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FOREWORD

This book incorporates all aspects of the Scientific Proceed-  are also extended to Sheena Majette, Kendra Grant, Reneé
ings in Summary Form as published in previous years and, Wright-Brown and Gwynne Jackson in the Office to Coordi-
additionally, information required to be published as a sylla- Rate Annual Meetings.
bus for continuing medical education.

Readers should note that most summaries are accompanied
by a statement of educational objectives, and a list of refer-

ences for each session or individual paper. Pedro Ruiz, M.D., Chairperson
We wish to express our appreciation to the authors and other Marian L. Butterfield, M.D., Vice-Chair-
contributors for their cooperation in preparing the necessary person
materials so far in advance of the meeting. Our special thanks 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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Allan Tasman, M.D.

PAPER NO. 1: PRESIDENTIAL ADDRESS

The Doctor-Patient Relationship

The relationship with our patients provides the context for all
our therapeutic interventions. The last century has been marked by
tremendous advances in our understanding of the importance of this
unique relationship to the process of treatment and recovery from
illness. The expansion of our knowledge from clinical research,
combined with clinical wisdom, has enhanced our ability to foster
the skills necessary to observe, understand, and maintain a therapeutic
partnership with our patients.

The central importance of this therapeutic relationship is obvious
to clinicians and patients. In recent years, however, restrictive man-
aged care practices, and government and industry interference with
the privacy of communication with patients and the confidentiality
of medical records, have impinged on the sanctity of our relationships
with patients. Changes in medical and psychiatric education also
have understandably focused more curriculum time on technological
and scientific advances, but at the expense of attention to our role
as healers.

The beginning of the new millennium is an extraordinary time to
refocus our attention on the timeless importance of our relationship
with our patients. This is essential to assure that the future practice
of psychiatry integrates the best of our humanistic traditions with
the latest scientific advances. We are dedicated to enhancing all
aspects of the doctor-patient relationship: in psychiatric and medical
eduation, research, treatment, ethics, the expanding importance of
the patients’ rights and patients’ advocacy movement, and our use
of public education and government relations to enhance and preserve
this central and essential aspect of our therapeutic role.

This is an era of tremendous opportunity within psychiatry, even
with the present constraints on non-discriminatory access to the
highest quality psychiatric care. While the nature of psychiatric
practice has been shifting, there remain new opportunities in nearly
every aspect of psychiatric practice. In adition, emerging areas of
practice, such as behavioral medicine, offer tremendous opportunities
to advance patient care in the coming decades. The 1999 White
House Conference on Mental Health and the 1999 release of the
first Report of the Surgeon General on Mental Health are clear
indicators that there is increased public awareness of the importance
of good mental health to good general health. This is an opportune
time to increase our public education and advocacy efforts to further
decrease the stigmatization and unfair discrimination directed toward
those with psychiatric illness, their families, and their caregivers.

The advances in electronic communication and information tech-
nology of the last decade also pose important opportunities and
challenges for psychiatrists as we contemplate the future of our
profession in the information age. We know that the way such
technology will influence psychiatry will continue to unfold, but it
is already clear that control of such technology will likely become
one of the most critical society decisions of the information age.

We have an unparalleled set of challenges and opportunities as
information technology and psychiatry intersect, and there is tremen-
dous excitement as we explore meaningful ways of using present
computer-based technology in our research, education, and clinical
missions. But we must remain vigilant about the uses of this potent
technology. Our profession of psychiatry, placed in the role of arbiter
of sanity and reality, both by virtue of our training and by societal
sanction, must face the challenge of preserving the human and hu-
mane aspects of care within an increasingly mechanistic world. This
task will become of more and more central importance as our world
undergoes the continuous changes brought about by the further evolu-
tion of the information age.
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MONDAY, MAY 15, 2000

SCIENTIFIC AND CLINICAL REPORT
SESSION 1—TREATMENT ISSUES WITH
SSRIS

No. 2
SSRI-ASSOCIATED SEXUAL DYSFUNCTION: NEW
DATA FROM PROSPECTIVE TRIALS

David Michelson, M.D., Department of Neuroscience, Eli Lilly and
Company, Lilly Corporate Center/DC 2423, Indianapolis, IN 46285;
Mark E. Schmidt, M.D., Robert Johnston, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should have
a greater understanding of changes in sexual functioning associated
with fluoxetine administration as well as the value of pharmacologic
intervention.

SUMMARY:

Objective: Sexual dysfunction associated with the administration
of SSRIs and other antidepressants has been a focus of considerable
interest, but few controlled studies assessing its epidemiology, phe-
nomenology, and physiology have been reported. Most assessments
of interventions are limited to anecdotal reports, and reliable long-
term data have not been available. We undertook a series of studies
to better assess both SSRI-associated sexual dysfunction and putative
interventions.

Methods: We recently completed a systematic, prospective assess-
ment of sexual function during acute and long-term fluoxetine admin-
istration as part of a large, randomized clinical trial. We also con-
ducted two randomized, placebo-controlled trials assessing the
efficacy of multiple putative interventions (including mirtazapine,
yohimbine, amantadine, buspirone, and olanzapine) for patients who
experience new-onset sexual dysfunction during fluoxetine
treatment.

Results: The results of these trials suggest that when sexual dys-
function occurs or worsens after the initiation of treatment it is a
relatively acute effect occurring in approximately 14%-19% of pa-
tients and may be specific for orgasm. A greater percentage of
patients report gains in sexual function, most likely secondary to the
resolution of depressive symptoms. During a six-month continuation
period, new-onset sexual dysfunction was strongly associated with
the return of depressive symptoms, but not treatment assignment.
Results of the intervention trials will be discussed.

Conclusion: Changes in sexual function associated with fluoxetine
administration are complex and can include either worsening or
improvement. The efficacy of interventions will be discussed.

This research was funded by Eli Lilly and Company, Indianapolis,
Indiana 46285.

REFERENCES:
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No. 3
SEXUAL DYSFUNCTION DURING SSRI
CONTINUATION TREATMENT

Christina M. Dording, M.D., Department of Psychiatry, Massachu-
setts General Hospital, WACC 812 15 Parkman Street, Boston, MA

02114; Kathryn A. Bottonari, B.A., Andrea C. Hutchins, B.A., Jona-
than E. Alpert, M.D., Andrew A. Nierenberg, M.D., Maurizio
Fava, M.D.

EDUCATIONAL OBJECTIVE:

To gain an increased understanding of the frequency, nature, and
course of sexual dysfunction during SSRI continuation treatment.

SUMMARY:

Objective: Sexual dysfunction is a common side effect of antide-
pressants during both the acute and long-term phases of treatment,
although very little is known about its frequency and course in
particular during continuation treatment. This study examines
these issues.

Methods: We studied 127 consecutive remitted depressives (69
women and 58 men; mean age: 40 = 10) who had been randomly
assigned to 28-week treatment with either fluoxetine, 40 mg/d alone
or fluoxetine 40 mg/d in combination with cognitive therapy. These
patients, who had initially been diagnosed with MDD with the SCID-
P and had reported a HAM-D-17 2 16 at baseline, had responded
(i.e. their HAM-D-17 score was < 7) to eight weeks of open treatment
with fluoxetine, 20 mg/d prior to being randomized. As part of
the study, the emergence and the course of spontaneously reported
symptoms of sexual dysfunction were prospectively ascertained by
the study physicians during this phase where the dose of fluoxetine
was raised from 20 mg/day to 40 mg/day.

Results: Of the 127 patients enrolled, 65% completed the 28 weeks
of treatment and 24 (19%) patients (nine women and 15 men, mean
age 44 * 8) reported the emergence of any symptom of sexual
dysfunction during the fluoxetine continuation treatment at a higher
dose. The common reported symptoms were anorgasmia (54%),
decreased libido (50%), impotence (17%), and delayed ejaculation
(13%). The mean time to onset of sexual dysfunction was 13 = 10
weeks, and its mean duration was 16 = 10 weeks. In six (25%) of
the 24 patients, the sexual dysfunction resolved spontaneously.

Conclusion: Sexual dysfunction can emerge relatively late in the
course of continuation treatment with the SSRI fluoxetine when
the dose is increased from 20 mg/day to 40 mg/day and it affects
approximately 20% of the patients, although it appears to remit
spontaneously in a significant proportion of patients.

REFERENCES:

1. Rosen RJ et al: Effects of SSRI on sexual function: a critical
review. J of Clin Psychopharmacology 1999;19:67-85.

2. Lane RM: A critical review of SSRI-related sexual dysfunction;
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No. 4

A PILOT STUDY OF THE EFFECTIVENESS OF
NEFAZODONE IN DEPRESSED OUTPATIENTS
WITH OR WITHOUT A HISTORY OF SSRI
TREATMENT FAILURE

David Mischoulon, M.D., Department of Psychiatry, Massachusetts
General Hospital, 15 Parkman Street/WAC 812, Boston, MA 021 14;
Gudrun Opitz, B.S., Karen E. Kelly, B.A., Maurizio Fava, M.D.,
Jerrold F. Rosenbaum, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to appreciate the risks and benefits involved when prescribing
nefazodone to patients who have recently been treated with an SSRI.

SUMMARY:

Objective: To compare the tolerability and efficacy of nefazodone
in patients who have recently discontinued a serotonin reuptake

3



4 REPORT SESSIONS

inhibitor (SSRI) with patients who have not taken any antidepressant
for at least six months.

Methods: Twenty-six patients, aged 1875, diagnosed with major
depression by clinical interview and Hamilton D-6 were recruited.
Thirteen patients had discontinued an SSRI within one to four weeks
due to lack of effectiveness and/or side effects. Thirteen patients
had not been on any antidepressant for the previous six months.
Patients were initially administered nefazodone 50mg po b.i.d. and
doses were increased as tolerated to a maximum of 600mg/day.
Patients were followed for 12 weeks and were assessed for response
and side effects.

Results: Both groups improved significantly on nefazodone; how-
ever, there was no statistically significant difference between the
degree of improvement of the two samples. Response (defined as
at least a 50% decrease in HAM-D-6 score) rates were 80% for
completers on prior SSRI and 67% for antidepressant-naive complet-
ers. Response rates overall were 31% for both groups. Association
between prior use of SSRIs and drop-out rates due to side effects
or nonresponse was not statistically significant.

Conclusion: Despite anecdotal observations that SSRI discontin-
uers may have poorer outcomes on nefazodone, this study suggests
that psychiatrists may safely prescribe nefazodone to patients who
are discontinuing SSRIs due to lack of efficacy or side effects.

This study was supported by a grant from Bristol-Meyers Squibb.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 2—ISSUES IN ADOLESCENT
PSYCHIATRY

No. 5
TWO-YEAR STABILITY OF PERSONALITY
DISORDER DIMENSIONS IN ADOLESCENTS

Daniel F. Becker, M.D., Mills-Peninsula Medical Center, 1783 El
Camino Real, Burlingame, CA 94010; Carlos M. Grilo, Ph.D., Wil-
liam S. Edell, Ph.D., Thomas H. McGlashan, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should under-
stand the potential significance of dimensional versus categorical
stability of psychiatric diagnoses, the two-year stability patterns of
personality disorders in adolescents and the ways in which these
patterns may inform us about the nature of personality pathology in
adolescents.

SUMMARY:

Objective: The authors examined the stability of DSM-III-R per-
sonality disorder dimensions in a clinical sample of adolescents,

Method: Sixty adolescent inpatients were reliably assessed with
the Personality Disorder Examination (PDE) soon after admission
to the Yale Psychiatric Institute and were independently reassessed
with the same diagnostic instrument two years after discharge. PDE
symptom ratings were summed to create dimensional scores for each
personality disorder. Baseline and follow-up dimensional scores were
compared by strength of association (Pearson’s r coefficient) and
by magnitude of the difference (Student’s paired t-test).

Results: Dimensional scores at the two assessment points were
significantly correlated for histrionic, narcissistic, dependent, obses-
sive-compulsive, and passive-aggressive personality disorders. Com-
pared with baseline, dimensional scores for most personality disor-
ders were significantly lower at follow-up—and none was
significantly higher.

Conclusions: Diagnostic stability is a key defining feature of per-
sonality disorders. We observed low-to-moderate stability for dimen-
sional measures of personality dysfunction in adolescents, suggesting
that previous reports of modest personality disorder stability in this
age group cannot be attributed solely to limitations of the categorical
approach to such pathology. Alternatively, our findings may be
viewed as consistent with reports in the adult literature that personal-
ity disorders may improve over time, and that adolescents can benefit
from treatment.

REFERENCES:

1. Mattanah JJF, Becker DF, Levy KN, et al: Diagnostic stability
in adolescents followed-up 2 years after hospitalization, Am J
Psychiatry 1995;152:889-894.

2. Widiger TA: Categorical versus dimensional classification: impli-
cations from and for research. J Pers Disord 1992;6:287-300.

No. 6
ASKING THE RIGHT QUESTIONS TO FIND
TEENAGE KILLERS

Kenneth G. Busch, M.D., Private Practice, 600 N. McClurg Center,
Suite 16114, Chicago, IL 60611-3025; Robert J. Zagar, Ph.D., Jack
Arbit, Ph.D., John R. Hughes, M.D., Judge Julia Quinn-Dempsey,
J.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to identify teenage killers using brief questions: 101 teen killers
will be compared with 101 nonviolent delinquents and 101 children
as control.

SUMMARY:

Objective: To use the questions to find juvenile killers.

Method: Three groups of 101 each (a) adolescent murderers; (b)
nonviolent delinquents; and (c) controls, matched by age, gender,
race, and socioeconomic status were examined for criminally violent
relatives, physical abuse, gang membership, alcohol and drug abuse,
weapons, arrests, neurologic disorders, truancy, and school problems.
Bayesian probabilities, odds, logistic regression, and discriminant
analyses were used.

Results: Murderers with only one parent, violent relatives, physical
abuse, gang membership, and alcohol or drug abuse had double
the chance of killing. Adding weapons, arrests, neurologic disease,
truancy, and school problems quadruples the chances. With each
risk, odds increase. True positive hit rate for killers was 100%, while
false positive hit rate of identifying nonviolent delinquents as killers
was 95%.

Conclusions: Murderers had the most risks, while nonviolent de-
linquents more, and children as controls the least. Early- and late-
onset killers were compared. Early-onset killers had lower intelli-
gence. It is easier to identify early onset (multiple offenses before
murder) because of prior arrest, jailing, and conviction before the
killing. Killers with and without weapons were contrasted. Weapons
were only one risk. A developmental, neurologic, economic, and
psychosocial vulnerability model is proposed.

Funding: Juvenile Division Circuit Court of Cook County, summer
research assistant; Edith Schiller Neurology Fund, Northwestern Me-
morial Hospital, data entry; total less than $10,000.
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No. 7
GENDER DIFFERENCES: YOUTH VIOLENCE
EXPOSURE/RISK

Dwain C. Fehon, Psy.D., Department of Psychiatry, Yale Psychiatric
Institute, 184 Liberty Street, New Haven, CT 06519, Carlos M. Grilo,
Ph.D., Deborah Lipschitz, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, participants should be able
to recognize potential important gender differences in violence expo-
sure and violence risk among psychiatrically hospitalized adoles-
cents.

SUMMARY:

Objective: To examine gender differences in violence exposure
and violence risk among psychiatrically hospitalized adolescents.

Method: Eighty-nine inpatients aged 12-18 (mean 15.5 years)
were administered a battery of psychometrically well-established
psychological self-report instruments. Violence exposure was as-
sessed using the Child’s Exposure to Violence Checklist (CEVC).

Results: Boys were significantly (p < .01) more likely to be a
victim of physical assault, and girls were significantly (p < .001)
more likely to be a victim of sexual assault. Sexual assault victims
reported significantly (p < .001) more symptoms of depression,
suicidality, and PTSD than inpatients without sexual assault histories.
Sexual assault victimization was significantly associated with physi-
cal assault victimization for girls (p < .001) and sexual assault perpe-
tration for boys (p < .01). Physical assault victims reported signifi-
cantly (p £.001) more symptoms of PTSD, dissociation, substance
abuse, suicidality, and violence potential than inpatients without
physical assault histories. Physical assault victimization was signifi-
cantly associated with physical assault perpetration for girls and boys
(p £.001). There were no gender differences with respect to violence
potential or actual violence perpetration.

Conclusions: While psychiatrically hospitalized girls and boys
may commonly fall victim to differing forms of violence, both gen-
ders are at equal risk for actual violence perpetration. Adolescent
inpatient programs should integrate methods of coping with violence
and trauma to help break the cycle of violence.

REFERENCES:

1. Schwab-Stone M, Chen C, Greenberger E, et al: No safe haven.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 3—PSYCHODYNAMIC ISSUES

No. 8

ROLE OF THE MOTHER IN PSYCHOANALYTIC
THEORIES OF BPD

James F. Masterson, M.D., Masterson Institute, 60 Sutton Place
South, New York, NY 10022-4168

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the important role of the mother in psychoanalytic
psychotherapy of borderline personality disorder.

SUMMARY:

Psychoanalytic child observation research has underscored the
vital contribution of the mother’s interaction during the first three
years to the healthy development of the self ego and object relations.
This conclusion has been supported by results of neurobiological
studies that indicate that the wiring of the neurons is experience-
dependent; specifically, attuned interaction on the part of the mother
during crucial stages of development (10 to 12 months and 14 to
16 months) is essential to the child’s capacity to self-regulate affect
and socio-emotional relationships, demonstrating that the mother’s
role is as vital neurologically as it is psychologically.

In 1975, my clinical research indicated that the mother’s difficulty
in supporting the child’s emerging self during the first three years
was one of the major etiologic factors in the borderline personality
disorder (along with genetic endowment and separation stresses). A
psychoanalytic psychotherapy based on this theory was researched
and found to be successful in adolescents and adults. Despite the
cumulative weight of these findings, many psychoanalytic theoreti-
cians continue to minimize the intrapsychic consequences of the
interaction with the mother and their theories, and therapeutic ap-
proaches suffer accordingly: they remain in the neighborhood of the
problem rather than at the exact address.

This paper contrasts the development, self, and object-relations
points of view with the views of Kernberg, Kohut, Adler, Gunderson,
Meissner, and others to demonstrate how failure to focus on the
central role of the mother limits the effectiveness of psychoanalytic
psychotherapy.

REFERENCES:

1. Gunderson J: The borderline patient’s intolerance of aloneness,
insecure attachments and therapist’s availability, American Jour-
nal of Psychiatry, 1996; v. 153.

2. Kemnberg OF: Treatment of patients with borderline personality

organization. Intemational Journal of Psychoanalysis,
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No. 9

TERMINATION OF PSYCHOTHERAPY:
RESIDENTS’ PERSPECTIVE

Vinay Kapoor, M.D., Department of Psychiatry, UT-HSC-HOUS-
TON, 1300 Moursund Street, Houston, TX 77030; Anu Motorin
M.D., Pedro Ruiz, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should have
greater awareness and sensitivity of issues around psychotherapy
termination as well as an improved understanding in the anticipation,
recognition, and management of these issues as a part of psychother-
apy training in residency.

SUMMARY:

As a part of residency training, psychiatry residents are required
to develop competency and proficiency in long-term psychotherapy.
Despite agreement that planned termination as opposed to premature
ending of the patient-therapist relationship is a desirable goal, due
to time-limited curriculums and resident rotations premature termina-
tion will occur in training settings, with the patients having to accept
therapist initiated terminations as fait accompli. Unfortunately, termi-
nation of long-term psychotherapy in the setting of residency rota-
tions and its impact on the doctor-patient relationship has been a
neglected area. Patients and resident therapists may respond to such
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terminations in a variety of adaptive and maladaptive ways, thereby
having an unanticipated impact on the therapeutic process. The au-
thors present two clinical vignettes to demonstrate the effects of
planned versus unplanned termination on the patient-therapist rela-
tionship highlighting issues of loss and abandonment, ‘‘the transfer
syndrome,’” and recognition and management of transference and
countertransference. The authors conclude that increased awareness
and sensitivity around issues of termination should be a part of
psychotherapy training during residency.

REFERENCES:

1. O’Reilley R: The transfer syndrome. Can J Psychiatry
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No. 10
DOCTOR-PATIENT POST-TERMINATION ISSUES

Carl P. Malmquist, M.D., University of Minnesota, 909 Social Sci-
ence Building, Minneapolis, MN 55455; Malkah T. Notman, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to recognize the confusion existing in post-termination relation-
ships at the present time; to assess difficulties when attempting to
rely on the concept of transference to assess relationships involving
romantic, financial, or social transactions.

SUMMARY:

The doctor-patient relationship once treatment has ended is a
subject of continuing debate. The objective of this paper is to discuss
questions that arise under the rubric of boundary issues. The method-
ology relies on cases and issues that have arisen in courts involving
the mental health professions and from broad-based legislation. The
result is a confusion for psychiatrists in post-termination relationships
from courts attempting to rely on clinical explanations based on
transference models as the basis for legal decisions about former
patients. Transactions have encompassed romantic, financial, or so-
cial contacts.

The conclusion is that matters are made more complicated when
a psychoanalytic concept, such as transference, is injected into the
legal arena as the justification for legal decision making. One problem
is the diverse meanings attached to the term transference, even among
those who utilize the concept in their clinical work. A second problem
is the indiscriminate application of the idea to post-termination situa-
tions in a period when a multitude of therapeutic approaches are
being used. Third, apart from the question of the validity of the
construct of transference itself, many practitioners do not utilize it
as part of their treatment model. The result is a confused set of
applications in courtrooms as well as many adverse personal and
social outcomes for the main participants.

REFERENCES:

1. Gabbard GO: The early history of boundary violations in psycho-
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SCIENTIFIC AND CLINICAL REPORT
SESSION 4-—DOCTOR-PATIENT
RELATIONSHIPS

No. 11
ASSESSING THE IMPACT OF RESEARCH ON
PATIENTS

Randall D. Marshall, M.D., Anxiety Disorders, NY State Psychiatric
Institute, 1051 Riverside Drive Unit 69, New York, NY 10032, Robert
L. Spitzer, M.D., Susan C. Vaughan, M.D., Lisa A. Mellman, M.D.,
Roger A. MacKinnon, M.D., Steven P. Roose, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize important issues in the ethics of psychiatric research
and the contribution that empirical research might make to such
discussions.

SUMMARY:

Objective: Recent public controversy has drawn renewed attention
to the ethics of psychiatric research. Unfortunately, there is a paucity
of data on the experience of being a research subject that might
inform such debates. This pilot study was designed to assess the
subjective experience of being a research participant and was con-
ducted in a feasibility study of outcome in long-term psychodynamic
psychotherapy and psychoanalysis (N = 23).

Method: A questionnaire that systematically assessed positive and
negative reactions to three typical research methodologies (self-re-
port questionnaires, structured diagnostic interviews, and tape re-
cording of sessions) was administered to patients and therapists.
Therapist ratings and patient ratings were compared using t-tests.

Results: Patients reported questionnaires and interviews were
slightly to moderately helpful in promoting self-realization and facili-
tating therapy, and not at all to slightly intrusive and disruptive.
Adjustment to audiotaping of sessions was rapid (within two ses-
sions). Therapists significantly underestimated (p < .0001) the posi-
tive benefit subjects reported from research participation. Nearly all
subjects reporting willingness to participate in a study again.

Conclusions: This study examined methodologies typical to psy-
chiatric research. Thus, objections to clinical research as currently
practiced, particularly in dynamic psychotherapy, on the grounds
that patients experience research procedures as significantly intrusive
and disruptive appear unfounded.

Funding: Dorgan Fund, NYSPL

REFERENCES:

1. Marshall RD, Vaughan SC, Mackinnon RA, et al: Assessing
outcome in psychoanalysis and long-term psychodynamic psy-
chotherapy. ] Am Acad Psychoanal 1997;24:575-604
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No. 12
CHARACTERISTICS OF PRE-IMPAIRED MALE
PHYSICIANS

Roy W. Menninger, M.D., Menninger Foundation, P.O. Box 829,
Topeka, KS 66606

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand better the underlying character structure of many
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*‘pre-impaired,”’ stressed physicians; to employ this understanding
in the development of a treatment plan for such physicians.

SUMMARY:

Attention given to physicians identified as impaired by virtue of
drug or alcohol addiction or disabling psychiatric illness has obscured
recognition of those physicians, particularly male, who continue to
function adequately even as they struggle with significant psycholog-
ical and characterological problems—physicians who might be
termed ‘‘pre-impaired.”” These physicians are commonly depressed,
partially decompensated compulsive personalities, or have socially
disruptive narcissistic characters or combinations of both.

This paper will examine these two patterns of character organiza-
tion with special attention to the problems both, to varying degrees,
have with affect and intimacy. With some frequency, physicians
with either pattern show marked emotional impoverishment and a
striking limitation in or absence of much awareness of internal af-
fective signals. As a result, they are quite unable to identify or
describe their own feelings and, seemingly blind to affective signals
from others, are experienced as ‘‘insensitive.”’ This affective limita-
tion is commonly coupled with an aversion to emotional intimacy,
especially in the marital situation. The relationship of these disabling
characteristics to the frequently cited image of the conscientious
physician as a workaholic perfectionist is discussed, and treatment
strategies for addressing the characterological nature of these limita-
tions are suggested.

REFERENCES:

1. Krystal H: Affect regulation and narcissism: trauma, alexithymia,
and psychosomatic illness in narcissistic patients, in Disorders
of Narcissism: Diagnostic Clinical, and Empirical Implications,
edited by Ronningstam EF. Washington, DC, American Psychiat-
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No. 13
PATIENTS’ VIEW OF THE DOCTOR-PATIENT
RELATIONSHIP

Irene Jakab, M.D., Manic Depression, Mclean Branch, 74 Lawton
St, Brookline, MA 02146-250

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, Doctors should be able to
become aware of the importance of their relationship to patients and
thus provide better care and assure wider patient compliance with
treatment. They will be better able to build good relationship with
patients to help resolve disagreement over treatment or unsatisfactory
results instead of leading to malpractice suits.

SUMMARY:

Subjects: Fifty-five outpatient subjects, members of MDDA, suf-
fering from mood disorders: 27 females, 28 males, ages 30 to 71,
median age 48.

Merhod: On questionnaire about various doctor/patient interac-
tions, subjects rated the importance of and doctor’s performance on
36 items. Narrative responses described best and worst patient/doctor
experience, ideal doctor, unacceptable physician behavior, and the
influence of extraneous factors (HMO regulations, health insurance)
on patient/doctor relationships.

Results: Overall, subjects found interactions important (81%
highly important, 16% moderately important, 4% not important.)
Subjects rated doctor performance good (64% very good, 24% mod-
erately good, 11% not good.) Females rated importance higher (Chi
square 46.1 p < 0.00, df = 2.) and doctor performance higher (Chi
square 29.4, p < 0.000, df = 2) than males. Older subjects rated
doctor performance higher than younger subjects did (Chi square

115.6, p < 0.00, df = 6.) Items rated high in both importance and

doctor performance were: ‘‘Is caring physician’, ‘‘Treats patients

with respect and dignity’’, ‘‘Explains advice’’, ‘‘Listens carefully
and patiently’’, ‘‘Explains findings and diagnosis™’.

Conclusions: Physicians are generally seen as caring, informative,
respectful. Key issues are intimidation by doctors and attention to
medication side effects. Females are especially concerned with the
intimidation issue, males with discussion of treatment alternatives.
REFERENCES:

1. Billings JA, Stoeckle JD: The Clinical Encounter: A Guide to
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SCIENTIFIC AND CLINICAL REPORT
SESSION 5—CROSS-CULTURAL AND
GENDER ISSUES

No. 14
GENDER DIFFERENCES IN VIOLENCE

Menahem Krakowski, M.D., Nathan Kline Institute, 140 Old Or-
angeburg Road, Orangeburg, NY 10962; Pal Czobor, Ph.D., Tovit
Krakowski, M.A.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the different patterns of assaultive behaviors in
men and women and understand the different clinical correlates that
underlie these behaviors.

SUMMARY:

Objective: To examine gender differences in violence in schizo-
phrenic, schizoaffective, and bipolar patients and to identify symp-
toms underlying these differences.

Method: Out of 2,019 newly admitted patients, 217 were physically
assaultive. Psychiatric symptoms were assessed with the Brief Psy-
chiatric Rating Scale (BPRS) and ward behaviors with the Nurses’
Observation Scale for Inpatient Evaluation. Patients were followed
for four weeks, and all assaults/agitation were recorded. Patients
then received a psychiatric/neurological assessment.

Results: Proportionately to the hospital gender distribution, as
many women as men were assaultive. Within this violent population,
the women presented with more frequent physical assaults over an
initial 10-day period (F = 5.23, df = 216, p < .05) and more frequent
verbal assaults (F = 7.02, df = 216, p < .01) and agitation (F = 7.40,
df = 216, p < .01) throughout the study. These differences remained
significant with diagnosis as a covariant. There were no gender
differences in BPRS or neurological impairment, but women were
more irritable (F= 6.9, df = 1,211, p <.01) and had more difficulties
observing ward regulations (F = 6.84, df = 1,211, p < .01). A higher
number of men had a history of community physical assaults (X? =
10.4, df = 1, p < .001). These were associated with substance abuse
and antisocial features.

Conclusions: Inpatient physical assaults among women are as
common as among men; they are strongly associated with agitation
and irritability. Community violence is more frequent in men.

REFERENCES:

1. Krakowski M, et al: Course of violence in patients with schizo-
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2. Eronnen M: Mental disorders and homicidal behavior in female
subjects. American Journal of Psychiatry 1995;152:1216-1218.

No. 15

SCREENING OF MAJOR DEPRESSION AMONG
CHINESE PATIENTS IN A PRIMARY CARE
SETTING

Albert Yeung, M.D., Department of Psychiatry, Massachusetts Gen-
eral Hospital, Suite 401 50 Saniford St., Boston, MA 02114, Shauna
Howarth, B.A., Andrew A. Nierenberg, M.D., Raymond Chan, B.S.,
Jonathan E. Alpert, M.D., David Mishoulon, M.D., Maurizio
Fava, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand the importance of depression screening among
Chinese patients in primary care. Asians tend to de-emphasize mood
symptoms, which makes diagnosis of depression difficult.

SUMMARY:

Objective: To screen for major depression among Chinese patients
in primary care.

Method: Chinese patients in the waiting area of a primary care
clinic serving low-income Asian immigrants were asked to fill out
the Beck Depression Inventory (BDI) (Chinese Version). Patients
who scored above cut-off point (216) were interviewed by a psychia-
trist with the SCID-III-R to confirm the diagnosis. Chief complaints
of patients were also noted during interview.

