments for mental illnesses are available, racial and ethnic minori-
ties are less likely to receive quality care than the general population,
A critical consequence of this disparity is that racial and ethnic
minority communities bear a disproportionately high burden of dis-
ability from untreated or inadequately treated mental health problems
and mental illnesses. The Surgeon General recommends that both
researchers and providers turn their attention to understanding how
evidence-based treatment can be effectively tailored to accommodate
individual factors such as age, race, culture, and language. Key
findings of the supplement will be reviewed. Implications for policy
and practice will be discussed.

No. 38B
MENTAL HEALTH: CULTURE, RACE, AND
ETHNICITY

Jeanne Miranda, Ph.D., Department of Psychiatry, University of
California at Los Angeles, 10920 Wilshire Boulevard, Suite 300,
Los Angeles, CA 90024-6505

SUMMARY:

This report finds that rates of mental disorders in the U.S. commu-
nity do not vary widely as a result of culture, race, and ethnicity.
However, ethnic minorities experience a larger burden of disease
because they have poorer access to mental health services, and when
services are sought, they often receive poorer quality care. Although
the exact cause of this disparity is not known, lack of insurance,
culturally associated stigma, and few ethnic appropriate services are
leading causes. In addition, a history of racism and discrimination
discourage ethnic minorities from trusting systems of care.

This report also finds that ethnic minorities are over-represented
in vulnerable groups, including those who are homeless, incarcerated,
exposed to violence, and in foster care. These populations have poor
access to mental health care, and generally poor outcomes.

One conclusion from this report is that access to culturally appro-
priate care for ethnic minorities is needed. Furthermore, improving
care to vulnerable populations is also important, including services
that could prevent minorities from entering these vulnerable groups.

No. 38C
INTERFACE BETWEEN BIOLOGY,
PHARMACOLOGY, AND CULTURE

William B. Lawson, M.D., Department of Psychiatry, Howard Uni-
versity Hospital, 2041 Georgia Avenue, NW, Washington, DC 20061

SUMMARY:

Advances in neurosciences, pharmacology, and genetics have im-
proved the treatment outcomes of mental disorders. Often the interac-
tion of culture and ethnic issues are not considered. Failure to con-
sider these factors may contribute to the disparities in mental health
care seen in minorities. Research in biological markers and human
genetics have led to identification of putative genomic sites for some
mental disorders. However, diagnostic issues with minority groups
raise questions about the generalizability of these findings. Moreover
past history of misuses of genetics and other technological advances
has led to suspicion among minorities and general concems about
scientific misuse. Research in the pharmacogenetics and pharmacoki-
netics of drug metabolism has shown ethnic variability that may
have clinical consequences. Some ethnic groups appear to require
lower doses of psychotropic medication. However, dosing is also a
result of the patient’s culture and attitudinal factors of the provider.
These findings are not seen with newer agents. Unfortunately, how-
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ever, socioeconomic and other factors may limit the availability of
new treatments. The underrepresentation of minorities as investiga-
tors or subjects further limits the impact of recent developments in
mental health research.

No. 38D
ALCOHOL AND DRUG USE IN COLLEGE
SAMPLES: RACIAL DIFFERENCES

Deborah Deas, M.D., Department of Psychiatry, Medical University
of South Carolina, 67 President Street, P.O. Box 250861, Charleston,
SC 29425

SUMMARY:

College drinking and drug use have become a major concern.
Many college students consume alcohol in large quantities and are
classified as binge drinkers (five or more drinks in a row in one
sitting). The purpose of this study was to explore the extent to which
racial differences in the use of alcohol and drugs among adolescent/
young adult (<20 years old) college students exit. The Core Survey
and the Adolescent Obsessive Compuisive Drinking Scale (A-
OCDS) were administered to assess alcohol/drug use and ‘‘craving,”’
respectively. Subjects were adolescent/young adult college students
at the College of Charleston (C of C) (n=282), predominantly Cauca-
sian and South Carolina State University (SCSU) (n=276), predomi-
nantly African American. The average ages for C of C and SCSU
were 19.13 = 77 and 18.8 *+ 85, respectively. The C of C sample
was comprised of 23% males, while SCSU was comprised of 40.8%
males. SCSU students were significantly more likely to have a father
with an alcohol or drug use problem. Significantly more of the C
of C students engaged in binge drinking two or more times in the
two weeks preceding the survey. There were higher rates of clinically
significant A-OCDS scores among C of C students than SCSU
students. Significantly more of the SCSU students reported never
using tobacco, alcohol, marijuana, or cocaine. C of C students were
significantly more likely to report daily tobacco use, alcohol use
three times/week as well as alcohol use five times/week. There were
no differences between the groups for marijuana or cocaine use;
there was a low prevalence of marijuana and cocaine use in both
groups. Alcohol was the predominant substance of abuse and Cauca-
sian students used alcohol significantly more than African Ameri-
cans. Overall, the substance use indices indicate that Caucasian col-
lege students engage in substance use at greater rates than African
American college students.