Results: We approached 680 patients, and 410 (60%) filled out
the BDI (60% female, 40% male; mean age 52.0 * 17.2); 69 patients
(16.8%) scored 216 on BDI. Using SCID-III-R as the standard, BDI
was found to be a useful instrument for screening depression in this
population; the sensitivity, specificity, positive predictive power, and
negative predictive power are 0.91,0.87, 0.87, and 0.91, respectively.
The rate of depression among Chinese immigrants in primary care
was extrapolated to be 14.6%; most of them had never been diagnosed
or treated for depression. Though capable of reporting mood symp-
toms, chief complaints of depressed Chinese patients were predomi-
nantly somatic, making recognition of depression difficult.

Conclusion: Proactive screening of depression using the BDI is
useful for recognition of depression among Chinese patients in pri-
mary care.

REFERENCES:

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

2. Takeuchi DT, Chung RCY, Lin KM, et al.: Lifetime and twelve-
month prevalence rates of major depressive episodes and dysthy-
mia among Chinese Americans in Los Angeles. American Journal
of Psychiatry 1998;155:1407-1414.

No. 16
SPIRITUALITY AND RESILIENCE TO TORTURE

Lynne M. Gaby, M.D., Department of Psychiatry, George Washing-
ton University, 2150 Pennsylvania Avenue N.W., Washington, DC
20037; James L. Griffith, M.D., Judy Okawa, Ph.D., Mellissa E.
Griffith, M.S.N.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the therapeutic importance of torture-survivors’
narratives of spiritual experience that may not be elicited by routine
clinical assessments for post-traumatic stress disorder; to acquire
cross-cultural interviewing skills for eliciting patients’ use of spiritual
beliefs and practices in coping with trauma,

SUMMARY:

Objective: To study how spiritual practices may have provided
resilience against psychiatric sequelae of torture for refugees from
Southeast Asian, African, and Middie Eastern countries.

Method: Nine torture survivors treated in an outpatient refugee
program were interviewed (six survived political torture and three
nonpolitical torture), representing Islamic, Sufi Catholic, and Ortho-
dox Christian spiritual traditions. Severity of PTSD symptoms was
assessed. A narrative account of the torture experience and any
utilization of spiritual resources was elicited through a semistructured
inquiry about use of religious metaphors and imagery, stories, beliefs,
prayers, rituals and ceremonies, spiritual community, or such spiritual
practices as meditation.

Results: Each participant identified specific dimensions of spiritu-
ality as having been vital for coping, although few of these accounts
had been elicited during earlier clinical assessments. Prayer and
beliefs were relied upon by all participants. Six viewed the occurrence
of torture, either at the time or retrospectively, as somehow part of
““God’s plan’’ and felt comforted in this belief. Surprisingly, none
of the nine described loss of religious faith due to the trauma, and
four reported its strengthening. Whether contact with a spiritual
community had been sustained through the torture best distinguished
those with none-to-mild and moderate-to-severe PTSD symptoms.

Conclusions: This study suggests that those working with survi-
vors of political torture and trauma should become aware of patients’
utilization of spiritual resources. Stories not elicited by a typical
PTSD assessment may nevertheless be regarded by patients as central
to their survival of torture and important in their recovery. Subsequent
studies need to compare patients such as these with others for whom
spirituality may not have played an important role in coping in order
to understand how spirituality is different from, or similar to, other
factors that contribute to resilience.

REFERENCES:

1. Holtz TH: Refugee trauma versus torture trauma: a retrospective
controlled cohort study of Tibetan refugees. J Nerv Ment Dis
1998;186:24-34.

2. Basoglu M, Mineka S, Paker M, et al.: Psychological preparedness
for trauma as a protective factor in survivors of torture. Psycholog-
ical Medicine 1997;27:1421-1433.

SCIENTIFIC AND CLINICAL REPORT
SESSION 6—PSYCHIATRIC ISSUES IN
MEDICALLY ILL PATIENTS

No. 17
BUSPIRONE IN PATIENTS WITH SCHIZOPHRENIA

Pinkhas Sirota, M.D., Abarbanel Men Hith Ctr 6A, 15 Keren Kaye-
met, Bay Yam 59100, Israel; Bella Epstein, M.D., Rehuven Benatov,
M.D., Michael Sousnotsky, M.D., Seth Kindler, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participants should be
able to slow that buspirone may be of value when added to neurolep-
tics for patients with schizophrenia.

SUMMARY:

Background: Buspirone, an atypical anxiolytic agent, a SHT,
partial agonist, was identified as a possible antipsychotic agent since
it demonstrates dopaminergic antagonism. Administration of buspir-
one to schizophrenic patients has produced inconsistent findings,
but some schizophrenic patients showed an improvement of their
psychosis. The aim of our study was to evaluate the coadministration
of neuroleptics and buspirone to schizophrenic patients.
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Method and subjects: Twenty schizophrenic inpatients participated
in a six-week trial of buspirone 100mg/day added to a stable dose
of conventional neuroleptics.

Results: At week 6, mean scores were significantly improved
on the Positive and Negative Syndrome Scale, the Clinical Global
Impression Scale, Hamilton Rating Scale for Anxiety, and the Simp-
son Angus Scale for Extrapyramidal Symptoms.

Conclusions: These results suggest that buspirone may be of value
when added to neuroleptics for schizophrenic patients and indicate
a need for further controlled, double-blind trials of this drug.

REFERENCES:

1. Goff DC, Kamal KM, Broman AW, et al: An open trial of buspir-
one added to neuroleptics in schizophrenic patients. J Clin Psycho-
pharmacol 1999;11:193-197.

2. Hyang HF, Jann MW, Wei FC, et al: Lack of pharmacokinetic
interaction between buspirone and haloperidol in patients with
schizophrenia. J Clin Pharmacol. 1996;36:963-69.

No. 18
MAGNESIUM AND VITAMIN C INFUSION IN
FIBROMYALGIA

Mohammad Z. Hussain, M.D., 2727 2nd Avenue West, Prince Albert,
SK S6V SES, Canada; Zubaida A. Chaudhry, M.B.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to determine the efficacy of magnesium sulphate and vitamin
C infusion in the treatment of fibromyalgia with antidepressants.

SUMMARY:

Fibromyalgia is the third most common diagnosis in rheumatologi-
cal practice, with a prevalence ranging from .66% to 11.2%. The
etiology remains elusive, and diagnosis cannot be confirmed by
laboratory tests. There are no specific treatments available. In psychi-
atric literature, fibromyalgia is viewed as somatoform disorder, a
mood disorder that might have been superimposed on an immunolog-
ical disturbance. Some studies have reported successful treatment
with vitamin and mineral therapy to boost immunity. In this context,
fibromyalgia may be best treated with a combination of various
antidepressants and vitamin therapy.

Seventy subjects received open-label clinical treatment to deter-
mine the efficacy of weekly infusion of vitamin C 15 gm., thiamine
200 mg., peridoxine 200 mg., cyanocobalamin 2 mg., magnesium
sulfate 1-2 gm. in normal saline. Subjects were diagnosed with
fibromalgia by rheumatologists and met the criteria for this disorder.
They have received treatment with antidepressants without relief.
The subjects were rated on the 12-item, 0-6 score Fibromyalgia
Rating Scale at one, two, and four-month intervals. There were
11 men and 59 women. The mean age was 42.5 (15~66), mean
Fibromyalgia Rating Scale was 43.9 (28-58). Thirty-two received
paroxetine and amoxapine combination; 18 received other antide-
pressants. Nine discontinued medication. One dropped out. Forty-
five have scored less than 10, 15 between 40 and 20, and nine
between 21 and 30.

Vitamin C and magnesium sulfate infusion with antidepressant
has a stabilizing effect on fibromyalgia and augments effects of
antidepressant,

REFERENCES:

1. Boissevain MD: Psychological research in fibromyalgia: the
search for explanatory phenomena. Pain Res Manage
1996;1:51-57.

2. Carette S: Management of fibromyalgia. Pain Res Manage
1996;1:58-60.

No. 19
PSYCHOEDUCATION IN ORAL CANCER

Mark R. Katz, M.D., Department of Psychiatry, Toronto General
Hospital, 200 Elizabeth Street/EN8-228, Toronto, ON M5G 2C4,
Canada; Jonathan Irish, M.D., Gerald Devins, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of the presentation, the participant should be
able to identify educational information that can help relieve the
burden of suffering for oral cancer patients undergoing surgery.

SUMMARY:

Objective: Oral cancer elicits considerable distress in both the
pretreatment and post-treatment periods. This presentation details
the development, validation, and pilot-testing of an innovative psy-
choeducational intervention for oral cancer patients.

Method: Preoperative and postoperative presentations by a health
educator, summarized in an educational booklet and covering factual
information about oral cancer and its treatment, effective coping
skills, and communication issues were compared with standard care.

Results: Pilot data from 19 subjects (10 psychoeducation, nine
standard care) indicate the intervention is feasible to study in a
randomized controlled trial (RCT) and highly acceptable to subjects.
At three-month follow-up, the intervention group showed a signifi-
cant gain in oral cancer knowledge (F = 6.652, df = 1, p = .02), less
body-image disturbance (F = 6.035, df = 1, p = .014) better social
functioning (F = 9.545, df = 1, p =.03), and a trend toward reduced
depressive distress, lower state and trait anxiety, and enhanced feeling
of well-being.

Conclusion: The intervention will now be evaluated in a larger
scale RCT with follow-up extended to six months. If shown to be
successful, this program will provide a practical and efficient ap-
proach to reducing the considerable psychosocial burden of this
disease. Funded by NCIC - Grant #7096

REFERENCES:

1. Rapoport Y, Kreitler S, Chaitchik S, et al: Psychosocial problems
in head and neck cancer patients and their change with time since
diagnosis. Annals of Oncology 1993;4:69-73.

2. Strauss R: Psychosocial response to oral and maxillofacial surgery
for head and neck cancer. Journal of Oral and Maxillofacial
Surgery 1989;47:343-348.

SCIENTIFIC AND CLINICAL REPORT
SESSION 7—THE IMPACT OF THE
ENVIRONMENT ON MENTAL HEALTH

No. 20
SEASONAL VARIATION OF VIOLENCE AND
LATITUDE

Gunnar Morken, M.D., Department of Psychiatry, NTNU, Box 3008
Lade, 7043 Trondheim, Norway; Olav M. Linaker, Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to understand seasonal variation of violence and other forms
of human behavior and correlations to changes.in daylight and to
latitude.

SUMMARY:

Objective: Seasonal variations of violence in Norway, situated
between latitude 58°N and 72°N, have been studied.
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Method: All police reports of violence from 1991 to 1997 were
obtained for all of Norway, 4,450,000 inhabitants, and separately
for seven cities at different latitudes.

Results: 82,537 episodes of violence were recorded. There was a
significant variation between months (x* = 343.08, df = 11, p <
0.0001), with one significant peak in May-June and another signifi-
cant peak in October-November, the daily frequency varying between
28.7 in March and 35.1 in June. The monthly frequency correlated
with the absolute value of monthly change of day length for the
previous month (r; = 0.778, N = 12, p < 0.01). In the seven cities,
the maximal monthly ratio of observed/expected episodes increased
with latitude (r = 0.783, N = 7, p < 0.05). With increasing latitude,
the months of largest increase in violence from one month to the
next came later both in the spring (r; = 0.896, N =7, p < 0.01) and
in the fall (r; = 0.945, N =7, p < 0.01).

Conclusions: There is a distinct pattern of seasonal variation in
the frequencies of violence varying systematically with latitude. This
pattern resembles the seasonal pattern of some forms of suicide,
hospitalization for affective disorders, and mood and activity in the
general population.

REFERENCES:

1. Tiihonen J, Rasanen P, Hakko H: Seasonal variation in the occur-
rence of Homicide in Finland. Am J Psychiatry 1997;154:1711-4.

2. Michael RP, Zumpe D: Sexual violence in the United States and
the role of season. Am J Psychiatry 1983;140:883-886.

No. 21
MENTAL ILLNESS AND VIOLENCE: IS THE
PUBLIC AT RISK?

Heather Stuart, Ph.D., Dept of Epidemiology, Queen’s University,
Abramsky Hall 2nd Floor, Kingston, ON K7L 3N6, Canada

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to make a clear statement about the extent to which the general
public is at risk of criminal violence from someone with a psychotic
disorder, a non-substance-abuse disorder, or a substance abuse dis-
order.

SUMMARY:

Decreasing the stigma of mental illness is a major goal of the
many organizations working for better treatment, more research, and
improved tolerance for mental patients. Public misapprehension is
based on the belief that the mentally ill are unpredictable, violent,
and dangerous. Our goals were to identify the extent to which the
public are at risk of criminal violence by the mentally ill and to
estimate the proportion of criminal violence that theoretically could
be reduced if specific mental illnesses were eliminated. A representa-
tive sample of 1151 remanded offenders who underwent a full,
structured, diagnostic interview (giving one-month prevalence) were
studied.

Half of the violent crimes were charged to offenders with a primary
substance abuse disorder (alcohol or drugs). The proportion of all
violent charges allegedly committed by offenders with a primary
psychotic disorder was negligible, and the proportion of all violent
crimes attributed to those with major mental illnesses (excluding
primary substance abuse disorders) was small. Findings support the
conclusions that public risk of criminal violence from someone with
a psychotic or non-substance-related mental illness is small, and
much greater risk is posed by individuals who abuse substances.

REFERENCES:

1. Arboleda-Flérez J, Holley H. Crisanti A: Understanding causal
paths between mental illness and violence. Social Psychiatry and
Psychiatric Epidemiology, 1998;33:538-S46.

2. Link BG, Stueve A: Evidence bearing on mental illness as a
possible cause of violent behavior. Epidemiologic Reviews
1995;17:172-181.

No. 22
MENTAL HEALTH IMPACT OF HURRICANE MITCH

Robert Kohn, M.D., Department of Psychiatry, Butler Hospital, 345
Blackstone Boulevard, Providence, RI 02906; ltzhak Levav, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should have
an understanding of mental health implications of natural disasters,
awareness of methodological issues related to research, understand-
ing of mitigating factors that place people at risk for disasters.

SUMMARY:

Objectives: Hurricane Mitch devasted Honduras and other Central
American countries on October 30, 1998 resulting in thousands of
deaths, injured individuals, and extensive economic damage. We
conducted a community survey 50-70 days after the disaster. The
study aimed at identifying the differential psychopathological effects
of the trauma with the purpose of providing a basis for immediate
collective intervention.

Methods: Individuals 15 years and older from six residential areas
in Tegucigalpa representing high, middle, and low income groups
of high and low exposure were selected. A group of respondents
in shelters was also investigated. The 800 individuals interviewed
completed the PTSD section of the CIDI, a screen for major de-
pressive disorder, alcohol abuse, violence, grief, and demoralization,
as well as sociodemographic information and an inventory of trau-
matic events.

Results: High rates of major depression, PTSD, alcohol abuse,
demoralization, and violence were found following the trauma. Anal-
yses revealed an increased risk for psychopathology in the lowest
SES group following the hurricane. This finding remained after
controlling for emotional difficulties preceding the disaster.

Conclusion: The risk for psychiatric pathology following the disas-
ter was markedly elevated in the highly exposed group. There is a
need for continued monitoring of the mental health situation in
Honduras.

REFERENCES:

1. Kohn R, Levav I: Bereavement in disaster: an overview of the
research. International Journal of Mental Health 1990;19:61-76.

2. Canino G, Bravo M, Rubino-Stipec M, Woodbury M: The impact
of disaster on mental health: prospective and retrospective analy-
ses. International Journal of Mental Health 1990;19:51-69.

SCIENTIFIC AND CLINICAL REPORT
SESSION 8—TREATMENT AND OUTCOME
ISSUES IN SPECIAL POPULATIONS

No. 23
OUTCOME OF LIVER TRANSPLANTS FOR
PATIENTS ON METHADONE

Kevin C. Hails, M.D., Dept. of Psychiatry, A. Einstein Med. Center,
3501 Old York Road, Philadelphia, PA 19141; Geraldine F. Mayor,
M.D., Kenneth Rothstein, M.D.
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EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant will be aware
of the potential for a positive outcome of liver transplantation in
patients who are in methadone maintenance programs.

SUMMARY:

Much has been written about the screening process for liver trans-
plantation for patients with alcohol-related liver disease. Further-
more, it is reported that up to 33 percent of alcohol-dependent patients
resume alcohol use, once transplanted. However, there is little written
about liver transplantation in patients who are in methadone mainte-
nance programs. According to Levenson and Olbrisch, 84.8 percent
of liver transplant programs surveyed would not transplant patients
who use addictive drugs. It was not clear if methadone maintenance
was considered separately. This paper examines five patients who
were in methadone maintenance who received a liver transplant at
our program. All had been in methadone maintenance for more than
three years at the time of the transplant. At least one patient was
rejected from another transplant program. The postoperative periods
ranged from seven months to five years. All four patients were
compliant with the transplantation protocol and no patient resumed
use of opiates other than methadone. One patient died seven months
after his transplant, while the other four are living and are considered
to be doing well psychosocially.

In conclusion, based on these five patients, methadone mainte-
nance should not be considered an absolute contraindication for liver
transplantation.

REFERENCES:

1. Levinson JL, Olbrisch ME: Psychosocial evaluation of organ
transplant candidates: a comparative survey of process, criteria,
and outcomes in heart, liver, and kidney transplantation Psychoso-
matics 1993;34:314-323.

2. Surman OS, Purtilo R: Reevaluation of organ transplantation
criteria: allocation of scarce resources to borderline candidates.
Psychosomatics 1992;33:202-212.

No. 24
OUTCOMES ASSESSMENT IN A SCHIZOPHRENIA
SERVICE

Thomas E. Smith, M.D., Department of Psychiatry, Weill Cornell,
21 Bloomingdale Road, White Plains, NY 10605; Kim Weiss, Ph.D.,
James W. Hull, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant will have a
fuller understanding of the potential role of outcomes assessment in
a vertically integrated schizophrenia clinic.

SUMMARY:

Objective: There continues to be a paucity of guidelines for out-
comes assessment in treatment programs. We describe a two-year
project in which outcomes-assessment activities were developed and
implemented in a hospital-based treatment program for individuals
with chronic psychotic disorders.

Method: The project had three phases: a) development of the
assessment package; b) staff education and implementation of assess-
ment activities; and c) data analysis and interpretation.

Results: Nearly 800 patients were admitted to inpatient and outpa-
tient units of the program and assessed at regular intervals over the
two-year period. Clinician compliance approached 90% as nearly
4,000 assessments were completed. Data were collected regarding
symptoms, treatment alliance, treatment compliance, substance
abuse, functional skills, and satisfaction with treatment. Many obsta-
cles arose and were addressed over the implementation period, and

preliminary reports were used to identify patterns of substance abuse
and treatment compliance in our population.

Conclusion: Our outcomes-assessment program offered the poten-
tial to address interesting quality improvement and research ques-
tions, but also presented a multitude of challenges to the staff. As
technologies improve and assessment activities become more stan-
dardized, their usefulness will be increasingly apparent.

REFERENCES:

1. Eisen SV, Dill DL, Grob MC: Reliability and validity of a brief
patient-report instrument for psychiatric outcome evaluation.
Hosp Community Psychiatry 1994;45:42-247.

2. Lyons JS, Howard KI, O’Mahoney MT, Lish JD: The Measure-
ment & Management of Clinical Outcomes in Mental Health.
New York, NY, John Wiley & Sons, Inc., 1997.

No. 25
UNDERSTANDING MENTAL AND GENERAL
MEDICAL DISABILITY

Benjamin G. Druss, M.D., Department of Psychiatry, Yale Univer-
sity, 950 Campbell Avenue 116A, West Haven, CT 06516-3861;
Steven Marcus, Ph.D., Robert A. Rosenheck, M.D., Mark Olfson,
M.D,, Termri L. Tanielian, M.A., Harold Alan Pincus, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the prevalence and impact of mental disability in
the U.S. and understand the similarities and differences between
disability due to mental, general medical, and combined conditions.

SUMMARY:

Objective: To characterize the prevalence, characteristics, and im-
pact of mental and general medical disabilities in the U.S.

Method: The 1994-5 National Health Interview Survey of Disabil-
ity is the largest U.S. disability survey ever conducted. Analyses for
the current study compared cohorts who attributed disability, which
was operationally defined as limitation or inability to participate in
a major life activity, to physical, mental, or combined conditions.

Results: Of 106,573 adults age 18-55, 1.2% reported functional
disability due to a mental condition, 4.7% due to a general medical
condition, and 1.2% due to combined mental and general medical
conditions. Disabilities attributed to a mental condition were predom-
inantly associated with social and cognitive difficulties, those attrib-
uted to general medical conditions with physical limitations, and
combined disabilities with deficits spanning multiple domains of
function. One-fifth to one-third of respondents with a mental disabil-
ity reported economic, social, and job-based barriers to work, includ-
ing employer discrimination.

Conclusion: An estimated three million Americans, or one-third
of those with disabilities, report that a mental condition contributes
to their disability. Mental and general medical conditions are each
associated with unique patterns of functional impairment. Social
factors, economic issues, and job discrimination may further exacer-
bate the functional impairments resulting from the clinical syndromes
themselves.

Supported by a grant from American Psychiatric Association; Van
Ameringen Foundation

REFERENCES:

1. Ormel J, et al: Common mental disorders and disability across
cultures: results from the WHO Collaborative Study on Psycho-
logical Problems in General Health Care. JAMA
1994;272:1741-8.

2. Wells KB, et al: The functioning and well-being of depressed
patients: results from the Medical Outcomes Study. JAMA
1989;262:914-9,
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SCIENTIFIC AND CLINICAL REPORT
SESSI_I(_)N 9—DEPRESSION AND THE
HEAR

No. 26
IS DEPRESSION A RISK FOR CORONARY
ARTERY DISEASE ONSET? A META-ANALYSIS

Lawson R. Wulsin, M.D., Department of Psychiatry, University of
Cincinnati, 231 Bethesda Avenue (ML 0559), Cincinnati, OH 45267-
0559; Bonita Singal, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand the quality and quantity of evidence for depres-
sion’s role as a major risk factor for the onset of coronary artery
disease.

SUMMARY:

Objective: To perform a meta-analysis of all methodologically
good studies that examine whether depression contributes to the later
development of coronary artery disease (CAD).

Method: We searched Medline and PsychInfo (1966-98), cross
references, and informal searches for all controlled community stud-
ies of depression symptoms in samples free of heart disease at base-
line. We included only follow-up studies of four years or more that
controlled for other CAD risk factors and reported relative risks of
baseline depression for the development of CAD. For the meta-
analysis, we used a random effects model for combining individual
risk ratio estimates.

Results: Eight studies met our inclusion criteria, (including one
unpublished study). Seven studies reported depression associated
with an independent risk for CAD greater than 1; five reported
significantly increased risk. Relative risks ranged from .94-4.5. The
weighted average relative risk of depression for later CAD was 1.66
(95% CI 1.25-2.03).

Conclusions: Depression’s relative risk for the later development
of CAD is similar to that conferred by obesity, but less than the risk
conferred by smoking (standard incidence ratio = 2.5). Future studies
should examine the importance of severity and duration of depressive
symptoms on the risk for the onset of CAD.

REFERENCES:

1. Glassman AH, Shapiro PA: Depression and the course of coronary
artery disease. Am J Psychiatry 1998;155:4-11.

2. Musselman DL, Evans DL, Nemeroff CB: The relationship of
depression to cardiovascular disease: epidemiology, biology, and
treatment. Arch Gen Psychiatry 1998;55:580-592.

No. 27

DEPRESSION IN ELDERLY PATIENTS WITH
CONGESTIVE HEART FAILURE: SIX-MONTH
FOLLOW-UP

George Fulop, M.D., DMA, Merck Medical College, 100 Parsons
Pond Drive, Franklin Lakes, NJ 07417, James J. Strain, M.D., Glen
Stettin, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to describe the frequency and course of depression among elderly
patients with CHF in the six months following hospital discharge.

SUMMARY:

Objective: Up to 25% of elderly medical inpatients are depressed,
yet less than 1% receive treatment. We examined the course of
depression and its treatment and hypothesized that 50% of the elderly
with congestive heart failure (CHF) who are depressed at hospital
discharge will be depressed four and 28 weeks after discharge.

Method: Elderly inpatients (age 65 or older) with CHF were
evaluated for the presence or absence of depression (major affective
disorder) using the Structured Clinical Interview for DSM (SCID}
at hospital discharge, and four and 28 weeks post-discharge, at the
Mount Sinai-NYU Health System, N.Y. The 203 consenting subjects
evaluated were 53.2% female, and 47.3% white, 31% black, and
20.7% Hispanic. The mean (£SD) age was 76.8 * 7.8 years, range
65-98.

Results: At discharge 44/203 (21.7%) subjects were depressed.
At four and 28 weeks follow-up, 166 (81.7%) and 113 (55.6%)
subjects completed evaluations, and 34 (20%) and 22 (19%) subjects
were depressed, respectively. Among subjects depressed at dis-
charge, 55.5% and 41.7% were depressed at four and 28 weeks post-
hospitalization (Chi-square = 23, p < 001, Chi-square = 15.1, p <
.001), respectively. Among subjects not depressed at discharge,
10.8% and 9.0% were depressed at four and 28 weeks follow-up,
respectively.

Conclusion: In a six-month follow-up period, 42% to 55% of CHF
patients depressed at discharge evaluation remained depressed, and
9% to 11% of the nondepressed elderly experienced a new onset of
depression, suggesting the importance of screening for depression
at both hospital discharge and throughout the six months post-hospi-
talization. More research is needed to characterize the depressed
elderly who require treatment versus those who will improve without
intervention.

Supported by NIMH Services Research and Clinical Epidemiology
Branch, ROIMH50091-03 (Drs. Fulop and Strain}

REFERENCES:

1. Fulop G, Strain JJ, Fahs MC, et al: A prospective study of the
impact of psychiatric comorbidity on length of hospital stays of
elderly medical-surgical inpatients. Psychosomatics
1998;39:273-280.
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No. 28
DEPRESSION, HOSTILITY, GENDER, AND
MYOCARDIAL INFARCTION

Michael W. Kaufmann, M.D., Department of Psychiatry, Fairground
Medical Center, 400 N. 17th Street, Suite 207, Allentown, PA 18104-
5052; Elliot J. Sussman, M.D., James Reed, Ph.D., John Fitzgib-
bons, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the impact of clinical depression on patients who
have experienced a myocardial infarction on survival, understand
the complex relationship between myocardial infarction, depression,
hostility, and mortality, and become aware of the possible public
health implication of early recognition and treatment of depression
in patients suffering from a myocardial infarction.

SUMMARY:

Objective: The purpose of this study was to examine gender differ-
ences in the independent impact of major depression and hostility
on mortality of patients with a myocardial infarction at six months
and 12 months after discharge from a university-affiliated medical
center.
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Method: 217 male patients and 114 female patients were prospec-
tively evaluated for depression using a modified version of the Na-
tional Institute of Mental Health Diagnostic Interview Schedule for
major depressive episode. The Cook Medley Hostility Scale data
were analyzed using chi square procedures for nominal and categori-
cal data, and students T-test for continuous data types.

Results: Depression was a significant predictor of mortality at 12
months (p = 0.04) but not at six months (p = 0.08). Hostility was
not found to be a predictor of mortality at six months or 12 months.
Neither of these findings were associated with gender differences.

Conclusion: Major depression in female and male patients hospi-
talized following a myocardial infarction is a significant univariable
predictor of mortality at 12 months, although it is not a statistically
significant predictor after adjusting for other variables. Hostility
is not a predictor of mortality. Prospective studies are needed (o
understand the effect of aggressive treatment of depression on post-
myocardial infarction survival.

REFERENCES:

1. Frasure-Smith N, Lesperance F, Talajic M: Depression following
myocardial infarction. JAMA 1993;270:1819-1825.

2. Barefoot J, Helms M, Mark D, Blumenthal J, et al: Depression
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disease. AM J Cardiol 1996;78:613-617.

TUESDAY, MAY 16, 2000

SCIENTIFIC AND CLINICAL REPORT
SESSION 10—ECONOMIC ISSUES IN
PATIENT CARE

No. 29
EVALUATING PAYER TYPE EFFECTS ON
ADOLESCENT CARE

Thomas W. Lane, Ph.D., Department of Psychiatry, LeHigh Valley
Hospital, TGP/1255 South Cedar Crest Blvd #3800, Allentown, PA
18103; Michael W. Kaufmann, M.D., Elliot J. Sussman, M.D.,
Thomas Wasser, Ph.D., Kenneth Mead, B.S.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize that payer types may influence access, length, and
outcome of treatment; to learn how these elements of care were
measured and understand our results and conclusions. The participant
should gain knowledge of how to conduct such an investigation
within his or her own program after hearing this presentation.

SUMMARY:

All psychiatric admissions to an acute-care, adolescent, partial
hospitalization program from July 1993 through June 1994 were
evaluated to determine insurance coverage/payer effects on 1) access
to care, 2) length of treatment, and 3) outcome. Three payer types
were identified: HMO, commercial, and publicly funded health insur-
ance plans. Seventy-four patients’ medical records were analyzed in
a chart review to determine the effect these different insurance plans
had on patient care.

No significant differences were found between payer types regard-
ing access to treatment or length of stay. There were significant
overall group effects on all indices of outcome attained after average
treatment stays of about 20 days. Outcome effects were evenly
distributed within the three payer types, with some trends favoring
publicly funded patients.

The overall effectiveness of partial hospitalization treatment within
our sample was consistently demonstrated. This treatment effect was
equally distributed across all three groups with a slight trend favoring
medical assistance patients on some measures. Our results are com-
pared with those of published studies, and future impacts of payer
type on quality of care are considered.

REFERENCES:

1. Dalton R, Moseley T, McDermott B: Psychiatric findings among
child psychiatric inpatients grouped by public and private pay-
ment. Psychiatric Services 1997;48:689-693.

2. Wells KB, Manning WG, Valdez RB: The effects of a prepaid
group practice on mental health outcomes. Health Services Re-
search 1990;25:615-625.

No. 30 WITHDRAWN

No. 31
CARE COORDINATION REDUCES INPATIENT
COSTS

Laurence P. Karper, M.D., Department of Psychiatry, LeHigh Valley
Hospital, 400 N 17th St Ste 207, Allentown, PA 18104; Michael W.
Kaufmann, M.D., Elliot J. Sussman, M.D., Donna Stevens, OTR/L,
Gail Stern, M.S.N., D. James Ezrow, M.S.W.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand the elements that contribute to efficiency and
lower costs for psychiatric inpatient treatment and recognize the
processes that can lead to improved coordination of care.

SUMMARY:

Objective: 1) To study inpatient utilization strategies to reduce
costs of psychiatric treatment and 2) to characterize the effects of
care coordination to optimize treatment and outcomes on a general
hospital adult psychiatric unit.

Method: One-year review of data from inpatient stays in a general
hospital adult psychiatric inpatient unit. Variables include length of
stay; number of CT scans, MR] studies, and EEG’s; cost per dis-
charge; physician practice style; quality-of-life measurement (MOS
20); and patient satisfaction (Press Ganey report).

Results: Completed fiscal year results revealed significant reduc-
tions in length of stay (8.4 to 6.8 days, p < 0.0001), number of CT
and MRI studies (210 to 64, p = 0.001), number of EEG’s (86 to
18, p = 0.001), and cost per discharge ($1,619 to $1,278). Measures
of quality-of-life and patient satisfaction were maintained. MOS
psychiatric component increased 34% after discharge, and likelihood
of recommending hospital increased from 84 to 86 on patient satisfac-
tion measure.

Conclusion: Care management coordination and oversight provide
an effective means to reduce the cost of care. Unnecessary testing
and delays in discharges were addressed when physician, nursing,
and social work staff developed processes to streamline care and
sharpen the focus on treatment outcomes to facilitate discharge
planning.

REFERENCES:

1. Jayaram G, Tien AY, Sullivan P, Gwon H: Elements of a success-
ful short-stay inpatient psychiatric service. Psychiatr Serv
1996;47:407-12.

2. Vaughn K, Webster DC, Orahood S, Young BC: Brief inpatient
psychiatric treatment: finding solutions. Issues Ment Health Nurs
1995;16:519-31.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 11-—NOVEL ISSUES IN THE
TREATMENT OF MOOD DISORDERS

No. 32
COMBINED TREATMENT FOR MAJOR
DEPRESSION: DOES IT SAVE HOSPITAL DAYS?

Antonio Andreoli, M.D., Department of Psychiatry, Hospital Can-
tonal, Micheli-Du-Crest 24, Geneva 14 1211, Switzerland; Yvonne
Burnand, Ph.D., Eveline Kolatte, M.D., Aurora Venturini, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to update acute treatment and combined treatment issues in
major depression; to identify valuable guidelines for cost-effective
provision of psychodynamic psychotherapy in major depression.

SUMMARY:

Objective: The purpose of this study was to determine whether
provision of additional psychodynamic psychotherapy (PP) saves
hospital days in psychiatric patients assigned to effective antidepres-
sant medication (ADM) with severe major depression (MD).

Significance: While major depression accounts for a significant
proportion of the expenditures associated with hospitalization and
loss of days of work for medical illness (Murray and Lopez, 1996),
innovative combined treatment may contribute to decrease these
costs (Lazar and Gabbard, 1997).

Methods: Seventy-four consecutive patients referred to acute out-
patient treatment in a general psychiatry service for severe depression
were randomly assigned to clomipramine protocol (CI) plus PP and
CL plus intensive aspecific care. Reliable prospective assessment of
outcome and costs was obtained at 10 weeks, discharge, and one-
year follow-up.

Results: Those patients with additional PP had fewer days in
inpatient treatment at discharge (p > 0.05) and at one-year follow-
up (p < 0.01). Assignment to combined treatment was associated
with significant savings on direct costs (despite increased initial
expenditure for PP provision) as well as on indirect costs for sick
leave.

Comment: Provision of additional PP is cost-effective in MD
patients assigned to acute treatment with effective ADM and severe
symptoms. Psychotherapy deserves better insurance coverage in se-
lected subgroups of MD patients.

REFERENCES:

1. Lazar SG, Gabbard GO: The cost-effectiveness of psychotherapy.
J Psychother Pract Res, 1997;6:307-14.

2. Murray CIL. Lopez AD: The global burden of disease. World
Health Organization, Cambridge, MA Harvard University Press,
1996, p. 43.

No. 33

A DOUBLED-BLIND, RANDOMIZED 12-WEEK
COMPARISON OF NORTRIPTYLINE AND
PAROXETINE IN THE TREATMENT OF LATE-LIFE
DEPRESSION

Benoit H. Mulsant, M.D., Department of Psychiatry, University of
Pintsburgh, 3811 O’Hara Street, Pittsburgh, PA 15213-2593; Bruce
G. Pollock, M.D., Robert Nebes, Ph.D., Mark D. Miller, M.D.,
Robert A. Sweet, M.D., Sati Mazumdar, Ph.D., Charles F. Reynolds
III, M.D.

REPORT SESSIONS

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to optimize an antidepressant trial in older depressed patients.

SUMMARY:

Objective: Some studies have suggested that selective serotonin
reuptake inhibitors may be less efficacious than tricyclic antidepres-
sants in the treatment of severe depression in older patients. The
objective of this study was to compare the 12-week outcome of
treatment with nortriptyline and paroxetine in older patients with a
major depressive episode.

Method: A double-blind, randomized comparison of nortriptyline
and paroxetine was conducted in 113 older (mean age: 75 * 8 years)
psychiatric inpatients and outpatients who presented with a major
depressive episode. Dropout and response rates were compared in
patients who began or who completed treatment. Rates of response
of inpatients and patients with melancholic depression were also
compared.

Results: Over 12 weeks, the dropout rate due to side effects was
significantly higher with nortriptyline than with paroxetine (40% vs.
18%). There were no significant differences between the rates of
response to nortriptyline or paroxetine (intent-to-treat analysis: 62%
vs. 58%; completer analysis: 77% vs. 83%). Analyses restricted to
inpatients or to patients with melancholic depression yielded similar
results.

Conclusion: Paroxetine appears to have similar efficacy but better
tolerability than nortriptyline in the acute (12-week) treatment of
older depressed patients, including hospitalized patients and those
with melancholic features.

Supported in part by USPHS grants MH-52247, MH-43832, MH-
01509, MH-00295 from the National Institute of Mental Health.
Paroxetine tablets were provided by SmithKline Beecham Pharma-
ceuticals.

REFERENCES:

1. Mulsant BH, Singhal S, Kunik M: New development in the treat-
ment of late-life depression. In: Hales RE, Yudovsky SC (eds),
Practical Clinical Strategies in Treating Depression and Anxiety
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No. 34
FISH CONSUMPTION AND DEPRESSIVE
SYMPTOMS IN THE POPULATION

Antti Tanskanen, M.D., Department of Psychiatry, University of
Kuopio, PO Box 1777, 70211 Kuopio, Finland; Joseph R. Hibbeln,
M.D., Jaakko Tuomilehto, M.D., Antti Uutela, Ph.D., Johannes Leh-
tonen, M.D., Heimo Viinamaki, M.D., Erkki Vartiainen, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the importance of the associations between fish
consumption, omega-3 polyunsaturated fatty acids, and depression.

SUMMARY:

Objective: Fish contains high concentrations of omega-3 polyun-
saturated fatty acids (PUFAs). Several studies have reported deple-
tions of omega-3 PUFAs among depressed patients. A cross-national
comparison revealed a 50-fold difference in annual prevalence of
major depression with higher prevalence rates predicted by lower
fish consumption. We examined the association between fish con-
sumption and depressive symptoms in a single population.
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Method: A large survey of psychosocial risk factors among Finnish
adults was carried out in 1992. A random sample (N = 3,403) of
men and women aged 2564 was drawn from the national population
register. Depressive symptoms were estimated with the 21-item Beck
Depression Inventory. A frequency question with six options was
used to assess fish consumption.

Results: After adjustment for gender, age, marital status, education,
employment status, alcohol intake, smoking, coffee drinking, body-
mass index, serum cholesterol, and physical activity, the odds ratio
of having mild to severe depressive symptoms was 31% (OR = 1.31,
95% CI’s: 1.10-1.56, p = 0.0021) higher among infrequent (<once
a week) fish consumers compared with frequent (at least once a
week) users.

Conclusions: Since fish is the major source of omega-3 PUFAs
in the human diet, the infrequent use of fish could lead to low intake
of omega-3 fats increasing the risk of depression.

REFERENCES:

1. Hibbeln JR, Salem N Jr: Dietary polyunsaturated fatty acids and
depression; when cholestero!l does not satisfy. Am J Clin Nutr
1995;62:1-9.

2. Hibbeln JR: Fish consumption and major depression. Lancet
1998;351:1213.

SCIENTIFIC AND CLINICAL REPORT
SESSION 12—CHILD AND ADOLESCENT
PSYCHOPHARMACOLOGY

No. 35
NOVEL ANTIPSYCHOTIC IN ADHD WITH
CONDUCT DISORDER

Mohammad Z. Hussain, M.D., 2727 2nd Avenue West, Prince Albert,
SK S6V 5ES, Canada; Zubaida A. Chaudhry, M.B.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to improve treatment response of those ADHD and conduct
disorder patients who only partially respond to psychostimulants.

SUMMARY:

Attention deficit hyperactivity disorder and conduct disorder coex-
ist in 30%—50% of children and are among the most common disor-
ders of childhood and adolescence. Psychostimulants significantly
reduce symptoms in 60%-70% of this group. A fair number of
children respond partially or have to reduce the dosage due to side
effects. The novel neuroleptics olanzapine and risperidone were in-
vestigated in the treatment of partial responders.

Fifty children who met the criteria for ADHD and conduct disorder
in accordance with the DSM-IV were included in the study. Subjects
continued to receive their previous dose of psychostimulant. In addi-
tion, they received olanzapine 1,25-5 mg daily or risperidone 0.25-
1 mg daily. Six of the patients receiving risperidone and five receiving
olanzapine discontinued within two weeks due to side effects or
parental perception of ineffectiveness.

Children were rated on Conners Parent’s, teacher rating, and
Global Improvement Scale at monthly intervals. They all showed
significant reduction in target symptoms and managed better in
school, home, and socially.

It was safe to use risperidone and olanzapine in combination with
psychostimulants. Both were well tolerated and equally effective.
Combination reduced the symptoms of ADHD and conduct disorder
and enhanced psychosocial functioning.

REFERENCES:

1. Kuhne M, Schachar MD, Tannock R: The impact of comorbid
oppositional or conduct problems on attention deficit hyperactiv-
ity disorder. American Academy of Child and Adolescent Psychi-
atry 1997;36:1715-1725.
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No. 36
COMPLIANCE WITH ANTISEIZURE MEDICATION IN
ADOLESCENT PSYCHIATRIC PATIENTS

David L. Pogge, Ph.D., Department of Psychology, Four Winds
Hospital, 800 Cross River Road, Katonah, NY 10536, Milissa Singer,
B.S., Susan R. Borgaro, Ph.D., Douglas Wayland-Smith, M.A., Mi-
chele L. Zaccario, M.A., John M. Stokes, Ph.D., Philip D. Har-
vey, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to demonstrate an increased understanding of current prescribing
trends for antiseizure medication and postdischarge compliance rates.

SUMMARY:

Objective: Recent research has indicated that bipolar disorder is
relatively common in adolescent psychiatric patients, and a number
of clinical reports have suggested that antiseizure medications may
be effective in the treatment of this condition. Use of antiseizure
medications appears to range beyond bipolar disorder in many inpa-
tient settings, although there are few data about effectiveness, side
effects, and compliance with treatment.

Methods: Randomly selected adolescent psychiatric inpatients
were seen at discharge and 30 and 120 days post discharge and
examined for treatment compliance as well as other clinical factors.
Of 94 cases, 27 (29%) received clinical chart diagnoses of bipolar
disorder, 20 (21%) had conduct disorder diagnoses, and 47 (50%)
had diagnoses of major depression.

Results: Ninety-six percent of the patients with bipolar disorder
were treated with antiseizure medication as were 75% of the cases
with conduct disorder and 49% of the patients with depression.
SSRI antidepressants were prescribed to 47% of the patients with
depression, making antiseizure medication the most common medi-
cation used, regardless of diagnosis. When compliance was exam-
ined, rates of compliance at 30 days with antiseizure medications
ranged from a low of 40% (conduct disorder) to a high of 56%
(bipolar disorder). In contrast, the lowest rate of compliance with
SSRI antidepressants was 86% (depression).

Conclusion: These data suggest that antiseizure medications are
widely used across diagnoses, without major evidence from random-
ized studies supporting their efficacy. In addition, medications with
demonstrated efficacy for the treatment of depression were in less
common use. Compliance with antiseizure medication was quite low
relative to SSRI antidepressants. These data suggest that clinicians
should be concemed about that enthusiasm for the use of antiseizure
medication may be reducing the use of medications with demon-
strated efficacy.

Funding Source: Four Winds GGFoundation

REFERENCES:

1. Lloyd A, et al: Predictors of medication compliance after hospital
discharge in adolescent psychiatric patients. Journal of Child and
Adolescent Psychopharmacology 1998;8:133-141.
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No. 37
TRENDS IN PSYCHOTROPIC MEDICATION USE
AMONG YOUTH

Elizabeth L. McGarvey, Ed.D., Department of Psychiatry, University
of Virginia, Univ. of VA Health Systems, Charlottesville, VA 22908;
Randolph J. Canterbury, M.D., Cheryl Koopman, Ph.D., Dennis
Waite, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize that psychotropic medication use among youths
who were committed to a state juvenile correctional facility has
significantly increased over a six-year period; to recognize significant
differences among youths grouped by demographic and other vari-
ables and history of psychotropic medication use.

SUMMARY:

Objective: This study examined trends in the history of specific
psychotropic medication use among males and females, minority
and nonminority youths who were incarcerated in a southern state’s
juvenile correctional facilities between 1993 and 1998.

Method: Upon entry to the state’s juvenile correctional facilities,
all youths received a comprehensive medical examination, psychoso-
cial and education assessments from psychologists, physicians and,
when necessary, psychiatrists. Data were entered into a Client Profile
Database, which had 413 data elements and 175 calculated variables.
Six years of data, or about 1,500 youth per year, were available for
analysis.

Results: Over the six-year period, there was a statistically signifi-
cant linear increase (p < .001) in the percentage of youths committed
to the system with a history of use of antianxiety medications (from
3% in 1993 to 6% in 1998); antipsychotics (4% in 1993 to 5% in
1998); antidepressants (11% in 1993 to 27% in 1998), and methylphe-
nidate (10% in 1993 to 25% in 1998). History of psychiatric hospital-
izations among youths, by contract, had not significantly increased.

Conclusions: These results indicate a dramatic increase in the use
of psychotropic medications over six years. Over a 100% increase
was found in the use of antidepressants and methylphenidate. The
impact of these findings needs to be evaluated.

REFERENCES:

1. McGarvey EL, Koopman C, Canterbury RJ, Waite D: Incarcerated
adolescents’ distress and suicidality in relation to parental bonding
styles. Crisis (in press, 1999).
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SCIENTIFIC AND CLINICAL REPORT
SESSION 13—TREATMENTS AND
OUTCOMES IN ANXIETY DISORDERS

No. 38
FUNCTION AND WELL-BEING OF PRIMARY CARE
PATIENTS WITH ANXIETY

Risa Weisberg, Ph.D., Department of Psychiatry, Brown University,
Box G-BH, Providence, RI 02912; Martin B. Keller, M.D., Jennifer
Allsworth, A.B., Regina T. Dolan, Ph.D., Larry Culpepper, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand the impact of anxiety disorders on the functioning

and well-being of patients and to recognize the relative severity of
impairment associated with these disorders.

SUMMARY:

Objective: Functioning and well-being is examined in primary
care patients with anxiety disorders and compared with those of
individuals with other chronic conditions.

Method: Data for this study come from the Primary Care Anxiety
Project (PCAP), a naturalistic, longitudinal study of anxiety disorders
in patients seeking treatment at general medical facilities. Function-
ing and well-being of 308 subjects with one or more anxiety disorder
was measured using the Rand 36-Item Health Survey. Scores were
compared with those of subjects from the Medical Outcomes Study
(MOS) who had general medical and psychiatric conditions including
hypertension, osteoarthritis, diabetes, and depression, and with sub-
jects from a general population sample.

Resulss: Patients with anxiety disorders reported functioning that
was significantly worse than that of the general population, falling
at or below the 25th percentile of scores for this sample. In compari-
son with chronic medical conditions, anxiety disorders were associ-
ated with worse energy, social functioning, and emotional health.
Overall, patients with anxiety disorders reported functioning and
well-being that were generally comparable to those of individuals
with depression. Individuals from PCAP with anxiety disorders and
comorbid major depression reported impairment that was signifi-
cantly more severe than that of individuals with anxiety alon¢ or
with the depression sample from the MOS.

Conclusion: Findings suggest that anxiety disorders are associated
with poor functioning and well-being. Particularly severe impairment
is seen in primary care patients with comorbid anxiety and de-
pression.

Research funded through an unrestricted educational grant from
Pfizer Pharmaceuticals.

REFERENCES:
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No. 39
USE OF ALTERNATIVE THERAPIES AMONG
PATIENTS WITH ANXIETY DISORDERS

Michael A. Van Ameringen, M.D., Department of Psychiatry,
McMaster Medical Center, 1200 Main Street West, Hamilton, ONT
L8N 3Z5, Canada,; Catherine L. Mancini, M.D., Peter Farvolden,
Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participants should be
able to recognize the prevalence of the use of alternative therapies
and the importance of discussing the use of alternative therapies
with their patients.

SUMMARY:

Objective: The purpose of this study was to survey the use of
alternative therapies by patients with anxiety disorders and attempt
to better understand patients’ beliefs and attitudes about the use of
these therapies.

Method: A survey of the use of alternative therapies as well as
measures of patients’ attitudes and beliefs were administered to 200
patients at an anxiety disorders clinic.

Results: Data are reported for patients with a primary diagnosis
of panic disorder (71), obsessive-compulsive disorder (64), social
phobia (42). Seventy-five percent of patients reported past or current
use of an average of 9.21 (9.03) alternative therapies, most often
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nutritional supplements and botanical medicines. Patients reported
that they believed that alternative therapies have a chemical effect
on the body and are safer than conventional treatments. Seventy
percent of patients reported that they had not discussed the use of
alternative therapies with their psychiatrist.

Conclusion: Patients who present with anxiety disorders often turn
to alternative therapies, including those with potential side effects and
interactions with psychotropic medications. Implications for clinical
practice are discussed.

REFERENCES:

1. Ernst EE, Rand JI, Stevinson C: Complementary therapies for
depression. Archives of General Psychiatry 1998;55:1026-1032.

2. Wong AH, Smith M, Boon HS: Herbal remedies in psychiatric
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No. 40
OUTCOME IN ANXIETY DISORDERS

Oscar R. Carrion, M.D., Phobia Club, Piedras 469 5to Piso Dpto
9, 1070 Capital Fede 00014, Argentina; Gustavo Bustamante, Ph.D.,
Hans Spatz, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize good and bad signs of prognosis in the treatment
of anxiety disorders.

SUMMARY:

Objective: To find out predictors of outcome in anxiety disorders
treatment.

Methods: All patients met the diagnosis criteria of DSM-IV for
anxiety disorders. A Minnesota Multiphasic Personality Inventory
(M.M.P.I), computerized EEG, a blood sample determining platelet
serotonin, total phenyl-acetic acid in plasma (A.F.A.T.S) and benzyl-
amine-oxidase or plasmatic MAO immediately processed, was evalu-
ated. After two years of follow-up, we divided the sample (N = 163)
into two groups (success N = 125, and failure N = 38)

Conclusion: Neither age nor sex showed any significant difference
of outcome. Poor educational level and single or divorced marital
status showed a little higher rate of failure. There were not any
significant differences between groups of biochemical markers. Al-
ternate MU rhythm and 14/6 rhythm in EEG as a sign of fear, the
high rate of fear in M.M.P.1 clinical subscales, the M.M.P.I. profile
2772, 1331, 6886 and 1881, the diagnosis of panic disorder with
and without agoraphobia are signs of good prognosis. Desynchro-
nized EEG, low rate of fear, or high rate of negative to treatment
in M.M.P.1, subscales, M.M.P.I profile 7887, comorbidity with per-
sonality disorders of Axis II or with conversion disorder (300.11)
are signs of bad prognosis.

REFERENCES:
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of Psychiatry F.C 12-2 Abstract Vol. II, Hamburg, August 1999,
p. 19.

SCIENTIFIC AND CLINICAL REPORT
SESSION 14—IMPACT OF THE DOCTOR-
PATIENT RELATIONSHIP ON MEDICAL
TREATMENT

No. 41
ATTACHMENT THEORY AND ADHERENCE TO
MEDICAL TREATMENT

Paul Ciechanowski, M.D., Department of Psychiatry, University of
Washington, Box 356560 1959 N.E. Pacific S. Seattle, WA 98195;
Wayne J. Katon, M.D., Joan Russo, Ph.D., Edward A. Walker, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to 1) recognize the four main types of attachment, 2) understand
the role of attachment theory in the doctor-patient relationship, and
3) understand how dismissing attachment is associated with poor
adherence to medical treatment, particularly in the setting of poor
doctor-patient communication.

SUMMARY:

Objective: This study explores patient and provider factors under-
lying lack of adherence to diabetes treatment, using the model of
attachment theory.

Methods: Instruments assessing attachment, treatment adherence,
depression, diabetes severity, patient-provider communication, and
demographics were administered to 367 type 1 and 2 diabetics in
an HMO primary care setting. Glucose control, medical comorbidity,
and adherence to medications and clinic appointments were deter-
mined from automated data. We used analysis of covariance to
determine if attachment style and quality of patient-provider commu-
nication was associated with adherence to treatment.

Results: Patients with dismissing attachment had significantly
worse glucose control (HbAlc) than patients with preoccupied or
secure attachment. An interaction between attachment and communi-
cation quality was significantly associated with HbAlc [F(3,292) =
2.741, p = .044]. There was a clinically significant difference in
HbAlc among dismissing patients who rated their patient-provider
communication as poor compared with those rating communication
as good [8.50% * 1.55% vs. 7.49% * 1.33%; F(1,76) =4.32]1,p=
.041]. In patients on oral hypoglycemics, adherence to medications
and glucose monitoring was significantly worse in this interaction
group.

Conclusions: Dismissing attachment in the setting of poor patient-
provider communication is associated with poorer treatment adher-
ence in patients with diabetes.

Funding: Bayer Institute of Health Care Communication and the
Group Health/Kaiser Permanente Community Foundation.

REFERENCES:

1. Mickelson KD, Kessler RC, Shaver PR: Adult attachment in a
nationally representative sample. Journal of Personality and Social
Psychology 1997;73:1092-1106.

2. Sherbourne CD, Hays RD, Ordway L, et al: Antecedents to medi-
cal recommendations: results from the Medical Outcomes Study.
Journal of Behavioral Medicine 1992;15:447—468.

No. 42
A PILOT STUDY OF HERBAL REMEDY USE BY
PSYCHIATRIC PATIENTS

Cornelia W. Lange, M.D., Department of Psychiatry, University of
New Mexico, 2400 Tucker N.E., Albuguerque, NM 87131-5236; Joel
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Yager, M.D., Virgil Etsitty, M.D., Robert Rhyne, M.D., Lewis Erwin,
M.D., Betty Skipper, Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this report the participant should be more
familiar with the nature of herbal usage among psychiatric patients.
Participants will be able to return to clinics and conduct a similar
study utilizing research methodology outlined in the report.

SUMMARY:

Objective: To assess the prevalence of herbal remedy use by
psychiatric outpatients.

Method: Two samples of psychiatric outpatients were drawn from
a university mental health general outpatient clinic (MHC) and a VA
primary care psychiatry clinic. Participants represented a consecutive
sample as was permitted by logistical constraints.

Results: Of 80 MHC patients, 56 (69%) used herbal medications
compared with 16 (19%) of 83 VA patients who used herbal medica-
tions. Patients in both samples tended not to disclose their herbal
usage to their physicians. Most commonly used herbs were St. John’s
Wort, ginseng, ginkgo biloba, echinacea, and chamomile. No statisti-
cal difference in herbal usage existed between Hispanic and white
non-Hispanic respondents.

Conclusions: A sizable minority of psychiatric outpatients take
herbal remedies not prescribed by physicians. Rates and types of
remedies utilized differ by institution. VA patients attributed their
relatively low level of use to the fact that these remedies were not
covered by VA payment sources. Psychiatric outpatients should be
assessed for their use of herbal remedies, since several of the more
popular remedies may potentially have deleterious side effects and
untoward interactions with psychiatrically prescribed medications.

Funding: University of New Mexico Psychiatry Department
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No. 43
WHAT CAN BE LEARNED FROM THE PLACEBO
EFFECT?

Roger Peele, M.D., Department of Psychiatry, George Washington
University, 2150 Pennsylvania Avenue 8th floor Washington, DC
20037-2396

EDUCATIONAL OBJECTIVE:

Upon conclusion of this presentation, the participant will have an
understanding of what the placebo effect tells us about the physician-
patient relationship.

SUMMARY:

In focusing on the physician-patient relationship, there is a dearth
of quantitative information about the potency and problems associ-
ated with that relationship—except for the placebo effect. The pla-
cebo effect provides data as to the enormous strength of that relation-
ship. The placebo response suggests that the physician-patient
relationship can attain results equal to that of medications or psycho-
therapy 20% to 60% of the time depending on the illness being
addressed. Furthermore, studies of placebo effect clearly demonstrate
that the physician-patient relationship can achieve positive results
regardless of age, gender, ethnic background, social class, intelli-
gence, and personality type.

This paper will review the findings of placebos in research settings,
the factors that contribute to the physician-patient relationship lead-
ing to patient improvement, the factors that contribute to the relation-

ship producing a negative result. These findings should influence
public policies so that medicine’s oldest treatment and the crucible
of health care, the physician-patient relationship, will remain fully
available to the care and treatment of patients.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 15—MANAGED CARE ISSUES

No. 44
BENEFITS MANAGERS’ VIEWS ON MENTAL
HEALTH

Bentson H. McFarland, M.D., Department of Psychiatry, Oregon
Health Science Univ., 3181 8.W. Sam Jackson Park Rd, Portland,
OR 97201; Norman R. Penner, M.P.H., Walter K. Lierman, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of the presentation, participants should under-
stand employee benefits’ managers’ opinions about mental health
and should recognize the need for public educational programs about
behavioral health care.

SUMMARY:

Objective: Employee benefits managers arrange behavioral health
insurance coverage for the majority of people in the United States,
but little is known about these individuals. This study surveyed
benefits managers to learn their opinions about behavioral health
care.

Methods: Subjects were 77 people (61% female, 93% white, aver-
age age 47, average of 13 years in the human resources field) identi-
fied from several databases. Most (55%) of the subjects worked in
companies with fewer than 500 employees although several (18%)
were employed by firms with over 5,000 workers.

Results: The majority (87%) of managers agreed that mental health
problems should be covered just like physical health problems. How-
ever, the managers described their mental health benefits as being
much more restricted than those for physical health care (3.0 versus
2.4 on a five point scale; p < .001). The managers felt that their
company received less value per dollar expended on mental health
treatment than physical health care (2.4 versus 3.3 on a five point
scale; p < .001). Managers pointed out that employees often (2.9)
ask for improved physical health benefits but rarely do so for mental
health (3.9) or alcohol and drug (4.1) benefits (p < .001).

Conclusions: Employee benefits managers may in principle sup-
port parity for behavioral and physical health care. However, these
decision makers view behavioral health services as delivering less
value than physical health care services and rarely receive requests
from their employees for better behavioral health benefits. Educating
benefits managers and employees about the value of behavioral
health services may be worthwhile.

Supported by National Institute of Mental Health grant number
RO3 MH56363.
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No. 45
THE IMPACT OF MANAGED CARE

Mark Freeman, M.P.A., Franklin County ADAMH Board, 447 East
Broad Street, Columbus, OH 43215; Mina Chang, Ph.D., Dean
Kauffman, M.A.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should ap-
preciate the potential limitations of capitation payment mechanisms
in a public mental health care system.

SUMMARY:

Changes in treatment costs and outcomes were examined one year
after the introduction of capitation payments for a group of severely
mentally ill (SMI) patients served by six community mental health
centers in Franklin County, Ohio.

Method: Data from 350 patients participating in a pilot case rate
project were compared with 350 retrospectively matched patients
remaining in fee-for-service programs. Regression analyses were
used to examine outcome and cost differences attributable to the pilot
program. Treatment outcome variables include level of functioning,
Brief Psychiatric Rating Scale scores, employment status, indepen-
dent living, and substance abuse.

Results: Treatment outcomes were significantly worse for patients
participating in the case rate pilot project. Treatment costs were not
significantly different between the two groups.

Conclusions: This study raises concerns about the desirability of
capitation or capitation-like financing mechanisms for publicly
funded SMI patients and questions the causal linkage between these
mechanisms and cost savings. However, unique features of Franklin
County’s pilot case rate program need to be considered when interpre-
ting the results of this study.
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No. 46
RISK MANAGEMENT IN SHARED TREATMENT

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 the various legal issues relating to physician
liability in shared treatment and managed care circumstances; 2)
deal more knowledgeably with potential malpractice liability in these
cases; 3) practice risk management more effectively in supervision
and consultation.

SUMMARY:

Psychiatrists are finding themselves working in shared treatment
scenarios, especially in this era of managed care. The role may be
as medication ‘‘back-up™ for other disciplines or in a variety of
consultative, supervisory, or administrative relationships. In these
situations, when a patient is injured, who is liable? Malpractice
claims are clear when they relate to diagnosis and treatment of
patients directly under one’s care but are complicated in managed

care and other shared settings. Administrators, directors, supervisors,
and clinicians who work in group settings supervising other nonphy-
sicians 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 management.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 16—SOCIETAL ISSUES IN
MENTAL ILLNESS

No. 47
MAJOR DEPRESSION AND MOTHER’S MARITAL
TRANSITION

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

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to better understand the relationship between marital transition
and major depression among a high-risk population of mothers.

SUMMARY:

Objective: This analysis employs a national panel study to examine
the relationship between marital transition and depression among
mothers within the framework of selection and causation processes.

Method: The data come from the two-wave, jongitudinal National
Population Health Survey (NPHS) by Statistics Canada collected in
1994 and again in 1996. This analysis focuses on women between
20 and 6S years of age with children living at home (N = 2158).

Results: Compared with mothers who remain married, mothers
who make the transition into single-parenthood had a significantly
higher rate of major depression at Time 1, which increased but not
significantly at Time 2. Rates of depression among single-parent
mothers who made the transition into a marital relationship did
not decrease significantly between waves nor did the rate differ
significantly from stable single-parent mothers at Time 1 or Time
2. Finally, for mothers moving from marriage to single-parenthood,
it appears that change in income adequacy accounts for part of the
increase in their rate of major depression at Time 2.