No. 38E

INFLUENCE OF CULTURE ON CHILD
DEVELOPMENT AND EARLY
PSYCHOPATHOLOGY IN THE 21ST CENTURY

Harry H. Wright, M.D., Department of Neuropsychiatry, University
of South Carolina, 3555 Harden Street Extension, Suite 104, Colum-
bia, SC 29203

SUMMARY:

In the first half of the 20th century, there was interest in the
influence of culture on child development across several disciplines.
More recently, a number of clinicians have moved from an assimila-
tionist orientation regarding culture to one that recognizes and values
difference, and they are being expected to know more about the
influence of culture on child development and psychopathology. The
importance of the influence of culture has been the focus of recent
reports by the Institute of Medicine and the surgeon general.

Despite the early cultural foundation for the science of early child-
hood development, relatively little attention has been focused on
translating what is known about the influence of culture, race, and

ethnicity on child development and early childhood psychopathol-
ogy. Child development has been examined from a cross-cultural
perspective, but enculturation has not been systematically studied.

This presentation focuses on a small part of what we know about
the influences of culture, race, and ethnicity on the mental health of
young children between O and 5 years of age. We emphasize the
interactive nature of the neurobiological and cultural aspects of early
childhood development. In addition, as an example, we describe and
discuss issues of mental health care access and utilization of children
under 5 and their families by ethnicity for a large public mental
health system.
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SYMPOSIUM 39—DEFINING EVIL:
CLINICAL AND FORENSIC IMPLICATIONS

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant will gain
greater understanding of clinical and forensic psychiatric, and the
theological implication defining depravity.

No. 39A
DILEMMAS IN DEFINING DEPRAVITY AT THE
CRIMINAL LAW AND PSYCHIATRY INTERFACE

Michael M. Welner, M.D., Department of Psychiatry, The Forensic
Panel, 224 West 30th Street, Suite 806, New York, NY 10001

SUMMARY:

In criminal law, psychiatric assessment of depravity relates closely
to evaluations of criminal responsibility. The forensic psychiatrist
examines evidence and history to determine motivation inspiring
the crime in insanity, diminished capacity, and capital cases. The
presentation reviews the implications of psychiatry defining deprav-
ity in criminal law.

Higher court cases reflect the overcharging and harsher sentencing
of defendants on the basis of distorted evidence relating to arbitrarily
defined depravity. At the same time, in property and white collar
crimes, egregious if nonviolent crimes may be obscured by articulate
lawyering that obscures the defendant’s motivations and actions.

The author presents case examples of higher court decisions and
the dilemmas posed by terminology such as ‘‘heinous,’” ‘‘atrocious,’’
and “‘cruel.”” The approaches of the forensic psychiatrist are instru-
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mental in gathering necessary information to prevent the distortion
of these questions.

This discussion includes a review of how psychiatric diagnostic
influences have shaped the development of the Depravity Scale,
a device being standardized for use in criminal cases and related
matters.

No. 39B
SADISTIC MOTHERS AND FATHERS: PARENTS
AT THE EDGE OF EVIL

Michael H. Stone, M.D., Department of Psychiatry, Columbia Uni-
versity, 225 Central Park West, #114, New York, NY 10024-6027

SUMMARY:

A great percentage of the psychiatric disorders that mental health
professionals are called upon to treat have as their main predisposing
factor sadistic treatment by parents (‘‘parents’’ here refers to all
significant early caretakers). This is true for many cases of personality
disorder, depression, social phobia, panic and other anxiety disorders,
dissociative conditions, and posttraumatic stress disorders. The small
percentage of such parents who are identified, and either treated
adequately, or else removed by law from further involvement with
their children, represents only the tip of the iceberg. The spectrum
of parental cruelty spans a range from excessively harsh but well-
meaning and self-aware parents who are amenable to therapy to
chronically cruel parents whose personalities fall short of *‘sadistic
personality disorder’’ and who are scarcely amenable to therapy, on
to sadistic parents who relish the torture to which they subject their
children. The latter type exemplifies what is usually meant in every-
day parlance as ‘‘evil.”’ Evil here signifies the conscious desire to hurt
another (one’s children, in this case) via ego-crippling psychological
humiliation and torture, sexual misuse, or physical brutality of tortur-
ous proportions. Any combination of these elements may coexist.
The histories of many criminals, political sadists, and other sadistic
individuals contain in about half the instances examples of violent
subjugation, forced witnessing of cruelty to siblings, and violent
“‘coaching’’ (encouragement to hurt others). Examples will be given
from the literature and the author’s clinical experience, along with
guidelines as to which parents are treatable and which are not.

No. 39C

THEOLOGY CHALLENGES TO DEFINING
DEPRAVITY: CAN ACCOUNTABILITY MEET
THERAPY AND REDEMPTION?

Lawrence Gesy, M.D., Archdiocese of Baltimore, Maryland, 113
First Avenue, Brunswick, MD 21716

SUMMARY:

Defining evil has historically been more readily embraced in theol-
ogy circles. For this reason, religion’s approach to distinguishing
evil from error, or evil from illness, can provide guidance to research-
ers and the courts as they endeavor to do so.

The presenter will review religious perspectives in defining evil,
how they differ between religions, and how religious definitions of
evil influence justice. Resolving the seeming incompatibility between
accountability and religion, the speaker explores how faith can still
be respected in quantification of sin. The attendee should develop
a further understanding of how religion, law, and psychiatry do
interface in this area, and where the three diverge in perspective.
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No. 39D
DEPRAVITY AT THE WORKPLACE: CLINICAL AND
FORENSIC IMPLICATIONS

Joseph P. Merlino, M.D., Department of Psychiatry, The Forensic
Panel, 224 West 30th Street, Suite 806, New York, NY 10001

SUMMARY:

Behavior at the workplace has become the subject of increased
psychiatric attention in recent years. With the Americans With Disa-
bilities Act, many employees are referred for psychiatric intervention
following workplace incidents that are not necessarily dangerous,
yet are still quite remarkable.

In addition, increased sophistication about psychopathy has em-
braced the reality that depraved actions are not the exclusive province
of criminal court and the unemployed.

This is no more visible than executives whose conduct becomes
the focus of lawsuits claiming someone has created a hostile work
environment, in the context of discrimination.

This lecture focuses on the recognition of depraved actions as
they present in the context of psychiatric and psychoanalytic treat-
ment, and their implications for fitness for duty, and employee and
supervisor accountability.

No. 39E

THE DEPRAVITY SCALE: VALIDATING A
PSYCHIATRIC AND FORENSIC MEASURE OF EVIL
ACTIONS

Michael M. Welner, M.D., Department of Psychiatry, The Forensic
Panel, 224 West 30th Street, Suite 806, New York, NY 10001

SUMMARY:

In an effort to standardize depravity so as to ensure consistency,
fairness, and the inclusion of a full database of evidence into pertinent
court cases, the author has developed the Depravity Scale. This
device assesses the history of the defendant’s motivations, actions,
and attitudes, reflecting evidence from forensic psychiatric inter-
viewing, pathology findings, as well as criminalistics and other inves-
tigation. In that regard, the Depravity Scale assesses the individual
independent of his background and history, is color blind, and does
not consider factors otherwise accounted for by other provisions of
the statute, such as prognosis.

The most recent research findings of the Depravity Scale are
presented, controlling for numerous variables, and with a confirmed
sample size that numbers over 2,500. Participants will learn of what
aspects of a crime’s motivation, actions, and attitudes have achieved
consensus appraisal as representative of depravity, as well as interest-
ing findings from subpopulations from the large research sample.
Additional research findings relating to the Depravity Scale are pre-
sented as well.

The implications of this research and designation of depraved will
be further discussed. The role of the examining psychiatrist in these
matters is reviewed as well.
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SYMPOSIUM 40—THE THERAPEUTIC
MISCONCEPTION IN RESEARCH:
BARRIER OR NECESSITY?

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should be
able to identify elements of the therapeutic misconception in research
that impede the process of informed consent; identify prevalence
and predictors of the misconception and techniques to overcomme it.