Conclusion: These findings indicate that selection processes are
operating among mothers experiencing a marital disruption and that
movement into marriage is not a protective factor.
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No. 48
OUTPATIENT COMMITMENT IN NEW YORK: FROM
PILOT PROJECT TO STATE LAW

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

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand the clinical and legal theories underlying court-
ordered outpatient treatment for the mentally ill, Bellevue’s imple-
mentation of New York State’s pilot program, and the events lending
to the passage of ‘‘Kendra’s Law’’ in August 1999.

SUMMARY:

Homelessness, incarceration, and repeated psychiatric hospitaliza-
tions may result when severely mentally ill individuals become non-
compliant with treatment. Outpatient commitment is a legal interven-
tion that has been developed to compel patients to accept psychiatric
treatment in the community and thereby prevent adverse outcomes.
Research has suggested that court-ordered outpatient treatment is
effective in reducing rates and duration of psychiatric hospitalization
and dangerousness in the community. It has, however, been the
subject of much controversy because of concerns about patients’
rights, provider liability, and adequate funding of services.

This report will describe the operation of the Bellevue Outpatient
Commitment Pilot Program, which started in 1995. It will review
the results of the independent research evaluation conducted by
Policy Research Associates. It will also discuss the December 1998
public hearing at which the future of outpatient commitment in New
York was debated and the recommendations that emerged from the
pilot experience. This report will also discuss two highly publicized
New York City subway pushings, which focused enormous public
attention on issues of psychosis, dangerousness, and outpatient com-
mitment. The political process that ultimately led to the passage of
a state ‘‘assisted outpatient treatment’’ law will be reviewed.
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No. 49
SIX-MONTH FOLLOW-UP OF THE NAIROBI
EMBASSY BOMBING

Pius A. Kigamwa, M.D., Department of Psychiatry, University of
Nairobi, PO Box 19676, Nairobi, Kenya; Dr. Margaret Makanyengo,
Josephine Omondi, M.D., Victoria Wells, M.D., Lawson R. Wul-
sin, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand the frequency of PTSD in a sample of injured
Kenyans during the six months following the Nairobi embassy bomb-
ing of 1998.

SUMMARY:

Objectives: 1) To assess the frequency of post-traumatic stress
disorder (PTSD) in a sample of Kenyan citizens during the six
months following exposure to the 1998 bombing of the U.S. Embassy
in Nairobi. 2) To examine the feasibility of intercontinental collabora-
tive epidemiologic research.

Methods: By e-mail correspondence the authors completed study
design and selection of instruments. A convenience sample of injured
survivors of the bombing seeking care at Kenyatta National Hospital
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were evaluated with a modified version of the Mississippi PTSD
Scale. The Nairobi authors collected and transferred the data electron-
ically to Cincinnati where the analyses were done. Results, interpreta-
tions, and reports were iteratively exchanged.

Results: The sample (N = 103) was 63% male, 98% Christian,
and had a mean age of 35 years. Ninety percent had at least some
secondary education. Over half (57%) received some form of coun-
seling. Fifty-six (54.4%) met criteria for PTSD.

Conclusions: U.S. and African investigators can collaborate effi-
ciently on epidemiologic study design and analyses. This injured
clinical sample reported rates of PTSD (54.4%) substantially higher
than the 34.3% reported by a nonclinical sample of survivors of the
Oklahoma City bombing during a similar follow-up period.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 17—SPECIAL ISSUES IN MOOD
DISORDERS

No. 50
QUALITY OF LIFE AFTER COGNITIVE-BEHAVIOR
THERAPY

Gerhard Lenz, M.D., Department of Psychiatry, University of Vienna,
Wahringergurtel 18-20, Vienna 1090, Austria; Ulrike Demal, MAG

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize how quality of life is perceived by patients suffering
from depression and anxiety disorder who participated in an intensive
inpatient CBT program for six weeks, and how quality of life changed
at six weeks follow-up after the end of treatment.

SUMMARY:

Objective: Investigation of changes in quality of life after inpatient
cognitive behavior therapy.

Method: 37 patients with DSM-III-R major depression and/or
anxiety disorder who had been poor responders or nonresponders
to pharmacotherapy participated in an intensive inpatient cognitive
behavior therapy program for six weeks. They were interviewed
before treatment and six weeks after the end of treatment; in addition
to other measures, quality of life was assessed with the Berlin Quality
of Life Profile.

Resuits: Substantial reduction in subjective quality of life, objec-
tive functioning, and environmental assets was found at baseline.
At follow-up according to CGI 13.5% of the patients were very much
improved, 45.9% much improved; in 26.3% only slight improvement,
and in 16.2% no improvement was reported. Quality of life changed
for the better in areas like work and education, leisure, living situa-
tion, social relations, psychological well-being, and a global rating
of satisfaction with life, but not in marital relations, health in general,
and finances.

Conclusion: There is growing evidence of substantial impairment
in subjective quality of life, objective functioning, and environmental
circumstances in patients with anxiety disorders. In depression one
major problem is that satisfaction judgments are clearly influenced
by actual mood state. Our follow-up of patients with inpatient CBT
added to ongoing medication treatment indicates that patients” QOL
changed for the better in some areas six weeks after the end of
treatment.
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No. 51
SECULAR TREND OF VIOLENT METHODS IN
SUICIDE VICTIMS

Zoltan Rihmer, M.D., National Inssitute for Psychiatry, Huvosvolgyi
Unit 116, Budapest 1021, Hungary; Wolfgang Rutz, M.D., Hans
Pihlgren, M.D., Gergely H. Kiss, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand that there is an increasing secular trend of violent
methods in persons with repeated suicide behavior: nonviolent attem-
pters frequently switch their method to violent, but persons with
previous violent attempt(s) rarely die by nonviolent suicide.

SUMMARY:

Objective: The aim of this study was to investigate the stability
of suicide methods (violent vs. nonviolent) in suicide victims with
previous suicide attempt.

Method: The authors investigated the method of suicide (violent
vs. nonviolent) in 115 Gotlandian suicide victims (89 males and 26
females) who died between 1981 and 1992. Seventy-seven (67%,
63 males and 14 females) died by violent method, and 33 (29%)
(21 males and 12 females) had at least one previous suicide attempt
(Rihmer et al. 1995).

Results: While the proportion of persons with previous violent
attempt was 9/33 (27%), the rate of violent method for the fatal
suicide was 18/33 (55%). All but one of the nine victims with
previous violent attempts died by violent methods, but only 14 out of
the 24 victims with previous nonviolent attempts died by nonviolent
method.

Conclusions: The results show an increasing trend of violent meth-
ods in persons with repeated suicidal behavior and suggest that
nonviolent attempters frequently switch their suicide method to vio-
lent, but persons with previous violent attempt(s) rarely die by nonvi-
olent suicide. Our findings are in agreement with the results of
Isomatsa and Lonnqvist (1998) showing that suicide victims com-
monly switch their suicide method from nonlethal to lethal.
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No. 52

AN OPEN STUDY OF OLANZAPINE AND
FLUOXETINE FOR PSYCHOTIC DEPRESSION:
INTERIM ANALYSES

John D. Matthews, M.D., Department of Psychiatry, Massachusetts
General Hospital, 15 Parkman Street WAC 812, Boston, MA 02114,
Laura M. Polania, B.A., Meridith A. Rankin, Robert W. Irvin, M.D.,
Jerrold F. Rosenbaum, M.D., Maurizio Fava, M.D.

EDUCATIONAL OBJECTIVES:

The participant will learn about the efficacy of the atypical antipsy-
chotic agent, olanzapine, in combination with the selective serotonin

reuptake inhibitor, fluoxetine, in the treatment of psychotic de-
pression.

SUMMARY:

Although atypical antipsychotic agents are commonly used in the
treatment of psychotic depression, there are no published prospective
studies on their use in this condition. The aim of this study was to
assess, by interim analysis, the efficacy of the atypical antipsychotic
agent olanzapine in combination with the SSRI fluoxetine.

Methods: We enrolled 13 [eight (62%) women and five (38%)
men; mean age: 46.2 * 16.7] patients with major depressive disorder
with psychotic features into an open trial of olanzapine 5-20mg/day
plus fluoxetine 20-80mg/day. Patients were assessed at each visit
with the HAM-D-17 and both the psychotic module and the mood
module of the SCIDI/P. Responses were defined as: 1) absence of
psychotic symptoms with ongoing depression (Psychosis Response);
2) 50% or greater reduction in HAM-D-17 scores with ongoing
psychotic symptoms (Depression Response), and 3) absence of psy-
chotic symptoms with 50% or greater reduction in HAM-D-17 scores
(Psychotic Depression Response). We are reporting the results of
the first eight weeks of treatment.

Results: Of the 13 enrolled patients, 93% met criteria for melan-
cholic features; 23% had delusions alone; 15% had hallucinations
alone; and 62% reported both delusions and hallucinations. In addi-
tion, 69% showed a Psychotic Depression Response, 0% showed a
Depression Response alone, and 8% had a Psychosis Response alone.
While 100% of the five patients with hallucinations or delusions
alone showed a Psychotic Depression Response, only 50% of the
eight patients with both hallucinations and delusions responded.
Finally, 23% of patients dropped out due to side effects.

Conclusion: The combination of olanzapine and fluoxetine appears
to be a promising, safe, and effective treatment for psychotic depres-
sion. Double-blind studies are needed to confirm this impression.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 18—ALCOHOL AND DRUG
RELATED DISORDERS

No. 53
IMPULSIVITY, SEROTONIN, AND ADOLESCENT
ALCOHOL ABUSE

Paul H. Soloff, M.D., Department of Psychiatry, University of Pitts-
burgh, 3811 O’Hara Street, Pittsburgh, PA 15213, Kevin G. Lynch,
Ph.D., Howard B. Moss, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the relationship of impulsivity and aggressivity to
early adolescent alcohol use disorder.

SUMMARY:

Objective: Alcoholism in some adults is associated with impulsive-
aggressive and antisocial personality traits and evidence of dimin-
ished central serotonergic function, which may define a vulnerability
to the disorder. We studied adolescents with alcohol use disorders to
examine the relationships between impulsivity, aggressivity, conduct
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disorder, and responsiveness to serotonergic challenge with d,I fen-
fluramine (FEN) early in the course of alcohol abuse.

Method: 36 adolescents between the ages of 16 and 21 were
assessed for DSM-III-R alcohol use disorders (ALC) and other Axis
I disorders using the SCID-PSUD, K-SADS, and conduct disorder
interviews. Impulsivity and aggressivity were assessed by the Barratt
Impulsiveness Scale, Brown-Goodwin Lifetime History of Aggres-
sion, Buss-Durkee Hostility Inventory, Eysenck Impulsiveness Ques-
tionnaire, Youth Self Report, and Multidimensional Personality
Questionnaire aggression subscales. Prolactin response to FEN was
measured as peak response (minus baseline) and area-under-the-
curve, following a standardized protocol.

Results: 18 ALC+ adolescents (12 male, six female) scored signifi-
cantly higher on all measures of impulsivity and aggressivity com-
pared with 18 ALC- controls (12 male, six female). There were no
significant differences between ALC+ and ALC- groups in prolactin
response to FEN, or between ALC+ adolescents with or without
comorbid conduct disorder.

Conclusion: Adolescents with early alcohol use disorders are char-
acterized by impulsivity and aggressivity compared with healthy
peers, but do not demonstrate the diminished prolactin response to
FEN characteristic of adult alcoholics with impulsive aggression.
Supported by NIAAA grant P50 AA08746.
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No. 54
DWI PREVENTION: THE PSYCHIATRIST'S ROLE

Bryce Templeton, M.D., Dept of Psychiatry, Eastern Pennsylvania
Psychiatric Institute, 3200 Henry Ave, Philadelphia, PA 19129-1137;
Richard P. Amar, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to identify at least three methods whereby a psychiatrist can
reduce the risk of alcohol-impaired vehicular crashes and the re-
sulting death and disability.

SUMMARY:

Objective: To improve the role of psychiatrists in reducing alcohol-
impaired vehicular crashes and the resulting death and disability.

Method: A review was conducted of the following: (1) the epidemi-
ology of alcohol-impaired driving; (2) methods of available interven-
tion; and (3) apparent system failures. An analysis was undertaken
to determine how psychiatric clinicians could play a more effective
role in this process.

Results: Despite considerable progress over the past two decades,
alcohol-impaired driving is responsible for over 15,000 deaths and
many serious injuries each year, Many alcohol-abusing individuals
continue to drive with suspended licenses. Hospitalized injured driv-
ers are rarely referred for treatment of their alcohol abuse. Two
promising approaches include vehicle impoundment and court-man-
dated, breathalyzer-based, ignition interlock devices; five studies
have shown that interlocks reduce DWI recidivism.

Conclusions: Psychiatrists could play a more effective role in
reducing resulting death and disability in a number of ways including
the following: supporting legislation for lower blood-alcohol limits,
vehicle impoundment programs, and ignition interlock programs;
recommending to alcohol-impaired patients and their families that
the impaired patients voluntarily employ ignition interlocks; and

arranging for local inpatient trauma units to refer injured, alcohol-
impaired drivers for treatment of their alcoholism.
Funding: in part by MCP-Hahnemann School of Medicine.
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No. 55
SELF-HELP STRATEGIES AMONG SUBSTANCE
ABUSERS

Joseph J. Westermeyer, M.D., Department of Psychiatry, University
of Minnesota-VAMC, 1 Veterans, Suite 116A, Minneapolis, MN
55417; Sarah Myott, B.S., Rembrant Aarts, M.S.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to identify seven self-help behavioral strategies against addic-
tion, relate self-help goals (e.g., cutting down vs. sobriety) to self-
help strategies, and appreciate frequency, demographic associations,
and clinical correlates of self-help for addiction.

SUMMARY:

Objective: To determine self-help efforts among addicted patients
and the association between self-help and demographic and clinical
characteristics.

Design: Retrospective report, current demographic and clinical
characteristics, and analysis of associations with self-help.

Setting: Two university centers with alcohol-drug programs.

Subjects: 642 patients with substance abuse.

Methods: A research associate (RA) interviewed patients regarding
seven types of self-help involving specific, mutually exclusive behav-
iors. The patient, RA, and addiction psychiatrist provided demo-
graphic, familial, and clinical information.

Results: Most patients (78%) had tried self-help, with a mean of
2.7 methods per patient. Methods involving the substance or joining
a self-help group were more frequent than methods involving life
change. Certain patterns of self-help tended to occur together. Some
self-help approaches occurred primarily in association with other
methods rather than alone. More self-help was associated with higher
socioeconomic class, more relatives with substance abuse, greater
severity of substance abuse, and more substance abuse treatment.

Conclusions: Self-help tends to occur more often after exposure
to addicted relatives or addiction treatment. Clinicians and public
adult education should promulgate self-help methods in the general
population.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 19—EATING DISORDERS

No. 56
LEPTIN DYNAMICS IN BULIMIA NERVOSA

Palmiero Monteleone, M.D., Department of Psychiatry, University
of Naples Sun, Largo Madonna Delle Grazie, Naples 80138, Italy;
Alfonso Tortorella, M.D., Michele Fabrazzo, M.D., Antonello Di
Lieto, M.D., Mario Maj, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to acknowledge the importance of leptin in the pathophysiology
of bulimia nervosa.

SUMMARY:

Objective: In healthy humans, restriction of food intake and over-
eating have profound effects on leptin production. Bulimia nervosa
(BN) is characterized by recurrent binge episodes and prolonged
starvation. We investigated the dynamics of leptin response to acute
changes in the caloric intake in bulimic patients.

Method: Ten drug-free women meeting DSM-IV criteria for BN
and eight age-matched, healthy females underwent blood sample
cotlection during a 24-hour fasting and subsequent 24-hour refeeding
with normal diet.

Results: In BN women, plasma leptin concentrations were signifi-
cantly lower than in healthy controls. Moreover, in patients, acute
fasting induced a 10% decrease in leptin levels, which was signifi-
cantly lower than the 52% decline observed in controls. Normal
refeeding was associated with a prompt rise in plasma leptin in both
patients and controls.

Conclusions: These findings show, for the first time, that in BN
women leptin production is reduced, its response to acute starvation
is impaired, and its response to normal refeeding is preserved. The
extent to which these changes contribute to the maintenance of the
altered eating behavior as well as to the pathogenesis of some meta-
bolic and hormonal alterations of BN remains to be determined.
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No. 57
A COMPARISON OF INPATIENT AND DAY
TREATMENT FOR ANOREXIA NERVOSA

Allan S. Kaplan, M.D., Department of Psychiatry, Toronto General
Hospital, 200 Elizabeth Street EN8-231, Toronto, ON M5G 2C4,
Canada; Marion P. Olmsted, Ph.D., Jacqueline Carter, D.Phil., D.
Blake Woodside, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the characteristics of patients with serious anorexia
nervosa who can be effectively treated in a specialized inpatient
versus day hospital setting, and recognize the clinical and economic
advantages/disadvantages of each type of intervention.

SUMMARY:

Objective: There is much interest in the clinical and cost-effective-
ness of intensive in-hospital treatments for anorexia nervosa (AN).
The purpose of this study is to compare the cost and clinical efficacy
of treatment for AN in the inpatient (IP) and day hospital (DH)
components of the eating disorder program at the Toronto General
Hospital in order to identify the characteristics of patients who can
be effectively treated in each type of program.

Method: This eating disorder program is a Jarge multidisciplinary
program that includes, in addition to outpatient services, two inten-
sive treatment interventions: a 10-bed inpatient service and a 12-
person four-day-a-week day hospital. Both intensive services provide
psychological support through group treatments and nutritional reha-
bilitation through supervised meals. Over approximately two years,
57 AN patients in the 1P and 42 in the DH completed at least four
weeks of treatment and were assessed at pre and post treatment on
a variety of demographic and clinical variables.

Results: The mean age of AN patients treated in both programs
was the same (IP 27, DH 26 years). As expected, at admission IP
patients were thinner than those in the DH (mean BMI IP, 14.5 vs.
DH, 16.6; p < .01) and had a longer treatment duration (IP 12.4
weeks vs. DH 10.6 weeks; p < .05). The mean rate of weight gain
per week was greater in the IP compared with the DH program (IP
0.9 kg/wk vs. DH 0.6 kg/wk; p < .01). However, it is noteworthy
that the percentage of patients who are weight restored (BM1 > 20)
at the end of treatment is roughly the same for both IP and DH.
Excluding M.D. costs, the approximate personnel cost per patient
for IP treatment is $20,000 Canadian compared with $6000 Canadian
per patient for DH treatment.

Conclusion: These data suggest that patients seriously ill with AN
can be treated effectively in either an [P or DH setting. As expected,
DH treatment is significantly more cost-effective. However, there
remains a group of very emaciated patients with AN who do require
initial full hospitalization, but who likely could, following stabiliza-
tion, step down to a partial hospitalization program. This model has
recently been instituted at the Toronto General program, and further
results of its efficacy will be presented.

REFERENCES:
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kel PE, Guilford Press, New York, 1997, pp 354-360.
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No. 58
SELF-LOATHING AS A RISK FACTOR FOR
EATING DISORDERS

Alayne Yates, M.D., Department of Psychiatry, University of Hawaii,
1319 Punahou Street, Suite 636, Honolulu, HI 96826, Jeanne Ed-
man, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of the presentation, the participant should be
able to better distinguish individuals at risk for eating disorder (ED)
from persons with normative weight concerns, and understand the
concept of self-loathing and its relationship to neurotic perfectionism.

SUMMARY:

Objective: Study attempts to distinguish individuals at risk for
eating disorder (ED) from persons with normative weight concerns
and athletes with ED from those who are extremely thin and follow
a *‘healthy’’ diet.

Method: The study employs the Exercise Orientation Question-
naire (EOQ), a reliable and valid 27-item instrument to assess exer-
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cise attitudes and behaviors. EOQ subscales assess self-control, exer-
cise orientation, self-loathing, weight reduction, identity, and
competition. The study compares clinical (ED + obese) and nonclini-
cal groups including 99 elite runners, 80 ED patients, 74 obese
patients, and 214 controls from a previous study.

Results: Multivariate analysis of variance showed that ED and
athlete groups had higher mean total EOQ and exercise intensity
scores than all other groups. Self-loathing factor clearly distinguished
clinical from nonclinical groups. Self-control, weight reduction, and
identity factors did not differentiate ED from nonclinical groups.

Conclusion: The self-loathing factor may represent the character
trait ‘‘neurotic perfectionism’’ described in ED and compulsive exer-
cise. Self-loathing differentiates clinical from nonclinical groups and
is the first instrument based on exercise attitudes and behaviors that
detects risk for ED.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 20—DIAGNOSIS AND
TREATMENT OF BIPOLAR ILLNESS:
PART 1

No. 59
UNIPOLAR MANIA: A SEPARATE DIAGNOSTIC
ENTITY?

Vishal K. Adma, M.D., Department of Psychiatry, Univ. of Kansas
Medical Center, 3901 Rainbow Blvd. Kansas City, KS 66160; Ekkeh-
ard Othmer, M.D., Cherilyn Desouza, M.D., Elizabeth C. Penick,
Ph.D., Elizabeth J. Nickel, M. A., Sanjay M. Vaswani, M.D., William
F. Gabrielli, Jr., M.D.

SUMMARY:

Objective: Unipolar mania refers to the presence of one or more
manic episodes in the absence of major depression. Unipolar mania
is not specifically recognized as a separate diagnosis in DSM-IV
but is recognized in the ICD-9-CM. We examined the clinical validity
of unipolar mania as a possible diagnostic entity distinct from bipolar
mania.

Method: During a five-year period, we studied 1458 admissions
to an outpatient psychiatric clinic with structured interviews, rating
scales, and self-report measures. Three hundred nineteen patients
(22% of the total) met lifetime inclusive DSM-III criteria for at least
one manic episode. Forty-four of these, or 14 percent of those who
fulfilled criteria for mania, failed to meet criteria for major depres-
sion. We compared unipolar manic patients with bipolar manic pa-
tients on multiple clinical dimensions.

Results: Unipolar and bipolar mania patients did not differ ac-
cording to age, race, marital status, or education. Proportionally more
of the patients with unipolar mania were male. Although the two
groups did not differ in a review of childhood problems, onset of
mania was six years earlier in bipolar mania (22 vs. 28 years). Bipolar
manics reported higher levels of symptom severity, greater social
impairment, and more comorbid schizophrenia, somatization, and
anxiety disorder. Bipolar manics also reported more mania and de-
pression among first-degree relatives. Approximately one-half of
each group had been hospitalized psychiatrically. Mood stabilizers
were more often prescribed to unipolar than bipolar manic patients

(37% vs. 20%); otherwise, treatment utilization was the same in the
two groups.

Conclusions: Our data offer support for unipolar mania as a distinct
clinical syndrome.

REFERENCES:

1. Numberger J, Roose SP, Dunner DL, Fleve RR: Unipolar mania:
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2. Shulman KI, Tohen M: Unipolar mania reconsidered: evidence
from an elderly cohort. British Journal of Psychiatry
1994;164:547-549.

No. 60
RAPID CYCLING: TESTING FOUR DEFINITIONS

Mario Maj, M.D., Department of Psychiatry, Naples University,
Largo Madonna Delle Grazie, Naples 80138, Italy

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to recognize the clinical implications of four alternative defini-
tions of rapid cycling.

SUMMARY:

Objective: The study evaluated the reliability and validity of four
definitions of rapid cycling.

Method: Two trained psychiatrists independently assessed 210
bipolar patients using the SADS. They checked whether each patient
fulfilled four definitions of rapid cycling: one consistent with DSM-
1V criteria, one waiving duration criteria for effective episodes, one
waiving these criteria and requiring at least one switch from mania
to depression or vice versa during the reference year, and one waiving
duration criteria and requiring at least eight weeks of fully symptom-
atic affective illness during the reference year. Patients who fulfilled
each definition according to both psychiatrists were compared with
those not fulfilling any definition (nonrapid cyclers) with respect to
demographic and clinical variables.

Results: Kappa values for the four definitions of rapid cycling were
0.93,0.73, 0.75, and 0.80, respectively. Only the groups fulfilling the
second and third definition included significantly more females and
bipolar 1I patients, compared with nonrapid cyclers. Those groups
had the lowest frequency of a favorable lithium prophylaxis outcome
and the highest stability of rapid cycling pattern on follow-up.

Conclusion: The DSM-IV definition, although very reliable, in-
cludes only part of the spectrum of rapid cycling, and the conditions
that are excluded are very typical in terms of key validators and
relatively stable over time.
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No. 61
COMPLIANCE IN BIPOLAR ILLNESS

Michael Z. Sobel, M.D., Department of Psychiatry, NYU School of
Medicine, 251 East 32nd Street, Apt 8D, New York, NY 10016; Eric
D. Peselow, M.D., Ronald R. Fieve, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to understand clinical factors, demographics, personality traits,
and attitudes that lead bipolar patients to discontinue long-term main-
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tenance therapy and to understand how the above variables affect
outcomes.

SUMMARY:

Objective: The utility of lithium in the prophylaxis of bipolar
illness has been well established. However, lithium has many burden-
some side effects including the long-term problem of renal toxicity.
As a result of this, many patients discontinue lithium. Since the
consequences of noncompliance can be very devastating, the purpose
of this paper is examine a variety of characteristics that may be
predictive of noncompliance.

Method: We evaluated 78 patients with bipolar illness who were
stabilized on lithium for six to 24 months who subsequently dropped
out of treatment, discontinuing their medication. These patients were
examined with respect to demographic characteristics, clinical symp-
toms, personality traits, and attitudes toward their illness and the
taking of medication (the latter via a survey following discontinua-
tion). These patients were matched against a cohort of 103 patients
who continued on maintenance medication and who were examined
with the same variables.

Results: The patients who dropped out of treatment tended to have
more of a belief that they were well and no longer needed medication
compared to the control group. They also felt more stigmatized by
the illness and the need for medication. Patients who dropped out
of treatment tended to have been ill for shorter periods of time and
had fewer lifetime affective episodes. Patients who dropped out of
treatment had slightly higher cluster B personality traits than the
control group.

Conclusion: Tmplications of these findings (interpersonal chaos,
family disruption, financial crises) and the reversal of noncompliance
through experience with the illness and education will be discussed.

REFERENCES:
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SCIENTIFIC AND CLINICAL REPORT
SESSION 21—ADHD AND SAVANT
SYNDROME

No. 62
LONG-TERM TREATMENT OF ADHD WITH OROS
METHYLPHENIDATE

Timothy E. Wilens, M.D., Department of Psychiatry, Massachusetts
General Hospital, 15 Parkman Street, WACC 725, Boston, MA 02114

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand the long-term effectiveness of OROS® methylphe-
nidate for ADHD; to identify side effects reported with long-term
OROS® methylphenidate treatment

SUMMARY:

Objective: To evaluate long-term safety and effectiveness of
OROS® methylphenidate hydrochloride (MPH), a new once-a-day,
12-hour, controlled-release formulation of methylphenidate, in
ADHD children.

Methods: After participation in blinded trials evaluating the short-
term effectiveness of OROS® (MPH) and Ritalin® t.i.d. in ADHD
for one month, 410 patients aged 6-13 received once-daily OROS®
(MPH) treatment for up to eight months. Treatment effectiveness

was assessed in multiple settings by multiple raters using standard-
ized tests.

Results: Treatment effectiveness with OROS® (MPH) was sus-
tained over the treatment period. Mean Iowa Conners I/O subscale
scores were comparable to those seen for previous OROS® (MPH)
(5.67 vs. 5.88) and Ritalin® (5.44 vs. 5.91) treatments. Patients
previously treated with placebo showed a significant improvement
in scores with OROS® (MPH) treatment (10.12 to 5.98). OROS®
(MPH) was well tolerated, with a safety profile similar to that for
shorter treatment durations of OROS® (MPH). Adverse events most
frequently reported (headache, insomnia, appetite suppression) are
well-known effects of methylphenidate in children.

Conclusions: Once-daily OROS® (MPH) treatment was well toler-
ated and effective in treating ADHD over the long term. No new
safety issues arose with OROS® (MPH).

Study funding: ALZA Corporation, Crescendo Pharmaceuticals
Corporation.

REFERENCES:

1. Wilens TE, Biederman J: The stimulants. In: The Psychiatric
Clinics of North America. Edited by Shafferd. Philadelphia, WB
Saunders, 1992; pp. 191-222.
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No. 63
ADHD AND DEPRESSIVE SUBTYPES AMONG
ADULTS WITH MAJOR DEPRESSION

Jonathan E. Alpert, M.D., Department of Psychiatry, Massachusetts
General Hospital, WAC-815, 15 Parkman Street, Boston, MA 021 14;
Karen E. Kelly, B.A., Amy Farabaugh, M.A_, Shamsah B. Sonawalla,
M.D., Andrew A. Nierenberg, M.D., David Mischoulon, M.D., Maur-
izio Fava, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand the prevalence of ADHD comorbidity among
adults with major depression and the association of ADHD with
particular depressive subtypes.

SUMMARY:

Objective: Although ADHD is frequently comorbid with major
depressive disorder (MDD), very little is known about the prevalence
of ADHD across particular subtypes of depression.

Methods: We assessed symptoms of ADHD as defined by DSM-
III-R among 348 adults with MDD aged 18-64 (55% female) consec-
utively enrolled in an antidepressant treatment trial who were also
evaluated for depressive subtypes. The SCID-P was administered to
all subjects at baseline. In addition, subjects were evaluated for the
presence of melancholia by DSM-III-R criteria, atypical depression
as defined by the Columbia Atypical Depression Diagnostic Scale,
Anger Attacks (‘‘hostile/irritable depression’’), comorbid anxiety
disorders (‘‘anxious depression’’), early age of onset (<18 years),
and comorbid dysthymia (‘‘double depression®’).

Results: 90 depressed subjects (48% female) met full or subsyndro-
mal lifetime criteria for ADHD, representing 26% of the total sample.
ADHD was more common in subjects with atypical depression and
comorbid dysthymia than among subjects without those subtypes;
(32% vs 22%; p < .04; 35% vs 23%; p < 03, respectively). There
was also a trend for patients with anger attacks to show a higher
prevalence of ADHD than those without (p = .054). However, there
was no difference in ADHD prevalence between depressed subjects
with and without melancholia, comorbid anxiety disorders, and an
early age of onset.
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Conclusion: Within a sample of adults presenting for treatment
of major depression, the prevalence of ADHD is likely to be relatively
high, and the strength of association between ADHD and MDD may
differ across depressive subtypes. Evaluation for ADHD comorbidity
appears to be particularly crucial among adult patients with atypical,
double, and hostile/irritable depression.
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No. 64
SAVANT SYNDROME: GENIUS AMONG US,
GENIUS WITHIN US?

Darold A. Treffert, M.D., Department of Psychiatry, St Agnes Hospi-
tal, 430 East Division Street, Fond Du Lac, WI 54935-3775

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to identify etiologic considerations, clinical features, incidence,
male:female ratios, typical skills and characteristic memory function-
ing in savant syndrome as it occurs in autistic disorder or other
forms of developmental disability; to discuss implications for better
understanding brain function overall.

SUMMARY:

Thirty-six years ago at the 1964 APA Annual Meeting a discussant
concluded ‘‘the importance of the idiot savant lies in our inability
to explain him.”” Interest in the fascinating condition of savant syn-
drome has accelerated markedly since the movie ‘‘Rain Man’’ made
autistic savant a household word. This paper is an update on what we
do now know about savant syndrome and summarizes our progress to
date in explaining him, or her, as an update to my 1988 review
article with new cases, new research findings, imaging studies, and
new implications for understanding brain function, particularly mem-
ory. Adding research interest are five newly reported cases by Miller
of elderly persons with frontotemporal dementia who acquired new
savant-like artistic skills as the dementia unfolded. While emergence
of new savant skills (acquired savantism) following CNS injury or
disease in early life has been reported earlier, the uncovering of
such new skills in older adults with dementia raises interesting new
questions about buried potential in all of us. The imaging and other
findings in these older adults mirror those findings to date in younger
savants. We are making progress in explaining savant syndrome,
and this paper summarizes where we are in that journey a century
after Down first described this intriguing condition.

REFERENCES:

1. Treffert DA: The idiot savant: a review of the syndrome. American
Journal of Psychiatry 1988;145:563-572.

2. Miller BL, Cummings J, Mishkin F, et al: Emergence of artistic
talent in frontotemporal dementia. Neurology 1998;51:978-982,

SCIENTIFIC AND CLINICAL REPORT
SESSION 22—DIAGNOSTIC ISSUES AND
PERSONALITY DISORDERS

No. 65
A 25-YEAR FOLLOW-UP OF BPD: PRELIMINARY
FINDINGS

Joel F. Paris, M.D., Department of Psychiatry, SMBD Jewish General
Hospital, 4333 Cote St. Catherine Road, Montreal, PQ H3T IE4,
Canada; Hallie Zweig-Frank, Ph.D.

SUMMARY:

Objective: To study the long-term outcome of borderline personal-
ity disorder.

Methods: In an ongoing research project, 50 patients diagnosed
with BPD (out of 100 followed in 1986) were examined after a mean
follow-up interval of 27 years. Assessment includes rediagnosis by
the Diagnostic Interview for Borderlines, revised, the SCID, and
global outcome scores (GAF).

Results: Only four patients (8%) still met criteria for BPD; nine
met criteria for a mood disorder, while only two still had active
substance abuse. The mean global outcome score for the cohort was
63.3 (= 13.0). Patients could be divided into three groups: fully
recovered (n = 19), clearly improved (n = 21), and unimproved (n =
10). The suicide rate for the project as a whole has now reached 11%.

Conclusions: More patients have recovered from BPD after 25
years than at a 15-year follow-up.
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No. 66
DSM-IV PERSONALITY DISORDER CRITERIA:
DIAGNOSTIC EFFICIENCY

Carlos M. Grilo, Ph.D., Department of Psychiatry, Yale Psychiatric
Institute, PO Box 208038/184 Liberty St., New Haven, CT 06519;
Thomas H. McGlashan, M.D., Leslie C. Morey, Ph.D., Andrew E.
Skodol II, M.D., M. Tracie Shea, Ph.D., John G. Gunderson, M.D.,
Mary C. Zanarini, Ed.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be*
able to recognize clinical and research issues specific to the diagnosis
of personality disorders.

SUMMARY:

Objective: Toevaluate the performance of DSM-1V Axis Il person-
ality disorder (PD) criteria sets.

Method: The Collaborative Longitudinal Personality Study
(CLPS) reliably assessed 668 adults with the semistructured Diagnos-
tic Interview for Personality Disorders—DSM-1V Version (DIPD-
1V). Within-category cohesiveness (internal consistency) of the crite-
ria was evaluated by Cronbach’s alpha and median intercriterion
correlations (MIC). Between-category criterion overlap was evalu-
ated by examining intercategory median intercriterion correlations
between (ICMIC) all pairs of PD. Diagnostic efficiency statistics
(sensitivity, specificity, positive and negative predictive power) for
the four primary CLPS PD study groups (schizotypal, borderline,
avoidant, and obsessive-compulsive) were calculated.

Results: Cronbach’s alpha, ranged from .47 to .87 (median = .71);
seven of the 10 DSM-IV diagnoses had alphas greater than .70.
Between-category criterion overlap was evaluated by examining “‘in-
tercategory’’ median intercriterion correlations between all pairs of
disorders (ICMIC). ICMIC values (median = .08) were substantially
lower than MIC values (median = .23) for the PD diagnoses. Diagnos-
tic efficiency statistics will be presented for the four CLPS PD
groups.

Conclusions: The findings suggest that the PD criteria sets have
some convergent validity (as indicated by acceptable alphas) and
that the PD criteria have discriminant validity as well—criteria for
PDs correlate better with each other than with the criteria for other
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PDs. Diagnostic efficacy findings can inform future revisons of
the DSM.
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No. 67

STABILITY OF PERSONALITY DISORDER
DIAGNOSES IN REMITTED DEPRESSED
OUTPATIENTS

Amy Farabaugh, M.A., Department of Psychiatry, Massachusetts
General Hospital, 15 Parkman Street, WAC-812, Boston, MA 02114;
Gabrielle I. Siegel, B.A., Joel Pava, Ph.D., Jonathan E. Alpert, M.D.,
Andrew A. Nierenberg, M.D., Maurizio Fava, M.D.

EDUCATIONAL OBJECTIVE:

The participant will become familiar with the stability of personal-
ity disorder diagnoses among patients whose depression has gone
into remission.

SUMMARY:

The aim of this study was to assess the stability of personality
disorder diagnoses in remitted depressed patients.

Method: 129 outpatients (71 women; mean age: 40.16 = 10.17
years), who were treatment responders in an eight-week open trial
of fluoxetine 20 mg/day and were enrolled in a 26-week continuation
clinical trial comparing the efficacy of fluoxetine and cognitive be-
havioral therapy (CBT). Personality disorders were assessed using
the Structured Clinical Interview for DSM-III-R Axis II Disorders
(SCID) before and after antidepressant continuation treatment with
fluoxetine.

Results: At baseline, 61 remitted depressive outpatients (47%)
had at least one personality disorder. Thirty-three outpatients had
one personality disorder, 10 outpatients had two personality disor-
ders, and 18 outpatients had three or more personality disorders. With
regards to clusters, 19 (15%) had at least one Cluster A diagnosis, 17
(13%) had at least one Cluster B diagnosis, and 50 (39%) had at least
one Cluster C diagnosis. Seventy-five outpatients, who completed 26
weeks of treatment for remitted depression, were reassessed with
the SCID-I1. Thirty (40%) met criteria for at least one comorbid
personality disorder. There was no significant (McNemar Test; p <
.05) reduction in the proportion of patients meeting criteria for any
personality disorder or for any cluster.

Conclusion: A relative stability of personality disorder diagnoses
in remitted depressed patients was suggested by our study.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 23—NICOTINE DEPENDENCE

No. 68
SHORT-TERM NICOTINE PATCH USE: IS IT
EFFECTIVE?

Edward D. Simmer, M.D., Department of Psychiatry, Naval Medical
Center, 620 John Paul Jones Circle, Portsmouth, VA 23708; Patrick
H. Bowers, M.D., Richard Ellis, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the advantages and disadvantages of short-term
nicotine patch use for smoking cessation and to use this information
to guide treatment decisions.

SUMMARY:

Objective: This study was designed to investigate the effectiveness
of a short-term course of nicotine patches for smoking cessation.

Method: All persons who presented to a smoking cessation clinic
and agreed to participate were screened. Those meeting eligibility
criteria were randomly assigned to receive either four (experimental)
or 10 (standard) weeks of tapering-dose nicotine patches. Expired
carbon monoxide was monitored as was self-report of smoking.
Subjects who had no evidence of smoking after 16 weeks were
defined as having *‘successfully quit’’.

Results: Of the 375 subjects who entered the study, 147 completed
the study, 72 in the experimental group and 75 in the standard
group. The groups were similar demographically. Among those who
completed the study, 40% in the experimental group quit while 24%
in the standard group quit. This difference was statistically significant
(p = .034).

Conclusion: Subjects who received a short course of nicotine
patches were more likely to quit smoking than those who received
a longer course. This suggests that short-term nicotine patch use can
be useful in smoking cessation.

Funding Source: The Chief, Navy Bureau of Medicine and Sur-
gery, Washington, DC, Clinical Investigation Program sponsored
this study (CIP #P93-HH00000-033:N).
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No. 69
CORRELATES OF CIGARETTE SMOKING IN
SCHIZOPHRENIA

Dale A. D'Mello, M.D., Department of Psychiatry, Michigan State
University, St. Lawrence Hospital 1210 W Saginaw, Lansing, MI
48915; Rafael Villicana

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to appreciate the high prevalence and clinical characteristics of
cigarette smoking in patients with schizophrenia; to recognize that
patients with schizophrenia have often made numerous unsuccessful
attempts to quit smoking and may have a desire to quit even when
hospitalized on smoke-free units,
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SUMMARY:

When admitted to smoke-free psychiatric units, patients with
schizophrenia who smoke may experience severe symptoms of nico-
tine withdrawal.

Objectives: The purpose of the present study was to examine the
clinical correlates of cigarette smoking and nicotine withdrawal in
this patient population.

Method: The authors studied 21 patients (all smokers) who were
admitted to the inpatient psychiatric unit of a general hospital in
mid-Michigan with the diagnosis of schizophrenia. A psychiatrist
examined the patients, confirmed the DSM-IV psychiatric diagnosis
of schizophrenia, and completed the Positive and Negative Syndrome
Scale (PANSS). The patients completed a smoking questionnaire
and the Fagerstrom Nicotine Tolerance Questionnaire.

Results: The majority of patients had made several previous at-
tempts to quit smoking. Nine of the 21 patients (42%) expressed a
desire to quit smoking. The mean total PANSS score was 102. The
total PANSS score did not correlate with desire to quit, the severity
of withdrawal symptoms, or the Fagerstrom Index. However, the
PANSS negative symptom subscore correlated with the Fagerstrom
Index (r = 0.56; p < 0.05).

Conclusion: Many patients hospitalized with schizophrenia desire
to quit smoking. They may smoke to counteract negative symptoms
such as anhedonia, alogia, and avolition. Possible clinical and thera-
peutic implications of this finding will be presented.

REFERENCES:

1. Addington J, el-Guebaly N, Campbell W, et al: Smoking cessation
treatment for patients with schizophrenia. Am J Psychiatry
1998;155:974-976.

2. Goff DC, Henderson DC, Amico E: Cigarette smoking in schizo-
phrenia; relationship to psychopathology and medication side
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No. 70
DETOXIFICATION FROM NICOTINE DEPENDENCE

Carlo Bayrakdarian, M.D., Psychiatry, NY CUMC Westchester Div.
21 Bloomingdale Rd, White Plains, NY 10605; Judy Weingram,
M.D., Daniel Wagner, M.D., Linton Dorfman, R.N., Aurora Ana
Dogaru, M.D., Tatsu Kakuma, Ph.D., Barnett S. Meyers, M.D,

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
informed of the effect of inhaled nitrous oxide on cigarette smoking.

SUMMARY:

Objective: An open trial to determine the effectiveness of nitrous
oxide (N;0O) in reducing cigarette smoking in subjects with nicotine
dependence.

Method: Seven subjects were administered analgesic doses of N;O
after refraining from smoking overnight. N;O was administered by
an anesthesiologist using a facial mask. The dose was titrated upward
until subjects reported the absence of craving or until a dose of 3L/
minute was reached. Subjects kept daily diaries recording the number
of cigarettes during the three days before and after N,O administra-
tion. Urine samples were obtained for cotinine levels.

Results: Daily average cigarette consumption decreased from 17.1
(sd = 7.6) before N,O to 2.6 (sd = 3.42) following the procedure
(t=9.04, df = 6, P < 0.0001). All seven subjects reported decreased
cigarette consumption, and five (71%) reported they had discontinued
smoking entirely. Reductions in cigarettes smoked were highly corre-
lated with decreases in cotinine levels (spearman r=0.94, p < 0.0051).
Three-month follow-up interviews revealed four of the seven subjects
had remained abstinent (57%).

Conclusion: An open trial of a single exposure to N,O was associ-
ated with decreased smoking in smokers who volunteered for the

experiment. The results suggest N,O might be a useful discontinua-
tion strategy for transitioning patients into longer-term treatment.

Funding source: department of psychiatry of Weill Cornell Medi-
cal School.

REFERENCES:
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SCIENTIFIC AND CLINICAL REPORT
SESSION 24—NEW ISSUES IN
SUBSTANCE ABUSE

No. 71
CHILDHOOD PHYSICAL ABUSE: EFFECTS ON
ADDICTION

Karen J. Wahmanholm, M.D., Department of Psychiatry, University
of Minnesota-VAMC, 1 Veterans Drive, Suite 116A, Minneapolis,
MN 55417-2300; Joseph J. Westermeyer, M.D., Paul D. Thuras,
Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to know demographic characteristics of substance abuse patients
who are apt to have experienced physical abuse in childhood, identify
morbid effects of childhood physical abuse on course and severity
of substance abuse, and acquire awareness regarding morbidity and
treatment patterns associated with childhood physical abuse.

SUMMARY:

Objective: To assess the morbidity of substance related disorder
(SRD) in relation to childhood physical abuse (CPA).

Design: Current and retrospective data, comparison of CPA with
non-CPA.

Setting: Two university medical centers with alcohol-drug pro-
grams.

Subjects: 642 patients, of whom 195 (30%) experienced CPA and
447 (70%) did not.

Methods: A research assistant obtained demographic data, family
history of substance abuse, problems related to substance abuse, and
treatment of substance abuse, SRD severity measures also included
one patient-rated scale, one interviewer-rated scale, and two psychia-
trist-rated measures.

Results: Patients with CPA were more apt to be women, have
lower socioeconomic status, and have more familial substance abuse.
Their substance abuse was more severe on five out of six indices
of severity. On measures of lifetime treatment for substance abuse,
patients with CPA showed more lifetime treatment on three out of
four measures.

Conclusions: Physical abuse during childhood resulted in greater
severity of substance abuse and a more morbid course of substance
abuse later in adulthood. Although female gender and lower SES
were both associated with CPA, the relationships were separate (i..,
women did not have lower SES).

REFERENCES:

1. Windle M, Windle RC, Scheidt DM, Miller GB: Physical and
sexual abuse and associated mental disorders among alcohol inpa-
tients. American Journal Psychiatry. 1995;152:1322-1328.
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2. Mulder RT, Beautrais AL, Joyce PR, Fergusson DM: Relationship
between dissociation, childhood sexual abuse, childhood physical
abuse, and mental illness in a general population. American Jour-
nal Psychiatry. 1998;155:806-811.

No. 72
BIOMARKERS TO EVALUATE TREATMENT FOR
ALCOHOLISM

John P. Allen, Ph.D., Treatment Research Br., NIAAA, Willco Bldg.,
6000 Executive Blvd. Suite 505, Bethesda, MD 20892-7003; Raye
Z. Litten, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to learn how to appropriately use lab tests to assess relapse
status of alcoholic patients.

SUMMARY:

Objective: To summarize findings of controlled studies on use of
biochemical markers as aids to recognition of relapse to drinking
by alcoholics in treatment.

Method: Review of eight controlled research investigation on bio-
markers of alcohol relapse.

Results: 1) All eight studies demonstrated that carbohydrate defi-
cient transferrin (CDT) and gamma glutamyl transpeptidase (GGT)
elevate following relapse of alcoholics in treatment; 2) CDT appears
to have a shorter latency and a more acute rise following relapse;
3) Elevation in CDT typically precedes verbal acknowledgment of
relapse by the patient by up to 40 days on average; 4) GGT is
preferable to CDT as a relapse marker in women; and 5) The two
tests should be used in combination.

Conclusions: Consideration of status on biochemical markers im-
proves clinical judgment of progress of alcoholics in treatment and
can suggest the need for modifying the nature or intensity of the
intervention.

REFERENCES:

1. Allen JP, Sillanaukee P, Anton R: Contribution of carbohydrate
deficient transferrin to gamma glutamyl transpeptidase in evaluat-
ing progress of patients in treatment for alcoholism. Alcohol Clin
Exp Res 1999;23:115-120.
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No. 73

HIGH- VERSUS LOW-STRUCTURE INDIVIDUAL
COUNSELING FOR SUBSTANCE ABUSE: A
CONTROLLED COMPARISON

Edward Gottheil, M.D., Department of Psychiatry, Jefferson Medical
College, 1201 Chestnut Street, #901, Philadelphia, PA 19107-4123;
Charles Thornton, Ph.D., Stephen P. Weinstein, Ph.D,

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize that equal numbers of patients do well when treated
by high and low structure counseling styles and that we are unable
to predict which patients will do better in which styles.

SUMMARY:

Objective: Although controlled clinical trials have provided more
support for behavior therapies, less-structured approaches continue
to be widely used. Thus, our main objectives were to compare the
effectiveness of a high-structure, behaviorally oriented (HSB) with
a low-structure, facilitative (LSF) treatment style and to determine

whether drug use severity or demographic characteristics were asso-
ciated with doing better in HSB or LSF.

Method: A difficulty in comparing these treatment styles directly
in clinical trials has been the problem of manualizing low-structure
approaches. We did develop LSF and HSB manuals and adherence
rating scales, however, and found that counselors could learn and
deliver them in a consistent and distinct manner. Using a counterbal-
anced design to control for potential counselor effects, 80 volunteer
substance-dependent patients were randomly assigned to HSF and
LSF and treated in once-weekly individual counseling.

Results: Significant symptom reduction occurred for patients
treated in both HSB and LSF. However, no significant differences
between HSB and LSF were found in degree of symptom reduction,
treatment retention, negative urines, counselor assessments, and pa-
tient benefit ratings. Neither drug severity nor demographic variables
were associated with doing better in HSB or LSF.

Conclusion: Patients improved when treated by either HSB or
LSF. We are proceeding to explore whether particular coping and/
or motivational variables will predict which patients will do better
when treated in high- or low-structure therapy.

Funding Source: NIDA Grant #501 DA8527

REFERENCES:

1. Miller WR, Haster RK: Treating the problem: modern approaches,
in the Addictive Behaviors: Treatment of Alcoholism, Drug
Abuse, Smoking, and Obesity. Edited by Miller WR. Oxford,
Pergamon Press, 1980, pp. 11-141.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 25—ACQUIRED IMMUNE
DEFICIENCY SYNDROME AND HUMAN
IMMUNODEFICIENCY VIRUS: RELATED
DISORDERS

No. 74
GROUP THERAPY, DEPRESSION, AND CD4 IN AN
HIV-POSITIVE PERSON

Cheryl Koopman, Ph.D., Department of Psychiatry, Stanford Univer-
sity, MC 5718, Stanford, CA 94305-5718; Xin-Hua Chen, B.A.,
Dennis Israelski, M.D., Cheryl Gore-Felton, Ph.D., Jose R. Maldo-
nado, M.D., Alan F. Schatzberg, M.D., David Spiegel, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize significance of depression in treating persons with
HIV infection; to recognize possible mechanisms linking depression
and CD4 cell count in HIV+ persons.

SUMMARY:

Objective: Preliminary analysis of the effectiveness of group ther-
apy in our study indicates that this intervention is linked to a signifi-
cant improvement in immunity in the first year after randomization.

Method: These results are based on the coded medical records of
25 persons who participated in this study. These results are based
on the analysis of the follow-up slopes, using an intention-to-treat
analysis. Baseline immunity, viral load, and whether or not the person
was on HAART therapy were statistically controlled.

Results: Using slope analysis across all available follow-ups for
each participant, we found that individuals in the group therapy
condition showed a significant increase on CD4 cell count (p < .01)
and on the CD4/CD8 ratio (p < .05). The mean expected CD4 cell
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count at 12 months showed a mean increase of 20% in CD4 cell
count in the group therapy condition compared with an increase of
1% in the educational control condition. Furthermore, the increase
in CD4 cell count is related to a decrease in depression (r = —.27).

Conclusion: These results extend previous research by demonstra-
ting a [ongitudinal change in immunity that is associated with the
effect of group therapy in reducing depression in HIV-positive
persons.

REFERENCES:

1. Goodkin K, Feaster DJ, Asthana D, et al: A bereavement support
group intervention is longitudinally associated with salutary ef-
fects on the CD4 cell count and number of physician visits.
Clinical & Diagnostic Laboratory Immunology 1998;5:382-91.
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No. 75
PSYCHIATRIC SERVICE UTILIZATION BY HIV-
POSITIVE PATIENTS

John M. Budin, M.D., Department of Psychiatry, Monteflore Medical
Center, 390 West End Avenue, Suite 1-H, New York, NY 10024;
Sarah Boslaugh, Ph.D., Mark Winiarski, Ph.D., Emily Beckett

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize patterns of psychiatric utilization for HIV+ persons
of color; recognize aspects of integrated and culturally responsive
care that affects such utilization; recognize strategies that increase
utilization of psychiatric services by HIV+ persons of color.

SUMMARY:

Objective: This study describes utilization of psychiatric services
by HIV+ persons of color in a primary care setting.

Methods: HIV+ patients in a primary care clinic in the Bronx,
New York, were referred to an on-site, culturally responsive, mental
health program.

Results: Of the 91 patients referred for psychiatric services (71.4%
Latino/a, 25.3% African American, 2.2% Caucasian, 1.1% Asian),
78 (85.7%) saw the psychiatrist at least once. Fifty-eight patients
(74.7%) were ‘‘brief utilizers’’ (five visits or fewer) while the re-
maining 20 (25.6%) were ‘‘chronic utilizers’ (six visits or more)
but accounted for 66.5% of the total clinical time. The 63 patients
(80.8%) who received psgchotropic medication were significantly
more likely (p < .011, x* = 6.404) to be ‘‘chronic utilizers’’ of
psychiatric care.

Conclusions: HIV+ persons of color use psychiatric services at
high rates in our culturally responsive mental health program. We
suspect that two distinct groups of patients are receiving psychiatric
care: the great majority, who see the psychiatrist for fewer visits,
and the remaining minority, who see the psychiatrist on a more
chronic basis and thereby utilize a disproportionate amount of the
clinical services.

Funding Source: Ryan White CARE Act Title V. Special Projects
of National Significance BRH 970178-02-0.

REFERENCES:
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No. 76
PSYCHIATRIC DISORDERS IN INJECTING DRUG
USERS INFECTED WITH HIV

Andre Malbergier, M.D., Department of Psychiatry, University of
Sao Paulo, Grea-Ipgp-R Ovidio Pires Campos S/N, Sao Paulo, SP
05403-010, Brazil

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the specific characteristics of psychiatric disorders
diagnosis in cocaine-injecting drug users infected and noninfected
with HIV. Public health policy makers should consider the need for
the presence of psychiatry in the AIDS treatment setting, based on
the high prevalence of psychiatric illnesses in this sample.

SUMMARY:

Objective: In Brazil, the most-used injection drug is cocaine, and
the generalization of study results on heroin users for the cocaine-
injecting drug users (IDU) population is questionable. This research
intends to study the prevalence of psychiatric disorders (depression,
anxiety, suicide attempts, cognitive deficits) in HIV-infected IDUs
compared with noninfected IDUs.

Method: IDUs entering treatment for drug dependence in Sao
Paulo, Brazil were selected in two groups according to the HIV status
(HIV-positive and HIV-negative). Thirty patients were assigned to
each group. After at least 15 days of drug abstinence, the patients
were given a structured interview (CIDI-WHO-ADAMHA) to assess
psychiatric disorders. The disorders were classified as ‘‘lifetime’’,
“‘history’’ (if present in any period of the patients’ life but not in
the month before the interview), ‘‘current’’ (if present in the month
before the interview).

Results: The results revealed that the cocaine-dependence diagno-
sis was more frequent in HIV-infected patients than in the nonin-
fected. Being HIV-positive was not associated with higher prevalence
of depression. Anxiety disorders were more frequent in HIV-negative
patients. The frequency of suicide attempts was equal in the two
groups.

Conclusions: Being HIV-positive was not associated with higher
prevalence of psychiatric disorders in this sample.

REFERENCES:

1. Lipsitz JD, Williams JBW, Rabkin JG, et al: Psychopathology
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SCIENTIFIC AND CLINICAL REPORT
SESSION 26—ISSUES IN SLEEP AND
OUTCOME RESEARCH

No. 77
OPEN INFRASTRUCTURE FOR OUTCOME
RESEARCH

Andrew P. Ho, M.D., Department of Psychiatry, Harbor UCLA,
1000 West Carson Street Box 498, Torrance, CA 90509; Robert Paul
Liberman, M.D., Keh-Ming Lin, M.D.,

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to recognize the merits and limitations of open vs. closed infor-
mation infrastructures for outcome research; to describe the compo-
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nents of an information infrastructure that is both publicly sharable
and preserves the patients’ confidentiality.

SUMMARY:

Objective: The collection of quantitative outcome measures for
ordinary clinical services will more likely take place when the human
and fiscal costs of data collection, management, and analysis are
lowered. A shared, public infrastructure that allows the pooling of
expertise, assessment instruments, data management, training, qual-
ity assurance, and reporting tools is a way to reduce the cost of
conducting outcome assessments.

Method: We describe the goals, overall design, and Year-1 prog-
ress of the Open Infrastructure for Outcomes (OIO) project. We
used the public Internet, open source software, and a user-extensible
architecture to create an environment for the sharing of expertise,
assessment instruments, data management, and data analysis ser-
vices.

Results: We have completed the development of an Internet-acces-
sible server, object-relational database system, object-application
server, and other software components. We have completed the
design of the patient-tracking module and a novel architecture for
the protection of patient confidentiality. We are beginning the valida-
tion of the core components in ongoing clinical studies. We will
release QIO for public testing and adaptation in 2000.

Conclusion: An open and public infrastructure is essential for the
sharing of outcome research tools and resources. The OIO is a step
towards the realization of that goal. (WWW.TxOutcome.org)

REFERENCES:
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No. 78
DRUG TREATMENT OF CHRONIC INSOMNIA:
CASE STUDIES

Milton Kramer, M.D., 10! West 79th Street # 7F, New York, NY
10024

EDUCATIONAL OBJECTIVES:

At the conclusion of the presentation the participants will recognize
the potential value of careful long-term medicinal treatment of
chronic insomnia and the need for controlled long-term drug trials.

SUMMARY:

Introduction: While 90% of adults complain of chronic insomnia,
often associated with considerable morbidity, medicinal treatment
is approved only for short-term use. Few clinical data are available
on the long-term use of hypnotic medication for chronic insomnia.

Method: An examination of the clinical experience at the Bethesda
Hospital Sleep Clinic in Cincinnati in treating 1) 150 sleep-labora-
tory-diagnosed clinic insomniacs with medications e.g. benzodiaze-
pines and sedative antidepressants (group A), (2) 105 chronic insom-
niacs with behavioral techniques (group B), and (3) 72 psychiatrically
ill patients with insomnia with a combination of medication and
behavioral techniques (group C). Group A was treated for one to 90
months, group B for one to 12 months, and group C for two months.

Results: 61.3% of the medication-treated insomniacs were im-
proved at the last clinical contact as were 62% of the behaviorally
treated and 60.5% of the psychiatric patients treated with a combined
approach. At follow-up two years later, 36% of group A were still
improved. Six to 70 months after last clinical contact 39% of group
B were still improved, but 78% of these patients were also on

hypnotic medication. Group C at six months had 72.6% improved,
but 74% of those improved were also on hypnotic medication. Trou-
blesome side effects, mounting drug doses, and significant drug
interactions were minimal or absent.

Impression: In clinical case series, long-term medicinal treatment
of chronic insomnia is effective. Combining medication with system-
atic behavioral techniques increases effectiveness. Controlled studies
of long-term drug therapy for insomnia is necessary and remains to
be done.

REFERENCES:
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No. 79

THE CONTEXTUALIZING IMAGE: THE CENTER OF
THE DREAM

Emest L. Hartmann, M.D., Department of Psychiatry, Tufts Medical
School, 27 Clark Street, Newton, MA 02459; Michael Zborowski,
Ph.D., Robert Kunzendorf, Ph.D., Robert Stickgold, Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participants should be
familiar with the concept of the contextualizing image—a powerful
image in the dream that pictures the underlying emotion of the
dreamer. They should be aware of a number of sources of data
supporting the idea that the contextualizing image is the nucleus, or
center, of the dream.

SUMMARY:

The contextualizing image (CI) is a central, powerful image in a
dream that appears to picture (contextualize) the emotional state of
the dreamer. In the paradigmatic case, people after a variety of
trauma dream, ‘I was overwhelmed by a tidal wave.”” This does
not describe their actual experience, but pictures the underlying
emotion of terror or helplessness. Though seen most easily when
there is one powerful emotion, we believe that the CI is the central
feature of all dreams.

Objective: To present four different studies characterizing Cls.

Methods and Results: A system for scoring Cls in dream reports
was developed, which shows good inter-rater reliability (r’s ranging
from .70 to .90). ClIs are rated from *‘0’’ (no CI) to ‘3"’ (most
powerful CI). Study I examined 160 written dreams and daydreams
of 40 normal students. CI scores were significantly higher (about
twice as high) for dreams as for daydreams. Study 2 compared reports
obtained in similar fashion from REM sleep, non-REM sleep, sleep
onset, and waking periods: a total of 563 reports from 14 students.
Cl scores were significantly higher in REM than NREM sleep reports,
NREM scored significantly higher than sleep onset or waking. Study
3 compared ‘“most recent dreams’’ of 286 students with dreams
series collected from 10 persons who had undergone recent trauma.
Overall CI scores were significantly higher after trauma. The mean
Cl in each trauma victim was higher than the student mean. In Study
4 comparisons were made within the same group of 286 students.
ClI scores were found to be significantly higher in students who had
reported either physical or sexual abuse on a questionnaire compared
with students who had not.