No. 40A
AN EMPIRICAL STUDY OF THERAPEUTIC
MISCONCEPTION

Charles Lidz, Ph.D., Department of Psychiatry, University of Massa-
chusetts, 55 Lake Avenue, North, Worcester, PA 01655; Paul S.
Appelbaum, M.D., Thomas Grisso, M.D.

SUMMARY:

We report an empirical study of the frequency of the therapeutic
misconception—the belief that research procedures are being con-
ducted with therapeutic intent. Detailed interviews were done with
231 subjects drawn from 41 research projects at two medical centers.
The projects ranged from clinical trials for new treatments for depres-
sion and cancer to descriptive, interview-based studies of symptom-
atology. Detailed interviews with participants were coded for the
presence of three different indicators of therapeutic misconception:
(1) the belief that the study was designed primarily to benefit subjects,
(2) the belief that the interventions being studied would be individual-
ized to the specific needs of subjects, and (3) an unreasonable assess-
ment of the therapeutic benefits of participation. Almost 70% of
subjects showed evidence of therapeutic misconception on one or
more of these criteria. Although previous research had shown high
levels of therapeutic misconception among psychiatric patients, the
results of this study show no significant differences between subjects
in psychiatric and other medical research. Predictors of therapeutic
misconception will be described, and the implications for the process
of obtaining informed consent discussed.

No. 40B
DECISIONAL CAPACITY AND THERAPEUTIC
MISCONCEPTION IN ALZHEIMER’S DISEASE

Scott Y. Kim, M.D., Department of Psychiatry, University of Roches-
ter, 300 Crittenden Boulevard, Rochester, NY 14642

SUMMARY:

Therapeutic misconception occurs when research participants
come to believe that the purpose of the research is primarily for
their own benefit rather than for the benefit of other or future patients.
In clinical research involving persons with dementia, this problem
may seem particularly relevant since declining cognition may make
persons more vulnerable to this misconception. To explore this issue,
a post-hoc analysis of data from a competency study involving 37
persons with mild to moderate Alzheimer’s disease (AD) will be
presented. The AD subjects’ capacity was assessed by the MacArthur
Competence Assessment Tool-Clinical Research version (MacCAT-
CR), containing a hypothetical clinical trial scenario. Two questions
assessing the ability to appreciate (i.e., to apply the facts to one’s
own situation correctly) were examined, viz., the ability to appreciate
that the primary purpose of research is not personal benefit and that
he or she could indeed receive a placebo in the proposed clinical
trial. Outright failure on either question was highly specific for
incapacity (as determined by a validated criterion standard); answer-

101

ing either question correctly was correlated with being capable but
less specifically, Meaning and implications of these findings for the
problem of therapeutic misconception will be discussed.

No. 40C
HISTORICAL PERSPECTIVES ON THE
THERAPEUTIC MISCONCEPTION

Gary S. Belkin, M.D., Department of Psychiatry, Massachusetts
General Hospital, 25 Staniford Street, Boston, MA 02114

SUMMARY:

The idea of the therapeutic misconception (TM) has become cen-
tral to discussions of experimentation ethics and emerged in the 1970s
as an alleged corrective to unethical and outmoded justifications of
research practices. TM organizes thinking about experimentation
ethics by emphasizing the degree that research is distinct from usual
clinical practice. What makes research ethically unique, in this view,
is that it is not of optimal value to persons. Research, even so-called
“‘therapeutic’’ research, is an artifice created for the benefit of asking
questions in rigorous ways, not in meeting patient needs. But before
research was thought to risk being dangerously misconceived as
treatment, its legitimacy was anchored precisely within a moral vision
of treatment. Before writing off such prebioethic era approaches as
ethically unsophisticated, we should explore the historical conditions
that made them compelling at the time. This paper revisits discussion
over experimentation ethics in the roughly 1940s through 1960s
period. Rather than being the fruit of ethical maturation, unexamined
commitment to the idea of TM may more convincingly be historically
understood as concealing larger, concerning, historical changes. In
particular, I point to the standardization and commodification of
medical practice and knowledge, which may further alienation and
suffering.

No. 40D

THERAPEUTIC MISCONCEPTION AND
THERAPEUTIC INTENT: WHERE DO THE
PROBLEMS LIE?