Conclusions: Cls in dreams can be scored reliably. The scores
are higher in dreams than in daydreams, higher in REM sleep reports
than in other reports, and higher in dreams after trauma. This supports
the idea that CIs are central to dreams. They are more prominent in
dreams than in other material, and they are especially prominent
when powerful emotions are present.
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SCIENTIFIC AND CLINICAL REPORT
SESSION 27—PANIC DISORDER

No. 80
MEDICATION DISCONTINUATION IN PANIC
DISORDER

Wieslawa Tomaszewska, M.D., Department of Psychiatry, Cabrini
Medical Center, 312 East 30th Street, New York, NY 10010; Eric
D. Peselow, M.D., Mary T. Guardino, B.A.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand the appropriateness of medication discontinuation
for panic-free patients and to see if there are predictors for these
patients that delay relapse.

SUMMARY:

Objective: Though various pharmacological and cognitive-behav-
ioral treatments are effective in short-term treatment of panic attacks,
use of long-term medication for panic disorder remains unstudied.
Also important is the relapse rate for panic disorder after medication
discontinuation.

Method: To date we have followed 58 patients who after 12
weeks of initial pharmacotherapy (antidepressants or anxiolytics +
antidepressants) recovered with a. complete cessation of full-blown
panic attacks were followed over a succeeding 12-48 month period
(average 36 months) on the medication to which they had responded.
At this point, based on the mutual consent of the patient and M.D.,
the patients were gradually discontinued from medication. They were
then followed until one of three outcomes—termination well (all
patients continuously well until July 31, 1999 the endpoint of this
preliminary analysis), dropout, or relapse with relapse being defined
as having a breakthrough full-blown attack. For all these patients at
baseline and at three-month intervals, the patient was rated with
the Hamilton Anxiety Scale, Panic Inventory, Montgomery-Asberg
Depression Scale, and CGI rating for anticipatory anxiety, phobic
avoidance, spontaneous panic attacks, functional impairment, and
overall severity of illness.

Results: 35/58 patients (60.4%) discontinued from medication
relapsed with a full-blown attack within one year of discontinuation.
Phobic avoidance and initial degree and severity of anticipatory
anxiety correlated negatively with length of time free of a full-blown
attack. It did appear that patients who received CBT treatment in
addition to pharmacotherapy had better outcomes. Patients who re-
quired anxiolytics + antidepressants during prophylaxis fared less
well.

Conclusion: There was significant relapse of panic disorder fol-
lowing medication discontinuation.
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No. 81
BURDEN OF SIDE EFFECTS OF IMIPRAMINE
TREATMENT OF PANIC DISORDER

Matig R. Mavissakalian, M.D., Department of Psychiatry, Case
Western University, 11100 Euclid Avenue, Cleveland, OH 44106;
James Perel, Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to appreciate the patterns of change in side effects and to gauge
the side-effect burden of extended imipramine treatment in panic
disorder.

SUMMARY:

Objective: The aim of the study was to investigate in detail the
side-effect burden of imipramine treatment in 110 patients with
panic disorder with agoraphobia who started a fixed-targeted, weight-
adjusted dose of 2.25 mg/kg/day; 59 of them adhered to this regimen
and showed marked and stable response.

Method: Hierarchical linear modeling, which has several advan-
tages over repeated measures of analysis of variances for studying
change over time, was used on data collected at the single-blind,
placebo baseline assessment and at weeks 1, 2, 4, 6, and 8 of acute
treatment and weeks 16 and 24 of extended treatment. Deviations
from the general pattern were explored by considering only severe
side effects or only treatment completers to better gauge the clinical
significance of the findings.

Results: Of 15 complaints systematically elicited using a side-
effects inventory, only dry mouth, sweating, and constipation contin-
ued to be a substantial burden at the end of six months of treatment.
On most other items, the initial increase was followed by a decrease
to lower than baseline at the end of treatment. In the case of nausea,
vomiting, increased energy, headache, and sexual disorders, the com-
plaints were at their worst before treatment started and improved
over the course of treatment. Sustained heart rate elevation between
10-15 beats per minute, but no significant effects on blood pressure
or weight was found.

Discussion: The results will be placed in the context of the avail-
able comparative studies with SSRIs in panic disorder.

This study is being funding by NIMH.

REFERENCES:

1. Mavissakalian M, Perel JM, Talbott-Green M, Sloan C: Gauging
the effectiveness of extended treatment for panic disorder with
agoraphobia. Biol Psychiatry 1998;43:848-854.

2. Baldwin DS, Birtwistle J: The side-effect burden associated with
drug treatment of panic disorder. J Clin Psychiatry 1998;59(suppl
8):39-44.

No. 82
BRAIN ELECTRICAL MICROSTATES IN PANIC
DISORDER

Silvana Galderisi, M.D., Department of Psychiatry, University of
Naples Sun, Largo Madonna Delle Grazie, Naples 80138, Italy;
Armida Mucci, M.D., Thomas Koenig, Ph.D., Amato Bernardo,
M.D., Mario Maj, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the role of a reduced efficiency of right hemisphere
cognitive modalities in the pathogenesis of panic disorder.

SUMMARY:

Objective: Brain electrical microstates (spatial configurations of
momentary maps of scalp-recorded brain electrical activity) were
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studied in subjects with panic disorder to investigate neural activation
patterns associated with cognitive processes.

Method: Fourteen drug-free patients with DSM-1V panic disorder
(PD) and 14 matched, healthy subjects participated in the investiga-
tion. Brain electrical activity was recorded during a target detection
task. Stimuli were tachistoscopically presented to the center of a
screen (central condition) and to.either hemifield (lateral condition).
The positive and negative centroids of the electrical field were calcu-
lated for each microstate. Results for the fourth microstate, corres-
ponding to the P300 component of the event-related potentials, are
reported.

Results: In the central condition, subjects with PD, compared with
controls, showed a rightward shift of the negative and a leftward
shift of the positive centroid. The latter abnormality was associated
with a worse memory for recurring spatial sequences. In the lateral
condition, a significant hemifield effect for the positive centroid was
found in the control group, but not in PD subjects. Moreover, in the
latter group, the altered topography of the fourth microstate was
associated with the number of panic attacks.

Conclusions: The observed topographic abnormalities reflect a
reduced efficiency of the right hemisphere cognitive modalities in
PD subjects.

REFERENCES:

1. Koenig T, Lehmann D: Microstates in language-related brain
potentials maps show noun-verb differences. Brain and Language
1996;53:169-182.
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No. 83
DETECTION OF MALINGERING WiTH THE REY
AUDITORY VERBAL LEARNING TEST (RAVLT)

David A. Alcorn, M.D., 26/101 Wickham Terrace, Brisbane, QL.
4000, Australia; Graeme J, Senior, Ph.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to recognize that assessment of malingering requires objective
evaluation methods. The time given to malingering assessment
should accord with the forensic examinee population (likely base
rate) and indicia of malingering from the use of screening instru-
ments, which also provide clinical data useful for the evaluation of
degree of impairment.

SUMMARY:

Detection of potential malingering is a critical component of any
forensic psychiatric evaluation. A number of highly regarded objec-
tive measures are now commercially available for the evaluation of
malingering that clinicians may use confidently. The difficulty with
these measures is that they expend valuable time in administration
and address only the issue of potential malingering; they contribute
little more to understanding the examinee’s condition. The protocols
of 53 forensic examinees were reviewed in which the Test of Memory
Malingering (TOMM) and the Rey Auditory Verbal Learning Test
(RAVLT) had been administered. Trials 1 and 2 on the TOMM were
used to indicate malingering status. Discriminant function analysis
(DFA) was used to predict malingering using RAVLT scores and

clinical measures such as medication noncompliance, unreported
illicit drug use, and inconsistency in clinical data.

The DFA was successful in classifying more than 90% of the
cases using the RAVLT recognition and delayed-recall trials. This
iltustrates the utility of the RAVLT as a good indicator of likely
malingering status. The advantage of using this measure is that
meaningful memory and concentration data are still obtained con-
cerning nonmalingerers. Where malingering is indicated, subsequent
use of time-consuming specific measures can be justified.

REFERENCES:

1. Pankratz, L: Malingering on intellectual and neuropsychological
measures, in Clinical Assessment of Malingering and Deception,
edited by Rogers R., New York, Guilford Press, 1988, p. 183.

2. Gutierrez, JM, Gur RC: Detection of malingering using forced-
choice techniques, in Detection of Malingering During Head In-
jury Litigation, edited by Reynolds CR, New York, Plenum Press,
1998, pp. 88-89.

No. 84
CULTURE, ENGLISH PROFICIENCY, AND TRIAL
OUTCOME

S. Peter Kim, M.D., Department of Psychiatry, University of Hawaii
Medical School, 1319 Punahou Street 6® floor, Honolulu HI 96826

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should have
increased his/her knowledge and understandings of the effects of
linguistic and cultural factors of plaintiffs/defendants who have im-
migrated from Asian countries on their trial outcomes.

SUMMARY:

Objective: The study aims at studying the correlations between
degree of acculturation and English proficiency of litigants and their
trial outcomes.

Methods: The transcripts of pretrial depositions and court proceed-
ings of consecutive private referrals (N = 14) and randomly selected
cases from public defenders’ offices (N = 9) over an 18-month period
(SS = 23) were studied. English language proficiency was measured
by average-per-minute errors (APME) in three areas: sentence/syn-
tax, semantics/pragmatics, pronunciation/enunciation. Country of or-
igin, education level, and number of years in the U.S. were used as
referential variables of acculturation degree.

Results: (1) In both the civil cases (CV) group and the criminal
cases (CR) group, APME scores are significantly and inversely corre-
lated with trial outcomes (p < 0.01 in CV group; p < 0.001 in CR
group). The high APME scores are correlated significantly with
negative trial outcomes (conviction or defeat). (2) In the CR group,
subject’s age (younger) and trial outcomes (negative) were signifi-
cantly correlated (p < 0.05). (3) Total years of formal education and
length of stay in U.S. are significantly correlated in trial outcomes
(the longer the positive) in the CR group (p < 0.05) but not in the
CV group.

Conclusion: English language proficiency is significantly corre-
lated with trial outcomes in both civil and criminal cases, along with
some effects of degree of acculturation.

REFERENCES:

1. Roy JD: The difficulties of limited-English-proficient individuals
in the legal setting. Annals of New York Academy of Sciences
1990,606:73-83.

2. Milroy L: Comprehension and context: successful communication
and communication breakdown, in Applied Sociolinguistics, Ed-
ited by Trudgill P., New York, Academic Press, 1984, p 8.
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No. 85
RESIDENTIAL TREATMENT UNIT: A TWO-YEAR
STUDY

Cristinel M. Coconcea, M.D., Department of Psychiatry, CWRU
Cleveland, 150 Southwood Road, Akron, OH 44313; Frances Ray,
M.H.A., Cherie Craig, M.S.N., Robert Chula, Jr., RN.C.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to demonstrate understanding of the RTU concept, recognize
the specific problems involved with the practice of psychiatry in a
correctional setting, and understand the impact of providing correc-
tional mental health services and the parameters proposed for as-
sessing the outcomes.

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%—19% of prisoners have significant psychiatric
disabilities and another 15%-20% will at some point need mental
health services. Ohio is the first state to offer mental health services
for the inmates under the provisions of a consent decree.

Method: The current study is based on a two-year experience of
treating mentally ill offenders in a residential treatment unit (RTU)
at Grafton Correctional Institution. Through the analysis of a two-
year caseload, the study defines the term RTU and the admission
criteria, discusses the referral process, the incidence and prevalence
of affections treated since the opening of the unit in 1997 and com-
pares them with the data available for the general population in the
prison system and ‘‘on the street.”” Also treatments are compared
and specific correctional-psychiatry problems are identified.

Conclusions: The findings support the validity of the RTU concept.
The main diagnoses were treatment-resistant schizophrenia, severe
mood disorders, and severe personality disorders. An eclectic, multi-
disciplinary treatment approach is suggested, and the interaction with
the correctional staff is discussed.

REFERENCES:

1. Cohen F: Captives’ legal right to mental health care. Law and
Psychology Review 1993;17:1-39.

2. Wettstein R: Treatment of Offenders with Mental Health Disor-
ders. New York, NY, Guilford Press, 1998.
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No. 86
BIPOLAR DEPRESSIVE MIXED STATE:
DELINEATION OF A NEGLECTED CONDITION

Giulio Perugi, M.D., Institute of Psychiatry, Via Roma 67, Pisa
56100, Italy; Donato Madaro, M.D., Franco Frare, M.D., Barbara
Vitale, M.D., Cristina Toni, 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 acquire information on diagnosis, clinical features, and treat-
ment implications of an understudied subtype of bipolar mixed states
that is characterized by full syndromal depression and less-than-
syndromal mania.

SUMMARY:

Objective: DSM-1V requires the presence of the criteria for both
manic and depressive episodes for diagnosis of bipolar mixed state
(MS). In order to delineate a mixed depressive state, which consists
of full syndromal depression and less-than-syndromal mania, we
proposed more-inclusive criteria for mixed states, based on the con-
cepts of Kraepelin and the Vienna School.

Method: The study population comprised 191 bipolar I inpatients.
Diagnosis of MS was made on the basis of the presence of a sustained
emotional instability and/or perplexity in which depressive and manic
symptoms in the areas of mood, thought, perceptions, or motility
are simultaneously present in a fluctuating manner. Moreover, the
presence of heightened emotional resonance, anger-hostility, impulse
discontrol, or marked sleep or sexual-drive disturbances is required.
Eighty-six patients met both ours and DSM-III-R criteria for MS;
32 patients identified by our criteria as mixed state met the DSM-
II1-R criteria for major depression (D-MS); 36 patients only met the
DSM-III-R criteria for major depression (MD).

Results: Depression was the most frequent first episode in MS
and MD, and mixed state in D-MS group. The MD group showed
a higher mean total number of recurrences than the D-MS and MS.
The mean number of past depressive and manic episodes was higher
in MD, while mixed state in D-MS and MS. Incongruous psychotic
features were more common in the D-MS and MS. Interepisodic
remission was significantly lower in D-MS, while rapid cycling was
significantly more common in MD compared with the other two
groups. The DSM-III-R symptomatological profile of the D-MS
subgroup consisted of agitated, mostly psychotic depression with
pressured speech and flight of ideas.

Conclusion: Our results support the existence of a subgroup of
bipolar mixed states with predominantly depressive features, with
important clinical and therapeutic implications.

REFERENCES:

1. McElroy SL, Keck PE, Pope HG. et al: Clinical and research
implications of the diagnosis of dysphoric or mixed mania or
hypomania. Am J. Psychiatry 1994;149:1633-1644.

2. Perugi G, Akiskal HS, Micheli C., et al: Clinical subtypes of
bipolar mixed states: validating a broader European definition in
143 cases. J Affective Disord 1997;43:169-180.

No. 87

FROM CELL TO PATIENT: ARE THERE COMMON
EFFECTS ON MEMBRANE CURRENTS BY
ANTICONVULSANTS EFFICACIOUS IN TREATING
BIPOLAR RAPID CYCLING?

Heinz C. Grunze, M.D., Dept of Psychiarry, Univ of Munich, Nuss-
baumstr 7, Munich 80336 80336, Germany; Sandra Schloesser,
M.A,, Benedikt Amann, M.D., Claus Normann, M.D., Joerg Wal-
den, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should have
a better understanding of potential links from ion channel modulation
to efficacy of a drug in rapid-cycling bipolar disorder. These links
will be emphasized by combining our results of the research of
mechanisms of action and clinical efficacy of lamotrigine.

SUMMARY:

Objecrive: Recent studies suggest that the anticonvulsants carba-
mazepine and valproate may be more efficacious than lithium in
treating bipolar rapid cycling. These antiepileptic drugs share com-
mon actions on the level of ion channels, namely, activation of a
fast transient potassium outward current, and inhibition of voltage
gated sodium and calcium channels. Calcium antagonism may be a
particularly decisive mechanism for controlling rapid cycling, as the
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calcium antagonists nimodipine seems to be an efficacious treatment,
too. This supplies a rationale to test potential mood stabilizers for
their ion flux modulating properties.

Methods and results: Our electrophysiological in vitro recordings
from rat and guinea pig hippocampi demonstrate a similar profile
of actions on ion channels for lamotrigine. These findings will be
discussed in the light of recent clinical findings on the efficacy of
lamotrigine in rapid-cycling bipolar disorder.

Conclusion: It appears that there is a pattern of action on different
ion channels that may contribute to efficacy in rapid-cycling bipolar
disorder.

Funding source: The Vada & Theodore Stanley Foundation

REFERENCES:

1. Grunze H, Wegerer J, Greene RW, Walden J: Modulation of
calcium and potassium currents by lamotrigine. Neuropsychobiol-
ogy 1998;38:131-138.

2. Walden J, Schirer L, Schldsser S, Grunze H: A naturalistic follow
up of patients with bipolar rapid cycling treated with lithium
or lamotrigine for mood stabilization. J. Clin. Psychiatry 1999,
submitted.

No. 88
ANTICONVULSANT PROPHYLAXIS IN A
NATURALISTIC CLINICAL SETTING

Eric D. Peselow, M.D., Department of Psychiatry, NYU School of
Medicine, 32 Bassett Avenue, Brooklyn, NY 11234, Ronald R. Fieve,
M.D., Vanessa Fieve, J.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participant should be
able to examine the prophylactic efficacy of depakote and carbama-
zepine in a naturalistic sample of bipolar patients comparing it with
double-blind studies in the literature and with no treatment.

SUMMARY:

Objective: The utility of lithium in the prophylaxis of bipolar
illness has been well established. However, lithium has many burden-
some side effects including the long-term problem of renal toxicity.
Over the last decade, anticonvulsants have been utilized in the acute
and long-term treatment of bipolar illness as an alternative to lithium,
and it is the purpose of this paper to examine the prophylactic efficacy
of depakote and carbamazepine for bipolar disorders in a naturalistic
clinical setting.

Method: To date we have followed 54 patients on depakote and
43 patients on carbamazepine who after six months stability of mood
were then followed until one of three outcomes—termination well
all patients continuously well until Aug 31, 1998 the endpoint of
this preliminary analysis), dropout or relapse with relapse being
defined as having a breakthrough manic or depressive episode as
defined by DSM-1V, requiring either hospitalization or additional or
other pharmacotherapy.

Results: Overall 28 of 54 patients on depakote (51.9%) and 19
of 43 on carbamazepine (44.2%) suffered a known affective relapse
over a subsequent four-year course. The rates of relapse for manic
or depressive relapse was equal for either agent. More patients
dropped out on carbamazepine-13/43 (30.2%) vs. 7/54 on depakote
(13.0%). Attempts to stabilize 20 of the patients who failed on either
mood stabilizer with a manic episode with lithium + anticonvulsant
(depakote or carbamazepine) led to a better prophylactic effect.

Conclusion: Depakote and carbamazepine had comparable effi-
cacy in the long-term treatment of bipolar illness. Comparisons be-
tween the naturalistic studies in the literature and double-blind studies
will be discussed as will possible reasons for these differences.

35
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No. 89

DOUBLE-BLIND STUDY OF HIGH-DOSE
FLUOXETINE VERSUS LITHIUM OR DESIPRAMINE
AUGMENTATION OF FLUOXETINE IN PARTIAL
AND NONRESPONDERS TO FLUOXETINE

Maurizio Fava, M.D., Department of Psychiatry, Massachusetts Gen-
eral Hospital, 15 Parkman Street, WAC 812, Boston, MA 02114;
Jonathan E. Alpert, M.D., Andrew A. Nierenberg, M.D., John I.
Worthington III, M.D., Jerrold F. Rosenbaum, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participants will become
familiar with strategies commonly used in the treatment of depressed
patients refractory to treatment with fluoxetine.

SUMMARY:

Introduction: In a previous study among 41 depressed patients
who had not responded to fluoxetine 20 mg/day, 53% of patients
treated with high-dose fluoxetine (40-60 mg/day) responded (i.e.,
their HAM-D-17 score was <7) vs. 29% and 25% of patients treated
with fluoxetine plus lithium (300600 mg/day) or fluoxetine plus
desipramine (25-50 mg/day), respectively. We wanted to assess
whether these findings could be replicated in a larger sample of
depressed outpatients.

Methods: We prospectively identified 99 outpatients with major
depressive disorder (50 men and 49 women; mean age: 41.6 = 10.7)
who were either partial (n = 48) or nonresponders (n = 51) to eight
weeks of treatment with fluoxetine 20 mg/day. These patients were
then randomized to four weeks of double-blind treatment with high-
dose fluoxetine (4060 mg/day), fluoxetine plus lithium (300-600
mg/day), or fluoxetine plus desipramine (25-50 mg/day).

Results: In the overall group of patients (n = 99), there was no
significant difference in response rates across the three treatment
groups (high-dose fluoxetine: 38%; fluoxetine plus desipramine:
34%; fluoxetine plus lithjum: 27%). Drop-out rates were also compa-
rable, ranging from 9% (high-dose fluoxetine) to 16% (fluoxetine
plus desipramine). There were also no significant differences in
response rates across the three treatment groups among partial re-
sponders (high-dose fluoxetine: 47%; fluoxetine plus desipramine:
44%; fluoxetine plus lithium: 35%) and nonresponders (high-dose
fluoxetine: 32%; fluoxetine plus desipramine: 25%; fluoxetine plus
lithium: 19%). At the end of the study, the mean lithium level was
0.45 £ 0.27 meq/l (range: 0.1 to 1.1 meq/l) among lithium-treated
patients and the mean desipramine level was 124.6 = 93.9 ng/ml
(range: 25 to 418 ng/ml). There was no significant relationship
between lithium or desipramine blood levels and degree of improve-
ment (as measured by the change in HAM-D-17 score).

Conclusion: We found no significant differences in efficacy among
these three treatment strategies among patients who have failed to
respond to eight weeks of treatment with fluoxetine 20 mg/day.
However, the response rates among nonresponders were rather low
for all treatment groups, while among partial responders the response



36 REPORT SESSIONS

rates were closer to 50%, at least for the high-dose fluoxetine and
fluoxetine plus desipramine groups.

REFERENCES:

1. Fava M, Rosenbaum JF, McGrath PJ, et al: A double-blind,
controlled study of lithium and tricyclic augmentation of fluoxe-
tine in treatment resistant depression. American Journal of Psychi-
atry 1994;151:1372-1374.

2. Nelson JC: Augmentation strategies with serotonergic-noradren-
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No. 90

CHOLESTEROL LEVELS IN MAJOR DEPRESSIVE
DISORDER AND RESPONSE TO FLUOXETINE
TREATMENT

Shamsah B. Sonawalla, M.D., Department of Psychiatry, Massachu-
setts General Hospital, 15 Parkman Street/WAC 812, Boston, MA
02]14; Margarita L. Delgado, B.A., Johanna A. Gordon, B.A., Albert
Yeung, M.D,, Josh A. Israel, M.D., Maurizio Fava, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize that elevated serum cholesterol levels may be
associated with a nonresponse to antidepressant treatment.

SUMMARY:

Objective: Previous studies have suggested that patients with major
depressive disorder (MDD) may have significant differences in cho-
lesterol levels compared with healthy controls. The purpose of this
study was to examine the relationship between levels of serum choles-
terol and response to fluoxetine treatment among outpatients with
major depression.

Methods: We evaluated 279 drug-free depressed outpatients (144
women; mean age: 40.3 = 10.1 years) meeting DSM-III-R criteria
for major depressive disorder. Non-fasting serum cholesterol levels
were assessed for all patients before they started an eight-week open
treatment with fluoxetine 20 mg/day. We defined response at least
50% decrease in HAM-D-17 scores at endpoint (week 8) and a
HAM-D-17 score of 7 lower at endpoint. Cholesterol levels were
classified as either ‘‘elevated’” (= 200 mg/dl, based on the laborato-
ry’s reference normal values) or ‘‘non-elevated’’ (< 200 mg/dl).

Results: Among the 279 patients, 154 (55%) were classified as
having elevated cholesterol levels. Depressed patients with elevated
cholesterol levels did not differ in gender ratio but were significantly
(p < .0001) older (mean age: 42.6 £ 9.1) than depressed patients
with nonelevated cholesterol levels (mean age: 37.5 * 10.7). After
adjusting for age and gender, depressed patients with elevated choles-
terol levels were significantly more likely to be nonresponders to
fluoxetine treatment than depressed patients with nonelevated choles-
terol levels (t = -2.8; p = 0.006).

Conclusion: Elevated serum cholesterol levels appear to be associ-
ated with poorer response to fluoxetine treatment. Further studies
are needed to confirm our findings.

REFERENCES:

1. Fava M, Abraham M, Pava J, et al: Cardiovascular risk factors
in depression: the role of anxiety and anger. Psychosomatics
1996;37:31-37.
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No. 91
SSRIs AND TIME OF ONSET OF
ANTIDEPRESSANT ACTION

Andrew A. Nierenberg, M.D., Department of Psychiatry, Massachu-
setts General Hospital, 15 Parkman Street, WACC 812, Boston, MA
02114-3117; Maurizio Fava, M.D., Jerrold F. Rosenbaum, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of the presentation, the participant will be able
to understand the differences and similarities in the time to onset of
antidepressant action of fluoxetine, paroxetine, and sertraline.

SUMMARY:

Background: Whether or not fluoxetine, paroxetine, and sertraline
with distinct half-lives have similar times to onset of antidepressant
effect has yet to be determined.

Methods: A multicenter, double-blind trial of fluoxetine, paroxet-
ine, and sertraline was conducted to assess differences in discontinua-
tion symptoms in responders who had their antidepressant discon-
tinued suddenly. We performed a secondary analysis from the acute
phase to determine time to onset of response. Survival analysis was
used to determine time to onset as defined as a 30% decrease in
HAM-D scores without any further increase for responders (50%
decrease in HAM-D) exclusively. Log-rank tests were used to com-
pare the survival curves for each SSRI, and Cox proportional hazards
was used to assess the covariates of time to onset of response.

Results: 92 patients were randomized to fluoxetine, 96 patients
to paroxetine, and 96 to sertraline. The proportion of responders
were 62%, 67%, and 73% respectively. Log-rank test for differences
for time to onset of response between the three survival curves of
responders only resulted in p = 0.76.

Conclusions: These data suggest no statistically significant differ-
ences in the onset of response for responders to either fluoxetine,
paroxetine, or sertraline. We found no relationship between time to
onset and half-life of SSRIs or their major metabolites. Further
analysis will be presented for covariates of response.

REFERENCES:

1. Laska EM, Siegel C: Characterizing onset in psychopharmacolog-
ical clinical trials. Psychopharmacology Bulletin 1995;31:29-35.
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under antidepressant treatment: a survival analytical approach.
European Neuropsychopharmacology 1993;3:127-135.
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No. 92
MELANCHOLIA AND AXIS 1l COMORBIDITY

Joyce R. Tedlow, M.D., Department of Psychiatry, Massachusetts
General Hospital, WAC 815/15 Parkman Street, Boston, MA 02114;
Megan M. Smith, B.A., Laura M. Polania, B.A., Jonathan E. Alpert,
M.D., Andrew A. Nierenberg, M.D., Maurizio Fava, M.D.

EDUCATIONAL OBJECTIVES:

At the conclusion of this presentation, the participants will learn
whether patients who exhibit melancholic features during an episode
of major depressive disorder are less likely to have comorbid person-
ality disorders than patients without melancholic features.
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SUMMARY:

Objective: While the DSM-III-R classification of melancholic de-
pression included as one of the criteria the absence of personality
disorder features, the DSM-IV removed this criterion from the defini-
tion of this depressive subtype. However, a recent study by Parker
et al. (1998) showed that disordered personality function was less
likely to occur among patients with DSM-IV melancholic features
compared with nonmelancholic depressed patients. We therefore
wanted to assess whether the actual rates of comorbid personality
disorders differed between DSM-1V melancholic and nonmelan-
cholic depression.

Methods: We evaluated 253 consecutive depressed outpatients
[137 women (54%); mean age: 39.01 * 10.4 years] with DSM-III-R
major depressive disorder. Major depressive disorder was diagnosed
with the use of the SCID-P, and enrolled patients were required to
have a HAM-D-17 score 2= 16. The presence of the melancholic
subtype of major depression was determined with the use of a DSM-
1V checklist.

Results: Of the 98 (39%) patients who met criteria for melancholic
depression and the 155 (61%) who did not, there were no significant
differences in age, gender, or rates of personality disorder diagnoses.
Finally, we observed no significant difference in rates of individual
personality disorder clusters between melancholic and nonmelan-
cholic depressed patients.

Conclusion: Our findings support the current classification of
melancholic depression, in that it appears that this subtype does not
confer any protection against the presence of comorbid personality
disorders.

REFERENCES:

1. Amsterdam JD: Selective serotonin reuptake inhibitor efficacy in
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No. 93

CLINICAL AND DEMOGRAPHIC DIFFERENCES OF
NEUROTIC VERSUS NONNEUROTIC
DEPRESSIVES

Timothy J. Petersen, Ph.D., Department of Psychiatry, Massachusetts
General Hospital, 15 Parkman St, WACC 812, Boston, MA 02114;
Johanna A. Gordon, B.A., Kathryn A. Bottonari, B.A., Jonathan E.
Alpert, M.D., Maurizio Fava, M.D., Andrew A. Nierenberg, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of the presentation, the participant will be able
to understand how neuroticism plays a role in the clinical manifesta-
tions of depression.

SUMMARY:

Background: Neuroticism has been clinically defined as a constel-
lation of symptoms and characteristics that develops early in life,
predates the onset of depression, and includes frequent worrying,
labile mood, somatic reactions to stress, overly strong emotional
reactions, and difficulty recovering from such reactions (Eysenck
and Eysenck 1994). While all of these characteristics are commonly
found in patients diagnosed with major depression, there is evidence
that such patients represent a subtype of affective disorders known
as neurotic depression.

Objective: The purpose of this study was to compare neurotic and
nonneurotic patients meeting criteria for major depression on several
demographic and clinical variables.

Method: 47 outpatients, diagnosed with the SCID-I/P as meeting
criteria for major depression, were administered the Eysenck Person-

ality Questionnaire—Revised (EPQ-R). Subjects were divided into
two groups: those scoring one or more SD above the mean (neurotics,
n = 22, mean = 19.91) and those scoring one SD above the mean
or below (nonneurotics, n = 25, mean = 16.32) on the Neuroticism
Subscale of the EPQ-R.

Results: Results indicate that neurotics have significantly higher
HAM-D (17-item) scores than nonneurotics (t = 3.237, p = .0023).
Neurotics and nonneurotics did not differ on other variables includ-
ing: gender, marital status, educational level, living circumstances,
previous episodes of depression, and employment status.

Discussion: These data suggest a relationship between severity of
depression and neuroticism and raise the possibility that neurotic
traits may contribute to more severe forms of depression. We are
planning to obtain follow-up information on all 47 patients and
to investigate possible differences in treatment outcome between
neurotic and nonneurotic depressives.
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No. 94

GLOBAL ASSESSMENT FUNCTION AND LENGTH
OF STAY AS PREDICTORS OF OUTCOME IN
DEPRESSION

John W. Goethe, M.D., Clinical Research, Institute of Living, 400
Washington Street, Hartford, CT 06106-3309 Stephen B. Woolley,
M.P.H.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to discuss the distinction between symptom-related criteria and
functional-status-related criteria for discharge of depressed patients;
to discuss the evidence for the predictive power of initial patient
assessment and LOS for depressed inpatients.

SUMMARY:

Objective: To examine the associations of LOS and admission
GAF with symptoms and functional status post discharge among
patients with major depressive disorder (MDD).

Method: Longitudinal analysis of demographic, GAF, LOS, and
BASIS-32 results from 3,000 inpatients diagnosed with MDD using
graphic, bivariate, and regression techniques.

Results: Low GAF scores were associated with high LOS (p =
.002). GAF scores <30 were associated with increased risk of ‘‘mod-
erate’’ post-discharge difficulty ‘‘managing day-to-day life’” (p <
.001; 93% increased risk) but no difference in risk for difficulty
with *‘suicidal feelings or behavior.”” For these same two outcome
measures, LOS 2 12 days was associated with a 47% increased risk
in ‘‘managing’’ and a 20% decreased risk in suicide (both p < .001).

Conclusion: These data do not support the recent emphasis on
the importance of functional status as a primary consideration in
decisions about discharge readiness. These results suggest there are
different and complex associations between admission GAF (a scale
mixing symptom severity and functional status) and LOS as pre-
dictors of post-discharge patient self-management difficulties (a
functional status measure) and difficulties with suicide (a symptom
measure).

REFERENES:

1. Wells KB, Golding J, Burman MA: Psychiatric disorder and
limitations in physical functioning in a general population. Am
J Psychiatry 1988;145:712-717.
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2. Goldman HH, Skodol AE, Lave TR: Revising Axis V for DSM-
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SCIENTIFIC AND CLINICAL REPORT
SESSION 32—ANXIETY: SYMPTOM OR
DISORDER?

No. 95

AUGMENTATION WITH NORADRENERGIC
AGENTS FOR TREATMENT-RESISTANT
DEPRESSION IN PATIENTS WITH OCD

Catherine L. Mancini, M.D., Department of Psychiatry, McMaster
Medical Center, 1200 Main Street West, Hamilton, ON L8N 3Z5,
Canada; Michael A, Van Ameringen, M.D., Peter Farvolden, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participants should be
able to recognize that many patients with OCD and comorbid MDD
do not experience improvement in depressive symptoms with SSRI
treatment and appreciate the potential role of augmentation of SSRIs
with noradrenergic antidepressant agents in the treatment of these
patients.

SUMMARY:

Objective: Obsessive-compulsive disorder (OCD) often coexists
with major depressive disorder (MDD). Serotonin reuptake inhibitor
(SRI) medications are the treatment of choice for both OCD and
MDD. The presence of depressive symptoms in OCD is usually
considered to be an incidental result of the chronic effcts of OCD.
We report on a series of 10 patients with OCD and comorbid depres-
sion whose response to SRI agents was inconsistent with such a
model. Serotonergic treatment was augmented with noradrenergic
agents. Treatment response and theoretical implications of the effi-
cacy of this strategy are discussed.

Method: Ten patients with OCD and comorbid MDD who experi-
enced a worsening or exacerbation of depressive symptoms following
an adequate trial of SRI therapy were treated using a combination
of SRIs and agents with effects on noradrenergic reuptake. Response
to treatment was based on clinician ratings of severity of OCD and
MDD (CGI-S).

Results: Following augmentation, nine of the 10 patients had a
significant improvement/resolution of their MDD with little further
change in the severity of their OCD.

Conclusion: The results of this case series suggest a possible
subgroup of OCD patients whoses MDD is neurobiologically differ-
ent from that of patients whose depression is secondary to their OCD.

REFERENCES:

1. Perugi G, Akiskal HS, Pfanner C, et al: The clinical impact of
bipolar and unipolar affective comorbidity on obsessive compul-
sive disorder. J Aff Disord 1997;46:15-23,

2. Scuito G, Pasquale L, Bellodi L: Obsessive-compulsive disorder
and mood disorders: a family study. Am J Med Genetics
1995;60:475-479.

No. 96

DREAMS IN PTSD: A REVIEW

Milton Kramer, M.D., 101 West 79 Street # 7F, New York, NY 10024
EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant will have
knowledge 1) of the phenomenology of dreaming in trauma victims,

2) that the core of the sleep disturbance in PTSD is in psychological
dreaming and nonREM sleep early in the night, 3) that the avoidance
of dream recall may contribute to improved adaptation and 4) of the
limited scientific nature of the dream studies in PTSD.

SUMMARY:

Objective: To review the publications on the dreams of trauma
victims to establish their content and to explore their possible adap-
tive significance.

Method: A Medline search from 1960 to 1997 of the dreams of
trauma victims yielded 95 titles. The 42 articles with 44 studies that
had dream content were reviewed for scientific adequacy along 53
parameters, and their content was summarized.

Results: The nature of the trauma and the time since it occurred
affect the frequency and content of the disturbing dream. The content
of the disturbing dream is not necessarily stereotyped, and different
dream types have been described. The dream is not REM bound and
occurs early in the night as do increased awakenings, motoric activity,
sweating, elevated arousal threshold, and startle response suggesting
an alteration in non-REM sleep mechanisms. The dream is not neces-
sarily focused on the past and can continue after the trauma or
reoccur years later. The trauma can be linked to childhood traumas
and a genetic predisposition for re-experiencing traumas has been
reported. The content of the dream can change across time, and in
veterans the military content of dreams is variable. The dreams in
PTSD are not affect laden and may be hard to recall, with the
lowest recall rates occurring in the better adjusted trauma victims.
Unfortunately, only 23% of the studies reported statistically signifi-
cant results, which limits the inferences that can be drawn.

Conclusion: A disturbance in the psychological aspects of dream-
ing and possibly of non-REM sleep early in the night may be the
central sleep disturbance in PTSD. The avoidance of dream recall
by trauma victims years after the trauma may contribute to better
daytime adaptation.

REFERENCES:

1. Kramer M, Schoen L, Kinney L: The dream experience in dream-
disturbed vietnam veterans. In: Post Traumatic Stress Disorders
Psychological and Biological Sequelae, edited by van der Kolk B,
Washington, D.C. American Psychiatric Press, 1984, pp. 81-95.

2. Ross R, Ball W, Sullivan K, Caroff S: Sleep disturbances as
the hallmark of post traumatic stress disorder. Am J Psychiat
1989;146:697-707.

No. 97
GENDER DIFFERENCES: DRUG ABUSE AND
RELATED ANXIETY

Istvan Kecskes, M.D., XIII Osztaly, Orsz Pszich Neu, Huvosvolgyi
U 116, Budapest 1021, Hungary,; Zoltan Rimmer, M.D.

EDUCATIONAL OBJECTIVE:

This presentation demonstrates that females are most susceptible
to the anxious effect of illegal drugs, and that this effect may persist
after the finish of drug usage.

SUMMARY:

Objective: We investigated the prevalence and gender difference
of anxious symptoms, illegal drug consumption, and drug-provoked
anxious symptoms in Hungary.

Method: We used a self-report questionnaire. Sixteen symptoms
of panic disorder (DSM-I1V) were listed in three different relations
with drug use (before, during and after), and there were questions
about drug consumption, age, gender, and qualification.

Results: Of the 1298 adults, significantly more females mentioned
a repeated occurrence of at least one anxious symptom (female:
61%, male: 49%), and the average symptom score was 2.61 in
females and 2.40 in males. There were differences in the most fre-
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quent symptoms (females: dizziness: 36.7%, nausea: 34.7%, males:
sweating: 25.7%, palpitation: 24.5%). Significantly more males had
ever used illegal drug (males: 35.6%, females: 17.4%). While the
order of frequently used drugs was the same (marijuana, amphet-
amines, LSD, and Ecstasy), significantly more men used cocaine
and heroin. Drug usage significantly improves the probability of
feeling palpitations trembling, paresthesias, and fear of dying, espe-
cially in females. The drug-provoked anxious symptoms persisted
in 7.8% of drug users after finishing its usage.

Conclusion: The connection between drug usage and anxious
symptoms is strong, especially in females. Drug abuse may provoke
anxiety disorders, which may persist after the drug is stopped.

REFERENCES:

1. Williamson S, Gossop M, Powis B, et al: Adverse effects of
stimulant drugs in a community sample of drug users. Drug Alco-
hol Depend 1997;44:2-3.

2. Luie AK, Lannon RA, Rutzik EA, et al: Clinical features of
cocaine induced panic. Biol. Psychiatry 1996;40:938-940.

SCIENTIFIC AND CLINICAL REPORT
SESSION 33—HORMONES AND
PSYCHIATRY

No. 98

TREATMENT OF MAJOR DEPRESSION IN
PERIMENOPAUSAL WOMEN: RESULTS FROM A
RANDOMIZED, DOUBLE-BLIND, PLACEBO-
CONTROLLED TRIAL OF 17B-ESTRADIOL

Claudio Soares, M.D., Department of Psychiatry, Massachusetts
General Hospital, WAC-812 15 Parkman Street, Boston, MA 02114;
Osvaldo P, Almeida, M.D., C.E. Fernandes, M.D., N.R. Melo, M.D.,
Lee S. Cohen, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the impact of estradiol treatment on perimenopausal
depressed women and consider their potential antidepressant ben-
efits.

SUMMARY:

Background: Recent studies describe improvement of mood symp-
toms following treatment with estrogen.

Objecrive: To demonstrate the efficacy of 17B estradiol for the
treatment of major depression in endocrinologically confirmed peri-
menopausal women.

Methods: Fifty women were recruited from a menopause clinic
and a psychiatric clinical program specializing in reproductive psy-
chiatry. Women meeting the following entry criteria were included:
(1) age 40-55 (2) diagnosis of major depressive disorder (DSM-1V),
(3) FSH > 25 1U/L, and (4) irregular periods during the pervious 12
months. Subjects were randomized to transdermal patches containing
100).g of 17B-estradiol (n = 25) or placebo (n = 25) for 12 weeks.
This was followed by a four-week washout period and crossover
phase (eight weeks). Assessments were made at baseline, 4, 8, 12,
16, 20, and 24 weeks and included measures of both mood and
somatic symptoms. Depressive symptoms were assessed by the
Montgomery Asberg Depression Rating Scale (MADRS). Meno-
pausal symptoms were assessed by Blatt-Kupperman Menopausal
Index (BKMI). Response to treatment was defined as (2 50% reduc-
tion of baseline MADRS scores) and full remission (MADRS
scores <8).

Results: Response to treatment with estradiol was statistically
significant compared with placebo (F = 7.28, p = 0.010). Time to
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response was also statistically significant (F = 82.52, p < 0.001).
Recrudescence of menopausal somatic symptoms was noted in pa-
tients treated with estradiol during the crossover phase, though anti-
depressant benefit appeared to be sustained. Remission of depression
was observed in 64.0% of patients receiving active treatment com-
pared with only 28.0% of placebo group (x° = 6.52, p = 0.011).

Conclusions: Major depression in perimenopausal women may
be effectively treated with estradiol. The antidepressant effect of
estradiol seems to be independent of the secondary effect of improv-
ing perimenopausal physical symptoms.

REFERENCES:

1. Zweifel JE, O’Brien WH: A meta-analysis of the effect of hor-
mone replacement therapy upon depressed mood [published erra-
tum appears in Psychoneuroendocrinology 1997 Nov; 22(8):655].
Psychoneuroendocrinology 1997;22:189-212,

2. Joffe H, Cohen LS: Estrogen, serotonin and mood disturbance:
where is the therapeutic bridge? Biological Psychiatry
1998;44:798-811.

No. 99
COR[')I'ISOL AND ACUTE STRESS IN WOMEN WITH
PTS

Cheryl Koopman, Ph.D., Department of Psychiatry, Stanford Univer-
sity, MC 5718, Stanford, CA 94305; Catherine Classen, Ph.D., Sandra
E. Sephton, Ph.D., Cheryl Gore-Felton, Ph.D., Lisa Butler, Ph.D.,
David Spiegel, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize patterns of cortisol dysregulation among persons
with PTSD; to identify acute stress symptoms that are likely to be
related to cortisol dysregulation among persons with PTSD.

SUMMARY:

Objective: This study examined in a sample of women with PTSD
the relationships between acute stress disorder (ASD) symptoms in
response to a recent stressful life event and changes in salivary
cortisol after an acute stress task.

Merhod: Participants were 44 women sexual abuse survivors with
PTSD seeking treatment. The stress task was the woman describing
her childhood sexual abuse experience. All women completed the
Stanford Acute Stress Reaction Questionnaire (SASRQ) which as-
sessed their ASD symptoms in response to the most disturbing event
that occurred in the previous month in each woman’s life. Salivary
cortisol was assayed prior, immediately following, and one hour
following the stress task.

Results: A decline in salivary cortisol from pre-stress task to one-
hour post-task was significantly associated with a greater total acute
symptom score on the SASRQ (r = .32, p < .05), indicating that
women whose cortisol declined immediately after a stressful task
reported the greatest ASD symptoms. In particular, symptoms of
acute dissociation and social/occupational impairment were associ-
ated with a greater decline in cortisol from pre-stress task to one
hour post-task (r > .30, p < .05).

Conclusion: These findings extend previous research by showing
that ASD symptoms, particularly dissociative symptoms and impair-
ment in response to recent life stress, are associated with cortisol
dysregulation among women with PTSD.

REFERENCES:

1. YehudaR., et al: Impact of cumulative lifetime trauma and recent
stress on current posttraumatic stress disorder symptoms in Holo-
caust  survivors. American Journal of  Psychiatry
1995;152:1815-1818.
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2. Resnick H., et al: Effect of previous trauma on acute plasma
cortisol level following rape. American Journal of Psychiatry
1995;152:1675-1677.

No. 100
NEUROACTIVE STEROIDS IN CHRONIC FATIGUE
SYNDROME

Beverley E. Pearson-Murphy, Ph.D., Department of Psychiatry,
McGill University, 1033 Pine Avenue West, Montreal, QC H3A-1A1,
Canada; A. Missagh Ghadirian, M.D., Cyndie Allison, M.S.C.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the chronic fatigue syndrome and appreciate that
there are biochemical alterations suggestive of an alteration in adre-
nocortical metabolism, which may be related to the clinical presen-
tation.

SUMMARY:

Hans Selye showed more than 50 years ago that some progesterone
metabolites, when given in supraphysiological doses, are very power-
ful anesthetics. Although it was known that these are present in
blood and tissues, they have rarely been measured for technical
reasons, and their physiological role, if any, is unknown. Recently
some of them have been shown to bind to the GABA, receptor.
Progesterone, five of its neuroactive metabolites, and pregnenolone
(the precursor of progesterone) were measured by radioimmunoassay
after high-performance liquid chromatography in patients referred
to a chronic fatigue syndrome (CFS) clinic. Thirty women were
considered to meet the criteria required for CFS, half of whom
were significantly depressed. When mean levels determined in the
follicular phase were compared with those of age-matched control
women, all of the metabolites were elevated. CFS women with mild
or no depression had significantly increased levels of 5a-dihydro-
progesterone (p = 0.01) and 36,5a-tetrahydroprogesterone (p =
0.0006). Those with moderate to severe depression had increased
levels of 3(3,5B-tetrahydroprogesterone (p = 0.0001), 3B8,5a-tetrahy-
droprogesterone (p = 0.001) and 3a,5a-tetrahydroprogesterone (p =
0.05); that for 5a-dihydroprogesterone was borderline (p = 0.068).
Levels of progesterone and pregnenolone did not differ significantly.
These steroids are derived from the adrenal cortex and peripherally.

We conclude that in CFS there may be an alteration in metabolism
such that cortisol levels are lowered while those of some neuroactive
progesterone metabolites are elevated. These changes may be related
to symptoms of fatigue and depression in CFS,

This study was supported by NARSAD (National Alliance for
Research in Schizophrenia and Depression).

REFERENCES:

1. Fukuda K, et al: The chronic fatigue syndrome: a comprehensive
approach to its definition and study. Annals of Internal Medicine
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SCIENTIFIC AND CLINICAL REPORT
SESSION 34—COMORBIDITY IN MOOD
DISORDERS

No. 101
PSYCHIATRIC COMORBIDITY IN PATIENTS
PRESENTING FOR IN-VITRO FERTILIZATION

Rajesh M. Parikh, M.D., Department of Psychiatry, Jaslok Hospital,
Research Center, Bombay 400026, India; Shamsah B. Sonawalla,
M.D., Firuza R. Parikh, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to diagnose comorbid depressive and anxiety disorders in pa-
tients presenting for in-vitro fertilization.

SUMMARY:

Objectives: Studies assessing psychological distress in patients
presenting for in-vitro fertilization (IVF) have reported high levels
of anxiety and depression in these patients. The purpose of this study
was to examine psychiatric comorbidity in patients presenting for
in-vitro fertilization (IVF).

Methods: We evaluated 60 outpatients (30 consecutive couples)
presenting for IVF at an assisted reproduction center in Bombay.
All couples were interviewed individually initially and then together,
using a semistructured interview technique. Psychiatric diagnoses
were made using the DSM-IV criteria. Scales administered to all
patients included Hamilton Depression Rating Scale (HAM-D-17),
Hamilton Anxiety Rating Scale (HAM-A), Brief Psychiatric Rating
Scale (BPRS) and Self-Rating Symptom Scale (SRSS). Data were
analyzed using the Statistical Package for Social Sciences (SPSS),
and statistical tests included analysis of variance, chi-square, t-tests
and discriminant analysis.

Results: Mean age of the study patients was 32.3 = 5.2 years.
There were 30 men and 30 women. Forty percent of the study group
met DSM-1V criteria for an Axis I mood or anxiety disorder; 15%
had major depressive disorder, 18.3% had dysthymic disorder, and
6.7% had an anxiety disorder. Women had a significantly higher
prevalence of depressive and anxiety disorders compared with men
regardless of the etiology of infertility, and men had a depressive
or anxiety disorder only in the presence of a male factor as the
etiology for infertility. Suicidal ideation was present in 30% of the
study group and was reported by significantly more women (50%)
than men (10%). Across all scales, the factors of anxiety, depression,
and somatization were significantly higher than other factors. Sev-
enty percent of couples had at least one partner with a psychiatric
diagnosis. Being a Hindu female could accurately predict a high
depression score in 78.3% of the cases.

Conclusion: Our study underscores the high prevalence of psychi-
atric comorbidity in patients presenting for IVF and the need for
preliminary psychiatric evaluation and intervention in this popu-
lation.

REFERENCES:

1. Demyttenaere K, Bonte L, Gheldof M, et al: Coping style and
depression level influence outcome in in-vitro fertilization. Fertil-
ity and Sterility 1998;69:1026--33.
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No. 102
PSYCHOTHERAPY OF PSYCHOSIS

Jon E. Gudeman, M.D., Medical College of WI Milwaukee City,
9455 Watertown Plank Road, Milwaukee, WI 53226-7217;

EDUCATIONAL OBJECTIVES:

The diagnostic interview is an opportunity not only to make a
phenomenologic cross-sectional diagnosis and determine biologic
treatment, it is also an opportunity to explore the psychodynamic
aspects of the illness. This talk will illustrate the psychological
impasse in psychosis, discuss the theoretical structure, and review
technical aspects in treatment.

SUMMARY:

As new psychopharmacologic agents and managed care are central
in the treatment of psychosis, intensive individual psychotherapy for
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people with severe illness is relegated to a secondary role. This
report will reinvent an approach to psychotherapy from the vantage
point of the precipitant and subsequent decompensation. The pre-
senter recognizes the importance of the biologic basis of psychosis.

Psychosis is seen as a psychologic defense against pain. Whether
biologically or psychologically induced, it manifests not only as
biologic decompensation but with psychologic defenses of denial,
distortion, avoidance, and projection. Defenses keep the person with
illness at a distance. The job of the therapist is to help the patient
acknowledge the pain in his/her life, begin to put this in perspective
so that simuitaneous with medical intervention the person is helped.
Techniques include triangulation, grieving the loss, experiencing the
pain of the current situation, gaining contact with one’s own body,
and the beginning of an alliance.

How the therapist approaches the psychotic patient not only as
an educator of illness but also as an empathic listener will be outlined.
This approach draws heavily on the work of psychotherapists of
psychosis such as Reich, Sullivan, Will, and Semrad.

REFERENCES:
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Patients, Grune and Stratton, New York, 1969.
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No. 103
FAMILIAL AGGREGATION OF EATING AND MOOD
DISORDERS

James 1. Hudson, M.D., Department of Psychiatry, Harvard/McLean
Hospital, 115 Mill Street, Belmont, MA 02478; Nan M. Laird, Ph.D.,
Rebecca A. Betensky, Ph.D., Paul E. Keck, Jr., M.D., Harrison G.
Pope, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to understand newer methods to analyze familial aggregation
of two disorders and the results of these methods applied to two
studies of eating and mood disorders.

SUMMARY:

Objective: Family studies have suggested that eating disorders and
mood disorders may coaggregate within families. Previous studies,
however, have been limited by use of univariate modeling techniques
and have failed to account for the correlation of observations within
families. The objectives of this paper are to provide an improved
analysis of the familial aggregation of eating and mood disorders,
and illustrate multivariate logistic regression models for familial
aggregation of two disorders.

Method: Pooled data from two previously published family studies
were analyzed using multivariate proband predictive and family pre-
dictive models. These models represent extensions of previous uni-
variate models.

Results: For both models, their application yielded a significant
familial aggregation of mood disorders, a significant familial coag-
gregation of eating and mood disorders, and a magnitude of the
coaggregation of eating and mood disorders similar to that of the
aggregation of mood disorders. Similar results were obtained with
alternative models, including a traditional univariate proband pre-
dictive model.

Conclusion: In comparison with traditional univariate models, the
multivariate models provide greater flexibility, precision in estimates
of aggregation effects, and generality in the interpretation of aggrega-
tion effects.

Funding Source: NIMH grant T32 MH-017119 (Dr. Hudson)

REFERENCES:
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SCIENTIFIC AND CLINICAL REPORT
SESSION 35—TREATMENT ISSUES IN
SCHIZOPHRENIA

No. 104
RECOVERY FROM SCHIZOPHRENIA

Joseph Ventura, Ph.D., Department of Psychiatry, UCLA Adult Out-
patient, 300 UCLA Medical Plaza, Ste2243, Los Angeles, CA 90095;
Alex J. Kopelowicz, M.D., Robert Paul Liberman, M.D., Daniel
Gutkind, B.A.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to familiarize audiences with a possible definition of recovery
from schizophrenia and clinical and neurocognitive correlates of
recovery.

SUMMARY:

Schizophrenia is considered a chronic condition, yet research has
shown quite a heterogeneous course and potential for recovery. Re-
search has been hampered by lack of consensus on how to define
recovery. Our aim was to determine if we could locate rigorously
diagnosed schizophrenia patients who met our definition of recovery
and learn about clinical and neurocognitive correlates of recovery.
Our definition entails two years of freedom from positive and nega-
tive symptoms, good social and work functioning, and good familial
relations. We identified 22 former patients who met our criteria.
Sixty percent of this sample reported that they had recovered from
schizophrenia (with no definition of ‘‘recovery’’ given to them).
Those who felt that they had recovered noted an absence of psychotic
symptoms and their ability to work productively as indicators that
they had recovered. Among the subjects who stated that they felt
they had not recovered, 60% said they would consider themselves
recovered if they were able to function without taking antipsychotic
medication. For a subsample of patients, findings indicated that
recovered patients approached the normal range on several dimen-
sions of neurocognitive functioning that are usually impaired among
individuals with schizophrenia. Identifying factors associated with
recovery may be useful in understanding the course of schizophrenia.

REFERENCES:

1. Corrigan PW, Giffort D, Rashid F, et al: Recovery as a psychologi-
cal construct. Community Mental Health Journal 1999;35:231-
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No. 105
ANTIPSYCHOTIC ADHERENCE AMONG
OUTPATIENTS

Mark R. Vanelli, M.D., Adheris, Inc., 400 W. Cummings Park, Suite
3050, Woburn, MA 01801; Philip Burstein, Ph.D.
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EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize that poor antipsychotic adherence is not inevitable,
to understand that improved medication administration processes
may improve antipsychotic medication adherence, and to recognize
that medication class alone (conventional versus atypical) is a poor
predictor of adherence despite the improved tolerability of atypical
agents.

SUMMARY:

Objective: Our objective in this study was to report and analyze the
differences in baseline medication adherence for patients receiving
antipsychotics under conditions of routine outpatient care for an
eight month period in 1998-9.

Methods: Persistence was defined as a patient’s documented pick-
up of a prescribed pharmacy refill and was taken as a proxy for
medication adherence. Complete refill records for a national retail
pharmacy chain were analyzed for more than 26,000 patients on
atypical and conventional antipsychotics. We tracked the percentage
of patients who continued to take their prescribed antipsychotic over
an eight-month period.

Results: At eight months, 77.2% of patients started on clozapine
persisted with antipsychotic therapy compared with 52.2% of patients
started on a conventional agents and 46.8% of patients started on
atypical agents.

Conclusions: The high rates of medication adherence for patients
on clozapine suggest that poor medication adherence in major mental
illness is not inevitable. Among factors that may have promoted
improved adherence on clozapine are medication administration pro-
cesses that insured more frequent patient provider contact and in-
creased provider accountability for patients discontinuing their medi-
cation. Moreover, this analysis revealed that antipsychotic class alone
(atypical versus conventional agent) was a poor predictor of medica-
tion adherence.

Funding Source: Adheris Inc, Woburn, MA 01801
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No. 106
ADJUNCTIVE VALPROATE IN SCHIZOPHRENIA

Leslie L. Citrome, M.D., Clinical Research, Nathan Kline Institute,
140 Old Orangeburg Road, Orangeburg, NY 10962; Jerome Levine,
M.D., Baerbel Allingham, M.S.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to recognize the extent of utilization of mood stabilizers, particu-
larly valproate, in patients hospitalized with a diagnosis of schizo-
phrenia.

SUMMARY:

Objective: To describe the utilization of the adjunctive use of
valproate and other mood stabilizers (lithium, carbamazepine, and
gabapentin) in schizophrenia.

Method: A database containing patient information and drug pre-
scription information for every inpatient within the adult civil facili-
ties of the New York State Office of Mental Health was queried for
the time period 1994 to 1998 inclusive,
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Results: In 1994, 2,201 out of 8,405 inpatients with schizophrenia
received a mood stabilizer (26.2%), with lithium most commonly
prescribed (13.2%), followed by valproate (12.3%). In 1998, 2,134
out of 4,922 inpatients with schizophrenia received a mood stabilizer
(43.4%), with valproate most commonly prescribed (35.0%), fol-
lowed by lithium (11.3%). This is in addition to any antipsychotic
that was coprescribed. Patients received valproate for approximately
two-thirds of their hospital stay, at a mean dose of 1520 mg/day. In
1998, gabapentin was prescribed slightly more often than carbama-
zepine (3.7% vs. 3.5%).

Conclusion: From 1994 to 1998 adjunctive valproate use in schizo-
phrenia almost tripled. Valproate has become the most commonly
prescribed mood stabilizer in this population, despite the relative
lack of evidence in the literature of efficacy for this use. There is
an urgent need for controlled clinical trials for the adjunctive use of
mood stabilizers, in particular valproate, in patients with schizo-
phrenia.

REFERENCES:

1. Citrome L, Levine J, Allingham B: Utilization of valproate: extent
of inpatient use in the New York State Office of Mental Health.
Psychiatric Quarterly 1998;69:283-300.

2. Wassef AA, Dott SG, Harris A, et al: Critical review of GABA-
ergic drugs in the treatment of schizophrenia. Journal of Clinical
Psychopharmacology 1999;19:222-232,

SCIENTIFIC AND CLINICAL REPORT
SESSION 36—COURSE OF ILLNESS IN
SCHIZOPHRENIA

No. 107
NEUROCOGNITION AND RECOVERY IN
SCHIZOPHRENIA

Thomas E. Smith, M.D., Department of Psychiatry, Weill Cornell,
2] Bloomingdale Road, White Plains, NY 10605; James W. Huli,
Ph.D., Jonathan Huppert, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation the participant should have
a fuller understanding of the role of neurocognitive deficits in de-
termining functional capacities in schizophrenia.

SUMMARY:

Objective: Reports suggest that neurocognitive deficits are associ-
ated with functional capacity in schizophrenia. Many studies, how-
ever, used retrospective designs and did not account for the influences
of symptoms. We completed a prospective study of social behavior
skills in individuals with schizophrenia who were recovering from
acute exacerbations.

Method: Thirty-six subjects were recruited upon discharge from
an inpatient unit. All were assessed for symptoms, neurocognitive
deficits, and social behavior at three-month intervals up to one year.
The neurocognitive battery included tests of vigilance, memory, and
exccutive functioning, and social functioning was assessed using
Wyke's Social Behavior Scale (SBS).

Results: SBS scores improved by 10% over one year. Mixed
effects regression models revealed that negative and disorganized
symptoms predicted SBS scores, as did short-term and working
memory deficits. Patients with working memory scores below the
median at baseline did not improve their social behavior over the
one-year follow-up period, whereas those without this deficit showed
greater than 20% improvements in social behavior.

Conclusion: Both symptoms and cognitive deficits influence the
development of functional capacities in individuals recovering from
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relapse. Working memory deficits in particular are strong predictors
of acquisition of these skills, and rehabilitation interventions should
be designed to take into account these deficits.

REFERENCES:

1. Green MF, Nuechterlein KH: Should schizophrenia be treated as
a neurocognitive disorder? Schizophr Bull 1999;25:309-19.

2. Smith TE, Hull JW, Goodman M, et al: The relative influences
of symptoms, insight, and neurocognition on social adjustment
in schizophrenia and schizoaffective disorder. J Nerv Ment Dis
1999;187:102-8.

No. 108
ANTISOCIAL COMORBIDITY AND
HOMELESSNESS

Carol L. M. Caton, Ph.D., Department of Psychiatry, Columbia
University, 1051 Riverside Drive Unit 56, New York, NY 10032;
Deborah S. Hasin, Ph.D., Patrick E. Shrout, Ph.D., Alan D. Felix,
M.D,, Lewis A. Opler, M.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to assess the risk of homelessness in patients with cormorbid
antisocial personality disorder and plan preventive interventions for
those at greatest risk.