Donna T. Chen, M.D., Department of Bioethics, National Institute
of Health, 10 Center Drive, 10/1C118, Bethesda, MA 20892

SUMMARY:

While clinical research frequently has some therapeutic intent,
research is not typically designed to maximize the chances of thera-
peutic benefit for individual research participants. Nevertheless,
many individuals are motivated to participate in clinical research by
the possibility of therapeutic benefit. As discussed in this symposium,
the ‘‘therapeutic misconception’” refers to a mistaken belief on the
part of research subjects that the research is designed to provide
them with therapeutic benefit. However, not every belief in the
possibility of therapeutic benefit from research participation stems
from a therapeutic misconception.

Drawing from experiences assessing the consent of potential re-
search participants at the Clinical Research Center of the National
Institutes of Health, practical implications of trying to differentiate
therapeutic misconception from desire for therapeutic benefit and
other motivations for research participation, such as hope, trust, and
desperation will be illustrated. The concept of introducing altruism
as a potential method to help manage a therapeutic misconception
will be described. Concerns that a form of therapeutic misconception
exists in clinical investigators will be raised. The role that all treating
psychiatrists can play in helping patients to understand and appreciate
the differences between clinical research and clinical care will be
discussed.
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SYMPOSIUM 41—COMBINED
TREATMENT: DYNAMIC
PSYCHOTHERAPY AND MEDICATION
American College of Psychoanalysts and
APA lllinois Psychiatric Society

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should be
able to recognize and correct problems that arise when medication
and dynamic psychotherapy are combined either by a psychiatrist
alone or when collaborating with another psychiatrist or non-medical
therapist.

No. 41A
DILEMMAS FOR PSYCHIATRISTS DOING SPLIT
PSYCHOTHERAPY AND PHARMACOTHERAPY

Malkah T. Notman, M.D., Department of Psychiatry, Harvard Med;-
cal School, 54 Clark Road, Brookline, MA 02445

SUMMARY:

Although many participants believe psychotherapy and pharmaco-
therapy are best done by the same individual, this is increasingly
rarer in the context of HMO and other restraints. The psychotherapist,
perhaps a non-MD or a psychodynamically trained psychiatrist, may
look to a psychopharmacologist to provide medication. This division
can create dilemmas for both treaters, whether both are psychiatrists
or when the psychiatrist provides the medication back up. These
will be described and discussed. They include:

(1) Differences in assessment of the patient such as degree of
depression, suicidality, potential for acting out, and violence.

(2) Problems in communication and informing the other therapist
of changes in patient’s status.

(3) Different approaches leading to a sense of lack of control, a
potential problem for each.

(4) Split transference: each may not be aware of transference to
the other.

(5) Countertransference may be displaced from the patient to the
other therapist.

Strategies for addressing these will be presented.

No. 41B
THE ETHICS OF THE PHARMACEUTICAL
DYNAMIC COMPLEX

Brenda C. Solomon, M.D., Department of Psychiatry, University of
Hlinois, 150 Park Avenue, Glencoe, IL 60022-1335
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SUMMARY:

The primary purpose of this article is to review the ethical dilem-
mas psychiatrists confront when recommending the treatment of
choice: dynamic psychotherapy and/or psychopharmacologic agents.
The dilemmas often involve non-medical therapists while interfacing
with managed care or other third-party payers. Psychiatrists feel
pulled to please the HMOs, but a ‘“*quick fix’’ is often not in the
best interest of the patient. Additionally, young psychiatrists have
not had adequate psychodynamic training, which would allow them
to address how much anxiety or depression is helpful for patients,
and at what point it obstructs treatment and creates needless distress.
Some experienced psychiatrists are not up-to-date on new psycho-
pharmacologic options, yet are unwilling to recognize their limita-
tions. To do no harm is the overriding ethic.

Using a psychodynamic model of the mind in parallel with a
psychopharmacologic model allows the psychiatrist to adapt to
changes in the treatment situation. However, countertransference
blind spots can lead to ethical missteps. Typical transferential and
countertransferential issues tend to emerge. Case examples will be
offered.

No. 41C
THE TEACHING AND LEARNING OF CONJOINT
PSYCHOTHERAPY AND PHARMACOTHERAPY

Sidney H. Weissman, M.D., 30 North Michigan Avenue, Chicago,
IL 60602

SUMMARY:

The one area of the practice of mental health in the United States
that only psychiatrists can perform is the conjoint or collaborative
treatment of a patient in psychotherapy and pharmacotherapy. This
paper will examine this treatment process from the initial perspective
of how it is taught in residency and then how this joint treatment is
supervised. We will examine the implications of the supervision
being provided by either a dynamically oriented psychotherapist and
a biologic psychiatrist or if the resident has two supervisors.

The paper will address the difficulties in determining which of
the two distinct treatments may be responsible for behavioral changes
in the patient and how this ambiguity impacts on assessing and
validating joint or collaborative treatments.

Finally, we will address the implicit theoretical models involved
in these treatments. Do we conceptualize treating one disorder with
two methods of treatment or do we conceptualize treating two distinct
disorders with two treatments?

No. 41D
WHEN THE WELL-MEANING PSYCHIATRIST
BECOMES THE PATIENT’S NEGATIVE OTHER

Jerome A. Winer, M.D., Department of Psychiatry, University of
Illinois Medical Center, 912 South Wood Street, MC 913, Chicago,
IL 60612-7325

SUMMARY:

Many patients with depression seek the help of a psychiatrist. At
times, despite what seems to be a reasonable response to drug therapy,
the relationship between psychiatrist and patient begins to deteriorate.
At other times no medication helps and both patient and psychiatrist
become increasingly disappointed with each other. With such pa-
tients, it is critical for the psychiatrist to: (1) identify in the patient
the unconscious relational pattern that organizes the patient’s experi-
ence; (2) discover those aspects of the doctor’s behavior that prove
to the patient that he is once again in the bad situation; (3) work
with the patient to demonstrate that the meaning he gives to the
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doctor’s attitude and behavior is not necessarily the only way to see
things. Case examples will be presented to illustrate the technique.
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SYMPOSIUM 42—AMERICA ATTACKED:
THE AMERICAN PSYCHIATRIC
ASSOCIATION AND ITS MEMBERS
RESPOND

Committee on Psychiatric Dimensions of
Disaster

EDUCATIONAL OBJECTIVES:

At the conclusion of this symposium, the participant should be
able to identify psychiatric intervention strategies following a mass
casualty terrorist event. The participant should be able to discuss
population-based approaches to intervention.

No. 42A

THE AMERICAN PSYCHIATRIC ASSOCIATION
LEADERSHIP RESPONDS TO THE TERRORISM:
LESSONS LEARNED

Richard K. Harding, M.D., Department of Psychiatry, University
of South Carolina, 3555 Harden Street, Extension 102, Columbia,
SC 29203

SUMMARY:

The actions taken by the APA leadership and the central office
in response to the September 11th terrorist attacks will be reviewed.
APA resources that proved helpful in the response will be summa-
rized. Suggestions for future efforts to enhance response activities
will be discussed.

No. 42B
THE SAINT VINCENT’S PSYCHIATRIC RESPONSE
TO THE SEPTEMBER 11" TERRORIST ATTACK

Spencer Eth, M.D., Depariment of Psychiatry, St. Vincents Hospital
and Medical Center, 144 West 12th Street, Room 174, New York,
NY 10011

SUMMARY:

The mental health interventions that took place at St. Vincent’s
Hospital, New York, in the wake of the World Trade Center attack
will be described. Efforts that appeared to be successful and chal-
lenges that were encountered will be reviewed. Suggestions for future
interventions will be outlined.
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No. 42C
NEW YORK CITY RESPONDS TO THE ATTACK ON
THE WORLD TRADE CENTER

Neal L. Cohen, M.D., New York City Department of Mental Health,
93 Worth Street, New York, NY 10013

SUMMARY:

The mental health intervention activities and plans that Commis-
sioner Cohen directed will be described. Efforts that appeared to be
successful and challenges that were encountered will be reviewed.
Suggestions for future interventions will be outlined.

No. 42D
PSYCHIATRY AT GROUND ZERO

Vivian B. Pender, M.D., Department of Psychiatry, Cornell Univer-
sity, 247 West 87th Street, Unit 7F, New York, NY 10024

SUMMARY:

The actions that were undertaken by the New York County District
Branch following the attack on the World Trade Center will be
presented. Efforts that appeared to be successful and challenges that
were encountered will be reviewed. Suggestions for responding to
future events will be outlined.

No. 42E

PSYCHIATRIC INTERVENTION AT THE PENTAGON
FOLLgWING THE SEPTEMBER 11TH TERRORIST
ATTACK

Stephen J. Cozza, M