SUMMARY:

Objective: Does comorbid antisocial personality disorder increase
the risk of homelessness among the urban poor with and without
schizophrenia? We explored this question in two samples of indigent
urban adults; people with schizophrenia, and people with no psy-
chotic disorder. Previous studies have lacked the carefully defined
diagnostic groups and adequate non-homeless controls to make such
a comparison possible.

Method: Data were drawn from two parallel case-control studies
of risk factors for homelessness: (1) 400 men and women with DSM-
III-R (SCID) schizophrenia or schizoaffective disorder (funded by
NIMH), and (2) 400 men and women with no psychiatric hospitaliza-
tion history and no psychotic disorder (funded by NIDA). Literally
homeless cases were selected from crisis shelters. Never-homeless
controls with schizophrenia were attending mental health treatment
programs; those without psychotic disorder were applicants for public
assistance. Both samples were stratified by gender. Assessment of
antisocial personality disorder was carried out with the SCID-II.

Results: Antisocial personality disorder distinguished the homeless
from the never homeless only among men and women with schizo-
phrenia (adjusted LRT for men = 17.99, p < .001; adjusted LRT for
women = 7.03, p < .05). Lifetime substance use disorders were
widespread in all groups studied.

Conclusions: Antisocial personality is mediated by psychopathol-
ogy in contributing to the risk of homelessness. Clinicians should
be aware that antisocial personality disorder among men and women
with schizophrenia might place them at greater risk of homelessness,
signaling the need for interventions to prevent homelessness.

REFERENCES:

1. Mueser KT, Rosenberg SD, Drake RE, et al: Conduct disorder,
antisocial personality disorder and substance use disorders in
schizophrenia and major affective disorders. J Stud Alcohol
1999;60:278-284.

2. Caton CLM, Shrout PE, Eagle PF, et al: Correlates of codisorders
in homeless and never homeless indigent schizophrenic men.
Psychological Medicine 1994;24:681-688.

No. 109
ANHEDONIA IN SCHIZOPHRENIA: LONGITUDINAL
ANALYSES

Ellen S. Herbener, Ph.D., Department of Psychiatry, University of
lllinois, 1601 West Taylor St M/C 912, Chicago, IL 60612; Martin
Harrow, Ph.D.

EDUCATIONAL OBJECTIVE:

At the conclusion of this presentation, the participant should be
able to interpret more accurately implications for patients with differ-
ent mental disorders who present with physical anhedonia. Differ-
ences in correlates of anhedonia across diagnosis suggest that differ-
ent interventions may or may not be effective with different
diagnostic groups.

SUMMARY:

Goal: To investigate the relationship between physical anhedonia,
symptoms, and adaptive functioning across time and across diagnos-
tic groups.

Method: 160 patients (67 schizophrenia spectrum, 31 other psy-
chotic, 62 depressed) completed structured assessments, including
the Physical Anhedonia scale and measures of symptoms and func-
tioning at 2.5, 4.5, 7.5, and 10 years following index hospitalization.

Results: 1) Schizophrenia spectrum subjects showed more persis-
tent scores on measures of physical anhedonia across the 10-year
follow-up period than did other diagnostic groups. 2) Physical anhe-
donia was not consistently correlated with symptoms in the schizo-
phrenia spectrum sample, but was in the other two diagnostic groups.
3) Physical anhedonia was significantly related to functioning impair-
ments in schizophrenia spectrum and depressed subjects (p < .05),
but this relationship did not hold for the other psychotic subjects.

Significance: The results indicate that physical anhedonia has
different correlates in different patient groups. Consistent with prior
studies, physical anhedonia appears to be related to symptoms in
nonschizophrenic subjects, but may be more trait-like in schizophre-
nia spectrum subjects. Notably, physical anhedonia was particularly
associated with impairments in adaptive functioning in the schizo-
phrenia spectrum and depressed groups, but not in the other psychotic
group. Reasons for this difference remain to be evaluated.

REFERENCES:

1. Gruzelier J, Davis S: Social and physical anhedonia in relation
to cerebral laterality and electrodermal habituation in unmedicated
psychotic patients. Psychiatry Research, 1995;56:163-72.

2. Blanchard JJ, Mueser KT, Bellack AS: Anhedonia, positive and
negative affect, and social functioning in schizophrenia.
Schizophr Bull, 1998;24:413-24.
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SYMPOSIUM 1—INTERNATIONAL
ASPECTS OF ETHICS

EDUCATIONAL OBJECTIVES FOR THIS
SYMPOSIUM:

At the conclusion of this symposium the participant should be
able to recognize the common and divergent ethical principles and
priorities that exist worldwide and understand their applicability to
the Madrid Declaration of 1996.

No. 1A
LAW AND MEDICAL ETHICS: AN INTERNATIONAL
PERSPECTIVE

Alan A. Stone, M.D., Hauser Hall, Room 400, Harvard University
Law School, 1575 Massachusetts Avenue, Cambridge, MA 02138-
2996

SUMMARY:

Medical ethics is in a state of transition around the world. Crucial
to this process is the growing impact of law and universal notions
of human rights applied to the doctor-patient relationship. Where
state laws vary, one can expect medical ethics to differ. The most
dramatic example is the practice of euthanasia and assisted suicide
in Holland. However, medical ethics is also changing from within
as the traditional principles are increasingly modified by ethicists
both inside and outside of medicine. A central axiom both in legal and
ethical change is the emphasis on the patient’s individual autonomy as
the central concern of the doctor-patient relationship. The right to
abortion, the right to refuse treatment, and the right to assisted suicide
are all derived from the axiom of autonomy.

No. 1B
DOCTOR-PATIENT RELATIONSHIP IN
TRADITIONAL SOCIETIES

Ahmed M.F. Okasha, M.D., Neuropsychiatry, Ain Shams University,
3 Shawarby Street, Kasr Elmil Cairo 00094, Egypt

SUMMARY:

The doctor-patient relationship may differ greatly depending on
the method of health services delivery and the involvement of the
third party, and the cultural matrix of the society.

In many traditional societies, the doctor-patient relationship is still
healthy. Individual autonomy is not empowering and the family role
is the decisive factor. Attributing health and disease to God’s will,
puts the doctor in a very defensive role. Suing for malpractice is
rarely encountered as all complications are attributed to God’s will,
The external locus of control, belonging to certain religious or philo-
sophical beliefs, and the absence of managed care make the doctor-
patient relationship very warm, and effective and give the doctor a
higher rank of respect, dignity, and obedience. The patient and doctor
have a mutual belief that the outcome of any illness is through God’s
will; the doctor is an agent so he should not be blamed. The usual
statement is ‘‘Do your best for healing your patient, but God has
the final decision.”” The physician in traditional societies embarks
on treatment out of dedication and a desire to heal and not under
the fear of being sued, which may hamper implementing life saving
treatment in Western societies.
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A full explanation of the impact of culture and ethics in doctor-
patient relationship in traditional societies as compared with Western
societies will be presented.

No. 1C
MENTAL HEALTH: CONFLICT AND CRISES IN
LATIN AMERICA

Julio E. Arboleda-Florez, M.D., Department of Psychiatry, Queens
University, Hotel Dieu Hospital 166 Brock Street, Kingston, ON
K7L 3N6, Canada

SUMMARY:

Latin America, a vast land extending from the Rio Grande to the
Patagonian and with a population of about 500 million people, is
home to a variety of cultures, races, and ethnic groups, from the
aboriginal groups who were the first settlers, to the Europeans, and the
African descendants. Other groups have joined the Latin American
mosaic over the past decades. The inhabitants of Latin America
speak many languages, but the most important are Spanish and
Portuguese. The most important religion in the region is Catholic,
but many Latin Americans practice several Protestant Christian de-
nominations, and others are Muslims. This social heterogeneity in
the demographic composition of the countries may be the most
important characteristic of Latin America. Yet, within the differences
in background, many common characteristics can be discerned in
the cultural landscape south of the Rio Grande that have ramifications
on important aspects of the mental health of the ‘‘Latins’’ and the
way in which they conceptualize health, illness, treatment system,
and the ethics of health care. This presentation will discuss these
characteristics, will find common themes, and will review the cul-
tural, demographic, ethical, and political forces that are shaping
mental health systems in the region.

No. 1D
CULTURE AND THE ETHICS OF MANAGED CARE
IN THE UNITED STATES

Renato D. Alarcon, M.D., Department of Psychiatry, Emory Univer-
sity School of Medicine, 1670 Clairmont Road, Decatur, GA 30033

SUMMARY:

Defined as the paradigmatic example of an open society in contem-
porary times, the North American continent in general, and the United
States, in particular, represent a natural laboratory for the complex
interactions between culture and ethics. After reviewing the main
psychocultural features of contemporary American life, this presenta-
tion explores its historical and ethical bases as an introduction to
the examination of the ethical perspectives on psychiatric managed
care, considered not only as a powerful factor in the economy,
quality, and efficiency of patical care, but also as a fundamental
challenge to the medical profession itself. Against the seemingly
contradictory background of a society guided by compassion and
solidarity but also by individualism and competitiveness, a society
that believes in the value of hard work but also in the hedonistic
complacencies of wealth, a society profoundly religious but also
multidimensionally sensuous, one whose historical advancement was
based on the exploration of endlessly open frontiers but whose citi-
zens feverishly defended their right to privacy, the development and
organization of health care has mirrored such set of conflicting
cultural values. The ethical challenges generated by contemporary
managed care encompasses several levels: double agentry, fidelity,
confidentiality, informed consent, honesty, and vulnerability. These
areas are examined in detail. It is concluded that a vigilant profession
must be, in the end, the best guarantee for the people whom it serves.
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Thus, cultural principles and ethical norms would have converged
for the genuine healing of society as a whole.

No. 1E
ETHICS, CULTURE, AND PSYCHIATRY FROM A
SCANDINAVIAN PERSPECTIVE

Marianne C. Kastrup, M.D., RCT, Brondebyosterves 13, PO BOX
2107, Copenhagen DK-1014, Denmark

SUMMARY:

Scandinavian countries have common features with respect to
political systems, culture, language, religion, and health services.
Ethical guidelines are provided by the medical associations and
education on medical ethics is a part of the medical curricula. Re-
search ethical committees review all biomedical research and ethical
councils provide expert knowledge to the governments. Ethical com-
mittees are established within all medical associations and usually
with a psychiatric expert among their members.

Ideals to be strived for in the field of psychiatry are respect for
the dignity, integrity, and autonomy for the mentally ill, protection
of others against violations by the mentally ill, and security against
abuse of psychiatry. Particular focus will be paid to the issues of
medical confidentiality, patient autonomy, and access to psychiatric
records.

REFERENCES:

1. Stone A: Ethical and legal issues in psychotherapy supervision,
in Clinical Perspectives on Psychotherapy Supervision. Edited
by Greben S, Ruskin R. Washington, D.C., APPI, 1994, pp 1140

2. Okasha A, Arboleda Florez I, Sartorius N (eds): Washington,
D.C., American Psychiatric Press, 1999, (In Press)

3. Mezzich JE, Lewis-Fernandez R: Cultural considerations in psy-
chopathology, in Psychiatry. Edited by Tasman A, Kay J, Lieber-
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Applicable to Psychiatry. Washington, DC, American Psychiatric
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SYMPOSIUM 2—RELIGION AS A WEDGE
BETWEEN DOCTOR AND PATIENT

EDUCATIONAL OBJECTIVES FOR THIS
SYMPOSIUM:

At the conclusion of this symposium, clinicians will be able to
identify religious beliefs that interfere with the treatment of women
who are victims of domestic violence, and to help the patient clarify
distortions of religious doctrine that perpetrators use to perpetuate
the abusive relationship.

No. 2A
DOMESTIC VIOLENCE: PSYCHIATRY VERSUS
RELIGION

Nada L. Stotland, M.D., Department of Psychiatry, Ilinois Masonic,
836 West Wellingion Avenue, Chicago, IL 60657

SUMMARY:

The treatment of women in the context of domestic violence
poses challenges not well addressed by classical psychotherapeutic
paradigms. Past and current abuse distort emotions, thought, and
real-life possibilities. As the psychiatrist works with the patient to
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improve her self-esteem, identify inner conflicts, and make choices
about her future, the abuser, who is bound by no professional con-
straints and who has many more hours of access to the patient, works
actively to frighten and control her. The abusive situation damages
the patient’s (and her children’s) mental health and threatens her
(their) very existence, thereby demanding more active intervention
on the part of the psychiatrist than the usual psychotherapy. Religious
issues may further complicate the situation. Some religions, espe-
cially in their more orthodox forms, preach that endurance of suffer-
ing is a virtue, that women must submit to their husbands, and that
the marriage bond is never to be broken. These tenets can be misused
by an abusive partner as an excuse for his behavior and a requirement
that the patient remain in the abusive situation. This paper presents
such a case, one in which the husband attempted to disrupt the
therapeutic relationship by declaring the psychiatrist an evil tool
of Satan.

No. 2B
DOMESTIC VIOLENCE AND MENTAL HEALTH:
EXPANDING THE CONCEPTUAL FRAME

Carole L, Warshaw, M.D., Internal Medicine, Cook County Hospital,
3428 North Janssen, Chicago, IL 60657

SUMMARY:

Despite the tremendous impact that ongoing abuse can have on
women’s emotional well-being, mental health providers are rarely
trained to address the social factors that entrap victims in abusive
relationships. This can result in falsely interpreting survival strategies
as psychiatric problems, overlooking the advocacy needs (shelter,
legal assistance, safety planning) of victims of domestic violence,
and not understanding the risks a psychiatric diagnosis can pose for
custody battles with an abusive spouse. This paper will address a
number of these critical issues in addition to providing an overview
of the prevalence and mental health impact of domestic violence. It
will also review practical guidelines for clinicians working with
women abused by an intimate partner. Finally, it will present a
framework for responding to the mental health concemns of battered
women from both a social and psychological perspective, and briefly
address community and cultural perspectives on healing and social
change.

No. 2C
RELIGION, ETHICS, AND PSYCHIATRIC
RESPONSIBILITIES

Martha B. Holstein, Ph.D., Department of Research, Park Ridge
Center, 211 East Ontario Suite 800, Chicago, IL 60611-3215

SUMMARY:

Ethics is often obscured in psychiatric practice or merely touched
upon by professional codes. In the case this symposium will address
the ethical issues are substantial. Taking a religiously pluralistic
society as the context, this presentation will ask: What are the psychi-
atrist’s ethical responsibilities to his/her patient when religious posi-
tions promote a victimization and oppression (as she reports them),
thereby blocking effective psychiatric intervention? What are the
psychiatrist’s responsibilities in helping the patient claim moral
agency without asking her to sacrifice her faith? What duties does
the psychiatrist have to help the patient recover the moral virtue of
courage as she moves toward becoming a moral agency and in
helping grasp her many moral responsibilities and commitments?
What are his/her duties toward the patient’s need to formulate a
newer and stronger sense of self? Ethics does not require external
justification for determining that some action is the best “‘all things
considered.’” Instead ethics can strive to help people occupy a com-
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mon moral world. The psychiatrist starts an ethical analysis by ascer-
taining the *‘facts,”” uncovering the patient’s core values, and helping
her renegotiate moral understandings that allow her to live as com-
fortably as she can.

No. 2D
THE FORGOTTEN FACTOR IN MENTAL HEALTH

David B. Larson, M.D., National Institute of Health Research, 6110
Executive Boulevard, #908, Rockville, MD 20852-42]3; Byron R.
Johnson, Ph.D.

SUMMARY:

In the last decade, psychiatric research and training has experi-
enced a renewed and increased interest in exploring a “‘forgotten
factor’” of psychiatric care—the clinical relevance and significance
of the psychiatric patient’s spiritual and religious involvement. Psy-
chiatric training is beginning to pay greater attention to this ‘‘forgot-
ten factor”” while a greater number of increasingly better studies are
being published. This presentation will first review some of these
recent changes that have taken place in psychiatric training and
research. Next, the presentation will highlight how frequently and
how well patients utilize their spirituality or religious supports to
cope with their psychiatric problems or illnesses. The presenter will
note that, despite psychiatry’s historical perspective of generally
viewing religion as harmful, religion can play a clinically supportive
role, an ineffective role, as well as a clinically harmful role. Lastly,
this review will present the research concerning each of these roles
religion can play as well as suggest how to apply these research
findings in psychiatric assessment and care in this complex, clinical
context.

No. 2E
THEOLOGY AND DOMESTIC ABUSE

Don S. Browning, Ph.D., University of Chicago Divinity School,
5841 South Maryland, Chicago, IL 60637

SUMMARY:

This paper will investigate the question of whether the western
religious tradition teaches male domination and authority or condones
domestic violence. Implications for psychiatric practice will also be
reviewed.
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1. Fortune MM: Keeping the Faith: Guidance for Christian Women
Facing Abuse. San Francisco, Harper, 1987

2. Warshaw C: Women and violence, in Psychological Aspects of
Women’s Health Care, Edited by Stolland N, Stewart D. Washing-
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SYMPOSIUM 3—BIPOLAR ILLNESS AND
ALCOHOL ABUSE: COURSE AND
TREATMENT

National Institute on Alcohol Abuse and
Alcoholism

EDUCATIONAL OBJECTIVES FOR THIS
SYMPOSIUM:

At the conclusion of this symposium, the participant should be
able to further appreciate the prevalence rate of co-ocurring bipolar
illness and alcoholism, the prospective course of the comorbidity,
and potential treatment options.

No. 3A
BIPOLAR DISORDER AND COMORBID
ALCOHOLISM

Susan L. McElroy, M.D., Department of Psychiatry, University of
Cincinnati College of Medicine, 231 Bethesda Avenue, ML 0559,
Cincinnati, OH 45267-0559

SUMMARY:

Epidemiological data from community populations indicate that
bipolar disorder co-occurs with alcoholism at rates that are signifi-
cantly higher than those in the general population, and in some
studies, higher than those in depressive disorders. Clinical studies
similarly find high rates of comorbid alcoholism. These studies fur-
ther indicate that comorbid alcoholism may adversely affect the
presentation, course, and outcome of bipolar disorder. In this presen-
tation, available epidemiologic and clinical data on the prevalence
of alcoholism in bipolar disorder will be reviewed, with focus on new
comorbidity data from over 300 patients from the Stanley Foundation
Bipolar Network. Also, the potential complications of comorbid
alcoholism on the presentation, outcome, and treatment of bipolar
disorder will be discussed.

No. 3B
ALCOHOL AND AXIS Il COMORBIDITY IN BIPOLAR
PATIENTS

Lori L. Altshuler, M.D., Department of Psychiatry, UCLA, 300 Medi-
cal Plaza #1544, Los Angeles, CA 90068; JoAnne Kay, M.A., Joseph
Ventura, Ph.D., Jim Mintz, Ph.D.

SUMMARY:

Objective: This study sought to determine the prevalence of comor-
bid personality disorder in euthymic bipolar I patients.

Method: Sixty-one outpatients were assessed using the Structured
Clinical Interview for DSM-IV Personality Disorders (SCID II) and/
or the Personality Diagnostic Questionnaire-Revised (PDQ-R).

Results: Thirty-eight percent of bipolar patients met criteria for
an Axis II diagnosis based on the SCID II. Bipolar subjects with a
history of comorbid alcohol use disorder were significantly more
likely to have a SCID II diagnosis (52%) compared with those bipolar
subjects without an alcohol use disorder history (24%). Cluster A
diagnoses were significantly more common in the bipolar/alcohol
use disorder group. The PDQ-R consistently over diagnosed Axis
II disorders, finding 62% of the overall bipolar group to have an
Axis II diagnosis.

Conclusions: Euthymic bipolar patients may have an increased rate
of personality disorders, but much less so than previously reported in
studies that did not take into account (1) current mood state, (2)
comorbidity for an alcohol use disorder, and (3) instrument used for
assessment of Axis II psychopathology.
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No. 3C
COURSES OF CO-OCCURRING BIPOLAR AND
ALCOHOL USE DISORDERS

Stephen M. Strakowski, M.D., Department of Psychiatry, University
of Cincinnati College of Medicine, 231 Bethesda Avenue, Suite 7005,
Cincinnati, OH 45267-0559; Melissa P. Delbello, M.D., Wendilyn
Wigh, M.S.W., A. Monique Brock, B.A., David E. Fleck, Ph.D.

SUMMARY:

Bipolar and alcohol usc disorders co-occur far more commonly
than expected, for unclear reasons. We proposed that these syndromes
co-occur because: (1) bipolar disorder causes alcohol abuse (e.g.,
through self-medication), or (2) alcohol abuse causes bipolar disorder
(e.g., through sensitization), or (3) alcohol use and bipolar disorders
share a common risk factor (e.g., environmental stressors) (DelBe-
llo & Strakowski, in press). Prospective outcome studies provide
one means to examine the relative contributions of these proposed
mechanisms by identifying relationships between the courses of ill-
ness of both bipolar and alcohol use disorders. For example, during
the 12 months following hospitalization for a first manic episode,
54% of the patients with a history of alcohol abuse experienced
ongoing affective episodes in the absence of alcohol abuse, although
alcohol abuse always occurred concurrently with an affective syn-
drome (Strakowski et al, 1998). In a new outcome study of first-
episode mania, we observed that manic and mixed, but not depressed,
episodes were commonly precipitated by increased alcohol abuse in
bipolar patients with histories of alcohol dependence. In contrast,
cases of patients increasing alcohol abuse in response to new affective
episodes was uncommon. These data suggest that affective symptoms
do not necessarily initiate drinking in patients with a history of
alcohol abuse, but when alcohol abuse does occur, it may precipitate
affective symptoms. Updated results will be presented at the time
of the APA meeting.

This work has been supported by MH 54317 & MHS58170.

No. 3D
ANTICONVULSANTS IN BIPOLAR ILLNESS WITH
ALCOHOL COMORBIDITY

Mark A. Frye, M.D., Department of Psychiatry, UCLA NPI&H, 300
UCLA Medical Plaza, #1154, Los Angeles, CA 90095; Kirk D.
Denicoff, M.D., Earlia-Smith Jackson, R.N., Elizabeth Vanderham,
M.A., Gabriele S. Leverich, M.S.W., Robert M. Post, M.D.

SUMMARY:

Kindling and sensitization models have both been applied to the
clinical observations of bipolar illness progression and increased
alcohol withdrawal symptom severity associated with recurrent alco-
hol intoxication. Additionally, mania complicated by current or his-
torical alcohol abuse has been associated with relative decreased
lithium responsivity. Mood stabilizing anticonvulsants have been
shown to have *‘anti-killing”’ properties and are clinically efficacious
in the treatment of both bipolar disorder and alcohol withdrawal.
This study was conducted to test the hypothesis that bipolar illness
complicated by alcohol abuse comorbidity would represent a *‘com-
pound liability”” for kindling progression and would preferentially
respond to anticonvulsant treatment.

In a controlied, double-blind prophylaxis study, 28 bipolar outpa-
tients (14f/14m) were randomized to one year lithium or one year
of carbamazepine (CBZ) in the first two years, and the combination
in the third year. A CGI call of much or very much improved was
used to define CBZ response. Blind to CBZ response, alcohol abuse
history was assessed through SCID harvesting and/or review of
the medical record. Fisher’s exact test was utilized to analyze the
relationship between CBZ response and presence or absence of alco-
hol abuse history.

A total of 8/28 patients (4/14, 29% female, 4/14 29% male) were
CBZ responders. There was no significance of CBZ response be-
tween patients with or without a history of alcohol abuse (n = 28,
p = 0.09). 4/8 (50%) male patients with a history of alcohol abuse
responded to CBZ in comparison with 0/6 with no prior history (p =
0.08). One of two female patients (50%) with a history of alcohol
abuse responded to CBZ in comparison with 3/12 (25%) with no
prior history (p = 0.5).

This study suggests a trend preferential CBZ response in males
with a history of alcohol abuse, but not in females. Although con-
trolled data, the small sample size and unequal distribution of alcohol
abuse histories limit this study. Further studies are encouraged.

No. 3E
ANTICONVULSANTS IN ALCOHOL WITHDRAWAL
AND RELAPSE

Hugh L. Myrick, M.D., Department of Psychiatry, MUSC, IOP 4
North, 67 President street PO Box 250861, Charleston, SC 29425

SUMMARY:

This presentation will focus on the role of anticonvulsant agents
in the treatment of alcohol withdrawal and relapse prevention. Mood
stabilizing anticonvulsant agents may offer several advantages in the
treatment of substance use disorders with and without comorbid
psychiatric conditions. In the treatment of alcohol withdrawal, these
advantages include a lack of abuse potential and less cognitive im-
pairment as compared with benzodiazepines. Studies that have uti-
lized the anticonvulsant agents carbamazepine, divalproex, and gaba-
pentin will be discussed. While the acute phase of alcohol withdrawal
is only evident for two to five days, pre-clinical and human studies
of alcohol withdrawal indicate a variety of brain perturbations can
be detected for weeks to months after the clinical signs of alcohol
withdrawal have disappeared. It is during the protracted withdrawal
phase that many subjects relapse to substance use. Characteristics
of this protracted phase such as sleep disturbance, aggressivity, and
impulsivity are found in both substance use disorders and psychiatric
disorders and may respond to anticonvulsant agents. Studies investi-
gating the use of anticonvulsants in the treatment of these dimensional
aspects of functioning will be discussed.
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SYMPOSIUM 4—ESTROGEN-
REPLACEMENT THERAPY IN
MENOPAUSE-RELATED MOOD
DISORDERS

EDUCATIONAL OBJECTIVES FOR THIS
SYMPOSIUM:

At the conclusion of the symposium, the participant should be
able to recognize clinical, neuroendocrine, and cognitive indices of
menopause-related mood disorders and update his/her knowledge of
optimal treatment paradigms of these disorders.

No. 4A

ESTROGEN-REPLACEMENT THERAPY:
COGNITION AND DEPRESSION IN
POSTMENOPAUSAL WOMEN

Natalie L. Rasgon, M.D., Department of Psychiatry, UCLA Univer-
sity, 300 UCLA Medical Plaza, #2200, Los Angeles, CA 90095;
Jennifer Dunkin, Ph.D., Lori L. Altshuler, M.D., Andrea Rapkin,
M.D.

SUMMARY:

The development of late-life depression and antidepressant thera-
peutic response may involve postmenopausal estrogen deficiency.
Existing data suggest that estrogen replacement therapy (ERT) after
menopause enhances both mood and cognitive function. This presen-
tation will discuss the preliminary results of the study of the effects
of ERT on cognition and antidepressant response in postmenopausal
women. The study involved 30 women ages 45-65 with or without
(control group) major depression. Cognitive test battery was adminis-
tered prior to and after the treatment phase. Depressed subjects
received SSRI (Sertraline) in a standard antidepressant dose for ten
weeks. Estrogen or placebo patches were administered simultane-
ously with an antidepressant treatment using the transdermal estradiol
system. Effects of ERT were assessed in a double-blind design: (1)
in postmenopausal depressed women on cognition and on Sertraline
+ ERT vs. Sertraline + placebo treatment outcomes; (2) in postmeno-
pausal women without depression on cognitive responses to ERT
vs. placebo. We observed beneficial effects of ERT on both mood
and cognitive outcomes compared with placebo. Our data further
support salutary effects of ERT in postmenopausal women.

No. 4B
MOOD DISORDERS IN PERIMENOPAUSE: THE
ESTROGEN-SEROTONIN CONNECTION

Hadine Joffe, M.D., Department of Psychiatry, McLean Hospital,
115 Mill Street, Belmont, MA 02478

SUMMARY:

Gonadal steroids have extensive neuromodulatory effects that may
increase the risk of mood disorders in women. A growing body of
evidence suggests that a subset of women are vulnerable to mood
instability caused by physiologic changes in hormone levels. Declin-
ing levels of estrogen during the transition to menopause (perimeno-
pause) may trigger depressive symptoms. However, estrogen with-
drawal also causes hot flushes and night sweats in 75% of
perimenopausal women. The disruption of sleep by night sweats
may cause daytime mood changes. Because hot flushes and night
sweats correlate strongly with depressive symptoms, it is therefore
difficult to distinguish whether perimenopausal mood symptoms are
a direct consequence of estrogen fluctuation or night sweat-induced
sleep disturbance.

This presentation will review the mood symptoms that occur in
perimenopausal women. The evidence supporting different etiologic
models of depressive symptoms in perimenopausal women will be
reviewed. Implications of estrogen-serotonin interactions in the cen-
tral nervous system will be discussed. Therapeutic options for this
reproductive-endocrine-associated mood disorder will be addressed.

No. 4C
ESTROGEN, DEPRESSION, AND THE
PERIMENOPAUSE

Peter J. Schmidt, M.D., Endocrinology, National Institute of Mental
Health, 10 Center Dr., Building 10, Room 3N-238, Bethesda, MD
20892; Catherine A. Roca, M.D., David R. Rubinow, M.D.

SUMMARY:

The relationship between declining ovarian function, estrogen
withdrawal, and midlife-onset depression is the source of consider-
able controversy. We have employed several strategies to investigate
the effects of the perimenopause, hypogonadism, and hormone re-
placement on mood and behavior. Two groups of subjects have
been studied: women with depression occurring during the natural
perimenopause and women with GnRH agonist-induced hypogo-
nadism. Perimenopausal depressed women did not differ from non-
depressed controls in the experience of adverse life events, hot
flushes, or in basal measures of reproductive hormones. Estradiol
replacement under double-blind, placebo-controlled conditions, sig-
nificantly improved measures of both mood and verbal memory in
depressed perimenopausal women. The efficacy of estradiol replace-
ment on mood was independent of its salutary effects on hot flushes.
In contrast, estradiol replacement in younger women with GnRH-
agonist-induced hypogonadism was not associated with changes in
cognitive function, nor did estradiol replacement improve libido in
either perimenopausal depressed or younger hypogonadal women.
Finally, we observed reductions in cognition-activated regional cere-
bral blood flow during GnRH-agonist-induced hypogonadism with
the restoration of normal regional cerebral blood flow during estradiol
replacement. Our data suggest that estradiol may be involved in the
regulation of some aspects of mood, cognitive performance, and
neural physiology, but the effects observed are dependent on a num-
ber of contextual variables including age.

No. 4D
ESTROGEN AND COGNITION IN OLDER WOMEN

Barbara B. Sherwin, Ph.D., Department of Psychology, McGill Uni-
versity, 1205 Dr. Penfield Avenue, Montreal, P.Q., QC H3A IBI,
Canada

SUMMARY:

There is now considerable evidence that estrogen modulates brain
structure and function in areas known to subserve memory. During
the past decade, numerous observational studies as well as prospec-
tive randomized investigations have been carried out to test whether
estrogen maintains memory in postmenopausal women. Healthy 65-
year-old estrogen users scored higher on t